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CHAPTER 7

ABSTRACT
Promoting sports participation for health is part of the public health agenda worldwide.
The same holds true for preventing sports injuries, an unfavourable consequence of
sports. In order to transfer research findings to practice; however, clinicians should
consider the particulars of design, outcome measures, and data analyses of studies on
the prevention of sports injuries. This paper provides a summary of approaches used
to assess the effect of injury prevention strategies in sports. This summary is intended
to support clinicians in the decision-making process to apply research findings in the
area of sports injury prevention in their practice.
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INTRODUCTION
Maintaining a physically active lifestyle is a major contemporary public health issue.1
Therefore, promoting sport participation is crucial for contemporary society.2 The
paradox is that, on the one hand, sports participation improves health through the welldocumented benefits of regular physical exercise.3 On the other hand, sports
participation also increases the risk of unfavourable consequences, such as sports
injuries.4 The negative experience associated with injuries can discourage one to
maintain sports participation, which conflicts public health efforts.2 Moreover, sports
injuries negatively influence team’s and individuals’ athletic success.5 Given the
detrimental impact of sports injuries for the individual and society, preventative efforts
are of great importance.6
Through the understanding of research methodology, clinicians are better able to
assess whether a research finding would be valid and applicable to their context.
Accordingly, this paper is meant to be a resource for sports clinicians to understand
and interpret (1) study designs, (2) outcome measures and (3) statistics in research on
the prevention of sports injuries. This should provide a foundation of knowledge for
clinicians on the decision-making process to apply research findings in the area of
injury prevention in practice.

STUDY DESIGNS IN INJURY PREVENTION STUDIES
Sports injuries prevention efforts follow, in general, the ‘sequence of prevention’
(Figure 1).7 One should first establish the extent of the injury problem (step 1) and,
subsequently, investigate the problem’s underlying aetiology and mechanisms (step 2).
After following these first two steps, one would have enough information to develop
and introduce a preventative strategy (step 3) and, finally, assess its (cost-)effectiveness
(step 4). This paper focuses on the methodology of step four of the sequence of
prevention; i.e. assessing the (cost-)effectiveness of an injury prevention strategy.
It should be noted that there needs to be a clear distinction between efficacy and
effectiveness of preventative measures. Efficacy describes the effect of any intervention
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under fully-controlled and ideal conditions, taking any potential disturbing factors into
account, and giving the intervention the best conditions to demonstrate its true effect.
This is usually done in explanatory randomised controlled trials (RCTs),8 and gives an
answer to the question ‘does the intervention work under ideal circumstances?’.9
Effectiveness is established under less-controlled and more pragmatic conditions.10 As
such, the outcomes are more influenced by external factors that act in a true sporting
context. This type of outcome stems usually from less-controlled study designs and
answers the question ‘does the intervention work in a real-world context?’.9 Naturally,
one would first establish the efficacy of a developed intervention before moving to
effectiveness assessment and implementation.

Step 1

Step 2

Establish the extent of
the injury problem

Investigate aetiology
and mechanisms

Assess the
effectiveness of
introduced measures

Introduce preventive
measures

Step 4

Step 3

Figure 1. The sequence of prevention of sports injuries. Adapted from van Mechelen et al.7
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Randomised controlled trials
The efficacy of an injury prevention strategy is investigated through a RCT, while this
is the most rigorous design to infer a cause-effect relationship between a preventative
strategy (i.e. the intervention) and injury occurrence (i.e. the outcome).11 In a RCT, the
randomisation process allocates study participants to at least two groups; an
intervention (e.g. the group exposed to the preventative strategy) and a control group
(e.g. the group not exposed to the preventative strategy). Both groups are then followed
over a pre-set period of time (e.g. one season). The randomisation process accounts
for potential differences between participants’ characteristics that might influence their
response to the intervention and their baseline risk of injury. Therefore, in a wellconducted RCT, researchers can assume that known and unknown participants’
characteristics are similar in both the intervention and control groups, and the
intervention is virtually the only difference between both groups.11
A RCT, as explained above, usually assumes that each individual is an independent
‘unit’. In sports, this is not always the case. Many sports are practised in teams, and
one is usually confronted with the issue that one needs to randomise entire teams to
an intervention or control group. Here one speaks of a cluster RCT. As an example, a
cluster RCT investigated the effect of a structured warm-up program on the rate of
injuries in young football (soccer) players from different countries, clubs, and teams.12
Clubs were randomised to an intervention and a control group; i.e. structured warmup and usual sessions, respectively. Clubs were randomised into the same group in
order to minimise the risk of ‘contamination’ (i.e. participants of the control group
knowing about and adopting the intervention). The country, age group, and the
number of participating teams per club served as strata for the randomisation.

Beyond randomised controlled trials
It is important to note that there are also a number of limitations to RCTs.11 In sports
injuries prevention research, we argue that the main issue is its validity. Given the
well-controlled study design, RCTs have high internal validity – results can be very
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CHAPTER 7

trustable inside the specific controlled setting in which the study was conducted.
However, RCTs often lack external validity also due to the well-controlled study
design13 – an ‘efficacious’ preventative measure may not work as expected when
applied in a setting that differs from the one originally studied. Therefore, nonrandomised study designs are also important to evaluate the effectiveness of an
efficacious preventative strategy in less-controlled, ‘real-life’ situations.14
Non-randomised studies are considered a group of study designs that lack random
allocation of participants to intervention and control group.15 In sports injuries
prevention, those include non-RCTs (i.e. quasi-experiments) and prospective cohort
studies, which can be experimental (i.e. with an intervention) or not (i.e.
observational).14 Prospective experimental cohorts, or pretest-posttest designs, enable
time-trend analysis to evaluate injury occurrence before and after the implementation
of preventative measures. This approach is useful for evaluating the effect of e.g.
sporting rule changes aimed at reducing injuries16 and nationwide injury prevention
campaigns.17 Prospective observational cohort studies may be used to monitor injury
occurrence and investigate the effect of preventative strategies already in use. For
example, a study monitored ice hockey players who had been wearing full face shields
and players wearing half face shields over a season.18 This study found that ice hockey
players wearing full face shields had a lower injury risk of facial and dental injuries
and recommended that the sport governing body should consider mandating full facial
protective gear.
The lack of random allocation in non-randomised studies potentially leads to
systematic differences groups;11 and therefore, one should consider the non-random
allocation ‘bias’ when inferring a cause-effect relationship between a preventative
strategy and injury occurrence in non-randomised studies. For this reason, nonrandomised studies would have lower internal validity than a RCT.15 On the other
hand, non-randomised studies have more potential to emulate ‘real-world’
experiences when applying research findings; and therefore, have increased external
validity.19
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OUTCOME MEASURES IN INJURY PREVENTION STUDIES
When studying the effect of injury preventative efforts, multiple outcomes need to be
assessed in order to provide reliable results and meaningful conclusions. Naturally,
injury occurrence is the main outcome of interest. However, the constructs ‘exposure’,
‘severity’, and ‘compliance’ or ‘adherence’ are also key elements to establish the
outcome of injury preventative efforts.

Injury
The issue of defining what is a recordable sports injury in epidemiological studies has
been investigated comprehensively.20 There are strict as well as broad injury definitions
that have been used in research. Basically, definitions of injury can be summarised to
injuries that lead to ‘sport time-loss’, require ‘medical attention’, or ‘all complaints’
reported by athletes.20 The ‘sport time-loss’ definition will, by default, concentrate on
more severe injuries since athletes may continue participation in training and
competition despite having a minor injury.21 A time-loss injury does not necessarily
receive medical attention since this is highly dependent on medical staff availability.
In some cases, injured athletes may not consult health professionals. For example, a
field hockey player could sustain a contusion in the thigh during a collision with
another player. This contusion could lead to one or more days of time-loss, without
the player considering medical care. The ‘medical attention’ definition, however,
enables capturing injuries regardless of sport time-loss. The ‘all complaints’ definition
enables capturing injuries beyond medical attention and time-loss (Figure 2), and also
allows for more frequent monitoring of health status. Obviously, there are also studies
focusing on the prevention of specific injuries (e.g. anterior cruciate ligament or
hamstring injuries), which will, by default, have a very specific definition of a
recordable injury and its appropriate diagnosis.
While standardised definitions of sports injuries facilitate comparability between
different studies and data pooling for meta-analyses, the chosen definition should
reflect the goals of the study and the context of the surveillance. Clinicians should
143
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consider the strengths and limitations of each approach while interpreting research
findings on the prevention of sports injuries.20

Figure 2. The number of injuries registered in a one-season cohort of elite field hockey players22 (adapted
from Clarsen and Bahr20). This example shows how different injury definitions (i.e. all athlete self-reported
injuries, injuries receiving medical attention, and injuries leading to training/match time-loss) would impact
the observed magnitude of the injury problem within a study. *An injury was defined as disorders of the
musculoskeletal system or concussion.

Sport exposure
Measuring the number of injuries is obviously fundamental in studies on the prevention
of sports injuries. However, data on the exposure to the sport is also essential in order
to provide some context to the actual risk of sustaining an injury while participating in
sports.23 If one is investigating the effectiveness of an injury prevention strategy in two
groups of athletes – intervention and control – and both have the same number of
injuries, one could prematurely conclude that there was no preventative effect in the
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intervention group. However, what if the athletes in the intervention group had played
5,000 hours, and those in the control group only 2,500? The intervention group would
have been more exposed to the risk of sustaining injuries than the control group, and
yet had the same number of injuries.
Combining the number of injuries with exposure data brings the concept of what is
generally called injury rate.23 Injury rates are usually described as the number of
injuries per 1,000 athlete-hours, which is calculated by dividing the total number of
injuries by the total number of hours that athletes were exposed to the sport and
multiplied by 1,000. Injury rates can also be expressed by the number of injuries per
1,000 athlete-exposures (i.e. sessions of exposure), albeit hours is preferred in order to
take into account potential differences in length of training and match sessions.23
Following the previous example, if both groups had 30 injuries, the injury rates in the
intervention and control group would be 6 and 12 injuries per 1,000 athlete-hours of
exposure, respectively. Although the number of injuries was the same in both groups,
the injury rate in the intervention group was half compared to the control group.
Therefore, measuring exposure data in injury prevention studies is highly
recommended to enable the reporting of injury rates.23

Severity of injury
When it comes to the prevention of sports injuries, one is interested in reducing both
the number and severity of injuries.7 An injury prevention strategy could also be
considered successful when reducing the severity of injuries, even without a reduction
in the absolute number of injuries.24 Therefore, injury severity is an important outcome
when assessing preventative strategies. Different measures of severity have been
described for sports injuries in the literature, such as nature of injury, recovery time
(i.e. injury duration), received medical attention, sport time-loss, work/school timeloss, permanent damage, and the economic cost to treat the injury.25 The impact of an
injury on athletes’ performance is also an important measure of injury severity.26
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Basically, severity measures relate to the consequences of injuries that can be
measured at various levels, as described above. It should be noted, however, that these
severity measures are strongly correlated.25 Arguably, the most commonly employed
severity measure of sports injuries is days of sport time-loss. Although important, some
injuries do not lead to time-loss, and therefore, require other severity measures (e.g.
injury impact on athlete performance). Similarly to the injury definition, the severity
measure within a study is based on the context of the surveillance and research
question; however, uniform measures between studies would improve comparability
of research data.25

Compliance and adherence
The extent to which study participants ‘uptake’ and use an intervention as prescribed
is a critical and yet often overlooked outcome measure in injury prevention studies.27
Although the importance of compliance and adherence is evident, the way compliance
is dealt with in preventative studies is subject to a large degree of heterogeneity.28 Valid
and reliable tools to measure and report compliance and adherence are needed and
should be matched to uniform definitions of both constructs. In studies investigating
efficacy (i.e. explanatory RCTs), intervention uptake is defined as ‘compliance’,
referring to the act of a participant conforming to recommendations with regard to
prescribed dosage, timing and frequency of an intervention.29 In studies investigating
effectiveness (e.g. pragmatic RCTs or quasi-experiments), intervention uptake regards
to ‘adherence’, which refers to a process influenced by the environment, and
recognizes that user behaviour is determined by social contexts and personal
lifestyle.30
There is substantial heterogeneity in the way that studies on sports injury prevention
have defined, measured and reported the extent to which participants actually ‘uptake’
preventative interventions.27 These measurements are often derived from a supervisor
(e.g. coach), or by the athletes in case of a non-supervised intervention (e.g. homebased exercises). This information can be collected via paper sheets or online reports
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and can also be supplemented with random (unannounced) visits or phone calls by
investigators/researchers. Similarly to the definition and severity of injuries, definitions
and measurements of compliance and adherence are diverse, and uniformity would
facilitate interpretation and comparison of studies on the prevention of sports.27

COMMON STATISTICS IN INJURY PREVENTION STUDIES
Difference and ratio of injury rates
As mentioned, injury rates are usually described as the number of injuries per 1,000
athlete-hours or athlete-exposures. A simplistic method to estimate the effect of an
injury prevention strategy is to calculate the arithmetic difference or ratio between
injury rates in an intervention and control group. The reasoning of a difference and a
ratio calculation is that, if there is no difference between groups, the results are zero
and one, respectively. Thus, if the 95% confidence interval (95% CI) of the injury rate
difference or injury rate ratio include zero and one, respectively, one can conclude
there was no statistically significant difference between groups.31 The 95% CI states
that the ‘real’ difference or ratio lies somewhere inside the given range with a 95%
certainty. For example, in Table 1 we see an injury rate ratio of an intervention and
control group of 0.64. This point estimate indicates that the intervention group had a
36% lower injury rate. The corresponding 95% CI (0.52–0.79) shows that the observed
intervention effect was statistically significant. Now let us assume that the sample size
of this study was not large enough to investigate the intervention effect with sufficient
accuracy. Consequently, the observed point estimate of the rate ratio could still be the
same (i.e. 0.64), but due to the smaller sample size, the 95% CI would be wider and
might include the number one (e.g. 0.30–1.20). In this scenario, one could not draw
firm conclusions on the effect of the intervention due to the non-statistically significant
effect.
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Cox regression analysis
The Cox regression analysis has advantages over the injury rate difference or ratio since
it takes into account athlete’s individual time ‘at risk’ of sustaining an injury (i.e.
athlete-specific sport exposure data), and not only the summarised injury rate of a
group. The outcome of a Cox regression analysis is the hazard ratio, which is a
combination of two measures – the difference in the proportion of injured athletes in
the intervention and control group, and the difference in the time-to-injury (i.e. sport
exposure data) between groups. In addition, a Cox regression analysis permits
adjustment for confounders and the investigation of potential effect modifiers.32 An
example of a Cox regression analysis to assess the efficacy of a preventative strategy is
shown in Table 1. In this example, the hazard ratio was 0.59, which means that the
risk of sustaining an injury in the intervention group was 41% lower compared to the
control group. However, a limitation of the original Cox regression analysis is that it is
only able to handle data until the first event (i.e. the first injury sustained by an athlete),
ignoring all potential exposure and subsequent injury data after the first injury.32
Further, it cannot handle clustered data (e.g. players nested in teams).

Cox regression with subsequent events and/or nested data
The above-mentioned limitations of the original Cox regression analysis are important
as athletes might sustain multiple injuries during a study as well as in real-life
situations. Extensions of the Cox regression analysis allow analysis of more than one
injury of individual athletes. Additionally, these extended Cox models take into
account that subjects who sustained an injury are probably at a higher risk to sustain
another injury. Further, it is possible to account for a hierarchical data structure; e.g.
multiple injuries in an athlete, athletes nested in teams, and teams nested in clubs.32
For these reasons, extended Cox models can be seen as more realistic than the
traditional Cox regression analysis.33 In our example in Table 1, the hazard ratio of an
extended Cox regression was 0.52. As this extended Cox model considered what
happened with athletes after their first injury, in contrast with the original Cox
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regression, we can conclude that at any point in time, the risk of sustaining an injury
in the intervention group was 48% lower than in the control group.

Considering adherence in the analysis
The examples provided above had so far illustrated comparisons between two groups
– the intervention (i.e. using a preventative strategy under investigation) and control
(i.e. not using the preventative strategy under investigation). Analysing outcomes
according to the participants’ original group allocation characterizes an intention-totreat analysis. This approach dismisses any potential deviations from the intervention
protocol.34 However, in real-life situations, protocols may not happen exactly as
planned a priori. This is also the case in preventative strategies for sports injuries,
where participants’ intervention ‘uptake’ may deviate from the original plan.
Studies that accounted for compliance and adherence to preventative strategies
demonstrated that it significantly affects outcomes.27 Naturally, preventative strategies
will not work if they are not used. This is illustrated by Verhagen et al.,35 who showed
a strong dose-response relationship between adherence to a prescribed injury
prevention program and its effects (Table 2). As shown in this study, and which most
likely is also the case in other preventative measures, the actual effects found are due
to a relatively small subpopulation who adhered sufficiently to the prescribed
intervention. The actual preventative effect in the intervention can be, as such, greater
than shown in the outcomes that are derived in an intention-to-treat analysis.
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0.99 (0.84–1.17)

0.88 (0.74–1.05)

0.99 (0.84–1.17)

0.99 (0.84–1.17)

Injury rate (95% CI)

a

235

178

235

235

Number of injuries

1.55 (1.36–1.76)

1.20 (1.03–1.38)

1.55 (1.36–1.76)

1.55 (1.36–1.76)

Injury ratea (95% CI)

Control

HR 0.52 (0.32–0.86)

HR 0.59 (0.47–0.74)

IRR 0.64 (0.52–0.79)

IRD 0.56 (0.30–0.81)

Outcome (95% CI)

75 (29%)

89 (35%)

Partial adherence

No adherence
89

30

21

4

56

Ankle sprain recurrences

2.90 (2.30–3.50)

3.04 (1.95–4.13)

2.02 (1.16–2.89)

0.52 (0.01–1.04)

1.86 (1.37–2.35)

Injury ratea (95% confidence interval)

b

Number of injuries per 1,000 participant-hours of sports exposure.
Participants rated a five-point scale twice during the study: ‘I performed the exercises of the program as prescribed’. Participants rating four or five twice
were considered fully adherent. Participants who scored a four or a five in only one out of the two occasions were termed partially adherent. Participants
who gave scores of three or lower on both occasions were considered not to have adhered to the prescribed intervention.

a

266

58 (23%)

Full adherence

Control group

256

Intervention groupb

Participants (% of total)

Table 2. Number and rate of ankle sprain recurrences for various adherence categories. Adapted from Verhagen et al.35

95% CI: 95% confidence interval; HR: Hazard ratio.
a
Number of injuries per 1,000 athlete-hours of exposure to football (soccer).
b
Adjusted for adjusted for age, age-independent body height, and match-training ratio. This analysis considers player’s data until first injury only.
c
Adjusted for adjusted for team clustering, age, age-independent body height, and match-training-ratio, and taking into account multiple injuries of players.

Cox mixed effects modelc

Cox regression

123

139

Injury rate ratio (IRR)

b

139

Number of injuries

Injury rate difference (IRD)

Statistical comparison

Intervention

Table 1. Different statistical outcomes comparing the use of a structured exercise-based injury prevention program (i.e. ‘11+ Kids’ intervention group) for
children’s football (soccer) players and the non-use of the program but the teams’ regular warm-up program (i.e. control group).12
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Considering severity measures in the analysis
Injury burden on athletes’ sport participation
As mentioned, injury prevention studies are interested in reducing the occurrence and
severity of injuries.7 These two outcomes are usually reported separately, such as the
number of injuries per 1,000 athletes-hours (i.e. injury rate) and days of sport time-loss
due to injury, for example. However, it also possible to account for both constructs in
one measure and describe the cumulative days of sport time-loss per 1,000 athletehours of sport exposure. This measure is a cross-product of injury rate and severity –
days of sport time-loss, in this case – and is referred to as injury burden in sports
medicine literature.36–38 In Figure 3, we illustrate, based on original data from a quasiexperiment on a preventative warm-up intervention in youth field hockey,39 the value
of taking injury burden into account. If the injury burden would not have been taken
into account, one could have concluded, based on the descriptive statistics, that the
intervention did not lead to a significant reduction in injury rates given the overlap of
the confidence intervals of the intervention and control group. However, the injury
burden was significantly lower in the intervention group given the non-overlapping
confidence intervals of the groups (Figure 3). Alternatively, one can calculate the
difference or ratio between the intervention and control group in regard to the injury
burden, following the same reasoning of the difference or ratio of injury rates described
above. By calculating the difference in the Figure 3 example, one can conclude that
the intervention group had 8.42 (95% CI 4.37–12.47) less days of field hockey timeloss per 1,000 athlete-hours.
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30

Injury burden

20

Group
Control
Intervention
10

0
0.0

2.5

5.0

7.5

10.0

Injury rate

Figure 3. An illustrative comparison between injury rate (i.e. the number of injuries per 1,000 player-hours
of exposure to sport) and injury burden (i.e. the number of sessions lost due to injury per 1,000 player-hours
of exposure to sport) when assessing the effectiveness of a preventative strategy in youth field hockey.39

Economic evaluations
A cost-effectiveness analysis is one form of economic evaluations that determines the
efficiency of an intervention by comparing the costs and effects of two or more
interventions.40 As cost data are positively skewed – most athletes will have no injury
and no costs, and most injuries will lead to minimal costs – non-parametric
bootstrapping is considered the most appropriate method to analyse differences in
injury-related costs in sports. The outcomes of bootstrapped cost and effectiveness
comparisons can then be graphically depicted in a so-called cost-effectiveness plane.
For each intervention, the effect is plotted against the costs of the intervention and
compared to a control group (e.g. usual care). The cost-effectiveness plane provides
an illustration of the relationship between competing interventions or intervention
versus controlled condition in a scatter plot. Figure 4 presents such a plane from a
previous study comparing the preventative effect of braces, neuromuscular training,
and a combination of both on ankle sprains recurrences.41 This plane shows that a
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brace is more cost-effective (i.e. more effective and with lower costs) when compared
to neuromuscular training or a combination of bracing and neuromuscular training.

40
Less effective
More expensive

More effective
More expensive

30
20
10

-0,3

-0.25

-0.2

-0.15

-0.1
Label

-0.05

0.05

0.1

0.15

0.2

0,25

-10
-20
-30
-40
-50
-60
-70
-80
-90
Less effective
Less expensive

-100

More effective
Less expensive

-110
-120

Figure 4. Cost-effect pairs estimated through non-parametric bootstrap (1,000 samples) from a previous study
on the prevention of ankle sprains comparing the preventative effect of braces, neuromuscular training and
a combination of both. The open dots show the cost-effect pairs for the neuromuscular training group. The
closed dots show the bootstrapped cost-effect pairs for the brace group. Both groups are compared to the
control group, who received a combination of both interventions. Redrawn from original data of Janssen et
al.41

The so-called incremental cost-effectiveness ratio (ICER) describes how much
additional benefit and at what additional cost an intervention program provides. The
ICER is calculated by dividing the net costs of the program minus the net costs of
standard care divided by the effectiveness of the program minus the effectiveness of
the standard care. Typically, the ICER is given by units of currency per effectiveness
153
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gained.42 For the example in Figure 4, the ICER was 2828. This means that preventing
one ankle sprain recurrence in the brace group was associated with €2828 cost savings
in comparison to the combination group.
One should be careful when interpreting such results since, in a cost-effectiveness
analysis, the comparator should always be usual care treatment. When it concerns
prevention, the usual care treatment may be no preventative intervention. This could
be regarded as a full control group. However, this is not always the case. The
comparator group in the example in Figure 4, for instance, was also provided with an
effective preventative intervention; i.e. neuromuscular training combined with bracing
as advised in the Dutch ankle sprain guidelines.43 A cost-effectiveness analysis and the
resulting ICER are only to be interpreted in relation to this comparator, and as such
may say nothing about the actual preventative and cost-benefit of an intervention as a
standalone preventative measure.

CONCLUSION
This chapter provides a summary of the study designs, outcome measures, and
common types of data analysis of sports injury prevention studies. There is no single
approach which should always be followed to ensure valid assessment of the effect of
preventative strategies in sports. The study design and methods will follow the research
question and the context of the investigation. However, sports injury prevention studies
should provide a clear definition and valid assessment of injury, sport exposure, injury
severity, and compliance/adherence to preventative measures. Given the different
definitions and methodologies pursued to assess the effect of preventative strategies in
sports, clinicians should consider the context of research findings before applying
preventative measures in their own setting.

154

SPORTS INJURY PREVENTION STUDIES

REFERENCES
1.

Lee I-M, Shiroma EJ, Lobelo F, Puska P, Blair SN, Katzmarzyk PT. Effect of physical
inactivity on major non-communicable diseases worldwide: an analysis of burden of
disease and life expectancy. Lancet. 2012;380(9838):219-229. doi:10.1016/S01406736(12)61031-9.

2.

World Health Organization. Physical activity fact sheet.
http://www.who.int/mediacentre/factsheets/fs385. Accessed November 7, 2017.

3.

Warburton DER, Nicol CW, Bredin SSD. Health benefits of physical activity: the
evidence. CMAJ. 2006;174(6):801-809. doi:10.1503/cmaj.051351.

4.

Verhagen E, Bolling C, Finch CF. Caution this drug may cause serious harm! Why we
must report adverse effects of physical activity promotion. Br J Sports Med.
2015;49(1):1-2. doi:10.1136/bjsports-2014-093604.

5.

Drew MK, Raysmith BP, Charlton PC. Injuries impair the chance of successful
performance by sportspeople: a systematic review. Br J Sports Med.
2017;51(16):1209-1214. doi:10.1136/bjsports-2016-096731.

6.

Engebretsen L, Bahr R, Cook JL, et al. The IOC Centres of Excellence bring prevention
to sports medicine. Br J Sports Med. 2014;48(17):1270-1275. doi:10.1136/bjsports2014-093992.

7.

van Mechelen W, Hlobil H, Kemper HCG. Incidence, severity, aetiology and
prevention of sports injuries. Sport Med. 1992;14(2):82-99. doi:10.2165/00007256199214020-00002.

8.

Loudon K, Treweek S, Sullivan F, Donnan P, Thorpe KE, Zwarenstein M. The PRECIS2 tool: designing trials that are fit for purpose. BMJ. 2015;350:h2147.
doi:10.1136/bmj.h2147.

9.

Singal AG, Higgins PDR, Waljee AK. A primer on effectiveness and efficacy trials. Clin
Transl Gastroenterol. 2014;5(1):e45-e45. doi:10.1038/ctg.2013.13.

10.

Gartlehner G, Hansen RA, Nissman D, Lohr KN, Carey TS. Criteria for Distinguishing
Effectiveness from Efficacy Trials in Systematic Reviews. Agency for Healthcare
Research and Quality (US); 2006. http://www.ncbi.nlm.nih.gov/pubmed/20734508.
Accessed November 30, 2017.

11.

Sibbald B, Roland M. Understanding controlled trials: why are randomised controlled
trials important? BMJ. 1998;316(7126):201-201. doi:10.1136/bmj.316.7126.201.
155

CHAPTER 7

12.

Rössler R, Junge A, Bizzini M, et al. A multinational cluster randomised controlled trial
to assess the efficacy of “11+ Kids”: a warm-up programme to prevent injuries in
children’s football. Sport Med. 2017. doi:10.1007/s40279-017-0834-8.

13.

Rothwell PM. External validity of randomised controlled trials: “to whom do the
results of this trial apply?” Lancet. 2005;365(9453):82-93. doi:10.1016/S01406736(04)17670-8.

14.

Vriend I, Gouttebarge V, Finch CF, van Mechelen W, Verhagen EALM. Intervention
strategies used in sport injury prevention studies: a systematic review identifying
studies applying the Haddon matrix. Sport Med. 2017;47(10):2027-2043.
doi:10.1007/s40279-017-0718-y.

15.

Sedgwick P. What is a non-randomised controlled trial? BMJ. 2014;348:g4115.
doi:10.1136/BMJ.G4115.

16.

Lincoln AE, Caswell S V., Almquist JL, et al. Effectiveness of the women’s lacrosse
protective eyewear mandate in the reduction of eye injuries. Am J Sports Med.
2012;40(3):611-614. doi:10.1177/0363546511428873.

17.

Brown JC, Verhagen E, Knol D, Van Mechelen W, Lambert MI. The effectiveness of
the nationwide BokSmart rugby injury prevention program on catastrophic injury
rates. Scand J Med Sci Sports. 2016;26(2):221-225. doi:10.1111/sms.12414.

18.

Benson BW. Head and neck injuries among ice hockey players wearing full face
shields vs half face shields. JAMA. 1999;282(24):2328.
doi:10.1001/jama.282.24.2328.

19.

Frieden TR. Evidence for health decision making — beyond randomized, controlled
trials. Drazen JM, Harrington DP, McMurray JJV, Ware JH, Woodcock J, eds. N Engl J
Med. 2017;377(5):465-475. doi:10.1056/NEJMra1614394.

20.

Clarsen B, Bahr R. Matching the choice of injury/illness definition to study setting,
purpose and design: one size does not fit all! Br J Sports Med. 2014;48(7):510-512.
doi:10.1136/bjsports-2013-093297.

21.

Mountjoy M, Junge A, Benjamen S, et al. Competing with injuries: injuries prior to and
during the 15th FINA World Championships 2013 (aquatics). Br J Sports Med.
2015;49(1):37-43. doi:10.1136/bjsports-2014-093991.

22.

Barboza SD, Nauta J, van der Pols M, van Mechelen W, Verhagen EALM. Injuries in
Dutch elite field hockey players: a prospective cohort study. Scand J Med Sci Sports.

156

SPORTS INJURY PREVENTION STUDIES

January 2018. doi:10.1111/sms.13065.
23.

de Loës M. Exposure data. Why are they needed? Sport Med. 1997;24(3):172-175.
doi:10.2165/00007256-199724030-00005.

24.

Rössler R, Donath L, Verhagen E, Junge A, Schweizer T, Faude O. Exercise-based
injury prevention in child and adolescent sport: a systematic review and metaanalysis. Sport Med. 2014;44(12):1733-1748. doi:10.1007/s40279-014-0234-2.

25.

van Mechelen W. The severity of sports injuries. Sport Med. 1997;24(3):176-180.
doi:10.2165/00007256-199724030-00006.

26.

Clarsen B, Rønsen O, Myklebust G, Flørenes TW, Bahr R. The Oslo Sports Trauma
Research Center questionnaire on health problems: a new approach to prospective
monitoring of illness and injury in elite athletes. Br J Sports Med. 2014;48(9):754-760.
doi:10.1136/bjsports-2012-092087.

27.

van Reijen M, Vriend I, van Mechelen W, Finch CF, Verhagen EA. Compliance with
Sport Injury Prevention Interventions in Randomised Controlled Trials: A Systematic
Review. Sports Med. 2016;46(8):1125-1139. doi:10.1007/s40279-016-0470-8.

28.

McKay CD, Verhagen E. “Compliance” versus “adherence” in sport injury prevention:
why definition matters. Br J Sports Med. 2016;50(7):382-383. doi:10.1136/bjsports2015-095192.

29.

Aronson JK. Compliance, concordance, adherence. Br J Clin Pharmacol.
2007;63(4):383-384. doi:10.1111/j.1365-2125.2007.02893.x.

30.

Osterberg L, Blaschke T. Adherence to medication. N Engl J Med. 2005;353(5):487497. doi:10.1056/NEJMra050100.

31.

Hayen A, Finch CF. Statistics used in effect studies. In: Verhagen E, van Mechelen W,
eds. Sports Injury Research. Oxford University Press; 2009:183-196.
doi:10.1093/acprof:oso/9780199561629.003.014.

32.

Twisk J. Basic statistical methods. In: Verhagen E, van Mechelen W, eds. Sports Injury
Research. Oxford University Press; 2009:19-40.
doi:10.1093/acprof:oso/9780199561629.003.03.

33.

Ullah S, Gabbett TJ, Finch CF. Statistical modelling for recurrent events: an application
to sports injuries. Br J Sports Med. 2014;48(17):1287-1293. doi:10.1136/bjsports2011-090803.

34.

Sedgwick P. What is intention to treat analysis? BMJ. 2013;346:f3662.
157

CHAPTER 7

doi:10.1136/bmj.f3662.
35.

Verhagen EALM, Hupperets MDW, Finch CF, van Mechelen W. The impact of
adherence on sports injury prevention effect estimates in randomised controlled trials:
Looking beyond the CONSORT statement. J Sci Med Sport. 2011;14(4):287-292.
doi:10.1016/j.jsams.2011.02.007.

36.

Quarrie KL, Hopkins WG. Tackle injuries in professional rugby union. Am J Sports
Med. 2008;36(9):1705-1716. doi:10.1177/0363546508316768.

37.

Fuller CW. Managing the risk of injury in sport. Clin J Sport Med. 2007;17(3):182-187.
doi:10.1097/JSM.0b013e31805930b0.

38.

Bahr R, Clarsen B, Ekstrand J. Why we should focus on the burden of injuries and
illnesses, not just their incidence. Br J Sports Med. 2017;0(0):bjsports-2017-098160.
doi:10.1136/bjsports-2017-098160.

39.

Barboza SD, Nauta J, Emery C, van Mechelen W, Gouttebarge V, Verhagen E.
Effectiveness of a warm-up program to reduce injuries in youth field hockey: a quasiexperiment. 2018; manuscript submitted for publication.

40.

Bosmans J, Heymans M, Hupperets M, Tulder M van. Cost-effectiveness studies. In:
Sports Injury Research. Oxford University Press; 2009:197-212.
doi:10.1093/acprof:oso/9780199561629.003.015.

41.

Janssen KW, Hendriks MRC, van Mechelen W, Verhagen E. The cost-effectiveness of
measures to prevent recurrent ankle sprains: results of a 3-arm randomized controlled
trial. Am J Sports Med. 2014;42(7):1534-1541. doi:10.1177/0363546514529642.

42.

Cohen DJ, Reynolds MR. Interpreting the results of cost-effectiveness studies. J Am Coll
Cardiol. 2008;52(25):2119-2126. doi:10.1016/j.jacc.2008.09.018.

43.

Kerkhoffs GM, van den Bekerom M, Elders LAM, et al. Diagnosis, treatment and
prevention of ankle sprains: an evidence-based clinical guideline. Br J Sports Med.
2012;46(12):854-860. doi:10.1136/bjsports-2011-090490.

158

