Clinical and administrative data sources for occupational health surveillance

Generated at the state level (plus two related national samples)

Some state-level data compiled nationally.
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	Birth Certificate File

	Description
	All states maintain computerized birth  records that include demographic and medical items. 

	Mandate and/or purpose for data collection
	Registration of births by all state laws.   Purpose is for legal registration and health status monitoring including birth outcomes, prenatal care and infant mortality.



	Definition of a case record in the database
	A birth that occurs in the state or a birth to a state resident that occurs out of state.

	Method of data collection
	Data are collected at the hospital or birthing center and sent to the state vital registration program.  

	Key data elements


	Newborn’s: name, sex, plurality, date of birth, birthplace, birth weight, abnormal conditions, congenital anomalies, neonatal procedures.

States may collect some or all of what follows:

Parental (mother’s and father’s): industry and occupation during the year prior to the birth, race and ancestry, language preference, education.

Maternal (mother’s): demographic characteristics, prenatal care and procedures, medical risk factors, labor and delivery conditions and procedures, payment source.

	Data accessibility


	Summary aggregate data: available on state web sites and NCHS.

Case-level data: may be available by request. Confidential info restricted. Available by individual release of non-restricted paper certificates without confidential data.

	Strenths and Limitations
	Complete census of all births.  Useful for hypothesis generating research studies; limited to states that collect and code O/I on parents. 


	Death Certificate File

	Description
	The computerized death file contains records of all deaths per year .

	Mandate and/or purpose for data collection
	Registration of state deaths by state law.  Purpose is for legal, administrative and statistical research.

	Definition of a case record in the database
	The death of a state resident or a death that occurs in the state.  

	Method of data collection


	Death certificates compiled from information collected by funeral directors, attending/certifying physicians or medical examiners, burial agents, and city/town clerks are sent to the state registrar The records are coded, data-entered and compiled into a database.  Some states have electronic death record registration systems. 

	Key data elements


	Name, age, sex, race, Hispanic ethnicity, date of death, place of death, injury/work-relation, underlying and contributing causes of death

In some states:  usual industry and occupation, name of last or main employer.  

	Coding of occupational and diagnostic variables
	Occupation:  Usual industry and usual occupation coded with Census codes

Diagnostic:  Underlying and contributing causes coded using ICD-10 since 1999

	Data accessibility


	Summary aggregate data: available from states or from the National Center for Health Statistics (NCHS).  On the web. 

Case-level data: Can be obtained from state vital registration/statistics programs following clearance.  De-identified individual-level data from all states available from NCHS.  

	Strengths and limitations
	Complete census of deaths with standardized cause of death coding across the country and basic demographic data included.  

Occupation/industry on death certificate does not necessarily represent where injury/illness occurred. Work-relatedness data element pertains to injuries only, not illness.

There are no ICD codes specific for occupational diseases, except for the ICD codes for the pneumonconioses.


	 Cancer Registry

	Description


	State-based cancer registries are data systems that collect, manage, and analyze data about cancer cases and cancer deaths. In each state, medical facilities (including hospitals, physicians' offices, therapeutic radiation facilities, freestanding surgical centers, and pathology laboratories) report these data to a central cancer registry. 

Established by Congress through the Cancer Registries Amendment Act in 1992, and administered by the Centers for Disease Control and Prevention (CDC), the National Program of Cancer Registries (NPCR) funds states to collects the data , sets data standards etc. 

	Mandate and/or purpose for data collection
	States mandate that all acute care hospitals, licensed clinics, and healthcare practitioners report all newly diagnosed cases of cancer and benign brain-related tumor disease, to the state cancer registries.  Data are used for surveillance, cancer control, and research.

	Definition of a case record in the database
	A newly diagnosed case of malignant neoplasm (excluding some skin carcinomas), and benign brain-related tumor disease.

	Method of data collection
	Primarily reporting by hospitals and laboratories.

	Key data elements


	Demographics: age, sex, race, ethnicity (Spanish surname/origin), state of birth, usual industry, usual occupation (but may not be collected in all states), smoking status.

Tumor Information: place and date of diagnosis, primary site, histology, stage, vital status.

Treatment: details of first course of treatment 

	Coding of occupational and diagnostic variables


	Occupational: Bureau of Census industry and occupation 

Diagnostic: International Classification of Diseases, mortality codes, International Classification of Diseases for Oncology, Third Edition (ICD-O-3) primary site codes and histology codes; Tumor, Nodes, Metastases (TNM) stages, Surveillance, Epidemiology and End Results Program (SEER) summary stages.

	Data accessibility
	Summary aggregate data Available from states and on the CDC website.
Case-level data: Data with identifiers limited to  research subject to approval by states.

	Strengths and limitations
	Nationwise cancer incidence data, very complete, lots of QA QC. Has been used for occupational research studies.  

 Limited number of disgnostic codes for occupational cancers.  Occupation/industry data variable depending on the state.


	Sentinel Event Notification System for Occupational Risk (SENSOR) case based, provider/institution reported disease/injury systems: Work-Related Asthma (WRA), silicosis, pesticides,amputations, burns, sharps injuries, injuries in teens, work-related hearing loss, World Trade Center deaths, trucking industry injury/illness, immigrant/minority health injury/illness

	Description
	SENSOR systems are case-based surveillance systems for specific conditions  in which individuals are identified primarily via health care provider reports.  Other data sources may include hospital discharge data, workers’ compensation, emergency department data, poison center reports, death certificates. Approximately 15 states conduct such surveillance now although more have the regulatory to to collect case reports from health care providers for many of these conditions.

	Mandate and/or purpose for data collection


	These specific conditions are reportable with personal identifiers under the state’s public health code in most of the states doing the surveillance.  Summary data are used to characterize the conditions and to target broad-based intervention efforts and specific work-site follow-up. Specific employers identified by case reports may be targeted for interventions. The goal is prevention by identifying worksites, industries and occupations at risk from reports of index cases. 

	Definition of a case record in the database
	Any person diagnosed with the condition by a health care provider where it was  associated with work.  

	Method of data collection
	States have reporting forms available to health care providers and procedures in place to identify cases from other data sources.

	Key data elements


	Patient’s: name, address, telephone number, date of birth, sex, race, ethnicity (Hispanic origin), occupation, type of industry, date of diagnosis, diagnosis, work-related variables.

Employer’s: name, address.

Health care provider’s: name, address.

	Coding of occupational and diagnostic variables
	Either SOC/NAICS or Census codes, depending on the state and the system.  

	Data accessibility


	Summary aggregate data: State publications and NIOSH web site.

Case-level data: Need to go to states for permission to access.  

	Strengths and limitations


	The best and/or only surveillance information on most of these conditions - in some cases with very rich data, including data from detailed interview follow-up with reported cases.  States have legal authority to take public health actions based on the reports.  Reporting has led to follow-up worksite investigations documenting hazards and exposed/ill co-workers,  and has brought about improvements in conditions.

Provider reporting not likely to be complete. Transition to electronic medical records may improve reporting. 


	Adult Blood Lead Epidemiology and Surveillance (ABLES)  - 

(occupational lead poisoning surveillance)

	Description
	Thirty-eight states obtain reports of elevated blood lead (BL) levels in adults under the ABLES program.  States do follow-up to identify the employers and the reason for lead exposure of those (the vast majority) whose BL were obtained because of workplace exposure

	Mandate and/or purpose for data collection
	States receive BL report from results laboratories under reporting mandates of their public health codes. (Lab reporting is also for child BL.)  The purpose is to identify causes and risk factors for elevated BL and to initiate actions to prevent lead exposure in others at the workplace. 

	Definition of a case record in the database
	Some states collect and process all BL reports, others only reports above certain levels (varies from state to state, but all at a minimum collect data on cases with BL levels above 25 ug/dL.

	Method of data collection
	Laboratory report mailed or submitted electronically to the state to Lead Registry.  

	Key data elements


	Patient: name, address, telephone number, age, sex, race, ethnicity (Hispanic origin), industry, occupation, employer, blood lead level.

Reporting or Testing Laboratory: name, address, and telephone number.

Health Care Provider who ordered test: name, address, and telephone number.

	Coding of occupational and diagnostic variables
	Occupational: SOC, SIC/NAICS (not sure if all states use SOC/NAICS system), 
Diagnostic: N/A

	Data accessibility


	Summary aggregate data: states and NIOSH publish aggregate data

Case-level data:  Available by requesting from the state.  

	Strengths and limitations


	Laboratories are generally very compliant with reporting requirements.  Lab reports often do not include necessary information to determine work-relatedness and the patient or provider must be contacted.  A majority of states participate in the system and share data with NIOSH for data aggregation.  


	Other laboratory reporting systems

	Description
	Only a few states have surveillance systems based on clinical lab reporting of metals such as mercury, arsenic and cadmium, cholinesterase (for pesticide exposure) and perhaps other biomarkers. 

	Mandate and/or purpose for data collection
	States mandate these reports, including reporting of personal identifiers. These reports are used like reports of lead or SENSOR cases to do follow-up to determine source of exposure and take public health actions.

	Definition of a case record in the database
	Varies from state to state.  Generally includes name of the individual tested.

	Method of data collection
	Paper or electronic reporting by laboratories.

	Key data elements


	Varies from state to state but at a minimum includes the lab test result (and the lab reference range) , the patient contact information, and the physician. Name of employer may be requested, but often requires follow-up because the lab isn’t provided that information by the ordering physician.

	Coding of occupational and diagnostic variables
	Probably varies from state to state

	Data accessibility


	States would need to be contacted.

Some states provide summary reports.

	Strengths and limitations
	The only data on actual exposure to certain chemicals, but not many states collect or analyze these data.  Has led to interventions in worksites that resulted in reductions of exposure to others.  


	National Emergency Medical Services Information System (NEMSIS)

	Description
	NEMSIS is the national repository under development that will be used to store EMS data from every state in the nation. The NEMSIS project was developed to help states collect more standardized elements and eventually submit the data to a national EMS database.  

	Mandate and/or purpose for data collection
	All states receiving federal Dept of Transportation funds are required to have NEMSIS systems; most are still under development.  

	Definition of a case record in the database
	All pre-hospital responses by EMS, case based.

	Method of data collection
	EMS providers purchase application packages from a set of approved vendors.  EMS responses  are entered electronically and data are uploaded to the state data management system.  States compile the data.

	Key data elements


	Includes patient identifiers, diagnostic and treatment information, payment with workers comp as one choice, and many other data elements related to the EMS response.   Includes as optional fields states may or may not choose to include: Work-relatedness, patient’s occupation and patient’s industry, name of employer  

	Coding of occupational and diagnostic variables
	Occupation:  SIC and SOC

Diagnostic:  ICD 9

	Data accessibility
	Not known at this time.

	Strengths and limitations
	This is a new surveillance data source eventually having nationwide coverage and a standardized data base for all pre-hospital emergency response.  Untested yet for occupational health surveillance.


	Emergency Department Data (state and national)

	Description
	State: Approximately 20 states have emergency department data on all ED visits, including demographic and diagnostic information. 

NEISS-Work: The National Electronic Injury Surveillance System-Work Supplement (NEISS-Work) is a national probability sample of 67 hospitals in the U.S. and its territories that NIOSH uses to characterize approximately 3.4 million non-fatal occupational injuries and illnesses treated annually in hospital EDs. NEISS-Work is a non-overlapping adjunct program to the Consumer Product Safety Commission (CPSC) NEISS which collects data on consumer product-related injuries/illnesses (non-work only).

	Mandate and/or purpose for data collection


	State: Hospitals are required to report certain data for each outpatient ED visit, by law or regulation in selected states. The purposes of the data are: to accurately quantify and track the number and type of ED visits and to provide case-mix information to hospitals and communities.
NEISS-Work: NIOSH uses NEISS-Work to conduct surveillance of nonfatal occupational injuries and illnesses and to disseminate information on national counts and rates for overall injury/illness trends; selected demographic, injury type, event, and/or other incident characteristics; and follow back interview studies with injured/ill workers.

	Definition of a case record in the database
	State: Any outpatient emergency department discharge in the state. 

NEISS-Work: Nonfatal occupational injuries and illnesses treated in an ED without restriction by worker or employer characteristics (i.e., includes all ages, private, government, residential, and agricultural workers); or form of compensation (i.e., includes family members and volunteers).

	Method of data collection
	State: Hospitals provide the ED data to a data intermediary in the state for processing, in most cases. 

NEISS-Work: CPSC medical records abstractors submit data electronically to NIOSH through CPSC.

	Key data elements


	State: Birth date, hospital and physician information, sex, race (includes Hispanic), type of visit, primary and secondary source of payment, diagnosis codes, procedure codes, E-codes, reason for visit, mode of transport, medical record number; no industry or occupation information.

NEISS-Work: Treatment date, patient’s age, sex, race/ethnicity, injury diagnosis, body part affected, disposition, incident locale, brief narrative description of the incident, consumer product, employment information, employee status (e.g., wage, self-employed, volunteer), and expected payer. 

	Identification of work-relationship
	State: Occupational cases are typically identified by Workers’ Compensation as expected payer. Additional work-related information in the medical record may be used or captured in some states. 

NEISS-Work: Medical records abstractors determine work-related cases based on details in the medical records (e.g., nurse’s notes) or Workers’ Compensation as expected payer. NIOSH reviews all cases for conformity to OSHA recordkeeping rules.

	Coding of occupational and diagnostic variables
	State: Occupational variables are commonly limited to expected source of payment variable = Workers’ Compensation. Selected states collect employment information and sufficient incident information to confirm work-relationship.  Injuries are classified according to the International Classification of Diseases, Ninth Revision, Clinical Modification (ICD-9 CM).

NEISS-Work: Occupational variables collected as literal text include employer name, business type, and job type. NIOSH is initiating routine industry coding using NAICS and industry/occupation using BOC coding structures. Injury/illness characteristics are classified by a simplified CPSC scheme. Injury/illness event or exposure, source/secondary source are coded by using the BLS classification scheme (OIICS).

	Data accessibility
	State: Each state has its own procedures. Data with identifiers probably not available. 
NEISS-Work: Count and rate data for 1998-2000 are publicly available online (www2a.cdc.gov/risqs). NIOSH does not publicly release microdata but shares microdata selectively with other federal agencies through Interagency Confidentiality Agreements.

	Strengths and limitations
	State: Important for estimating burden of conditions in the population that does not get hospitalized.

Not available in all states, but complete case count in those states that have mandatory systems, and can be used for patient follow-back when patient identifiers are included.

NEISS-Work: These data provide national estimates for a broad labor force as indirectly identified by the employee and/or the physician. The relatively small hospital size and capture of about 50,000 cases from the sample along with a paucity of incident details available in ED charts limits in-depth analyses.


	Inpatient  Hospital Discharge data (state and national)

	Description
	Most states have access to their hospitals’ discharge data, which contain case-specific discharge data including utilization data, clinical data, and socioeconomic data for patients admitted to acute care hospitals.  Some states obtain patient identifiers and others do not. These databases also contain utilization, revenue, expense, and payer data.  

The National Center for Health Statistics (NCHS) conducts a national probability survey of hospitals: The National Hospital Discharge Survey (NHDS) collects data from a sample of approximately 270,000 inpatient records acquired from a national sample of about 500 hospitals

	Mandate and/or purpose for data collection


	State: Some states mandate reporting of hospital discharge data and others purchase it (without personal identifiers) from their hospital association or data intermediary.  Data were initially used for establishing reimbursement rates, but now are also used for statistical research, surveillance purposes, and the formulation of health care delivery and financing policy.

NHDS: The NHDS was designed to meet the need for information on characteristics of inpatients discharged from non-Federal short-stay hospitals in the United States; estimates are generated based on the sample.

	Definition of a case record in the database
	Any inpatient discharged from a short stay acute non-government hospital.  (VA hospitals usually excluded)

	Method of data collection
	State: Hospitals provide their records to a data intermediary for processing.  Formatting etc.. probably vary from state to state.

NHDS: Two data collection procedures have been used. One is a manual system in which sample selection and medical transcription from the hospital records to abstract forms is performed by the hospital’s staff or by staff of the U.S. Bureau of the Census on behalf of NCHS. The other data collection procedure is an automated system in which NCHS purchases machine-readable medical record data from commercial organizations, State data systems, hospitals, or hospital associations.

	Key data elements


	Dates of admission and discharge, residence, sex, age, race, date of birth, principal diagnosis, associated diagnoses, expected principal source of payment (including workers comp), nature of admission (e.g., emergency), procedures, charges; no industry or occupation information

	Coding of occupational and diagnostic variables
	Occupational: Expected principal source of payment variable includes a code for “Workers’ Compensation”.

Diagnostic: International Classification of Diseases, Ninth Revision, Clinical Modification   (ICD-9 CM) codes.

	Data accessibility


	State data must be obtained from each individual state 

NHDS: Data are available annually and are used to examine important topics of interest in public health and for a variety of activities by governmental, scientific, academic, and commercial institutions. National Hospital Discharge Survey data are available in publications, on public-use data tapes, data diskettes, CD-ROMs and downloadable files.  Does not include personal identifiers.

	Strengths and limitations
	State data sets are records of all hospitalizations although most states do not include federal and non-acute care facilities, whereas the NHDS is only a sample of a small number of hospitals.  Some states have access to personal identifying information so the data can be used for individual case follow-up using the SENSOR approach.  Workers comp as the primary payer is the proxy for occupation and industry because O/I is not computerized. Only limited number of conditions have ICD codes that are specifically work-related (i.e., pneumoconioses) 


	 National Ambulatory Medical Care Survey

	Description
	The National Ambulatory Medical Care Survey (NAMCS) is a national survey designed to collect objective, reliable information about the provision and use of ambulatory medical care services in the United States. Findings are based on a sample of visits to nonfederally employed office-based physicians who are primarily engaged in direct patient care.  The survey is done annually by CDC.  

	Mandate and/or purpose for data collection
	The data includes estimates of physician visits of patients who receive outpatient services and are not admitted to the hospital. Data are used to estimate provision and use of ambulatory medical services. 

	Definition of a case record in the database
	Physician visit;  seen in physicians’ offices.  Excludes phsyican specialties of anesthesiology, pathology and radiology. 

	Method of data collection
	Physicians in sample complete a one page form for  each patient encounter in a randomly assigned one-week period.

	Key data elements


	Sex, age, race, substance abuse, , principal diagnosis, , expected principal source of payment (with workers comp category); injury including if work-related from 1995 on,  no industry or occupation information.

	Coding of occupational and diagnostic variables
	Occupational: Expected principle source of payment variable includes a code for “Workers’ Compensation”, injury – work-relatedness. 

Diagnostic: International Classification of Diseases, Ninth Revision, Clinical Modification    (ICD-9 CM) codes. Injury E-codes used staring in 1995.

	Data accessibility
	Not determined – would need to contact the National Center for Health Statisticis. 

	Strengths and limitations
	Sample size small to do injury analysis,  Provides estimates of physician visits, not persons injured or ill;.


	Census of Fatal Occupational Injuries (CFOI)

	Description
	The CFOI provides information about workers who have been fatally injured on the job and the events leading to the fatality in all states.  More than 28 separate data elements, including information on the worker, the fatal incident, and the machinery or equipment involved, are reported.  States collect and provide to US DOL. 

	Mandate and/or purpose for data collection


	The U.S. Secretary of Labor is required to “compile accurate statistics on work injuries and illnesses”, in accordance with the Occupational Safety and Health (OSH) Act of 1970 §24(a) (U.S. Public Law 91-596).  Reliance on the OSH Survey of injuries and illnesses sampling technique undercounted worker injury deaths, so a more accurate census program was developed in 1992.  Utilizing numerous sources, the CFOI is better able to identify all fatal work related injuries.

	Definition of a case record in the database
	Injury fatality that is a result of a traumatic work related incident.  Worker was on employer’s premises to work, or if not on the employer’s premises, the person was working, or the event or exposure was related to the person’s work or status as an employee.  At least two independent source documents are required.

	Method of data collection
	State and Federal co-operative program using death certificates, State Workers’ Compensation records, news media and other federal, state, and local government agencies, and private sources. In some states the program is managed by the state dept of labor and in others it is in the state health department

	Key data elements


	Name, age, sex, race, ethnicity (Hispanic origin), death certificate number, occupation, length of service for: occupation, current position, and employer; usual lifetime industry and employer,  state of incident and death, location, nature, part of body, source (plus secondary source), event, all supporting source documents, publishable comments (up to 250 characters) of how injury or illness happened.

	Coding of occupational and diagnostic variables
	Occupational: Standard Industrial Classification (SIC) industry codes, Bureau of Census occupation codes.

Diagnostic: Occupational Illness and Injury Classification (OIIC) codes for: nature of injury or illness, part of body, sources of injury, event, secondary source.

	Data accessibility


	Summary aggregate data: available on Bureau of Labor Statistics (BLS) website for various nature, source, event and characteristics; annual press release information and special tables.

Case-level data: Researchers can formally apply to BLS to receive the CFOI Research File, which has the individual fatality micro-data with personal identifiers removed.

	Strengths and limitations
	The best, most complete occupational injury surveillance system in the US – is a complete count, not a statistical estimate of all work-related fatal injuries.  Release of data is governed by very stringent requirements of BLS. Does not have personal identifiers of the deceased or the employer


	Poison control center system

	Description
	Poison control centers (PCCs) are centers that answer calls from the public and health care providers in all states about poisoning events or concerns.  Data are collected by the PCCs and provided in almost real-time to the national American Association of Poison Control Centers (AAPCC) for combination into a national database. 

	Mandate and/or purpose for data collection
	Each regional PCC maintains the data on calls in order to ensure that all callers are provided with needed information and that the event is tracked to its conclusion.  The database is used for QA and statistical analysis at each center.  There is no legal mandate for PCCs or for PCC reporting of cases to the AAPCC.

	Definition of a case record in the database
	All calls are logged into the database, including calls about human poisonings, animal poisonings, and informational calls related to products and poisons.  

	Method of data collection
	The professionals answering the calls log the calls into a database – most PCCs use an application called “Toxicall”.  

	Key data elements


	Each record includes the name of the caller, relationship of caller to person of concern, the name age gender and address of the person of concern if available, the product, the reported symptoms, the reason for exposure (including “unintentional-occupational) the site of exposure ( including “workplace), the place when the calls was made from including workplace, the recommended treatment by the PCC, and a narrative of what happened, any clinical data on the poisoned person, treatments given, and final outcome – disposition.  

	Coding of occupational and diagnostic variables


	Occupational:  site of occurrence – worksite  - and reason for exposure – unintential,occupational - are identified by codes.

Diagnostic:  Symptoms are coded and they are designated as whether they are associated with the alledged poison.  Seriousness of the poisoning is coded, from informational only to death.Chemicals and products are coded with Poisindex ® codes.

	Data accessibility


	The AAPCC provides data on its website.  Individual PCCs do annual reports with data analysis.  Some states obtain individual level data from their PCCs on work-related poisonings.  (Toxicall has extensive report-writing and search strategy capabilities)

	Strenths and limitations
	Only database of poisonings in the US. Has real-time uploads 24/7; thus emergent problems are identified quickly.  The NPDS has some “anomaly detection” capabilities (e.g “syndromic surveillance) but not all centers use these functionalities. May have to pay for data from the AAPCC.  Searching for work-related cases is relatively easy for the centers to do.  Not a comprehensive database because not all poisonings get called into the PCCs. 


	Survey of Occupational Injuries and Illnesses  (SOII)

	Description
	The SOII presents summary data on the numbers and rates of nonfatal injuries and illnesses by industry, as well as demographic data on the more seriously injured and ill workers and the circumstances of their injuries and illnesses, such as the nature of the disabling condition, the part of body affected, the event or exposure leading to the condition, and the source producing that condition.  

	Mandate and/or purpose for data collection
	The U.S. Secretary of Labor is required to “compile accurate statistics on work injuries and illnesses”, in accordance with the Occupational Safety and Health (OSH) Act of 1970 §24(a) (U.S. Public Law 91-596).  Authority was granted to the Bureau of Labor Statistics (BLS) to perform data collection. The Survey was redesigned in 1992 to collect additional data on the worker and case characteristics of injuries and illnesses involving one or more days away from work.

	Definition of a case record in the database
	A non-fatal occupational injury or illness that involves lost work time, medical treatment other than first aid, restriction of work or motion, loss of consciousness, or transfer to another job.  (Estimates are based on data from logs of occupational injuries and illnesses maintained by employers as required under the OSH Act.)

	Method of data collection
	Survey forms are mailed annually to the establishments included in the sample by participating states.  BLS directly collects representative sample for non-participating states.

	Key data elements
	Injury and illness rates by industry; number of cases by industry and occupation; days away from work (DAFW) by industry and occupation.

For DAFW, case demographics: occupation, sex, age, race or ethnic origin, length of service on the job, employer’s industry and size.

Case characteristics: nature of injury or illness, part of body affected, source of injury or illness, event or exposure that resulted in the injury or illness, number of DAFW, median DAFW.

	Coding of occupational and diagnostic variables
	Occupational: Standard Industrial Classification (SIC) industry codes, Bureau of Census occupation codes.

Diagnostic: Occupational Illness and Injury Classification (OIIC) codes for: nature of injury of illness, part of body, sources of injury, event, secondary source.

	Data accessibility
	Summary aggregate data: available when confidentiality and reliability parameters are met.

Case-level data: Individual employer and case or micro-data are not published due to BLS confidentiality requirements; individual records are available to researchers only in the Washington, D.C. office.

	Strenths and limitations
	Only nationwide system of occupational injury illness rates.  Excludes some sectors (self-employed, government, public sector in some states).  Employer based reporting thus introduces employer reporting bias.  Very significant undercounting for occupational diseases. Undercounting of occupational injuries also a concern.  Sample sizes limit statistical ability to drill deep into the data. 


	Workers’ Compensation data

	Description
	Most state workers’ compensation insurance data reflect the work-related injuries or illnesses eligible under state law or benefit policies that meet a minimum waiting period of time loss eligibility for wage replacement benefits.  There is likely significant variation in the quantity of data available across individual US states. Data may range from access to the individual insurance case record from the workers’ compensation insurer to state level data sets with a limited set of descriptive variables. (There are collaborative efforts to standardize reporting across states e.g. IAIABC, NCCI and some research organizations which create datasets for analysis e.g. WCRI.

	Mandate and/or purpose for data collection
	Reporting of indemnity workers’ compensation claims data to centralized state datasystems likely occurs for oversight and compliance with state workers’ compensation laws and benefit policies. 

	Definition of a case record in the database
	There is not a current standardized definition of a case record across states. Typically, cases are those that meet state-determined benefit eligibility requirements and a waiting period for time loss eligibility. 

	Method of data collection
	 On the state level, individual insurers typically report to a centralized data collection system. 

	Key data elements
	Varies from state to state. Likely demographic data, some description of injury or illness, employer industry identification, likely cost estimates, and time loss duration.

	Coding of occupational and diagnostic 

variables
	If available, varies from state to state.  NCCI job classification coding likely available for at least 34 states.  Some systems may have NAICS or SIC coding available.

	Data accessibility
	Varies from state to state.   The state workers’ compensation programs may report summary data. Some states obtain individual level data from their workers’ compensation program. 

	Strengths and limitations
	Strengths: Census of those cases eligible for workers’ compensation in the state. Some states with extensive access to individual case records. Provides estimates of the burden of work injuries at a state level (and industry level) and provides information on injury outcomes related to cost and time loss duration. 

Limitations: Many. Data excludes those not required to have or potentially ineligible for  workers’ compensation  insurance e.g. self-employed, some small employers, federal government workers, or those covered by alternative sytems, State laws regarding benefits vary significantly. Coverage of specific occupational diseases may be too restrictive. Underreporting of injury to employers or workers compensation insurer likely common. Timeliness of reported cases for surveillance purposes may be problematic if reporting is required at time of injury, time of compensability or at claim closure. Adequacy of reporting by insurers or self-insured companies to state data systems may not audited.
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