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STATEWIDE E CODE SURVEY FINDINGS



EXECUTIVE SUMMARY

From December 2003 through July 2004, the Council of State
and Territorial Epidemiologists, along with the Injury Control and
Emergency Health Services Section (ICEHS) of the American
Public Health Association (APHA) and the State and Territorial
Injury Prevention Directors Association (STIPDA), conducted a
survey of all 50 states, the District of Columbia, and Puerto Rico to
assess the availability of external cause of injury data in statewide
Hospital Discharge Data Systems (HDDS), Hospital Emergency
Department Data Systems (HEDDS) and other ambulatory care
data systems. The survey instrument was sent to state and territorial
injury prevention directors to complete. In this report, we
summarize the findings from the survey, discuss the results, and
make recommendations for improving the quality and availability
of statewide injury-related data for injury prevention activities.
This 2004 survey provides an update and comparison to an earlier
E code survey conducted in 1997.

The 2004 survey indicated that overall, there has been only very
modest improvement in the availability and quality of E-coded
hospitalization and emergency department data from 1997 to 2004.
The future availability of high quality E-coded HDDS and HEDDS
data in each state and the District of Columbia will require a
focused, coordinated effort by federal and state public health
partners.

Specific findings of this survey include:

e While three more states have acquired HDDS since the 1997
survey, five states are still without one. While the number of
states with HEDDS has more than doubled since the 1997
survey, half of states still do not have an HEDDS.

o Even for states with these data systems the frequency of E-
coding is far from optimal. In states that have evaluated their
systems, only 43.8% of HDDS and 54.5% of HEDDS have
more than 90% of injury records E-coded.

e 26 states and the District of Columbia now have mandates that
require the routine collection of external-cause-of-injury data
in their statewide HDDS. This represents only a slight
increase since 1997, with three additional states having
mandates. States with laws or mandates requiring external-
cause-of-injury coding continue to have a higher percentage of
completeness of injury-related data.

e There was great heterogeneity across states in the number and
type of fields (i.e., generalized diagnostic code field versus a
dedicated field only for E codes) available for E codes in these
data systems, making aggregation and comparison of data
across states problematic.

e Only about two-thirds of states with these data systems are
able to identify the initial hospital visit for a patient who has
had multiple visits for the same injury. This also makes
aggregation and comparison of data across states problematic.

e The number of publications using E-coded data has increased
markedly since 1997. This suggests that there may be more
interest among policy-makers and public health practitioners in
improving the availability of injury morbidity statistics based
on E-coded HDDS and HEDDS data.

The challenge remains to work towards establishing in every state
a statewide HDDS and HEDDS that collects high quality data on
nonfatal injuries, just as all states currently have vital statistics
systems that provide data on fatal injuries. The availability of
these population-based data on both nonfatal and fatal injuries will
provide a more complete understanding of the causes and types of
injuries affecting our society, as well as an accurate basis for
designing, implementing and evaluating injury prevention
activities.



RECOMMENDATIONS

The injury control community should work together to
approach this issue in a coordinated way. Although all
partners have a stake in solving this problem, leadership in
injury surveillance from CDC, in collaboration with CSTE and
STIPDA, will be critical to improve state-based, E-coded
HDDS and HEDDS data further.

Efforts are needed to promote the development of HDDS and
HEDDS, as well as the routine collection of E codes in those
states without them.

A “toolbox” of techniques to improve E-coding without
mandating it should be compiled and promoted to state injury
prevention programs to help states improve E-coding in these
data systems.

States that do have these data systems should be encouraged to
evaluate the completeness and accuracy of E codes in these
systems. Incentives for performing these evaluations should
be considered. CDC, in collaboration with CSTE and
STIPDA, should develop a standard methodology for this kind
of evaluation analogous to the framework for evaluating
surveillance systems that CDC has promulgated.

Efforts to standardize the number and type of fields used in
these systems to record E codes should be undertaken. The
proposed UB-04 form with three designated spaces for
recording E codes, which is being considered by the National
Uniform Billing Committee, should be adopted and
implemented as soon as possible.

CDC, in collaboration with CSTE and STIPDA, should
explore ways to facilitate the collection of external-cause-of-
injury codes through standards and guidelines set by the ICD-
9-CM Coordination and Maintenance Committee and the
National Uniform Billing Committee and through billing

requirements of the Centers for Medicare and Medicaid
Services, DHHS.

Efforts should be undertaken to ensure that all states with
HDDS and HEDDS have the ability to identify the initial
hospital visit for a patient who has made multiple visits for the
same injury.

States should continue efforts to improve the availability and
use of E-coded HDDS and HEDDS data by data providers,
health information specialists, researchers, practitioners and
policy-makers through the use of the Internet and publications.
State-based injury prevention programs, which are involved in
publishing a majority of the reports on these data, are
important targets for these efforts.



BACKGROUND

Injury is one of the leading causes of death and disability in
the United States. In 2002, there were 161,269 deaths from
injuries, accounting for 6.6% of all deaths among residents in the
United States.” For every injury death, approximately 10 persons
were hospitalized or transferred for specialized care, and 178
persons were treated and released from an emergency department
for an injury.> Many of these injuries were preventable. Although
the greatest cost of injury is in human suffering and loss, the
financial cost is also staggering. The annual direct medical cost of
injury in 2000 was estimated to be $117 billion, equal to about
10% of total U.S. medical expenditures.®

Injury prevention efforts are under way at the national, state
and local levels to reduce the burden of injury on society.
Population-based data on fatal and nonfatal injuries are needed to
set priorities for prevention programs and for monitoring,
evaluating and improving the effectiveness of prevention activities.
All states have vital statistics systems to provide data on injury
deaths for priority setting. However, for less-populated states and
for communities, the number of injury deaths is often too few to be
useful in helping identify and characterize major injury problems.
In addition, the leading causes of injury death differ from the
leading causes of nonfatal injury. Priorities need to be set after
taking both into consideration.

The purpose of this study was to provide a 2004 update to the
1997 E code survey conducted by the Injury Control and
Emergency Health Services Section, American Public Health
Association.* This follow-up survey will help assess progress in
improving the collection and use of external cause of injury data in
statewide morbidity data systems. These data are important for
monitoring trends and planning and evaluating prevention efforts.
A similar data collection instrument was used so that the data could
be comparable between the 1997 and 2004 surveys. The 1997
survey was administered using a hard copy questionnaire through
the mail, and the 2004 survey was conducted using a Web-based
questionnaire. The new survey also provides an overview of
current state-specific practices for obtaining data on nonfatal

injuries treated in health care facilities. This report focuses on the
availability of statewide data on injury-related hospital discharges
and hospital emergency department (ED) visits. More specifically,
questions were asked about the collection and use of International
Classification of Diseases, 9th Revision, Clinical Modification
(ICD-9-CM)® external-cause-of-injury codes, commonly called E
codes. Background information is provided to assist readers who
need a better understanding of the ICD coding systems for external
cause of injury.

WHAT IS THE ICD-9-CM?

ICD-9-CM?® is a modification of the World Health
Organization’s (WHOQO) Manual of the International Classification
of Diseases, Injuries, and Causes of Death, 9th Revision (ICD-9).°
The ICD-9 is the ninth version of a classification that originated as
the International List of Causes of Deaths, adopted in 1893 by the
International Statistical Institute. The classification generally has
been revised at 10-year intervals.

At the Sixth Revision Conference in 1948—the first
undertaken by WHO—the classification’s scope was extended to
include nonfatal conditions, and its use was recommended for
morbidity statistics as well as for mortality. ICD-9-CM (the “CM”
stands for “clinical modification”) was created by the United States
to provide more specificity relevant to morbidity reporting. The
term “clinical” is used to emphasize that ICD-9-CM is meant to be
used to classify morbidity data for medical records indexing,
medical care review, ambulatory and other medical care programs,
as well as health statistics.

ICD-9-CM currently is used in the United States to classify
diseases and injuries so they can be reported uniformly across
institutions and jurisdictions. One of its current uses is for hospital
reimbursement purposes. Effective January 1979, the ICD-9-CM
became the standard classification system used for morbidity
reporting in the United States.

The maintenance and revision of the ICD-9-CM for
morbidity coding throughout the United States is the joint



responsibility of the National Center for Health Statistics (NCHS)
and the Centers for Medicare and Medicaid Services (CMS). The
WHO Collaborating Center for the Family of International
Classifications for North America, located at the NCHS, is
responsible for coordinating all official disease classification
activities in the United States related to the ICD and its use,
interpretation and periodic revision. CMS is responsible for
coordinating and maintaining all inpatient surgical procedure
classification activities in the United States related to VVolume I11 of
ICD-9-CM and its use, interpretation and periodic revision. The
National Uniform Billing Committee maintains the uniform
hospital billing form (currently called the UB-92) used in many
states to bill for hospital services. The UB-92 form has fields for
recording the principal diagnosis code as well as eight other ICD-
9-CM diagnosis codes and a separate field for recording an 1ICD-9-
CM E code. The National Uniform Billing Committee has
proposed a new UB-04 form to replace the UB-92 form as of 2006.
It is currently under review.” The current draft of the UB-04 form
has fields for recording the principal diagnosis code as well as 17
other ICD-9-CM diagnosis codes and three designated spaces for
capturing E codes.

Requests for modification to the classification system are
handled through the ICD-9-CM Coordination and Maintenance
Committee.” Established in 1985, this committee was formed to
provide a public forum for discussing possible updates and
revisions to the ICD-9-CM. The classification is reviewed and
updated biannually to accommodate changes in medical technology
and provide greater specificity in classifying diagnoses and
external causes of injury (E codes). Modifications to the
classification system, including the addition of new E codes,
enhance data by adding specificity to facilitate better research and
target prevention efforts.

WHAT IS AN E CODE?

The ICD-9-CM E code is an alphanumeric three- or four-digit
number that describes: (1) whether the injury was violence-related
(e.g., assault, intentionally self-inflicted) or unintentional; (2) the
mechanism of injury (e.g., motor vehicle crash, fall, burn,
poisoning); and (3) location of occurrence (e.g., home, farm,
industrial place). In hospitals, E codes are usually assigned by
trained medical records personnel using the information provided
in the medical record by physicians or other health care providers.
E codes with four digits (e.g., E884.0—fall from playground
equipment) generally provide more details about the cause of
injury than those with three digits; however, assigning these codes
requires that more detail about injury circumstances is available on
the medical record. Therefore, health care providers have an
important role in capturing detailed information on the injury
incident in the medical record useful for coding specific ICD-9-CM
E codes.

ICD-9-CM E codes currently are used widely to code
external cause of injury for visits in hospital, emergency
department, and ambulatory care settings across the United States.
However, within the next few years, the ICD-9-CM classification
system may be replaced with the 10" revision of the clinical
modification of the ICD classification system.®> NCHS is
coordinating the effort to develop the ICD-10-CM coding system,
including expansion of external-cause-of-injury codes.® When
implemented, ICD-10-CM will allow for more detailed coding of
the external cause of injury based on information in the medical
record about injury circumstances (e.g., intentionality, mechanism,
place of occurrence, and activity at the time of injury).

For mortality data systems in the United States, the WHO’s
Manual of the International Classification of Diseases, Injuries,
and Causes of Death, 10th Revision (ICD-10)° has been used to
code the underlying cause of death (i.e., an external-cause-of-injury
code for injury deaths) as well as the injury diagnoses (multiple
cause of death data) recorded on death certificates since 1999. In



ICD-10 and ICD-10-CM, external-cause-of-injury codes do not
start with an “E” as they do in ICD-9, but witha VV, W, X or Y.

WHY ARE E CODES NECESSARY FOR INJURY PREVENTION
ACTIVITIES?

ICD-9-CM E codes are a critical link in the public health
approach to preventing injuries.’®** E codes can help us to: (1)
describe the magnitude of injury morbidity by cause of injury; (2)
identify population subgroups at high risk of a particular cause of
injury (e.g., bicycle-related injuries in children aged 5-14 years);
(3) identify specific high incidence causes of injuries in certain
geographic locations (e.g., scald burns among 3-year-old children
living in an inner city area); (4) develop prevention strategies
targeting specific causes of injury (e.g., helmet give-away
programs and educational campaigns to school-aged children); and
(5) evaluate the effectiveness of intervention programs
(e.g., the cost-effectiveness of helmet use programs in reducing
bicycle-related injuries in children). With cause-specific data, we
can more readily monitor specific injuries that are targeted by
prevention programs (e.g., installing smoke detectors in homes to
reduce burns and smoke-related injuries from house fires).

DO GUIDELINES EXIST FOR ASSIGNING E CODES TO
HOSPITAL DISCHARGE AND EMERGENCY DEPARTMENT
RECORDS?

The Department of Health and Human Services has
developed guidelines for assigning E codes.” These guidelines are
reviewed each year. Use of these guidelines varies among states
and hospitals within states. Some states with mandated E-coding
have their own guidelines in addition to the DHHS guidelines. In
hospital settings, medical information specialists are responsible
for assigning E codes based on the guidelines adopted by the state.
Ideally, it would be best if all states used the same uniform

guidelines to ensure the comparability of external-cause-of-injury
data across all statewide morbidity data systems.

WHAT WAS THE PURPOSE OF THIS E-CODE SURVEY?

This survey, which involved the participation of injury
prevention and control programs of health departments in all states,
the District of Columbia and Puerto Rico, was conducted to assess
the current status of the collection and use of ICD-9-CM E codes
throughout the United States. It provides an overview of external
cause of injury data obtained in statewide HDDS and HEDDS in
all 50 states, the District of Columbia and Puerto Rico. The
purpose of this survey is to promote a better understanding of (1)
current E-coding guidelines and practices used by states, and (2)
the uses and usefulness of E-coded data from statewide morbidity
data systems for planning and evaluating injury prevention
programs. Information in this report can help educate public health
officials about the investments of numerous states toward
improving the quality, availability and uses of data on external
causes of injury. Our hope is that the report will be a catalyst for
states to collect, improve and use external-cause-of-injury data in
statewide morbidity data systems.



HIGHLIGHTS OF THE E-CODE SURVEY

STATES WITH ROUTINE AND MANDATED E-CODING
BY DATA SYSTEM

Hospital Discharge Data Systems

45" (90%)" of the 50 states and the District of Columbia (D.C.)
currently have a statewide* HDDS in place (Figure 1, Table 1).
This is an increase from 42 states in the 1997 survey.

42" (93.3%) of the 45 states that have a statewide HDDS and
D.C. routinely collect some level of E codes in their statewide
HDDS (Table 1). This is an increase from 85.7% in the 1997
survey.

26 (61.9%) of the 42" states that routinely collect some level of
E codes and D.C. have mandated E-coding in their statewide
HDDS (Figure 1, Table 2). This is an increase from 23 states
in the 1997 survey. Many states (69.2%) mandated E-coding
in 1993 or later.

Seven (16.7%) of the 42" states that routinely collect E codes
in their statewide HDDS and D.C. record only one E code;
another four states (9.5%) record two E codes; 28" states
(66.7%) and D.C. can record from three to 23 E codes, while
three states (7.1%) did not indicate the number of E codes their
statewide HDDS can record (Table 2). Compared to 1997,
seven more states can record more than two E codes.

23 (71.9%) of the 32 states that capture more than one E code
can record an E code for the place of occurrence of the injury
either some or most of the time, when applicable (Table 2).
This is an increase from 59.3% reported in the 1997 survey.

* Includes 1997 survey data for West Virginia because this state did not participate in
the 2004 survey.

District of Columbia is not factored in the denominator.

* The term statewide is used throughout this report to include the District of Columbia
and the territory of Puerto Rico, where appropriate.

Figure 1. Statewide Hospital Discharge Data Systems
and E-Coding

CT 1993
DE 1992
DC 1998
MA 1994
MD 1993
NJ 1994

RI 1989

VT 1992

)
inely collected (3)

(26

Hospital Emergency Department Data Systems

25 (50%) of the 50 states and D.C. have a statewide HEDDS
(Figure 2, Table 1). This is a large increase from 12 states in
the 1997 survey. Seven (77.8%) of the nine states that
indicated in 1997 that they had plans for a statewide HEDDS
still do not have a system in place (Table 1).

23 (92%) of the 25 states and D.C. routinely collect some level
of E codes in their statewide HEDDS. This percentage is
unchanged from the 1997 survey.

15 (65.2%) of the 23 states that routinely collect some level of
E codes have mandated E-coding of their statewide HEDDS
(Figure 2, Table 3). Although this percentage is decreased
from 81.8% in the 1997 survey, the total number of HEDDS
with E-coding mandated has increased from the nine reported
in 1997.



Figure 2. Statewide Hospital Emergency Department
Data System and E-Coding

CT 1993
DE 2004
MA 2002
NY 2003
VT 2001

Il E codes routinely collected, but not mandated (®)
[] No statewide HEDDS

[ E codes mandated and year mandated (15)
(25)
[ statewide HEDDS, but E codes not routinely collected (2)

STATES THAT HAVE EVALUATED THE COMPLETENESS
AND/OR ACCURACY OF E CODES

HDDS

32 (76.2%) of the 42" states that routinely collect some level of
E codes and D.C. have conducted an evaluation of the E codes
for completeness and/or accuracy in their statewide HDDS
(Figure 3, Table 4). This is an increase from 63.9% in the 1997
survey. Hawaii, Louisiana and Maryland have plans to
conduct or are currently conducting an evaluation of E-coding
in their HDDS.

* Includes 1997 survey data for West Virginia because this state did not participate in
the 2004 survey.

o 14 (43.8%) of the 32 states that conducted an evaluation
indicated over 90% of the injury-related discharge records
were E coded (Figure 4). States with mandated E-coding were
more likely, on average, to have a higher percentage of their
injury discharges E coded than states without mandated E-
coding (Table 4; 92.5% vs. 80.3 %).

o 7 (21.9%) of the 32 states that conducted an evaluation
provided information about the percentage of injury discharges
E-coded accurately. The percentage ranged from 80.0% to
99.5%, with a median of 90%.

e Six (18.8%) of the 32 states reported that evaluation had an
effect on their statewide HDDS E-coding process.

Figure 3. Evaluation of E Codes: HDDS

[ Evaluation conducted (32)
[ Evaluation planned
[ No evaluation planned or conducted W]




Figure 4. Percentage of Injury-Related Hospital
Discharges E Coded: HDDS

Percentage Number
E Coded of States™

51-60 2
61-70 1
71-80 2
81-90 3

91 -100 14
Unknown 10
Subtotal 32
No Evaluation 10
Total 42

HEDDS

o 11 (47.8%) of the 23 states that routinely collect some
level of E codes have conducted an evaluation of E-coding
in their statewide HEDDS, and Hawaii, Maryland and
Vermont have plans to conduct or are currently conducting
an evaluation of E-coding in their HEDDS (Table 5). This
is a large increase from two states that reported conducting
such an evaluation in the 1997 survey.

o Insix (54.5%) of the 11 states that had conducted an
evaluation, greater than 90% of the injury-related ED
records were E coded.

* Excludes the District of Columbia, which reported unknown.

ORGANIZATION WHERE DATA SYSTEM IS BASED

HDDS

e 19" (42.2%) of the 45 states with statewide HDDS have
their system based at the state health department (Figure 5,
Table 6). Another 14 states (31.1%) and D.C. have their
HDDS based in the state hospital association, and 12 states
(26.7%) have their HDDS based in other agencies, such as
state health care administrations, state budget and control
boards and private companies. This pattern is very similar
to that reported in the 1997 survey.

e States with mandated E-coding were more likely to
have their statewide HDDS based at the state health
department than those without mandated E-coding (57.7%
vs. 18.8%", respectively) (Table 6). Again, this pattern is
very similar to that reported in the 1997 survey.

o 30 (66.7%) of 45 states that have a statewide HDDS and
D.C. indicated they have a method for identifying the
initial hospital visit for an injury (Table 6). This is an
increase from 57.1% reported in the 1997 survey.

HEDDS

o 11 (44%) of the 25 states with a statewide HEDDS have their
system managed in the state health department (Figure 5,
Table 7). Another nine states (36%) have their statewide
HEDDS housed in the state hospital association, and five states
(20%) have their HEDDS located in another agency.

o 16 (64%) of the 25 states indicated they can distinguish the
initial ED visit from subsequent visits for a given injury
incident (Table 7). This is an increase from the 41.7%
reported in the 1997 survey.

* Includes 1997 survey data for West Virginia because this state did not participate in
the 2004 survey.



Figure 5. Where State Data Systems Are Based

HDDS HEDDS

SHD
42.2%

Other
26.7%

How OFTEN REPORTS ARE PUBLISHED AND
WHO PUBLISHES THE DATA

HDDS

e 34 (81%) of the 42" states that routinely collect E codes and
D.C. also publish reports of the E-coded data. This is an
increase from the 50% of states that reported publishing
reports in the 1997 survey. Most of this increase is in states
publishing annual reports: 18 states (52.9%) publish annual
reports, three states (8.8%) publish bi-annual reports, and
another 13 states (38.2%) and D.C. publish reports periodically
(Table 8).

o In 18 (52.9%) of the 34 states that publish E-coded data
reports, the reports are published by the injury control section
of the state health department. In four additional states
(11.8%), the injury control section publishes reports jointly
with other state health department sections and other
organizations. In total, the injury control section is involved in
publishing these reports in 22 (64.7%) states. This is an

* Includes 1997 survey data for West Virginia because this state did not participate in
the 2004 survey.

increase from the 55.6% found in the 1997 survey. In 2004,
seven states (20.6%) reported that data are produced by
another section of the state health department (Figure 6).
Another four states (11.8%) reported that data reports are
published by organizations other than an injury program or
another section of the state health department. One state
(2.9%) responded unknown.

HEDDS

15 (65.2%) of the 23 states that routinely collect E codes also
publish reports of the E-coded data; nine states (60%) publish
annual reports, two states (13.3%) publish bi-annual reports,
and another four states (26.7%) publish reports periodically
(Table 13).

Figure 6. Who Publishes E-Coded Injury Data: HDDS

Other All Three
11.8% 11.8%
Other
SHD Injury
20.6% Program
52.9%
Unknown
2.9%
N=34



How E CODES ARE INITIALLY RECORDED AND
GUIDELINES USED

HDDS

e For the 42" states, that routinely collect E codes in their
statewide HDDS, and for D.C., E codes are recorded initially
on a separate E-code field in seven states (16.7%), on existing
diagnostic fields in 10 states (23.8%) and D.C., or on both the
separate E-code field and the existing diagnostic fields in the
remaining 19* states (45.2%) (Figure 7, Table 9). Three states
(7.1%) responded as other. This pattern is similar to that
reported in 1997.

Figure 7. How States Initially Record E Codes

HDDS HEDDS
Unknown Separate Existing
7.1% E-code field fields
16.7% 17.4%
Other
7.1% SEepargtef. I Both
Existing ~rode e 52.2%
fields 13%
23.8%
Unknown
Both 8.7% Other
45.2% 8.7%
N =42 N=23

o 17 (65.4%) of the 26 states with mandated E-coding in their

statewide HDDS use the DHHS official ICD-9-CM guidelines.

* Includes 1997 survey data for West Virginia because this state did not participate in
the 2004 survey.

three states (11.5%) use DHHS and state guidelines and two
states (7.7%) use only state guidelines (Figure 8, Table 9).
This pattern is similar to that reported in 1997.

Figure 8. What Guidelines Are Used for Mandated

E-Coding
HDDS HEDDS
Both Both
0 6.7%
11.5% ?352
State '
7.7%
DHHS Unknown
Unknown 65.4% 26.7%
15.4%
DHHS
60%
N =26 N =15
HEDDS

e Three (13%) of the 23 states that routinely collect some level
of E codes initially record E codes for their statewide HEDDS
using a separate E-code field; four (17.4%) states use the
existing diagnostic fields; 12 states (52.2%) reported using
both a separate E-code field and the existing diagnostic fields;
and two states (8.7%) indicated another means for recording E
codes (Figure 7, Table 10). This pattern is similar to that
reported in 1997.

¢ Nine (60%) of the 15 states with mandated E-coding in their
statewide HEDDS used the DHHS official ICD-9-CM
guidelines, One state (6.7%) used only state guidelines and one
other state used both DHHS and states guidelines (Figure 8,
Table 10). This is a change from 1997, when all states with
mandated E-coding in their HEDSS reported using DHHS
guidelines.
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USEFULNESS OF E-CODE FIELD ON THE UB-92 BILLING survey, there has been an increase in the percentage of states

FORM reporting each of these uses.
HDDS Figure 9. How State Respondents Rated the Usefulness
. of E Codes
e 34 (68%) of the 50 states and D.C. stated they were aware of a
designated E-code field on the UB-92 uniform billing form for 60% -
hospital charges (Table 9). Of the 34" states with statewide 54.8%
HDDS that are aware of the unique E-code field on UB-92 EHDDS
form and D.C., 21" states (61.8%) stated that this E-code field 50% - 8% OHEDDS
was useful. This is similar to the pattern reported in the 1997
survey. 40% -
USEFULNESS OF E-CODED DATA
30% -
HDDS 21.7%
20% -
e 23 (54.8%) of the 42" states that routinely collect E codes in
their statewide system and D.C. indicated that the E codes
were extremely useful (Figure 9). The average usefulness was 10% 1
2.2 on a scale of 1 to 5, where 1 denotes extremely useful and
5 denotes useless (Table 11). This is a decrease from the 0% A
average usefulness of 1.5 reported in the 1997 survey. Extremely Moderately  Useful Not Very Useless  Unknown
e Among the 42" states that routinely collect E codes, E-coded
statewide HDDS data are used most often in 37" states (88.1%)
for planning programs, in 35 states (83.3%) for monitoring HEDDS
trends, in 34" states (81%) for assessing injury-related health e In 18 (78.3%) of the 23 states that routinely collect E codes, E-
care costs, and in 33 states (78.6%) for setting priorities coded ED data are used most often for monitoring trends,
(Figure 10, Table 11). 29 states (69%) use E-coded HDDS setting priorities and program planning (Figure 10, Table 12).
data for making policy decisions, and 28 states (66.7%) for 16 states (69.6%) use E-coded ED data for making policy
evaluating programs. 13 states (31%) also use E-coded HDDS decisions, 15 states (65.2%) for determining injury-related
data to assess the quality of care. In the District of Columbia, health care costs for evaluating programs, and 13 states
E-coded statewide HDDS data are used for all of the above (56.5%) for evaluating programs. Seven states (30.4%) use E-
activities. Compared with what was reported in the 1997 coded ED data for assessing quality of care. In the District

of Columbia, E-coded statewide HDDS data are used
for all of the above activities. Compared with what was
“ Includes 1997 survey data for West Virginia because this state did not participate in reported in the 1997 survey, there has been a decrease in the
the 2004 survey.
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percentage of states reporting each of these uses, except for
evaluating programs and assessing quality of care, which both
increased.

Figure 10. How States Use E-Coded Data
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DISCUSSION

The ability to access quality state and local data on nonfatal
injuries is vitally important for designing, developing and
evaluating the effectiveness of injury prevention efforts. Despite
this pressing need, this survey indicates that substantial additional
efforts are needed to achieve the availability of E-coded HDDS and
HEDDS data in each state. While three more states have acquired
HDDS since the 1997 survey, five states are still without one.
Progress in the development of HEDDS has been better; the
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number of states with HEDDS has doubled since 1997. However,
half of states still do not have an HEDDS in 2004.

In addition to gaps in the availability of the data sources
themselves, the completeness of E-coding in those data sources is
lacking. Only 44% of states for which data were available had
more than 90% of injury hospitalization records E coded in their
HDDS. For HEDDS, this percentage was only 55%.

One approach to improving the rate of E-coding is to mandate the
use of E-coding in these data systems. In this survey, we found
that 26 states and the District of Columbia have passed mandates or
laws for collecting E codes in their statewide HDDS. This includes
three new states that now have mandated E-coding. New
Hampshire was the only state that reported its E-coding mandate
expired in 2002. However, hospitals in New Hampshire continue
to observe the mandate and routinely collect E codes. While a
mandate is associated with more complete E-coding in HDDS, the
political and logistical barriers to putting mandates in place may
not be easily surmountable for many states at this time.

Other approaches also may be helpful. One such approach
documented in this survey is simply to evaluate the completeness
of E-coding in these systems. Several states reported that the act of
evaluating E-coding levels itself helped improve the E-coding rate.
Quality assurance methods such as routinely evaluating the
completeness and accuracy of E codes and providing feedback to
data providers might help improve the quality of E-coded data.

Similar to the 1997 survey, this survey also documented
heterogeneity across states in the number and type of fields (i.e.,
generalized diagnostic field versus a dedicated field only for E
codes) available for E codes in these systems. This heterogeneity
makes aggregation and comparison of data across states
problematic. In addition, when only one dedicated field is
available, as is the case in seven states, place-of-occurrence E
codes are not likely to be recorded routinely, thus limiting the
information available. For prevention efforts, it is important to
consider ways to improve our ability to capture the place of
occurrence of the injury. The capacity of states to record multiple



external-cause-of-injury codes in their statewide HDDS and
HEDDS can be helpful in describing the injury incident more
fully.* This in turn, can help programs to use cause-specific data
effectively to monitor specific injuries used by targeted prevention
programs. A recommended national standard of at least three
dedicated E-code fields in state-based HDDS and HEDDS could
help improve the extent and quality of E-coded data. This is
consistent with the new proposed UB-04 form under review by the
National Uniform Billing Committee.®

Another important gap in these systems is related to their ability to
identify the initial hospital visit for a patient who has made
multiple visits for the same injury, which is important if these data
are to be used to count the incidence and costs of these injuries
accurately. Only about two-thirds of states with these data systems
are able to determine the initial hospital visit. Standardization in
this area also would enhance the ability to aggregate and compare
data across states.

As in 1997, this survey documented that these data systems are not
housed in the same type of agency in all or even most states. The
differing needs, constraints and cultures of these agencies may
make achieving standardization more complicated.

The number of publications using E-coded data has increased
markedly since 1997. Consensus recommendations for using
HDDS data for injury surveillance proposed by an expert
workgroup should help improve comparability of injury-related
data reported within and across states.*® The increasing use of
these data by agencies and policy-makers suggests that there may
be growing interest in injury morbidity statistics based on E-coded
HDDS and HEDDS data. Efforts to capitalize on this increasing
interest should be undertaken to improve the completeness and
accuracy of E-coding.

We recognize some limitations of this survey, especially when one
attempts to compare information from two different time periods,
from different respondents. Recall bias and system changes over
time become issues. Although well-informed respondents
completed the survey, there were some inconsistencies in some
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states regarding “What year E-coding began?” in both the
statewide HDDS and HEDDS systems. One possible explanation
is that states confused the year the data were actually made
available or, in some cases, when the data became reliable as the
initial point of E-coding. There was also similar confusion for the
year that E-coding was mandated versus the year the mandate was
actually enforced.

Overall, we notice a decline in the number of ambulatory care data
systems (i.e., trauma registries, head and spinal cord registries,
outpatient facilities) used to collect E codes. We believe the online
skip pattern in our Web-based 2004 survey instrument
unintentionally forced some respondents to loop out of the
questions that listed other types of health-care data systems used to
collect E codes. For instance, substantially fewer statewide trauma
registries were reported in the 2004 survey than in the 1997 survey.
The 1997 survey did not experience this problem because a hard
copy questionnaire was used to collect the data. Because of the
high potential for underreporting in our 2004 survey, information
on other ambulatory care systems (including trauma registries,
head and spinal cord registries, and others) are not included in this
report. Another report by the U.S. Department of Health and
Human Services” Health Resources and Services Administration
provides information about trauma registries in the United States.™

In conclusion, there has been only a modest improvement in the
availability and quality of statewide E-coded hospitalization and
emergency department data from 1997 to 2004. The challenge
remains to work towards establishing a statewide HDDS and
HEDDS in every state that collects high quality data on nonfatal
injuries, just as all states currently have vital statistics systems that
provide data on fatal injuries. The availability of these population-
based data on both nonfatal and fatal injuries will provide a more
complete understanding of the causes and types of injuries
affecting our society. In addition, for those states collecting fatal
and nonfatal injury data, a coordinated effort is needed to develop
standard methods of analyzing and reporting injury-related data
(e.g., annual summaries) from statewide data systems and making
these data available to hospital administrators, public health
professionals and policy-makers to enhance their interpretation and



usefulness. State-based injury prevention programs, which are
involved in publishing a majority of the reports on these data, are
important targets for these efforts. As we work together to
improve the quality and usefulness of these data, partnerships can
be formed to determine the best prevention strategies for reducing
the burden of injury in our society.

RECOMMENDATIONS

e The injury control community should work together to
approach this issue in a coordinated way. Although all
partners have a stake in solving this problem, leadership in
injury surveillance from CDC, in collaboration with CSTE and
STIPDA, will be critical to improve state-based, E-coded
HDDS and HEDDS data further.

e  Efforts are needed to promote the development of HDDS and
HEDDS, as well as the routine collection of E codes in those
states without them.

e A “toolbox” of techniques to improve E-coding without
mandating it should be compiled and promoted to state injury
prevention programs to help states improve E-coding in these
data systems.

e States that do have these data systems should be encouraged to
evaluate the completeness and accuracy of E codes in these
systems. Incentives for performing these evaluations should
be considered. CDC, in collaboration with CSTE and
STIPDA, should develop a standard methodology for this kind
of evaluation analogous to the framework for evaluating
surveillance systems that CDC has promulgated.

o  Efforts to standardize the number and type of fields used in
these systems to record E codes should be undertaken. The
proposed UB-04 form with three designated spaces for
recording E codes, which is being considered by the National

Uniform Billing Committee, should be adopted and
implemented as soon as possible.

CDC, in collaboration with CSTE and STIPDA, should
explore ways to facilitate the collection of external-cause-of-
injury codes through standards and guidelines set by the ICD-
9-CM Coordination and Maintenance Committee and the
National Uniform Billing Committee and through billing
requirements of the Centers for Medicare and Medicaid
Services, DHHS.

Efforts should be undertaken to ensure that all states with
HDDS and HEDDS have the ability to identify the initial
hospital visit for a patient who has made multiple visits for the
same injury.

States should continue efforts to improve the availability and
use of E-coded HDDS and HEDDS data by data providers,
health information specialists, researchers, practitioners and
policy-makers through the use of the Internet and publications.
State-based injury prevention programs, which are involved in
publishing a majority of the reports on these data, are
important targets for these efforts.
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Table 1: Statewide Morbidity Data Systems and E-Code Status, by State

Hospital Discharge Data System Hospital ED Data System

E Codes Routinely E Codes Routinely
System in Place Collected System in Place Collected
State 1997 2004 1997 2004 1997 2004 1997 2004

Alaska X!

Arkansas X X

x
?

Colorado X X X

X

Delaware X X X X

X
X

Florida X X X X

Hawaii X X X X

X
X

Ilinois X X X X p

lowa X X X p X X

Kentuc X X X X

Maine X X X X X X

Massachusetts X X X X X X

Minnesota X X X X X X X X

Missouri X X X X X X X X



Nebraska

X
X
X
X
X
X
X
X

New Hampshire

X
X
X
X
X
X
X
X

New Mexico

X
X
X
X
X

North Carolina

X
X
X
X
X
X

Ohio

X
X
X
hel
X
X

Oregon

b
X
X
X

Rhode Island

X
X
X
X

South Dakota

Texas

X
X

Vermont

X
X
X
X
X
X

Washington

X
X
X
X

Wisconsin

X
X
X
X
X
X

X

Territory: Puerto Rico*

X = Yes
2p = Planned

* Last reported in 1997
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Table 2: E-Coding in Statewide Hospital Discharge Data System, by State

Year E-Coding E-Coding Year Maximum Number Place-of-Occurrence
Began Mandated Mandated E Codes E Code Recorded
State 1997 2004 1997 2004 1997 2004 1997 2004 1997 2004

Alaska

Arkansas 1996

X

1996

[N

Colorado U 1990

i
~
w
(7]

w
X

Delaware 1994 1994 X X 1992 1992

=
o
X

Florida 1997 1997 X X 1997 1997

©
©
X

Hawaii 1993 U

=
S}
[
=
%
X

Ilinois 1985 1985

o]
o]

lowa 1990

=
S}
X

Kentuc 1995 1995 X X 1995 1995

[N
©
X

Maine 1980 1998 9 6 U X

Massachusetts 1994 1994 X X 1994 1994 2 15 U X

Minnesota 1990 1997 1 3 X

Missouri 1993 U X X 1993 1993 U 23 S X

Nebraska 1994 1995 X X 1994 1994 9 3 S X



New Hampshire 1995 1995 1995

X
-
©
C

New Mexico 1995 1995

[N
[N
[

North Carolina 1997 U

-
C
X

Ohio U

=
3]
c

Oregon u 1997 2 2 u X

Rhode Island 1989 1989 X X 1989 1989 6 11 S

South Dakota

Texas 1999 X 1999 1

C

Vermont 1982

1989

1990 1992

(%)
C

Washington 1989 1989 X X 1989 1989 1 1

Wisconsin 1994 1994 X X 1994 1993 9 2 U X

Territory: Puerto Rico*

X =Yes

2U = Unknown
%S = Sometimes
*P = Planned

* Last reported in 1997



Table 3: E-Coding in Statewide Hospital ED Data System, by State

Year E-Coding E-Coding Year Maximum Number Place-of-Occurrence
Began Mandated Mandated E Codes E Code Recorded
State 1997 2004 1997 2004 1997 2004 1997 2004 1997 2004

Alaska

Arkansas

Colorado

Delaware 2004

X

2004

o
X

Florida

Hawaii 2001

N
=
X

Ilinois

lowa U

N
X

Kentuc

Maine 1998 6 X

Massachusetts U X 2002 6 X

Minnesota 1997 1998 1 3 X

Missouri 1993 1993 X X 1993 1993 U 23 S X

Nebraska 1994 1995 X X 1994 1994 9 3 X X



New Hampshire 1995 1997 1995

x
-
©
c

New Mexico

North Carolina 2000

X

2005

X

Ohio 2001

=
[$)]

Oregon

Rhode Island

South Dakota

Texas

Vermont 2001

X

2001

N
o
C

Washington

Wisconsin 2002 X 2002 2 U

Territory: Puerto Rico*
X = Yes
2U = Unknown

33 = Sometimes

* Last reported in 1997



Table 4: Evaluation of E Codes in Statewide Hospital Discharge Data System, by State

Evaluation of Percentage of Injury  Percentage of Injury Discharges E-Coding Process Changed as a
E Code Conducted Discharges E Coded E Coded Accurately Result of Evaluation
State 1997 2004 1997 2004 1997 2004 1997 2004

Alaska

Arkansas

X
©
a
©
S
X

Colorado

X
X
©
al
©
@®
C
©
al
x

Delaware

X
C
C

Florida

o
x
—~
~
C
x

Hawaii

T
T

Ilinois

lowa X U u

Kentuc X X 38 u u u u

Maine X X 79 95 U U X

Massachusetts X X 90 95 U U

Minnesota P X 90 90

X

Missouri X X 98 98 U 85 X

Nebraska P X 91 U U



New Hampshire

X
X
©
©
©
®
C
C
X
C

New Mexico

X
X
w
©
a1
=
c
C
X

North Carolina

X
C
C
C

Ohio

Oregon

X
X
ey
S
5}
a
C
C
C

Rhode Island

X
X
©
@®
©
@
c
[
X

South Dakota

Texas

Vermont X

Washington X X 98 u P U

Wisconsin X X 98 100 U U U

Territory: Puerto Rico*

X =Yes

2U = Unknown

30 = Ongoing evaluation process of completeness of E-coding
*P = Evaluation planned or currently going on

* Last reported in 1997



Table 5: Evaluation of E Codes in Statewide Hospital ED Date System, by State

Evaluation of Percentage of Injuries Percentage of Injuries E-Coding Process Changed as a
E Codes Conducted E Coded E Coded Accurately Result of Evaluation
State 1997 2004 1997 2004 1997 2004 1997 2004

Alaska

Arkansas

Colorado

Delaware

C

Florida

Hawaii

T

Ilinois

lowa

X
C
C
C

Kentuc

Maine

Massachusetts X 98 U

Minnesota P X 90 90

X

Missouri X X 98 98 U 85 X

Nebraska P X 95 U U



New Hampshire

X
X
©
a
©
~
c
C
X
c

New Mexico

North Carolina

Ohio

Oregon

Rhode Island

South Dakota

Texas

Vermont

el

Washington

Wisconsin X 100 U U

Territory: Puerto Rico*
P = Evaluation planned or currently going on
2X = Yes

3U = Unknown

* Last reported in 1997



Table 6: Place Where Statewide Hospital Discharge Data System is Based and Whether the
Initial Hospital Visit Can Be ldentified, by State

Where Data System is Based

State Health State Hospital
Department Association Other Can Identify Initial Hospital Visit
State 1997 2004 1997 2004 1997 2004 1997 2004

Alaska X! X

Arkansas

X
X
X
X

Colorado

X
X
X

Delaware

X
X
X
X

Florida X X

X

Hawaii X X X

Ilinois

x
x
G
x

lowa X X X u
Kentuc X X X
Maine X

Massachusetts X X X

Minnesota X X X X



Missouri

X
X
X

Nebraska

X
X
X

New Hampshire

X
X
X
X

New Mexico

X
X
X

North Carolina

X
X

Ohio

X
X
X
X

Oregon

Rhode Island

X
X
X

South Dakota

—
@
&
»
X
C

Vermont X X u

Washington X X X

Wisconsin X X X X

Territory: Puerto Rico*
X =Yes
2 In this state, statewide HDDS also maintained by the hospital association

U = Unknown

* Last reported in 1997



Table 7: Place Where Statewide Hospital ED Data System is Based and Whether the
Initial Hospital Visit Can Be ldentified, by State

Where Data System is Based

State Health State Hospital
Department Association Other Can ldentify Initial Hospital Visit
State 1997 2004 1997 2004 1997 2004 1997 2004

Alaska

Arkansas

Colorado

Delaware

X
X

Florida

Hawaii

X
X

Ilinois

lowa X X

Kentuc

Maine

Massachusetts X

Minnesota X X X X



Missouri

X
X
X

Nebraska

X
X
X

New Hampshire

X
X
X
X

New Mexico

X
X

North Carolina

X

Ohio

X

Oregon

Rhode Island

South Dakota

_|
(]
&
w

Vermont X U
Virginia
Washington

West Virginia*
Wisconsin X X
Wyoming
Territory: Puerto Rico* X

X = Yes

2U = Unknown

* Last reported in 1997



Table 8: How Often Reports Are Published and Who Publishes Statewide Hospital
Discharge Data System Reports, by State

Organization Publishing Reports

Frequency of Reports Published Injury Control Section Other State Section Other Organization
State 1997 2004 1997 2004 1997 2004 1997 2004

Alaska

Arkansas A

X

Colorado 0

X

Delaware A

X
X

Florida

Hawaii o) X

ddaho
lllinois

Indiana e
lowa A X X X
Kansas o X X
Kentuc 0 X
Maine A X

Massachusetts P A X X X

Minnesota A X

Missouri A X X



Nebraska

o]
x

New Hampshire

o
(o]
X
X
X
X
X
X

New Mexico

>
o
X
C
X
X

North Carolina

o

=.

o
o
X
x
c

o
=
D
Q
o
=]
>
X

Rhode Island

>
>
X
X

South Dakota

Texas

o
X

Vermont

o
(o]
X
X
X
X

Washington

Wisconsin

>
>
X
X
c

Territory: Puerto Rico*

P = Periodically

20 = Other

3X = Yes

4U = Unknown

A = Annually

B = Bi-Annually

* Last reported in 1997



Table 9: How E Code is Initially Recorded, Guidelines Used, and Usefulness of UB-92! E-Code Field
for Statewide Hospital Discharge Data System, by State

E Code Initially Recorded Guidelines for Mandated E-Coding
Separate Using Existing Both/ DHHS Aware of E-Code Is E-Code Field on
E Code Field Diagnostic Field Other DHHS State and State Field on UB-92 UB-92 Useful?
State 1997 2004 1997 2004 1997 2004 1997 2004 1997 2004 1997 2004 1997 2004 1997 2004

Alaska U’

X

X

P

Arkansas

@
X
X
X
P
X

Colorado

X
X
X
X

Delaware

X
X
X
X
X
X
X
X

Florida

X
X
X
X

Hawaii

[oe]
@
X
C

Ilinois

X
X
X
X

lowa

@
X
X
z
X

Kentuc X

X

Maine B B

Massachusetts B B X X X X X

Minnesota X B X X X X



Missouri

@
X
X
X
C

Nebraska

o]
o]
X
X
X
X
X

New Hampshire

X
vy}
X
X
X
X

New Mexico

X
©
X
X
X
X

North Carolina

[
vy}
X
X
X
X

Ohio

X

Oregon

X
vy}
X
X
X

Rhode Island

X
@
X
X
X
X

South Dakota

X
=z

_|
(]
3
w
x
x
x
x
=z

Vermont

(@]
vy}
X
x

X
X
X
X
X
X
X
X

Washington

Wisconsin

X
o3}
X
X
X
X
X
X

Territory: Puerto Rico*

1 UB-92 = Uniform billing form for hospital charges *U = Unknown
2X = Yes ® 0 = Other
N = Not Applicable ®B = Both separate diagnostic fields and existing diagnostic fields

* Last reported in 1997



Table 10: How E Code is Initially Recorded and Guidelines Used for

Statewide Hospital ED Data System, by State

E Code Initially Recorded Guidelines for Mandated E-Coding
Separate Using Existing Both/ DHHS
E-Coding Field  Diagnostic Field Other DHHS State and State
State 1997 2004 1997 2004 1997 2004 1997 2004 1997 2004 1997 2004

Alaska

Arkansas

Colorado

Delaware

X
X

Florida

Hawaii

oe]

Ilinois

lowa B

Kentuc

Maine B

Massachusetts B X

Minnesota X B



Missouri

w
X
X

Nebraska

w
w
X

New Hampshire

X
@
X

New Mexico

North Carolina

o
=.
o
X
o

o
@
o
S

Rhode Island

South Dakota

Texas

Vermont

w
X

Washington

Wisconsin X X

Territory: Puerto Rico*

'O = Other

2B = Both separate diagnostic fields and existing diagnostic fields
3X = Yes

* Last reported in 1997
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Table 11: Uses of ICD-9-CM E-Coding and Usefulness of E Codes for Program Planning for
Statewide Hospital Discharge Data System, by State

Injury-Related Usefulness of
Quality Health Care  Monitoring Setting Program Evaluating Policy Having E Codes
of Care Costs Trends Priorities Planning Programs Decisions Other for Planning*
State 1997 2004 1997 2004 1997 2004 1997 2004 1997 2004 1997 2004 1997 2004 1997 2004 1997 2004

Alaska

Arkansas

X
X
X
X
X
X
X
~

Colorado

C
X
C
X
X
X
C
X
C
X
C
X
C
X
C
=
=

Delaware

C
x
X
X
x
X
X
X
C
~

Florida

X
X
X
C
X
C
X
X
X
X
X
C
N
o

Hawaii

C
x
X
X
X
x
X
X
X
X
X
x
X
i
~

Ilinois

C
C
X
C
C
C
x
C
C
-
w

lowa X X X X X X X X 4
Kentuc X X X X X X u 1 1
Maine X X X X X X X X 1 5

Massachusetts X X X X X X X X X X X X X 1 1

Minnesota U X X X X X X X X U X X U 1 1

Missouri X X X X X X X X X X X X X U 1 1



Nebraska U

c
x
X
x
x
x
X
x
c
x
x
x
-
(31

New Hampshire

X
x
X
x
X
X
X
X
X
X
X
-
-

New Mexico

x
X
X
x
x
X
X
x
x
x
X
-
-

North Carolina

c
X
X
X
X
X
X
c
=

o
=.
o
x
x
x
w

o
=
D
«Q
o
=)
X
X
X
X
X
X
X
X
X
X
X
X
=
w

Rhode Island

x
x
x
X
x
x
x
x
x
X
x
x
~
=

South Dakota

Texas

X
X
X
X
X
X
X

Vermont X X X X X X X

C
[
-
-

X
X
X
X
X
X
X
X
X
X
X
X
=
w

Washington

Wisconsin U X X X X X U X U X U X U X U X U 1

Territory: Puerto Rico*

! Usefulness Codes: 1 = Extremely Useful, 2 = Moderately Useful, 3 = Useful, 4 = Not Very Useful, 5 = Useless
2U = Unknown
3X = Yes

* Last reported in 1997
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Table 12: Uses of ICD-9-CM E-Coding and Usefulness of E Codes for Program Planning for
Statewide Hospital ED Data System, by State

Injury-Related Usefulness of
Quality Health Care Monitoring  Setting Program Evaluating Policy Having E Codes
of Care Costs Trends Priorities Planning Programs Decisions Other for Planning*
State 1997 2004 1997 2004 1997 2004 1997 2004 1997 2004 1997 2004 1997 2004 1997 2004 1997 2004

Alaska

Arkansas

Colorado

Delaware

X
X
X
X
X
X
IN

Florida

Hawaii X X X X X X 5
idaho
lllinois

Indiana
lowa X X X X X X X 2
Kansas
Kentuc

Maine :

Massachusetts X X X X X X 1

Minnesota X X X X X X X X X X 2 1

Missouri X X X X X X X X X X X X X 1 1



Nebraska

X
X
X
X
X
X
X
c
X
X
X
=
o

New Hampshire

X
X
X
b
X
X
X
X
X
X
X
[
=

New Mexico

North Carolina

X
X
X
X
X
X
X
=

o
=.
o
x
x
x

o
=
D
Q
o
=]

Rhode Island

South Dakota

Texas

Vermont

X
X
X
=

Washington State

Wisconsin X X X X X X X X 1

Territory: Puerto Rico*
! Usefulness Codes: 1 = Extremely Useful, 2 = Moderately Useful, 3 = Useful, 4 = Not Very Useful, 5 = Useless
2U = Unknown

3X =Yes

* Last reported in 1997
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Table 13: How Often Reports Are Published and Who Publishes Statewide Hospital
Emergency Department Data System Reports, by State

Organization Publishing Reports

Frequency of Reports Published Injury Control Section ~ Other State Section Other Organization
State 1997 2004 1997 2004 1997 2004 1997 2004

Alaska

Arkansas

Colorado

Delaware

Q.
%
x

Florida

Hawaii

Ilinois

lowa B* X X X
Kentuc
Maine

Massachusetts A X X

Minnesota A X

Missouri A X X



Nebraska

w
X

New Hampshire

(e}
X
X
X

New Mexico

North Carolina

(o]
X

@ =3
«Q o
o
=

Rhode Island

South Dakota

Texas

Vermont

Washington State

Wisconsin A X

Territory: Puerto Rico*

ZX = Yes
3A = Annually
B = Bi-Annually

* Last reported in 1997
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