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1 Policy background

As an introduction to the injury surveillance theme, this Chapter summarises the various policy
initiatives by the World Health Organization and the European Commission (EC) with a view to raise
attention for injury prevention and in particular for enhanced efforts in getting better injury data
available. It then will focus on a series of initiatives by EU-Member States (MSs) in collecting data and
facilitating exchange of data at EU-level with support from the European Commission. Finally the
reasons for initiating the IDB-project are being explained and the main objectives of IDB will be
clarified.

The global picture

Worldwide, about 5.1 million people die each year due to injuries. This accounts for 9% of the
world’s deaths, or nearly a third more than the number of fatalities that result from malaria,
tuberculosis, and HIV/AIDS combined. The World Health Organization (WHO) has worked over the
past few decades to bring injuries higher up on the international public health agenda, through a
number of actions, including the launch of the World report on violence and health (Krug et al.,
2002); the World report on road traffic injury prevention (Peden et al., 2004); the World report on
child injury prevention (Peden et al.,2008), the World report on disability (WHO, 2011) and the
Global report on drowning (D. Meddings at al., 2014), being the first ever comprehensive reports in
their respective fields. In response to these reports, the World Health Assembly (WHA) adopted a
series of resolutions urging for policy initiatives on behalf of the member states as well as WHO,
including recommendations to improve injury data collection in and exchange among WHO-
member states. Many technical guidance documents on how to prevent violence and unintentional
injuries have been published by the WHO over the past two decades and have been widely
disseminated, accompanied by a series of learning tools.

The need for proper injury surveillance systems has long been recognised by the World Health
Organization (WHO). In a document titled “Injury Surveillance Guidelines” (Holder et al., 2001) the
WHO clearly outlines why injury surveillance systems are indispensable to develop effective
prevention strategies, most countries need better information. In particular, countries need to know
about the numbers and types of injuries that occur and about the circumstances in which those injuries
occur. Such information will indicate how serious the injury problem is, and where prevention
measures are most urgently needed. The document also refers to the added benefits of an injury
surveillance system, such as:

e Increased understanding of the injury problem confronting the local community, region or country
and maximised use of existing resources to best advantage;

e Surveillance can help to argue for more resources. For instance, an increase in the budget
provided by local, regional or national government or more cooperation and support from other
agencies in the field,;

e Assistance to health care agencies in benchmarking their performance by comparing surveillance
results and evaluating our success in addressing the problem; and

e By conforming to international standards, such systems will contribute international statistics that
will not only enable comparisons between countries to be made, but will also provide a more
accurate global picture of the injury problem. In turn, country comparisons and an accurate global
picture will help countries, through international agencies like WHO, to cooperate and coordinate
their efforts to prevent and treat injuries.



Collaborative work on injury surveillance methodology development has led to a the development of
an International Classification of External Causes of Injuries (ICECI, 2004), a Related Classification in
the WHO's Family of International Classifications, which has been designed to help researchers and
prevention practitioners to describe, measure and monitor the occurrence of injuries and to investigate
their circumstances of occurrence using an internationally agreed classification. Other surveillance
guidance produced in this framework is provided by the Guidelines for conducting Community Surveys
on Injuries and Violence (Sethi, 2004).

The policy response in Europe

Also within Europe, injuries threaten the economic and social development of region. Although a
neglected health problem until recently, injuries and violence account for 9% of all causes of death in
the WHO-European region, with about 800 000 people losing their lives to injury-related causes each
year. Injuries are the leading cause of death among people 5-44 years old and are responsible for
14% of all the disability adjusted life-years (DALYS, i.e. years lost due to death or lived with disability)
lost in the WHO European Region (Sethi, 2006).

The burden is unequally distributed both within and between countries: people living in low- and
middle-income countries in the Region are nearly four times more likely to die from injuries than those
in high-income countries. Within the WHO-European Region, the response of countries to the problem
of injuries has varied. Many countries, particularly those in northern Europe, started addressing the
problem systematically a few decades ago, whereas others have only acknowledged the extent of the
problem of injuries and the ability to prevent them and started taking action in more recent years.

To support MSs in addressing this problem more comprehensively, resolution EUR/RC55/R9 on
prevention of injuries in the WHO European Region (WHO-Euro, 2005) was issued, which places now
violence and injury prevention firmly on the public health agenda and call for the reporting of national
activities. the Resolution invites the WHO office for the European region:

e To support MSs in their efforts to strengthen injury prevention and to draw up national action
plans;

e To facilitate the identification and sharing of good practice in the prevention of violence and
unintentional injuries;

e To stimulate and support the network of national focal points and further develop collaboration
with other relevant networks of experts and professionals;

e To provide assistance in building capacity at the technical and policy level in order to strengthen
national response to injuries to include surveillance, evidence-based practice and evaluation;

e To provide technical assistance to improve pre-hospital treatment and care for victims of
unintentional injuries and violence; and

e To promote the development of partnerships and collaboration with the European Union and other
international organizations.

Also within the European Union, injuries due to accidents or violence constitute a major public health.
Within the EU-region of 28, each year injuries result in an estimated 230,000 deaths, 5 million hospital
admissions and further 33 million emergency department (ED) attendances, totalling 38 million
medical treatments in hospitals (Kisser et al., 2017).

Despite of the magnitude and the severity of the problem, injury surveillance systems in the EU are
not yet sufficiently well developed to accurately quantify the burden of injuries on individuals, health
services and society in the EU-region.



Figure 1: The injury pyramid for the European Union (incl.UK).

33.076.000 ambulatory treatments
in emergency departments

Sources: WHO-mortality database, WHO-Health for All database, Eurostat-hospital discharge statistics, EU IDB.

The costs for the health care systems are estimated today at approximately 78 billion Euros per year
in the EU (table 1.1). There are huge disparities amongst EU-MSs regarding the risk of injuries and
accidents, as the risk of dying from an injury is five time higher in the Member States with the highest
injury rate than those with the lowest rate.

Table 1.1 Estimated direct medical cost due to injuries (in billion euro) and estimated cost per capita (in

euro) *

Country Direct Medical Population Direct Cost
Cost per capita

AT 3.48B 8.2M 415

NL 248B 16 M 150

SE 3.5B 8.3 M 422

UK 3.5B 56 M 63

Wales 0.4B 2.8M 145

*Sources: CSlI, Injuries due to accidents, violence and self-harm, Factsheet 23 (ISBN 978-90-6788-456-3), CSI (Consumer
Safety Institute), Amsterdam, 2011/ ) Ekman. R, Use of local injury surveillance for injury prevention, Swedish Civil Contingency
Agency, Karlstad, Sweden, 2012/ R.A. Lyons et al., UK burden of injuries study, Inj Prev16:A150, 2010/ Macey, S.M. (2010).
Assessing the excess health service utilisation and direct medical costs of injuries. PhD. Thesis. Swansea University: UK.

Taking these figures into consideration, the Council of the European Union adopted a Council
Recommendation on the prevention of injury and the promotion of safety (Council of the European
Union, 2007). The EU-Council Recommendation provides a strong public legitimacy for further actions
and notably the elaboration of national action plans in the area of injury prevention and safety
promotion. The Council Recommendation recommends MSs to:

o Develop a national injury surveillance and reporting system, which monitors the evolution of injury
risks and the effects of prevention measures over time;

e Set up national plans for preventing accidents and injuries initiating interdepartmental co-
operation; and to

e Ensure that injury prevention and safety promotion is introduced in a systematic way in vocational
training of health care professionals.



The EU-Council Recommendation recommends the Commission to:

e Support a Community-wide injury surveillance exchange based on injury data provided by the
MSs;

e Establish a Community-wide mechanism for the exchange of information on good practice and
disseminate this information to relevant stakeholders;

e Provide MSs with the necessary evidence for inclusion of injury prevention knowledge into the
vocational training of health professionals; and to

e Support the development of good practice and policy actions in relation to the seven priority areas.

The Regulation on Community statistics on public health and health and safety at work (Council of the
European Union, 2008/L 354/70) is also relevant in this perspective as it aims at harmonized reliable
health information which supports Community actions as well as national strategies in statistics in the
field of public health. Annex | to the Regulation identifies “accidents and injuries” as one of the core
subjects to be covered within this common framework and as element in the domain "Health status
and health determinants" as defined by the regulation. This domain covers the "statistics on health
status and health determinants that are based on self-assessment and compiled from population
surveys such as the European Health Interview Survey (EHIS), as well as other statistics compiled
from administrative sources such as those on morbidity or accidents and injuries”. The harmonised
and common data set to be provided by the Regulation "shall cover the subject of accidents and
injuries, including those related to consumer safety, and, whenever possible, alcohol- and drug related
harm".

More specifically related to consumer product safety, the Council has adopted a Regulation on
requirements for accreditation and market surveillance relating to the marketing of products (Council
of the European Union, 2008/L 218/30). This Regulation requires MSs* to establish adequate
procedures in order to follow up complaints or reports on issues relating to risks arising in connection
with products subject to Community harmonization legislation; [and] monitor accidents and harm to
health which are suspected to have been caused by those products [...]". In practices this requires
MSs to continuously survey product related injuries in a way that facilitates the assessment of product
related injuries and the circumstances in which they occur. This call for monitoring product related
accidents and injuries had been also echoed by European consumers unions and by the engineering
industry (Orgalime/ ANEC, 2009).

The need for comprehensive injury indicators

Injury data can be obtained from a number of sources within EU-countries. Regrettably, these sources
are currently limited in their size and scope, and incomplete and insufficient to identify the external
causes and circumstances in which accidents and injuries occur. Within the EU, much of the injury
information generated until now is not comparable between countries, and not between registers, due
to the lack of resources and political commitment in a number of EU-Member States and the lack of
sufficient EU-level funding and coordination.

What information is available tends to focus on fatal injuries. So also most of the targets of EU- and
national policies with respect to road traffic safety, safety at work, consumer safety, violence and
suicide prevention have been primarily focused on the reduction of deaths. However, deaths are only
one aspect of the total injury problem; for every person killed, many more are seriously and
permanently disabled and many more again suffer minor, short-term disabilities. Not only the costs of
injury mortality but also the costs of morbidity are immense, not only in terms of lost economic
opportunity and demands on national health budgets, but also in terms of personal suffering.



It is now increasingly acknowledged that deaths are only one measure of the magnitude of the road
accident problem. In fact, in many EU Member States deaths in road traffic or for instance at work,
have been declining over the last several decades due in part to improvements in medical care
(prompt emergency response, early diagnosis, and treatment capabilities) as well as to advances in
road and vehicle design and in technology. As a result, non-fatal injuries are increasing in importance
in terms of both societal and economic costs as well as loss of productivity. Consequently, there is a
growing need for separate targets related to the reduction of non-fatal injuries, in particular those
leading to permanent impairments. Such indicators are gradually being introduced at the EU level for
target setting and for measuring progress in policies for road safety and for health and safety at work.

However the concept of ‘severity’ is being operationalized in various manners. For road safety it is
being advised to define a “serious casualty” as someone who is “sent to hospital” following an injurious
event. For workplace accidents, only events that result in three or more days sickness absence are
counted as an injurious event.

Therefore it is important to apply a common and practical definition for injury cases: cases that lead to
medical treatment in an hospital, either as out-patient or as in-patient. This would reduce the
subjectivity of current classifications of injury severity.

In most Member States, injury surveillance in can be characterized as operating on an incomplete
puzzle of data sources that provides only a fragmented notion of the importance of the issue and lacks
the information that is required for policies and actions.

However these challenges can by met by using health based data that provide the ‘cement’ to glue the
jigsaw pieces together and is the common denominator for all policy sectors and MSs (figure 1.2).

Figure 1.2 Place of injury by severity of injury outcome and source of data
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COD: Cause of Death Statistics, HDR: Hospital Discharge Registers
IDB: IDB-Survey on External Causes of Injuries; EHIS: European Health Interview System;
ESAW. European Statistics on Accidents at Work, CARE: Community database on Accidents on Road s in Europe

It is obvious that the health sector provides the best setting for collecting information on all injuries that
need medical observation and/or treatment in hospital and for an objective assessment and
identification of the most severe cases resulting in permanent impairments. In order to monitor injury
incidence, statistics based on hospital records are one of the most comprehensive methods compared
to others. Compared to surveys recall bias is avoided and more detailed information on nature of injury
can be obtained.



Injury surveillance initiatives within the EU

Over the past few years, in a number of EU-MSs specific national systems targeting on causes and
circumstances of injuries have been established in order to fill this information gap. And as a result of
consequent prevention efforts, in these countries (e.g. Scandinavian countries, the Netherlands, UK),
the injury trends tend to be more favourable than elsewhere.

In past years - for consumer protection purposes as well as for public health use - some investments
have been made to harmonize these data collection systems and make them comparable through the
European Injury Data Base (IDB). Several projects have also been supported by the Commission to
develop enhanced exchange of injury data at the EU level based on data collected in accident and
emergency departments at general hospitals (Rogmans et al., 2012 ).

The European Injury Data Base (IDB) is based on a systematic injury surveillance system that collects
accident and injury data from selected emergency departments of Member State (MS) hospitals,
existing data sources, such as routine causes of death statistics, hospital discharge registers and data
sources specific to injury areas, including road accidents and accidents at work. In order to keep the
data collection expenditures to a minimum, an innovative approach has been turned out to fit best the
needs of most MSs: The register is based on national samples of hospitals, which provide enough
information for prevention purposes and allow for national estimates of incidence rates.

Today, the European Injury Data Base (IDB) is the only data source in the EU that contains
standardised cross-national data for developing preventive action against the rising tide of home and
leisure accidents in Europe. The purpose of the database is to facilitate targeted injury prevention and
improve safety in the MSs and at EU level by contributing to a comprehensive overview of the injury
spectrum within the Community, and to facilitate comparisons among MSs, through trans-national
aggregation and harmonization of data, and through reporting and identification of best practice
(benchmarking). This is well in line with the Community aim of a common information system on
accidents and injuries to provide all stakeholders with the best available information about the
magnitude of the European burden of injuries, including high-risk population groups as well as major
health determinants and risks linked to certain consumer products and services.

Owing to the progress made in injury data collection in at least a number of countries, the IDB-data
source has been judged as credible and sustainable enough to be included into the health information
system and the so-called called ECHI-list (European Community Health Indicators, ECHIM, 2011).
The European Community Health Indicators-list contains 88 health indicators which focuses on a wide
range of conditions. With respect to injuries there are a few indicators related to home and leisure
injuries -reported by survey or from registries (indicators 29a and 29b)- and indicators related to road
traffic injuries (30a and 30b), work related injuries (31) and suicide attempts (32). The home and
leisure injury indicator 29(b) is being defined as injuries that have occurred in and around home, in
leisure time and at school resulting in an injury that required treatment in a hospital. These data are
expected to be provided from national hospital discharge information systems as well as national ED-
based injury data in line with the IDB-methodology.

The availability of data on consumer products-related accidents and injuries is also of vital interest to a
wide range of stakeholders, such as consumer product safety and injury prevention policymakers,
standardisation organisations, and manufacturers.

A recently published research paper by EC’s joint research center (Radovnikovic et al., 2020)
highlights the EU-Injury Database (IDB) as having the strongest potential to provide comprehensive
information on product-related injuries in view of enhancing consumer safety policies and actions in
Europe, compared to a wider array of others sources.

It concludes that a legal EU-mandate for countries to provide IDB-data, along with a more sustainable
funding, would certainly help to create a EU-level information platform on product related injuries.
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IDB-Network

Under the guidance of the European Commission, EuroSafe established in 2008 a EU-wide network of
injury surveillance experts. Almost all member states’ governments, i.e. their Ministries of Health,
designated an internal unit or an affiliated agency with the task to enhance national injury surveillance
efforts and to participate in EU level data exchange. These designated centers are the data owners
and represent their country in the EU-Network of National Data Administrators (NDASs) for the IDB-
exchange. Today, the IDB-Network brings together 26 member states and their competent authorities
who signed up for a joint commitment to enhance injury surveillance efforts.

The European Association for Injury Prevention (EuroSafe) is mandated to coordinate the Network, in
collaboration with the IDB Advisory Board that includes experts from Austrian Road Safety Board,
Brandenburg authority of Environment, Health and Consumer protection, Danish Institute of Public
Health, NL-Consumer Safety Institute, Centre de Recherche Public de la Santé Luxembourg, Centre
for E-Health Research at Swansea University and the Italian Institute of Health in Rome.

The Italian Institute of Health (ISS) in Rome provides the physical hub for IDB-data exchange, i.e.
hosts the databank, processes the national data files and assists the Network in analysing and
reporting on IDB-data.

Cost-benefits of injury surveillance

Analysis of the cost of IDB-data collection in three of the most advanced countries reveals that the
additional costs are only at average 13 euro a case and, if collected only in a 10% sample of all ED
cases, these additional costs are only marginally compared to the overall direct medical costs as a
result of these injuries (see Table 1.2). These additional costs represent an almost negligible 0.03 %
of the total direct medical cost while the mere availability of these data will spark off significant injury
reduction initiatives and benefits exceeding this additional marginal cost.

For the EU-region the overall direct medical costs are conservatively estimated at 78 billion euro
annually. An 0.03% part of that amount, i.e. 23 million euro, would help to compile comprehensive
information about causes and circumstances of injuries from at least 1.8 million cases collected a
representative EU-sample of Emergency Departments (EDs) across the EU.

The EU has adopted principles of subsidiary and proportionality. These mean that activities which can
best be carried out by MSs are best done at that level and that the amount of effort and resource
required addressing problem should not be excessive. It follows analyses to support monitoring,
research and the prevention of injuries should be shared between the EC and MSs. The IDB provides
the methodologies and tools to enable such calculations at individual member state or EU level.
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Table 1.2 Share of cost of injury data collection in the overall direct medical costs of injuries
for three countries*

National Estimated Average Estimate cost Share of
estimate of direct medical costs** of of collecting IDB-data
annual number costs of data collection IDB-data on a collection in
of ED-cases injuries per case 10% sample of  total direct
X 1.000 € ED-cases medical cost
X 1.000 €
AT 824.000 3.400.000 €13.00 €1.071 0.3 %o
(2006-2010)
NL 880.000 2.400.000 € 8.50 €748 0.3 %o
(2006-2010)
SE 710.000 3.500.000 €17.00 €1.207 0.3 %o

(2009-2010)
*  Sources: KfV, Vienna 2012/ CSI, Amsterdam, 2011/ Ekman. R, Karlstad 2012
**  Relates to the total cost of data collection, processing and reporting work, including the direct contribution to local hospitals
for their data capture work, which is in all 3 countries around 4-5 € per case or record delivered to the national coordinating
body.

It is quite clear from the review of existing systems in Chapter 2 that injury surveillance in Europe is
much more patchy and less comprehensive than in other major economies such as the US.
Participation in detailed surveillance system provides the greatest benefit but this is quite resource
intensive and entirely born by MSs. Not all states have committed investments so far and many which
have done so have funded a relatively small number of sites. Many MSs are facing difficult financial
situations and it is not certain that all MSs will invest in a sufficient number of injury surveillance sites
under such circumstances.

The series of IDB-related projects have been successfully used to maximise participation in an
European injury surveillance system. They facilitated the participation of an increasing number of MSs
by maximising opportunities to do so and not creating new barriers. In resource poor settings, and
even in more affluent settings, it makes sense to facilitate and widen participation by allowing MSs to
provide some data which requires less resource to collect but which contributes to meeting the needs
identified above.

That is why the IDB allows MSs to supply ED injury data with two levels of depth on injury
determinants, the minimum and full level datasets as further explained in Chapter 3. The combination
of much greater amounts of data at a lower level of detail with some data at high levels provides a
very efficient mechanism of meeting all the needs outlined above. It is also a major help in developing
the accurate extrapolation factors needed to accurately measure or estimate population incidence and
burden from relatively small samples of hospitals implementing the full IDB-dataset in all MSs. It is
important that the number of states and hospitals implementing the full IDB is expanded to ensure that
responsibilities for ensuring consumer protection through product safety monitoring are met.

The series of IDB-related projects also provided the tools and guidance for MSs to calculate their own
national burden of injury estimates. The preliminary results of the UK Burden of Injuries Study (UKBOI)
showed the benefits of such an approach. These results were presented at the Safety2010 World
Injury Prevention Conference in London in September 2010 (Lyons et al, 2010): injuries occurring in
the UK in 2005 were estimated to cost the health service £2.1 billion for direct medical care and
society another £36 billion.
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WHO-office of the European Region, Regional Committee for Europe Resolution Prevention of
http://www.euro.who.int/ _data/assets/pdf file/0017/88100/RC55 eres09.pdf

World Health Organization & World Bank, World report on disability . Geneva, World Health Organization,
2011
http://whqlibdoc.who.int/publications/2011/9789240685215 eng.pdf
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http://www.who.int/violence_injury_prevention/publications/surveillance/06_09_2004/en/index.html
http://www.euro.who.int/__data/assets/pdf_file/0005/98762/E88037.pdf
http://www.euro.who.int/__data/assets/pdf_file/0017/88100/RC55_eres09.pdf
http://whqlibdoc.who.int/publications/2011/9789240685215_eng.pdf

2 Review of injury surveillance systems and classifications

Several initiatives have been developed in view of developing datasets for injury surveillance, e.g. in
the USA, Australia, Canada, Scandinavia and the UK. This gave rise to a WHO-coordinated initiative
to develop an International Classification of External Causes of Injury (ICECI) published by in July
2004.

The following sections provide more detail on these developments, starting with the international
initiatives engendered by WHO and EC-sponsored projects followed by a description of methodologies
applied in respectively the USA, Australia, Canada and the Scandinavian region.

As there are so many nuances in the coding structures, paraphrasing would inevitably lead to
misrepresentation. Therefore, some of the content of the following sections has been copied directly
from websites and publications, in each case referenced, to prevent having to paraphrase.

WHO- International Classification of External Causes of Injury

The International Classification of External Causes of Injury (ICECI, 2004) is a system of
classifications to enable systematic description of how injuries occur. It is designed especially to assist
injury prevention. The ICECI is designed for use in settings in which information is recorded in a way
that allows statistical reporting — for example, injury surveillance based on collection of information
about cases attending a sample of hospital emergency departments. The ICECI is a Related
Classification in the World Health Organization Family of International Classifications (WHO-FIC). The
ICECI is related to the External Causes chapter of the WHO International Classification of Diseases
(ICD). Both the ICECI and the External Causes chapter of the ICD provide ways to classify and code
external causes of injuries. The ICECI is designed to have a role complementary to the ICD-10
external causes classification. The ICD, including its external causes classification, is the reference
classification for international reporting of mortality. The ICD - often in a clinical modification - is widely
used to classify hospital in-patient cases. As a specialised system focusing on external causes of
injury, the ICECI enables more detailed and flexible classification in its subject area. The ICECI can be
used in many settings, including emergency departments, clinics, in-patient hospital settings; in ad hoc
studies and surveys; and specialised mortality registration systems.

The ICECI is multi-axial, modular and hierarchical. The multi-axial structure of the ICECI enables
numerous factors to be recorded independently of one another. Coding of, for example, objects or
substances involved in the occurrence of an injury is possible irrespective of how, or whether, other
items have been coded (intent, for example).

The ICECI can be used in its full form - that is, using all items in all modules, all at their most detailed
coding level. Parts of the ICECI can also be used, when that is more convenient. The modular and
hierarchical features of the ICECI facilitates this. The modular structure of the ICECI groups together
sets of items which are likely to be used together. For example, the Core module includes items that
are generally useful for injury surveillance. The Sports module includes items that might be used when
sports injury is a special focus of a data collection. A data collection with a more general purpose
might omit the Sports module, opting to rely on the less detailed coverage of external causes of sports
injury provided by the Core module.

The hierarchical structure of items in the ICECI allows users to choose from up to three levels of detall
for data collection and reporting. The level used can differ between items and modules.

The modular structure of the ICECI groups together sets of items which are likely to be used together.
The Core module includes a set of items which were chosen to provide a good overview of the
external causes of injury cases in general. Mechanism records HOW the injury came about, and
Objects/Substances records WHAT types of things were involved in this process. Place gives insight
into WHERE the injurious event occurred. The type of Activity of the person when injured can give
insights that are useful for linking formal responsibilities (e.g. of employers and others for occupational
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safety) to needs and opportunities for injury prevention. The role of human Intent in the occurrence of
injuries can sometimes be difficult to determine, but is important for developing strategies for
intervention. Certain psycho-active substances are important risk factors for injury, and items are
provided in the Core module for Alcohol Use and use of other Drugs.

The WHO guidelines on surveillance (Holder et al, 2001) provide examples of minimum data sets for
different settings. The proposed core Minimum Data Set (MDS) comprises the following eight variables
or “classes”: identifier, age, sex, intent, place of occurrence, activity, nature of injury and mechanism of
injury. Age is classified into seven unequal age groups and an unknown group. There are a
considerable number of additional codes for variables such as disposition following treatment. The
MDS codes, whilst restrictive in the number of choices available are comprehensive in terms of
classification and always include other and unknown categories. The guidelines also recommend
injury data collectors to include a narrative incident summary as a free text field that describes the
circumstances surrounding the incident. It is designed to detail answers to questions such as: “What
were you doing at the time of the incident?” and “How did it happen?”

EU-Injury Data Base (IDB)

The European Injury Data Base (IDB) is based on a systematic injury surveillance system that collects
accident and injury data from selected Emergency Departments (EDs) of Member States (MSs)
hospitals, providing a complement to existing data sources, such as routine causes of death statistics,
hospital discharge registers and data sources specific to injury areas, including road accidents and
accidents at work. IDB is hosted by the European Commission (EC), and was set up by DG SANTE
under the Injury Prevention Programme since 1999, in order to provide central access to the data
collected in the MSs under the EHLASS Programme (European Home and Leisure Accident
Surveillance System).

The IDB-dataset comprises 18 data elements and a narrative field in the core dataset and five
modules with in total 11 data elements only to be coded for specific types of injuries. In most of these
data elements it is possible to provide additional levels of detailed information relating to the injury
sustained. IDB is comprised of core data elements and additional element. The additional elements
are not implemented in every setting. The main data element headings are (see for detailed
information on IDB the EU-webgate .

e The "Core IDB data elements": intent, place of occurrence, mechanism of injury, activity when
injured , object/substance producing injury, transport injury indicator and a narrative description of
the event leading to the (suspected) injury; as well as: recording country, unique national record
number , age, gender, country of permanent residence, date and time of injury and hospital
attendance, type of injury and part of body injured, treatment given and follow-up.

e Additional, i.e. optional, IDB data elements include modules on hospital admission, violence,
intentional self-harm, transport, and sports.

European formats for Minimum Data Sets (MDSs)

In 2001 the Consumer Safety Institute produced a background report and proposal on the
development of minimum data sets for Europe (Bloemhoff et al, 2001). As part of the development of
IDB-datasets this report reviewed the development of MDSs in Europe and elsewhere including:

e Denmark: Minimum Data Set on Injuries of the National Patient Register (NPRMDS)
¢ Germany: Minimum Dataset for Injury Monitoring (MDIM)
e Great Britain: Accident and Emergency Minimum Data Set (NHS-MDS)
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e Netherlands: Basic Data Set of the Dutch Injury Surveillance System (LIS-BDS)

e Norway: Minimum Data Set for General Practitioners (GP-MDS)

o Wales: All Wales Injuries Surveillance System (AWISS)

o World: WHO Injury Surveillance Guidelines for Less-resourced Environments

¢ (WHO-ISG)

o Australia: National Data Standards on Injury Surveillance (NDS-IS)

e Australia: Victorian Emergency Minimum Dataset (VEMD)

e Canada: Minimum Dataset Injury Surveillance (MDIS)

e New Zealand: National Minimum Data Set on Injury Surveillance (NMDS-IS)

e United States: Short version ICECI (International Classification of External Causes of Injury).

The report, prepared for the EC, considered both objectives and settings for injury surveillance and
produced a matrix with 16 cells (4 objectives by 4 settings). The objectives were: 1, monitoring the
total number of injured persons; 2, monitoring the total number of injured persons by intention; 3,
monitoring the total number of injured persons by major accident type, major type of violence and
major type of intentional self-harm, and; 4, monitoring the total number of injured persons by more
specific categories. The settings categories were: 1, coroner's office; 2, hospital admission centre; 3,
emergency department, and; 4, other health care settings. After reflection on redundancy across the
matrix, this 4x4 table was reduced to five levels of MDSs. In the context of this report the four MDSs
for EDs are most relevant:

e MDS 1 contains information on the following variables: date, injury (Y/N), age, gender, country of
residence and area of residence and nature of injury and body part affected.

e MDS 2 adds information on intent to MDS 1,

¢ MDS 3 adds place, activity and moving vehicle status to MDS 2, and

¢ MDS 4 which includes additional variables covering mechanism, type of sport, mode of transport
and counterpart for motor vehicle collision injuries, follow up and narrative.

Additionally, two levels of data depth were also proposed to consider.

US National Electronic Injury Surveillance System

NEISS is a system of standardised data abstraction from a probability sample of emergency
departments across the US, designed by the US Consumer Products Safety Commission (CPSC) to
estimate the national number of product related injury events. This estimate is compared with the
observed number of total emergency room visits (ERVSs) derived from a separate system in order to
create a ratio adjustment which is then used for population estimates of product related injuries and
other injuries in the US. Web access to NEISS allows certain estimates to be retrieved on-line
(National Electronic Injury Surveillance System-NEISS, 2011).

In 2010, NEISS consisted of 96 hospitals out of 4,843 eligible hospitals. The total number of ERVs
recorded in these hospitals was 127,499,443 and the estimate from NEISS was 140,980,831. Thus,
the NEISS sample would overestimate national incidence by 10.6% if the ratio adjustment was not
used. NEISS records about 700,000 cases a year at a cost of $3.4M or about $5 per case for data
collection costs. Some 400,000 are product related injuries. Product related means that a product was
involved in the mechanism of injury but does not mean that the product was necessarily either faulty or
misused. Around 5% of cases are admitted to hospital. There is considerable variation in the scale of
hospital ED activity from around 200 or so cases per year to about 51,000. All records are examined
and on-site-sampling is not used.

Hospitals use multiple systems to collect the primary data. CPSC works with the participating hospitals
to improve data recording practices. Data are abstracted by CPSC funded staff (hospital employees or
contractors) to abstract data in a standard way into CPSC laptops, and the data are then uploaded
daily to CPSC. NEISS is therefore a standardised data abstraction system rather than a standardised
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data collection system. Hospitals are using a variety of technologies primary data collection, including
electronic health records (around 50% of hospitals currently) and paper records, some of which are
subsequently scanned into image repositories.

Abstractors/coders are trained in reading the ED medical records, determining whether a case fits the
NEISS reporting rules, and abstracting narrative to the comment field and coding this using the CPSC
codes. There are some 800+ product codes and coding depth depends on particular areas of interest.
Coders are required to pay attention to information on the “Who, What, When, Where and Why” as
well as the details of the injury or illness related to products or related to work conditions.

Since 2000, NEISS has been expanded to collect data on all injuries. Some medical (non-injury) cases
are included in NEISS under the NIOSH definition: “Injury or illness resulting from event or exposure in
the work environment that either caused or contributed to the resulting condition or significantly
aggravated a pre-existing condition.” The Expanded NEISS Reporting Rule includes the following
cases:

All injuries and poisoning treated in the Emergency Department
llinesses associated with consumer products or recreational activities
llinesses apparently caused by work-related experiences

llinesses apparently caused by medical devices

N =

NEISS is operated by CPSC, whose remit focuses on product safety including poisonings and
chemical burns. NEISS also supports activities of other US agencies, such as the Department for
Transportation, National Highway Traffic Safety Administration (NHTSA), Food and Drug
Administration (FDA), and the Centres for Disease Control (CDC). NHTSA uses the data to report on
motor vehicle crashes and non-crashes. NEISS data are used by the FDA to report on injury and
illness associated with medical devices. CDC includes the National Institute for Occupational Safety
and Health (NIOSH) that is responsible for reporting on topics such as work related injuries, adverse
drug reactions, firearms injuries, assaults and self-inflicted injuries, and the National Center for Injury
Prevention and Control (NCIPC) which deals exclusively with injury and violence prevention in non-
occupational settings.

NEISS-Work includes the following case definition for work-related injuries: work for pay or other
compensation; work for chores related to agriculture; and/or work conducted as a volunteer for an
organized group. The NEISS-Work guidelines state that “the work-relationship of each injury or illness
may be indicated in numerous parts of the hospital record system including admissions, billing,
ambulance run sheets, nurse triage notes, doctor’s dictations, a myriad of places in the paper chart or
electronic health records, and/or in records from a separate physical location considered to be part of
the main hospital ED. To identify a case as work related, your assessment of the chart notes and other
records should indicate that the injury or illness meets the work-related case definition; the medical
records have a positive response to the form question “Injury at work” or related check box; or the
expected source of payment in the employer, employer’s or union’s insurance, or workers’
compensation. Commonly, you will identify or confirm that a case is work-related from the nurse’s
and/or the doctor’s chart notes. Often the chart notes may simply state “happened at work”. This is
sufficient to identify a case as work related if it appears to meet the other criteria.”

The “where” data are the most challenging to collect, with about 30% of cases missing data on”
locale”.

NEISS is designed around product safety and thus does not cover all injuries. For example the
following types/causes of injury are excluded: road traffic collisions, injuries from illegal drug use or
medical devices, assaults and suicide attempts (unless victim and perpetrator both < 12 years),
accidents where no consumer product is involved (e.g. simple falls), injuries from street furniture, and
injuries from broken glass or metal (where product is unknown). NEISS collects very in depth
information on product involvement using a four digit coding system which covers thousands of
product codes (NEISS, 2012).
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Age is collected in single years after the age of one. There is a narrative section which collects
detailed information on the incident sequence. There are four intent codes and nine incident location
codes. There is no separate mechanism of injury list of codes as this aspect is covered through the
nature of injury, products involved and narrative sections. Nature of injury codes are obtained by
collecting a list of 30 diagnostic codes and 26 groups of body parts. NEISS codes for nature of injury
and body parts affected were devised by NEISS from studying codes and categories used in EDs and
are not based on ICD or ICECI but logically map closely to the Barell Matrix (2010).

Injury Surveillance in Australia

There are a variety of injury surveillance systems operating in Australia. The Queensland Injury
Surveillance Unit (QISU, 2011) has been collecting Level 2 injury surveillance data from participating
hospital emergency departments across Queensland since 1988. QISU currently collects data from 17
hospitals in Queensland. Emergency departments provide data either electronically or on standardised
forms which are then coded in accordance with the National Data Standard for Injury Surveillance
(NDS-IS) and stored on the QISU database. QISU collects injury surveillance data from participating
Queensland hospitals using different collection methods.

The Emergency Department Information System (EDIS) is a large multiuser application that captures
information relevant to most Australian hospital emergency departments. This software is used by
clerical and clinical staff to co-ordinate care within the emergency department. EDIS is currently in
operation in approximately 30 hospitals across Queensland and in the state Victoria. An injury
surveillance screen is activated within EDIS when a triage nurse indicates that the patient has
presented with an injury, or when an ICD 10 diagnosis code in the injury range is entered. Using this
module within EDIS QISU collects patient demographic and Level 2 National Data Standards for Injury
Surveillance (NDS-IS) data.

Other hospitals in Queensland use the Hospital Based Clinical Information System (HBCIS) to co-
ordinate patient care within the emergency department. This system also has the capacity to collect
patient demographic data as well as Level 1 NDS-IS data. Level 2 data collection is possible though
collection of additional text strings. Injury data collection is triggered on entry of an ICD 10 code in the
injury range.

Paper-based data collection is used where QISU patrticipating hospitals either do not use the above
electronic systems or prefer to have patients complete part of the injury surveillance forms. The forms
collect Level 2 NDS-IS data.

Regardless of the data collection method, each record is entered or imported into the InjurEzy-
database and individually cleaned and coded by trained injury coders at the Queensland Injury
Surveillance Unit (QISU). This data is exported to an SQL database. The database can be
interrogated to retrieve injury data using a variety of search strategies.

Data items collected include: age, gender, postcode, country of birth, injury text description, cause of
injury (e.g. fall), intent, place of injury, activity, nature of injury and body location (or ICD10 code),
mechanism and major injury factor (e.g. grinder), triage category (indication of severity), and
admission status.

The Australian National Data Standards for Injury Surveillance are available on the National Injury
Surveillance Unit's website based at Flinders University in South Australia. There are 2 levels of data
collected in this system. Level 1 is a minimal level and is proposed for use in basic, routine public
health surveillance. Level 1 has 5 major data items:

1. Narrative short description of the injury event (100 characters).
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2. External cause with major groups (30 categories), and intent (11 categories), which includes
mechanism and role of injured person for road traffic collisions.

Place of injury occurrence (13 categories).

Activity when injured (9 categories).

5. Nature of main injury (32 categories) and bodily location of main injury (22 categories).

how

Level 2-surveillance data standard builds on the first with more extensive classification of some items
and several additional data items. This data set is suitable for use in emergency departments in
hospitals and has been developed to reflect the need for a standard for use in the emergency
departments of hospitals and in other settings where at least some resources are available for injury
surveillance data collection. Level 2 includes identification of products involved in the causation of
injury and has much more depth in terms of intent, mechanism, activity, location and nature of injury,
the latter being collected by use of ICD9 or ICD10.

The standard is based on extensive experience with injury surveillance using the method developed in
the National Injury Surveillance and Prevention Project. It is designed to balance the competing needs
for simplicity in data collection, for sufficient information to be useful for public health purposes, and for
compatibility with other relevant data standards (notably, the International Classification of Diseases,
and the National Health Data Dictionary).

Injury surveillance in Canada

The Canadian Hospitals Injury Reporting and Prevention Program (CHIRPP) is a computerized
information system that collects and analyses data on injuries to people (mainly children) who are
seen at the emergency rooms of 10 paediatric hospitals and of 4 general hospitals in Canada.
CHIRPP is a unique, richly detailed database of “pre-event” injury information obtained by asking three
guestions:

¢ What was the injured person doing when the injury happened?
¢ What went wrong?
e Where did the injury occur?

Data collection began in April 1990 at the paediatric hospitals and between 1991 and 1995 in the
general hospitals. Since then, more than 1.5 million records have been collected nationally; more than
80% of these records concern children and youth 19 years of age and younger. Records from the
general hospitals also provide information on injuries sustained by adults. The CHIRPP database
provides information for summary reports on injury occurrence and may also be used for more detailed
research using variables or text searches in an on-line system. It is important to note that the injuries
described do not represent all injuries in Canada, but only those seen at the emergency departments
of the 14 hospitals in the CHIRPP network. Since the bulk of CHIRPP data comes from hospitals in
cities, and most are paediatric hospitals, injuries suffered by the following people are under-
represented in the CHIRPP database: older teenagers and adults, who are seen at general hospitals;
First Nation and Inuit people and other people who live in rural and remote areas.

CHIRPP is a program of the Injury and Child Maltreatment Section of the Health Surveillance of the

Public Health Agency of Canada, Epidemiology Division, Centre for Health Promotion, Public Health
Agency of Canada.
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Injury surveillance in Scandinavia

Nordic countries have a long history of injury surveillance. The Nordic Medico-Statistical Committee
(NOMESCO was set up in 1966, following a recommendation by the Nordic Council. In 1979, the
Committee was made a permanent statistical committee under the Nordic Council of Ministers with
separate funding from the Nordic Committee on Social Policy. The aim of NOMESCO is:

e To be responsible for the co-ordination of the health statistics in the Nordic countries.

e To initiate new projects, partly to improve comparisons of statistics, and partly to ensure the most
rational use of Nordic expert knowledge in the field.

¢ To inform about Nordic statistical activities, mainly by publishing annual statistics as well as the
results of special projects, surveys, etc.

e To co-ordinate and take part in international statistical collaboration, including activities in the Baltic
countries.

NOMESCO has produced a number of disease, medical procedure and external cause of injury
coding systems. The 4t revised edition of the NOMESCO Classification of External Causes of Injuries
(NCECI) was published in Copenhagen in 2007. This and previous versions of the NCECI were
fundamental for the development of classifications like the IDB-classification and the ICECI, in
particular its multi-axial, modular and hierarchical structure.

To conclude

The datasets listed above tend to be quite detailed. However, there are also a number of very minimal
datasets in operation. When confronted with a very minimum datasets people and organisations often
express a desire to collect more detailed data, often influenced by local epidemiology and
circumstances. As a result, a number of medium level datasets have been developed around the
world to fill the gap between very minimal and full datasets.
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3 Towards two-level Emergency Department datasets

This chapter of the report follows the previous chapters on discussions of data needs and the review
of injury surveillance. It describes the rationale behind the two levels of IDB-datasets to support injury
surveillance, prevention and research across Europe, and by individual Member States (MSs).

It is clear from the literature review that despite long standing proposals, Europe as an entity is a
considerable way behind other parts of the world in terms of the depth and breadth of injury
surveillance, particularly the US and Australia. Consideration of the varying needs for surveillance, the
difficulties of implementing standardised datasets across thirty plus countries each with their own
requirements and funding arrangements, and subsequent deliberations of the IDB-Steering Group, led
to a decision to propose a two level system for Europe based on: 1) Expanding implementation of the
existing full level IDB dataset to as many countries as possible; and 2) The implementation of a very
minimal level dataset which could be widely adopted in virtually all hospitals in ALL MSs.

The second level of information would at least enable the European Community Health Indicator for
Home and Leisure Injuries to be implemented reliably and precisely across Europe.

Basic principles

It is clear from the review of existing surveillance systems and guidelines that whilst there are
considerable similarities between systems in use across Europe and worldwide (which would be
expected) there are also considerable differences in coding depth and breadth, and groups used in
classifications, reflecting the different needs catered for in the design of the systems and also the
amount of additional resource needed to collect such data.

Following the review it is also clear that progress with implementation in Europe as a whole (notable
exceptions of the implementation of IDB and system in Scandinavia aside) has in general been slower
than in many other parts of the world. This undoubtedly reflects the difficulties of making data
collection for injury surveillance and prevention mandatory, or even usual practice, without providing
substantial additional resources into busy work environments in which the major focus is naturally on
clinical care. It also highlights a minor clash of philosophy between classification coherence and
pragmatism. Very often classification systems have so many unspecified and unknown codes in even
the most minimal datasets that implementation is very difficult without major redesigns of data
collection systems, which then require funding. However desirable, such changes are challenging to
coordinate across EU/EFTA-countries in Europe, with a plethora of different or no systems in place.

Taking these issues into account and consideration of how to meet all the needs for data outlined In
Chapter 1 efficiently, a two level system was designed. This involves the implementation of emergency
department datasets at different levels of sophistication:

1. IDB-Full Data Set (EDS), previously implemented as the Injury Data Base-Coding Manual or
IDB; and

2. A new Minimum Data Set (see ANNEX) rather than create confusion with changes of names it
was decided that the IDB name is retained but from now on including both the existing FDS
and new MDS.

Decision about the content of these datasets was based on a review of the existing literature and
practices around the world and discussion between experts on the feasibility of collecting such data
whilst ensuring consistency as far as possible with existing classification systems.
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There was considerable discussion about the need to create a simple MDS which was feasible to
collect in all settings and which would contain the most useful codes for variables needed for
prevention and calculation of the ECHI on home and leisure injuries, whilst not being overly
constrained by the tradition of including rarely used categories from comprehensive classification
systems.

It is therefore recommended that:

e  Countries should implement the core FDS in a representative sample of emergency departments.
Where possible this should be based on injuries from all external causes. In some circumstances
where this is not possible it may be limited to home and leisure related injuries only.

¢ Where FDS has not been previously implemented and resources are scarce each country should
implement the FDS in at least one hospital.

¢ In addition all countries should widely implement the MDS unless the FDS in operation provides a
sufficiently large and representative sample at a country level. In which case there is no need for
an additional MDS to be collected.

The Multi Screen Full Data Set (FDS)

This is the full surveillance data set in operation in a considerable number of countries in Europe,
known as the European Injury Data Base (IDB). The IDB-dataset comprises 18 data elements and a
narrative field in the core dataset and five modules with in total 11 data elements only to be coded for
specific types of injuries. In most of these data elements it is possible to provide additional levels of
detailed information relating to the injury sustained. The main data element headings are listed below.

IDB does differ somewhat in the level of detail collected on product involvement and some other fields
from the NEISS and Australian Level 2 datasets and also to some extent from the NOMESCO system
collected in Nordic countries. In some ways it would make sense to have a unified international system
there are a number of substantial barriers to be overcome before this could happen. However, it is
worth noting that since all the systems are based on the ICECI mother classification, but may also
have been adapted slightly, the provision of bridge coding between the different classifications allows
data to be compared between systems to a very large extent.

Given the adoption of the existing IDB in a number of countries in Europe it was strongly
recommended to build on this and extend the data collection to all member states where possible. It
was necessary to develop mapping tables between NOMESCO and the FDS to ensure that it is
possible to report on home and leisure injuries across Europe. Bridge codes are reported in Chapter 7.

The core IDB FDS data elements are:

¢ Recording country - Country that provides the data

¢ Unique national record number - Number of the emergency department case or record
e Age of patient - Person’s age at the time of the injury

e Sex of patient - Person’s sex at the time of the injury

e Country of permanent residence - Person’s country of residence at the time of the injury
e Date of injury - The date the injury was sustained

e Time of injury - The time the injury was sustained

¢ Date of attendance - The date the injured person attended the Emergency Department
o Time of attendance - The time the injured person attended the Emergency Department
e Treatment and follow-up - Status of treatment after attendance at the Emergency Department
e Intent - The role of human purpose in the injury event

e Transport injury event - Any incident involving a transport device and resulting in injury
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e Place of occurrence - Where the injured person was when the injury event started

e Mechanism of injury - The way in which the injury was sustained (i.e. how the person was hurt)

e Activity when injured - The type of activity the injured person was engaged in when the injury
occurred

o Object/substance producing injury - Matter, material or thing being involved in the injury event

o Type of injury - Type of injury sustained

e Part of the body injured - Region or part of the body where the injury is located

e Narrative - Description of the event leading to the (suspected) injury

Additional (optional) IDB (FDS) data elements:

Admission module

e Number of days in hospital — The number of days the injured person is admitted in the recording
hospital

Violence module

o Victim/perpetrator relationship - The relationship of the person committing the violent act to the
injured person

e Sex of perpetrator - The sex of the person who inflicted the injury

e Age group of perpetrator - The age group of the person who inflicted the injury

e Context of assault - The circumstances surrounding the violent injury event

Intentional Self-harm module

¢ Proximal risk factor - The most recent crises that led to the self-harm incident

e Previous intentional self-harm - Whether or not the injured person attempted intentional self-harm
before

Transport module

¢ Mode of transport - The means by which the injured person was travelling from one place to
another

¢ Role of the injured person - How the injured person was involved with the specified mode of
transport at the time of the injury event

e Counterpart - The other vehicle, object, person, or animal (if any) with which the injured person, or
the vehicle in which the injured person was travelling, collided

Sports module

e Type of sport/exercise activity - The type of sport or exercise activity in which the injured person
was engaged at the time of the injury

¢ Collection of data using additional modules varies across Europe.

Minimum Data Set (MDS)

The simple MDS for Europe reflects the need to meet many different agendas in relation to data
collection, such as supporting the development of high level European and country level injury
indicators, being feasible to implement in countries with wide variation in existing practice, and
maximising the potential to support prevention and research. The final categories of external cause
variables which are included reflect the responsibility of the major agencies and bodies involved in
prevention in many countries, including the prevention of injuries from specific mechanisms and
settings such as falls, road traffic injuries, those occurring during work, or at home, or due to violence
or self-harm.

In creating such a dataset we were guided by the need to be able to capture the required variables
efficiently and from a variety of staff in emergency departments including reception staff and clinicians.
In response to the latter requirement we have chosen terminology for categories which are widely
understood both by the general public and clinical staff. Technically correct classification terminology
can sometimes be difficult to understand by those not trained in such systems, and even problematic
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for those with training as evidenced by a perusal of the different terminology used in the different
systems outlined in the appendices. Of course, training materials are needed to ensure consistency of
application. We have provided descriptors of data inclusion and exclusion criteria for variables which
could be interpreted variably in different countries. Care and attention needs to be applied to these
descriptors when translating into different languages.

We also decided not to be prescriptive on how the information could be captured, reflecting the
diversity of existing practice across Europe, and to prevent the imposition of unnecessary burdens by
insisting on a standard solution. There are a variety of possibilities, including: a dataset which requires
only four boxes to be ticked on a single computer screen; or completed on a small area of paper
clinical records; or by recoding from a full or medium level datasets from an existing system; or derived
from coding of narrative text on the circumstances which led to the injury where this is collected.
Coding from narrative is also quite common in some countries and is often more intuitive to clerical
and clinical staff as they only need to describe the circumstances around the occurrence of the injury
rather than be trained in coding.

There are a number of medium level datasets around the world. When confronted with the minimum
and full datasets many people and organisations express a desire to collect more detailed data, often
influenced by local epidemiology and circumstances.

Completing medium or full level datasets is quite challenging and requires a sufficient resource of
trained core staff who have the necessary time to complete the fields or additional staff funded for this
activity. Missing data is quite common in even well run systems. For example, analysis of the 325,520
cases from 2008 on the public access IDB system reveals a considerable proportion of cases with
unspecified codes for place (16.2%), activity (15.5%), and mechanism (7%). Attempting to implement
a higher level data set widely without substantial additional funding may be less productive than
envisaged. The perfect should not be the enemy of the good.

It is up to each MS and hospital to decide how best to compile the MDS from the various options
possible for data collection in each setting.

Contents of the MDS

The simple MDS contains information on four of the five major components of aetiology: intent,
location (setting), activity, and mechanism. It is not possible to collect information on the fifth
component (product involvement) in an MDS and that aspect of aetiology can only be served by the
implementation of the FDS. In the MDS location (setting) and activity may be combined within a single
category to ease data collection, but of course are separated into their component parts when
reporting data. Whilst the MDS is quite sparse with a maximum of 20 items, of which only 4 need to be
ticked, the combination of variables can provide very informative high level data to support monitoring,
prevention and research. Again, in order to meet data recording needs for single screen/small area of
clinical notes and the need to use lay terminology only 6 categories are provided for major
mechanisms of injury. There will be a number of countries or hospitals which would like to collect a
greater number (effectively creating a medium level dataset) and this is fine as long as it is possible to
collapse the larger group into the categories within the MDS.

The MDS is designed to maximise data collection on important categories of injury causation in
Europe. By its very nature it will not meet the needs for detailed information on all permutations of
intent/activity/mechanism and location but will provide high level data to allow enumeration of injuries
in the home, home and leisure (combined), during work, and due to road traffic, falls, sports or
burns/scalds, and resulting from accidents, self-harm or assaults (reflecting the main focus of
prevention strategies in Europe).

Road traffic injury is included within the major mechanism category because of the importance of
monitoring and reporting on road traffic injuries. Of course, road traffic injuries occur due to a variety of
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mechanisms including cutting/piercing, burns, sheering stresses but the vast majority are due to blunt
force from contact with hard objects. This example serves to demonstrate the limitations of an MDS.

The exclusion of many other specific and non-specific codes provides a potential for some biases in
recording. However, potential biases are different to actual biases and many potential biases do not
occur sufficiently frequently to be more than a theoretical concern. The scale of any such biases can
be evaluated by analysis of the detailed mechanisms of injury in the FDS. For example, it is possible
to describe the proportion of road traffic injuries due to blunt forces. Analysis of 18,256 transport
related injuries recorded in IDB in 2008 in the Netherlands revealed that 96% were due to blunt force.
Blunt force is included within the “other mechanism” category in the MDS and is not included as a term
on its own despite being one of the commonest mechanisms of injury. This decision was taken
because this information can be inferred from a combination of the other variables in the vast majority
of cases.

Similarly, drowning or near drowning are not amongst the core data items within the MDS because
whilst this is an important cause of child death near drowning are relatively infrequent in Europe and
those resulting in substantial concern or morbidity will nearly always be admitted to hospital. Hence in
most cases mortality and hospital discharge register data would be better sources of information on
this problem.

As noted above however it is accepted that the MDS may not allow sufficient injury information to be
collected within every country across Europe to meet local needs. Consequently the option exists for
data items that are not originally part of the MDS to be added where necessary. In this way the MDS is
designed to be flexible allowing countries to add additional categories from the FDS if they wish in
order to reflect their own particular injury circumstances. Despite this it is strongly recommended that
additional categories of aetiology are only added in cases where it is absolutely necessary, given the
need for a single screen/single page MDS to be maintained.

The European Community Health Home and Leisure injury indicator (29b) relates to all unintentional
injuries which are not due to paid work or road traffic injuries. Hence details on these two factors need
to be collected in order to subtract them from all injuries to enable calculation of the ECHI.

The Single Screen Minimum Data Set (see also ANNEX) - mandatory fields

1. External cause data elements (aetiology)
1.1. Intent:

- Accidental (unintentional) injury

- Deliberate (intentional) self-harm

- Assault related injury

- Unknown intent

In some settings it may not be possible to collect data on intent or data may only be collected on
unintentional injuries. Data could be supplied under an “All injury” code which effectively means
including an “Unknown intent” category or an “Accidental injury only” category in circumstances where
data are only collected on unintentional injuries, or “Accidental home and Leisure injuries” where data
collection is limited to this category. Whilst many purists are unhappy with the term “Accidental injury”,
preferring the term “Unintentional injury” this is not a term that is in common usage in many countries
or understood by all clinicians and ED clerical staff. Hence, we have decided to stick with the
“Accidental injury” descriptor. The “Unknown intent” code does not necessarily need to be on the
screen/paper but could be deduced when codes for all the specific terms were blank.

1.2. Location (setting):
- Road (incl. pavement)
- Educational establishment (and surrounding grounds)
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- Home (includes garden)
- Other (includes health facilities)
- Unknown

This variable effectively combines location with major categories of activity to reduce respondent
burden as otherwise separate sections would be needed. The variable is described under the location
(setting) heading as most categories fit this descriptor best. Work and sports are exception which has
been included as a separate activity variable (see further down).

1.3. Selected mechanisms:
- Road traffic injuries
- Fall
- Cut/pierce
- Poisoning
- Thermal mechanism(Burn/Scald)
- Other
- Unknown

1.4. Selected activities:
- Paid work
- Sports
- Other
- Unknown

For the reasons discussed above it is not intended to introduce a detailed set of activity codes to
include other categories. The category of paid work includes all paid work plus voluntary work under
some form of (liability insurance benefit) contract.

This simple MDS has 13 useful response categories (excluding the other and the unknown responses
which are useful for quality assurance but are otherwise uninformative). Combinations of variables can
be used to derive important metrics, e.g. deliberate self-harm by poisoning. Such a simple MDS
cannot provide informati