
Information Center–Jacksonville; Florida Poison In-
formation Center Network Data Center; R Weisman,
PharmD, Florida Poison Information Center–Miami;
V Speranza, PharmD, Florida Poison Information Cen-
ter–Tampa. M Belson, MD, JG Schier, MD, M Patel,
MD, Div of Environmental Hazards and Health Ef-
fects, National Center for Environmental Health; J
Schulte, DO, Career Epidemiology Field Officer, CDC.

CDC Editorial Note: In 2005, daily
monitoring of detailed data from poi-
son control centers in Florida enabled
prompt attention to health hazards re-
lated to hurricanes. Use of on-line, real-
time FPICN data enabled timely detec-
tion of increases in injury and illness
events before, during, and after hurri-
canes, enhancing FDOH capacity for
delivering important public health and
safety measures. These capabilities po-
tentially reduced morbidity and mor-
tality in Florida from these events. This
local monitoring activity is similar to
the national Toxic Exposure Surveil-
lance System (TESS), which is used by
AAPCC and CDC to detect potential
public health threats from reports re-
ceived by 61 poison control centers in
the United States. TESS has demon-
strated its capability to provide surveil-
lance to states and regions and to de-
tect potential poisonings and biologic
or chemical events.6-8 However, in
Florida, although the data used for TESS
surveillance is maintained by FPICN,
the subset of data transferred to TESS
contains no personal identifiers, case
notes, or data specific to the state’s own
monitoring system.

To aid in detecting health hazards im-
mediately before and after hurricanes,
FDOH continues to use various state-
wide surveillance tools (e.g., hospital-
based data, emergency medical ser-
vices reports, and shelter surveillance).
Hospital-based surveillance relies on
chief complaints, disease and injury
codes, and discharge data.9,10 How-
ever, in the aftermath of hurricanes,
hospitals can experience structural
damage, electric power loss, limita-
tions in available personnel, or other
factors that make routine functioning
and surveillance difficult. In 2004,
FPICN received telephone calls dur-
ing four hurricanes from residents in
their homes who were told by 911

emergency operators not to go to
health-care facilities because travel was
too hazardous. After these hurricanes,
FPICN received reports and inquiries
from residents because travel was im-
paired, the nearby hospital was dam-
aged, or wait times at the hospitals were
excessive. Therefore, monitoring of lo-
cal poison control center data pro-
vided a valuable supplement to the hos-
pital-based surveillance system.

The findings in this report are sub-
ject to at least two limitations. First, un-
derreporting to poison control centers
(e.g., because of telephone service dis-
ruption) might have occurred. Second,
delays might have occurred between ex-
posures to a harmful substance and rec-
ognition by a person that their illness was
related to that exposure (e.g., head-
ache resulting from CO exposure).

During 2005, FDOH monitoring of
FPICN data enabled timely detection
of increases in CO and hydrocarbon fuel
exposures before, during, and after hur-
ricanes. Public health departments
might consider collaborating with lo-
cal or regional poison control centers
to monitor for exposures after disas-
ters. Evaluation of local and national
poison center systems for detecting out-
breaks of diseases and increases in in-
juries or poisonings should be an on-
going process to substantiate methods
for collection, analysis, and decision-
making based on these data.
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CDC’S NATIONAL INSTITUTE FOR OCCU-
pational Safety and Health (NIOSH) col-
lects data on nonfatal occupational in-
juries and illnesses through the National
Electronic Injury Surveillance System
(NEISS), an emergency department
(ED)-based surveillance system. This re-
port summarizes data for 2003. The over-
all number and rate of occupational in-
juries and illnesses did not change
substantially during the 5-year period
since data were last reported in 1998.1

In 2003, age-, sex-, and diagnosis-
related patterns of injury and illness
among workers treated in EDs (ED-
treated injuries/illnesses) were similar to
those reported in 1998. To achieve sub-
stantial decreases in these injuries and
illnesses, prevention efforts must focus
oneffective, targetedworkplace-safety in-
terventions for diverse occupations.
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The Consumer Product Safety Com-
mission (CPSC) administers NEISS,
a national stratified probability sample
of U.S. hospitals with 24-hour EDs
that tracks product-related injuries/
illnesses that are not work related.
In addition, CPSC collaborates with
CDC to collect data for two adjunct
programs: the NIOSH work-related
injuries/illnesses program (NEISS-
Work)1,2 and the NEISS All-Injury
Program (NEISS-AIP).3 NEISS-Work
tracks nonfatal work-related injuries
and illnesses by using the CPSC ED sur-
veillance system. These cases are in ad-
dition to the CPSC product-related
cases, and the cases are mutually ex-
clusive. NEISS-AIP collects data on
all injuries, regardless of consumer-
product involvement or work related-
ness (i.e., it tracks all other types of in-
juries in addition). The case-capture
criteria are similar but not identical
for the two adjunct programs (e.g.,
NEISS-Work includes illnesses whereas
NEISS-AIP does not). This report pre-
sents data solely from NEISS-Work,
which tracks cases reported at 67* of
the 101 hospitals in the CPSC NEISS
sample.

Work-related injuries/illnesses were
identified from ED chart review. A case
was defined as work related if the in-
jury or illness was sustained by a civil-
ian noninstitutionalized worker while
working for pay or other compensa-
tion, working on a farm, or volunteer-
ing for an organization (e.g., volun-
teer fire department), without regard to
self-employment and full- or part-
time work.2 Common illnesses (e.g.,
colds or other viral infections) or re-
visits to the same ED for a previously
treated injury or illness were ex-
cluded. Cases were assigned statistical
weights based on a sampling frame of
national hospital ED visits in 2002
(SMG Marketing Group, Chicago, Il-
linois). The weights were summed to
provide national estimates of the num-
ber of work-related ED-treated injuries/
illnesses.

Rates for ED-treated injuries and ill-
nesses were calculated using 2003 Cur-
rent Population Survey (CPS) employ-

ment estimates of full-time equivalent
(FTE) workers on the basis of total
hours worked (i.e., one FTE=2,000
hours worked per year and includes
hours for all jobs worked by a per-
son).4 CPS is a monthly household sur-
vey of the U.S. civilian noninstitution-
alized population aged �15 years that
includes wage and salary workers, self-
employed workers, part-time work-
ers, and unpaid workers in family-
operated enterprises; volunteers for
organizations are excluded.4 The rate
numerator and denominator popula-
tions are the same except that the
NEISS-Work injury/illness estimates in-
clude volunteers. National injury/
illness estimates are reported for all
ages; rates are reported for workers aged
�15 years.

The total number of injuries/
illnesses reported for 2003 (3,402,200
[95% confidence interval (CI) =
±772,500] for all ages) and rate (2.5
[CI=±0.6] per 100 FTE workers aged
�15 years) did not change signifi-
cantly (p�0.05) from the 1998 esti-
mates (3,600,000 [CI=±600,000]; rate:
2.9 [CI=±0.5]).1 Similarly, the injury/
illness rate distribution by age and sex
demonstrated the same trends (i.e., gen-
erally decreasing with increasing age).
Although young males had higher rates
than young females, rates by sex con-
verged with increasing age.

The distribution of injury/illness
diagnoses also was similar in 2003,
compared with 1998. In 2003, a total
of 2,702,100 (CI=±609,100) injuries/
illnesses (79%) occurred in five diag-
nostic categories: sprains and strains
(27%); lacerations, punctures, ampu-
tations, and avulsions (24%); contu-
sions, abrasions, and hematomas
(18%); dislocations and fractures
(7%); and burns (3%). The cases in
these five diagnostic categories were
primarily among workers aged 15-24
years (22%) and those aged 25-54
years (70%). Although workers aged
25-54 years had almost three fourths
of the injuries/illnesses, the injury/
illness rate of 3.7 (CI=±1.1) per 100
FTE workers for workers aged 15-24
years was twice that for workers aged

25-54 years (1.9 [CI=±0.4]) and three
times that for workers aged �55 years
(1.2 [CI=±0.2]). Age-specific rates in
the diagnostic categories decreased
with increasing age, with the excep-
tion of dislocations/fractures, for
which rates were similar across age
groups (aged 15-24 years: 0.23 per
100 FTE workers [CI=±0.05]; aged
25-54 years: 0.17 [CI = ±0.04]; and
aged �55 years: 0.19 [CI=±0.04]).

For NEISS, the injury/illness dispo-
sition (i.e., treated and released versus
treated and hospitalized) is an indica-
tor of severity. In 2003, nearly 97% of
injured/ill workers were treated and
released. Approximately 2% (81,600
[CI=±18,100]) of the ED-treated cases
resulted in the worker being hospital-
ized or transferred to another hospital
(e.g., a higher-level trauma center or
burn hospital) in which the injured/ill
worker was presumed to have been
hospitalized. Among all hospitalized
workers, fractures/dislocations were
the most common diagnoses (35%).
For patients requiring hospitalization,
injury/illness rates were similar for
males with increasing age, except for
male workers aged �65 years. These
oldest workers (6% of hospitalized
males) had an apparent, although not
statistically significant, hospitalization
rate twice that of any younger male
age group. Fractures were the pre-
dominant injury in hospitalized males
aged �65 years (47%). The age-
specific rates for ED-treated injuries/
illnesses among females requiring hos-
pitalization increased with age. Across
age groups, males had hospitalization
rates three to five times higher than
females.

Reported by: SM Marsh, SJ Derk, LL Jackson, Div of
Safety Research, National Institute for Occupational
Safety and Health, CDC.

CDC Editorial Note: The findings in
this report describe work-related non-
fatal injuries and illnesses treated in U.S.
hospital EDs. The findings from 2003
are comparable to earlier results from
19981,2 and 1996.5 These findings
suggest that the ED-treated injury/
illness numbers and rates, along with
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demographic and diagnosis trends, have
remained nearly unchanged in recent
years. Younger workers, particularly
males, continue to have the highest
overall rates of injury/illness. Hospital-
ization rates were more uniform across
age groups (except for the oldest work-
ers), and male workers had substan-
tially higher hospitalization rates than
females. Sprains/strains and tissue dam-
age resulting from lacerations, punc-
tures, amputations, avulsions, contu-
sions, abrasions, and hematomas
continued to represent the majority of
ED-treated injuries/illnesses, which of-
ten required immediate medical atten-
tion but might have varied in severity.

The annual Survey of Occupational
Injuries and Illnesses, conducted by the
U.S. Bureau of Labor Statistics (BLS),
provides another estimate of injury/
illness burden. BLS reports the num-
ber and rate of work-related, nonfatal
injuries and illnesses that private in-
dustry employers record under U.S. De-
partment of Labor reporting rules.
Although NEISS-Work uses these re-
porting rules as guidelines for identi-
fying work-related injuries and ill-
nesses, the two programs measure
different aspects of the occupational
injury/illness burden: the BLS survey is
based on employer reports, and
NEISS-Work is based on information
provided by injured/ill workers at the
time of ED treatment. Moreover, the
BLS survey excludes self-employed per-
sons, persons working for private
households, government workers, and
workers on farms with fewer than 11
employees. NEISS-Work includes all of
these categories of workers. The BLS
survey records injuries/illnesses treated
in all medical venues, not only EDs. For
each year during 2002-2004, BLS re-
ported decreasing numbers and rates of
nonfatal injuries and illnesses in pri-
vate industry (4.7, 4.4, and 4.3 mil-
lion cases [rates: 5.3, 5.0, and 4.8 cases
per 100 FTE workers], respectively).6

Similarly, during the years 1997-
2001, before the Occupational Safety
and Health Administration (OSHA) re-
vised recordkeeping requirements in
2002 (resulting in a break in the se-

ries), general nonfatal injury and ill-
ness trends decreased among private in-
dustry employers.7 In contrast, findings
from the NEISS-Work program indi-
cate that ED-treated injuries/illnesses
among all workers did not change sig-
nificantly in 2003, compared with 1998.

The findings in this report are sub-
ject to at least four limitations. First, the
small NEISS sample of 67 hospitals con-
tributes to large standard errors (e.g.,
10%-15%); thus, detecting statisti-
cally significant trends is difficult,
compared with the BLS survey, which
collects data from nearly 180,000 em-
ployers with mandatory reporting re-
quirements.6 The percent relative stan-
dard errors for the BLS estimates were
reported to be 1%, suggesting that some
of the differences observed in the BLS
data are statistically significant.8 Sec-
ond, the large CIs in NEISS-Work es-
timates might obscure an actual de-
crease in ED-treated injuries/illnesses
from 3.6 million in 1998 to 3.4 mil-
lion in 2003. Third, NEISS captures
only those injuries/illnesses among
workers treated in hospital EDs. Data
from 1988 suggest that only one third
of all medically treated occupational in-
juries/illnesses among workers were
treated in EDs.1 Recent trends in ED us-
age by workers are unknown and might
have shifted, obscuring actual fluctua-
tions in time-based trends. Finally, both
the BLS survey and NEISS are subject
to potential underreporting by employ-
ers and injured/ill workers. The BLS
survey is based on OSHA logs main-
tained by employers. Through NEISS,
work relatedness is determined by chart
review; neither a workers’ compensa-
tion claim nor employer confirmation
is required to indicate work related-
ness. Thus, omission of work-related in-
jury/illness details in the chart would
result in underreporting that might or
might not have varied during the 5-year
period.

NEISS-Work is used to track progress
toward Healthy People 2010 objec-
tives, which target a 30% reduction
in the rate of ED-treated injuries/
illnesses among workers aged 15-17
years from a 1998 baseline of 4.9 per

100 FTE workers to a target of 3.5 by
the end of the current decade.9 The find-
ings in this report suggest that young
workers continue to be at high risk for
occupational injuries and illnesses.
NEISS-Work data did not indicate
overall downward trends in injuries/
illnesses as reported to BLS by private
industry employers. Strategies to ad-
dress age-specific safety (e.g., among
young workers)10 and general work-
place safety concerns must continue
to be developed and improved to
effectively reduce injuries and ill-
nesses.
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*Because of hospital closures and other nonpartici-
pation/nonresponse factors, the number of report-
ing hospitals can vary.
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