Guide to Conducting a Community Needs Assessment

For Existing SAFE KIDS Coalitions

Problem identification is the process of deciding which injury you want to prevent in what populations and with what resources.  This requires gathering information that will be the raw material from which goals are set, objectives named, and interventions selected.

The National Committee for Injury Prevention and Control

A community needs assessment is a systematic way to quantify the characteristics, injuries and risk factors in a specific population.  By carefully defining the needs of your population, you can best determine the appropriate solutions.

Conducting an assessment should be the first task of any new SAFE KIDS coalition and should be repeated periodically to assess the progress that has been made.  Conducting a community needs assessment will allow the coalition to make informed, data-driven decisions about injury prevention priorities, and to design and implement programs that will save lives.  

The findings of a community needs assessment should be used to develop the long-term strategic plan and the short-term action plan for the coalition.

A thorough community needs assessment of unintentional childhood injury should include the following information:

I. Demographic and healthcare information on the population to be served;

II. A profile of the deaths and injuries affecting the target population; 

III. An overview of past coalition and other similar community programs, related legislation and resources available to address the injury problem in the community; and

IV. A summary of the target population’s attitudes and beliefs regarding unintentional childhood injuries and injury prevention. 

Before beginning this process, seek out other needs assessments that may have been conducted for your geographical coverage area.  Look to local and state health departments or other government organizations or agencies.  A needs assessment conducted for a different purpose may still yield valuable information regarding your target population.

I.  Define the Population to Be Served

A.  Population Data 

Explore the demographic, social, economic and housing characteristics of the children ages 14 and under (and their caregivers) in the geographical coverage area.  You may find that the demographics of your community have changed significantly since the establishment of the coalition due to population migration and changing economies. 

Integrating injury data with the demographics of the geographical coverage area will help the coalition target programs to those most at risk or in need, and to tailor these programs to be culturally relevant to these communities.  

At a minimum, population data should include:
· The number of children ages 14 and under in the geographical coverage area, broken down by age group (<1, 1 to 4, 5 to 9, 10 to 14);

· Racial and ethnic distribution of the target population;

· Distribution of the target population in rural vs. urban settings; and

· Percentage of the target population in poverty.

1. Local Sources of Population Data
Contact the local department of health, education or social services for detailed information about your population.  

2.  National Sources of Population Data
The U.S. Census Bureau (www.census.gov)

a. Population by single year and sex for geographic divisions as small as a specific census tract are available from the Census 2000 Summary File 3.  Access the data by going to: 

http://factfinder.census.gov/servlet/DTGeoSearchByListServlet?ds_name=DEC_2000_SF3_U&_lang=en&_ts=102423836429

Select the desired geographic area(s) and select Table P8, “Sex by Age.”

b. American Fact Finder can also produce a variety of other tables for states, counties, towns or villages that indicate such information as:
· Distribution of population by race and ethnicity

· Language spoken at home/ancestry

· Distribution of population, urban vs. rural (including farm population, if any) 

· Estimates of people ages 17 and under (and ages 5 and under) in poverty 

· Household income

· School enrollment

· Number of single-parent households
· Housing characteristics
American Fact Finder can be accessed at:

http://factfinder.census.gov/home/saff/main.html?_lang=en
B.  Healthcare and Social Service Data

Determine the places where the target population receives healthcare and social services.  This information can be used to guide the coalition to likely sources of injury data, program support and points of intervention for the target population.

Contact local health departments, clinics and hospitals to determine:

· Estimated percentage of the target population served by the institution or program

· Estimated percentage of treatment specifically to children ages 14 and under

· Estimated percentage of treatment that is injury-related

II.  Create a Community Injury Profile

Document the frequency and severity of childhood injuries in the geographical coverage area.  This is essential in setting coalition priorities.  Creating linkages with ongoing injury surveillance systems also enables the coalition to quickly spot and respond to emerging issues in the geographical coverage area. 

Consider mapping the incidence of fatal and non-fatal injury in the coverage area. Geographic patterns may help you identify communities most in need of interventions. Several common software packages will assist with mapping, but even maps constructed by hand will be useful for identifying “hot spots” for fire- and traffic-related injuries. Contact local hospitals and  universities to find researchers with experience with Geographic Information System (GIS) technologies who may be able to assist you.

At a minimum, injury data should include:

· Five years of compiled injury mortality statistics for children ages 14 and under, broken down by age group and mechanism;

· Estimates of non-fatal injuries, broken down by age and mechanism of injury (if possible); and

· Any known risks in the target population or environment, as determined through observational or self-report surveys.

A.  Mortality Data

National Vital Statistics System

Description: 
Compilation of all death certificates filed in the United States.

Advantages: 
The most accurate data available.  Includes external cause of injury codes to indicate the mechanism and intent of injury.

Disadvantages: 
Two- to three-year lag in records posted by the National Center for Health Statistics (NCHS).  

Contact: 
For state-level data on the web, use WISQARs at http://www.cdc.gov/ncipc/wisqars/.  For county-level data on the Web, use the CDC WONDER system at http://wonder.cdc.gov/mortSQL.html.  For locality data, contact the state office of vital statistics.
See appendix B for more information about external cause of injury coding.

Medical Examiners’ Reports

Description: 
Narrative accounts of medical examiners’ or coroners’ examinations.  Includes details surrounding death, including time and place of injury.

Advantages: 

Good for exploring underlying factors contributing to injury mortality.

Disadvantages: 
Not available for all fatalities.

Contact:  

State chief medical examiner’s office, county hall of records or town

hall.

Child Death Review Boards

Description:
Reports of multidisciplinary panels that aggregate information from varying agencies to thoroughly investigate the circumstances of a death.  The panel may consist of medical examiners, emergency medical service workers, local or state police, and representatives from the departments of public health or family services. 

Advantages:
Broad range of information available from participating agencies.  Good for exploring underlying factors contributing to injury mortality.
Disadvantages:
The qualifications for review vary depending on the purpose of the review board.  Possible confidentiality issues exist.

Contact: 
Local health department or medical examiner’s office. 

Contact the National MCH Center for Child Death Review at http://www.childdeathreview.org/ for state-specific contact information.

B. Morbidity Data

The number of deaths due to unintentional childhood injury in any one community is relatively small.  Therefore, to diagnose the extent of childhood injury in the geographical coverage area, one must actively seek out morbidity data.  Include in your needs assessment as much available data on the frequency and severity of non-fatal injury as possible.

Ideally, data on non-fatal injuries will be coded as to external cause (see appendix).  More and more hospitals are mandating the use of external cause of injury coding to specify mechanism of injury, but you may also find data that is broken down by risk area in a more informal classification system.  

Approach your coalition members about the information available from their organizations.  Call the local health departments to see if they aggregate injury data from local sources.  Actively seek out the people in local organizations who work with data on a daily basis and make them a part of your coalition – in addition to affording you access and experience, they can help you navigate HIPAA regulations that protect patient identity.  Enlist the help of computer or public health students, if possible.

Some possible sources of local data include:

1.  All Unintentional Injury Data

Emergency Department Data

Description:
Record of all patients treated in hospital ER, regardless of whether the patient was subsequently admitted to or released from the hospital. 

Variables that may be available from ED records include:

· Basic demographics

· Mode of arrival

· Coded external cause of injury

· Injury severity

· Outcome at discharge

· Insurance type

There are a few sources of ED data within a hospital:

a. Billing department

Advantages:  
Often the most standardized and comprehensive information.  Many billing departments use the UB92 form for ED (and hospital discharge) billing, which has a dedicated field for external cause of injury coding.

Disadvantages: 
Billing department data is purged from many systems when payments are received or when a specified period of time has passed.

b. ED log

Disadvantages: 
Working with ED logs may be time-consuming if records are not computerized.  The ED logs of larger and newer facilities are more likely to be computerized.

Contact:

Local hospitals.

Uniform Hospital Discharge Data Sets (UHDDS)
Description:
Hospital discharge records aggregated at the state level.  Includes age and sex of the injured child, as well as severity indicators such as diagnoses and associated medical costs and length of stay.  

Advantages:
Only source of population-based data on non-fatal injury.  Cost information can be used, along with length of stay information, as cumulative indicators of the financial toll childhood injury imparts on the community.

Disadvantages:
Includes admitted patients only, which biases data towards more severe injuries.  External cause of injury coding in state hospital discharge databases may be incomplete.

Contact: 

State department of health, state hospital association.

Trauma Registries 

Description:
Detailed records of hospital admissions for injury maintained by regional trauma centers (hospitals that specialize in the care of acute injury).

Variables that may be available from trauma registries include:

· Basic demographics

· Time and place of injury

· Injury severity

· Outcome at discharge

· Details of all medical care

· Functional status (effects on hearing, feeding, walking, etc.)

Advantages: 
Better source for specific information about the circumstances of injury than any other hospital data.  

Disadvantages: 
This data will be biased towards severe injury and is not population based.  The data may include children from many communities that are brought in for the expertise of the trauma center.

Contact:
Trauma Registry Coordinator at regional trauma center.  (Contact a local hospital to determine if the geographical coverage area is served by a trauma center.)

Emergency Medical Service (EMS) Data

Description: 

EMS logs of ambulance visits (run sheets or trip reports).

Variables that may be available from EMS run sheet data include:

· Basic demographics

· Injury severity

· Time and place of injury

· Treatment at the scene

· Time to care

· Destination of transported injuries

Advantages: 
A valuable source for data concerning circumstances of injury, including time and exact location.  EMS workers are “on scene,” offering first-hand and possibly witness information.  

Disadvantages: 
Not often standardized or computerized.  This data represents a minority of cases and is biased towards those injuries that are more severe.  

Contact:
Local EMS/fire department, state bureau of EMS.

Physicians’ Offices 

Description:
Data collected at physicians’ visits.

Advantages:
Captures less severe injuries and can provide estimates of follow-up care.

Disadvantages:
Information is often difficult to obtain because of confidentiality issues.  The proportion of serious childhood injuries that are first treated in a physician’s office is relatively small.

Contact:
Local pediatricians, local chapter of American Academy of Pediatrics.

2.  Risk Area-Specific Sources

National Highway Traffic Safety Administration
Description:
NHTSA’s Fatality Analysis Reporting System (FARS) compiles data from police reports, hospital records and death certificates for all crashes in which at least one fatality occurred within 30 days of the crash.

Advantages: 
Contains extensive data on crashes, victims and vehicles involved, as well as limited medical information.

Disadvantages:
Represents a very small proportion of all traffic injuries.

Contact:
FARS data can be queried to the county or city level on the Web at: 

www-fars.nhtsa.dot.gov
Police Departments

Description:
Police reports are an additional source of detailed information on motor vehicle occupant, pedestrian and bicycle-related injuries.  

Variables that may be included in police reports include:

· Approximate vehicle speed at the time of the crash

· Roadway type and road conditions

· Weather at the time of the crash

· Location of impact

· Secondary impacts

Advantages:

Includes “on scene” and possibly witness information.

Disadvantages:
Limited medical outcome data.

Contact:

Local police department.

State Transportation Data

Description:
 Highway safety and motor vehicle department reports.

Advantages: 
Good source for data on circumstances of motor vehicle traffic-related injuries, including occupant, pedestrian and bicycle-related injuries.

Contact:
State departments of transportation, state highway safety offices.

Poison Control Centers

Description:
Records of calls about exposures placed to regional poison control centers.

Variables that may be available from poison control center data include:

· Age and sex of victim

· Date and time of exposure

· Substance or drug type ingested 

Advantages: 
Data will help you establish the extent, causes and nature of the poisoning problem in the region.

Disadvantages: 
Not all exposures are confirmed. Limited medical and outcome data is

available.

Contact: 

Poison Control Center.

Fire Departments/Fire Marshal Data

Description:
Extensive data on the frequency of fires in your community, the nature of associated deaths and injuries, and information on fire-related property losses and other damage collected by local fire departments and fire marshals.

Variables that may be available from fire-related data include:

· Time and location of fires

· Cause of fires

· Smoke alarm presence

Advantages:
Contains information about the possible sources of the fire and the presence of safety devices.

Disadvantages:
Limited medical outcome data.

Contact: 
Local fire departments, state office of the fire marshal.

3.  Other Possible Sources of Morbidity Data

· Departments of parks and recreation

· Schools 

C.  Risks in the Community

Explore any known behavioral or environmental risk factors that may make your target population more vulnerable to unintentional injuries.  This data is useful in setting program goals and monitoring the community’s progress towards those goals.

1.  Behavioral Risks

Search coalition records and contact local health departments or hospitals to locate any observational studies that may have been conducted on behavioral risks such as:

· Bicycle helmet usage

· Child safety seat usage
· PFD usage
In addition, several national health surveys may contain useful information on behavioral risks:

The Youth Risk Behavior Surveillance System (YRBSS)
Description:
A CDC survey administered to children in grades 9 through 12 biannually that may contain information on children as young as age 12.  

Topics included in the survey that may be informative for the prevention of unintentional injuries include: 

· Bicycle helmet use

· Seat belt use

· Drinking and driving

Contact:

Local health department or department of education, 




YRBSS home page at http://www.cdc.gov/HealthyYouth/yrbs/index.htm
The Behavioral Risk Factor Surveillance System (BRFSS)

Description:
An ongoing CDC survey administered to adults to monitor state-level prevalence of behavioral risks among adults related to premature mortality and morbidity.  

A state BRFSS may have information about:

· Firearms in the home

· Child use of auto restraints

· Child use of bike helmet

· Last check of smoke detector

Contact:
Data from state BRFSS can be found on the Web at http://apps.nccd.cdc.gov/brfss/index.asp
2.  Environmental Risks

Contact local health and fire departments to locate any statistics on environmental risks such as:

· Smoke alarm usage

· Lead levels in homes

· Four-sided fencing around pools

· Radon levels in homes

· Carbon monoxide levels in homes

Suggested Reading on Data Collection

Christoffel T, Gallagher S.  Injury Prevention and Public Health: Practical Knowledge, Skills, and Strategies.  Gaithersburg (MD): Aspen Publishers, Inc., 1999. 

Bonnie R, Fulco C, Liverman C (ed). Reducing the Burden of Injury. Washington (DC): National Academy Press, 1999.

III.  Summarize Community Experience in Injury Prevention and Possible Resources 

As you know, the coalition’s injury prevention activities are not undertaken in a vacuum.  Study the local experience in injury prevention and brainstorm resources that may be available for future programs.  This includes the programs that the population has been exposed to, relevant state and local legislative efforts, and possible future collaborators and funding sources for the coalition.

At a minimum, community resource data should include:
· A brief summary of past coalition programming;

· A brief summary of any other injury prevention efforts in the community;

· Documentation of all current state and local injury prevention legislation; and

· A list of possible collaborators and funding available for injury prevention work.

A.  Past and Current Injury Prevention Programs

Inventory the injury prevention programming in each risk area that has been undertaken thus far by your coalition. In addition, explore other current or past injury prevention efforts of your local health departments, hospitals and clinics, fire departments, police departments, school systems, home visiting groups and other child service organizations.  Much can be learned from the varied experience of others.  Think creatively about how new programs to address priority risk areas can complement or build upon existing programs.

Seek out those with the most comprehensive knowledge of each program and arrange informational interviews with them.  Interviews can be conducted either by phone or in person.  Ask in advance for any program materials that may be available.

Some questions to consider:

· What has been tried?

· Has it been evaluated?

· What did or did not work?  Why?

· Are these programs still in place? 

· How were these projects received by the community?

· What outside resources were utilized for the project?

· How much did these programs cost to implement?

B.  Relevant Child Safety Legislation

Document all relevant state or local laws and ordinances pertaining to childhood injury prevention, including any legislation that may be pending.  Consider what is missing and what gaps exist in current laws and ordinances. Contact local police to determine the fines or punishments associated with violations and explore the current levels of enforcement.

The Campaign Web site is a good place to start looking for state-specific injury prevention laws.  City councils, state departments of transportation and state legislatures may have information on a variety of legislative topics, including:

· Child passenger safety

· Bike helmets

· Safe boating (PFDs and personal watercraft)

· Four-sided fencing around pools

· Smoke alarms

· Carbon monoxide detectors

· Residential sprinkler systems

C. Resources Available for Injury Prevention

Inventory the coalition’s current and past program partners.  Document what level of support (funding, in-kind and volunteer) was provided.  Examine the pros and cons of the partnership from both the coalition’s and the partner’s point of view.

Brainstorm other prospective local collaborators in coalition efforts.  Some contacts to explore:

· Business owners

· Politicians 

· Media outlets 

· Schools

· Health organizations

· Civic organizations

· Community service organizations

· Insurers

IV.  Conduct a Community Survey 

If resources permit, conduct an informal survey of the target population’s knowledge, attitudes and beliefs regarding unintentional childhood injury.    A community survey is a good vehicle for assessing the community’s awareness of and attitudes toward the coalition’s work.

 The objective in conducting these community surveys is not necessarily to carry out scientific research, but rather to gauge the current social climate of the community in which programs will be implemented.  Seek the assistance of coalition members that conduct surveys or focus groups as part of their work.  

There are several types of surveys:

A.  Random Sample Surveys

1.  Questionnaire

Description:
Written questions, usually closed-ended in nature, which can be made available at clinics, schools, libraries and coalition members’s offices.

Advantages:

Questionnaires provide the most anonymity of all survey types.

Disadvantages: 
Questionnaires usually have a lower rate of response than telephone or in-person interviews.  Limited demographic information is collected.

2.  Internet 

Description:
Questionnaires made available on the World Wide Web.

Advantages:
Internet surveys can be designed to be user-friendly and do not require trained interviewers.

Disadvantages: 
Internet surveys have the same disadvantages of written questionnaires and can be expensive to conduct.  Internet surveys may have a degree of selection bias by excluding those who do not have Internet access.

3. Telephone

Description:
Administration of a questionnaire by telephone. Can include follow-up questioning.

Advantages:

Telephone surveys can probe issues in-depth with a degree of anonymity.

Disadvantages:
Telephone surveys are more time-consuming than conducting an informal focus group.  Telephone surveys may have a degree of selection bias by excluding those who do not have home telephone service.

B.  Targeted Surveys

Participants chosen for targeted surveys should be as representative as possible of every population within the geographical coverage area.  

1.  E-mail Survey

Description:
A questionnaire sent by e-mail to a specific distribution list.

Advantages:
E-mail surveys can include open-ended questions and are efficient, allowing for administration to many people at once.  There may be demographic or other information available about the members of the distribution list.

Disadvantages:
E-mail surveys may have a lower rate of response than telephone or in-person interviews.  E-mail surveys may have a degree of selection bias by excluding those who do who have e-mail.  

2.  Focus Group 

Description:

An open-ended group discussion on specified topics, led by a trained facilitator.

Advantages:
Responses from group members can stimulate further ideas and conversation.

Disadvantages:
Individual responses can be influenced by the group.  Focus groups are more difficult to coordinate than individual interviews.

3.  Personal Interview

Description:

Individual open-ended discussions with trained interviewers on specified topics.

Advantages:
Personal interviews can probe deeply into individual experience.  Responses are not influenced by a group dynamic.

Disadvantages:
Personal interviews are the most time-consuming of all survey types.

Suggested Reading on Community Surveys:
Thompson N, McClintock H.  Demonstrating your program’s worth: A primer on evaluation for programs to prevent unintentional injury.  Atlanta (GA): National Center for Injury Prevention and Control, 2000.

Sudman S, Bradburn N.  Asking Questions.  San Francisco (CA): Jossey-Bass, 1982.

Krueger R, Casey M. Focus Groups: A Practical Guide for Applied Research.  Thousand Oaks (CA): Sage Publications, 2000.


Appendix A:  Additional Resources 

Injury Data Basics
Presentation that provides information on injury surveillance; assessment of injury data sets; tools for coding injury data; federal, state and local data sources; and communicating and disseminating data.  Available at http://www.cdc.gov/nchs/about/otheract/injury/injury_home.htm. 

Injury Databases & Published Statistics 

Web site provides links to national and some state-based injury mortality and morbidity databases. Available at http://www.injurycontrol.com/icrin/stats.htm.
National Injury Data Technical Assistance Center 
Provides charts and table of state-level injury incidence and cost figures by age group. Available at

http://www.injuryprevention.org/info/data.htm. 

Appendix B:  Understanding External Cause of Injury Coding

The International Classification of Diseases (ICD) is a coding system used by medical professionals throughout the world to describe death due to illness and injury.  The ICD and its clinical modification (used for morbidity coding) are periodically revised to increase specificity and reflect changes in medical practice.  The ninth revision of the ICD (referred to as ICD-9) was in use from 1979 to 1998.  The tenth revision of the ICD (ICD-10) was used to code deaths in the United States beginning January 1, 1999.  A complementary clinical modification (ICD-10 CM) is currently under development.

Two types of coding in the ICD are applicable to injury:

A.  Nature of injury codes describe the physical manifestations of the injury.  For example, in ICD-9, the code N767.2 indicates that the injury was a fracture of the clavicle (collarbone).

These codes are traditionally referred to as N codes, as the letter N prefaces these codes in ICD-9.  

B.  External cause of injury codes describe the cause of the injury.  The external cause code assigned to an injury communicates two pieces of information important for injury prevention:

· The intent of the injury – whether the injury was unintentional, intentional (e.g., homicide, suicide) or of undetermined intent; and

· The mechanism of injury – what caused the injury (e.g., fall, fire, motor vehicle crash). 

External cause of injury codes can be grouped into broad categories useful for injury surveillance.  For example, in ICD-9, the codes E850.0-E869.9 indicate unintentional poisonings.  

Individual external cause of injury codes are very precise.  For example, in ICD-9, the code E880.9 indicates that the injury was due to a fall on or from steps or stairs other than an escalator.  

External cause of injury codes are traditionally referred to as E codes, as the letter E prefaces these codes in ICD-9.  In ICD-10, however, external cause of injury codes begin with the letters V, W, X and Y.

The frameworks outlining the categories of external cause of injury codes for both ICD-9 and ICD-10 are available from the National Center for Health Statistics at http://www.cdc.gov/nchs/about/otheract/injury/tools.htm.
Please contact the National SAFE KIDS Campaign’s program department for additional assistance with external cause of injury coded data.  

PAGE  
1

