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In the United States, one in every four to five children is seriously injured each year.i  In fact,
injury is the leading cause of death among children, surpassing all diseases combined.
Unintentional injuries account for two out of three injury-related deaths, and intentional injuries,
that is, those due to violence or suicide, account for one out of three.  Injury is also among the
leading causes of morbidity in childhood.  The National Center for Injury Prevention and Control
estimates that for every death, there are 34 hospitalizations and 1000 emergency department
visits.  Injuries also account for a significant percentage of visits to physicians and clinics. ii   In
addition to the need for acute care represented by hospitalization and ambulatory care rates,
childhood injuries result in missed days of school, periods of limited activity, and missed days of
work when parents take time off to care for injured children.  Injuries may also result in
significant, long-term disability and on-going needs for special health care.

In Connecticut, injury is the leading cause of death for children and young adults. iii  iv   Between
1988 and 1995, there were 1,403 deaths.  Two-thirds of child deaths were due to unintentional
causes.  According to the Injury Prevention Center at Connecticut Children’s Medical Center, for
each death there are 24 hospital admissions for treatment of non-fatal injuries. The cost
associated with hospital admissions for non-fatal injuries is staggering: Between 1990 and 1994,
just over 21,000 children were discharged from Connecticut hospitals after incurring bills that
totaled nearly $155 million (median cost: $3,936). v  Medicaid was the primary expected payer
for 29% of these hospitalizations.

Injuries are preventable.  In the past, injuries were considered “accidents,” that is, unforeseen,
unexpected events that occur at random and unpredictably.vi  In recent years, however, injury has
been envisioned in public health terms, as predictable and preventable, with identifiable risk
factors and effective protective measures. Improved surveillance methods, including the use of
matrix of External Cause of Injury codes (E codes) to classify mechanism and intent, have
increased understanding of risks and effective injury prevention measures.vii  Systematic
collection of external cause of injury data allows for monitoring trends, estimating injury-related
health care costs, developing policy, setting priorities for public health initiatives, and evaluating
the effectiveness of interventions.viii

In order to determine the impact of childhood injuries on the health and health care of children
enrolled in HUSKY A, the Children’s Health Council has begun to track injuries and describe
injury-related health care received by children in the program. Analyses will focus on
identification of risk factors and the leading types of injury.  Results will be used in work with
health plans and others to develop and target interventions aimed at reducing the incidence of
childhood injuries.  With information about the dimensions of the problem among children in
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HUSKY A, the Children’s Health Council and health plans can coordinate efforts to reduce risks
and educate families with the ongoing work of the Injury Prevention Center at the Connecticut
Children’s Medical Center and the Department of Public Health.

METHODS

Using HUSKY A enrollment data, children under age 19 who were continuously enrolled
between October 1, 1999 and September 30, 2000, were identified.ix  HUSKY A encounter data
were searched for records with ICD-9-CM codes indicating that an injury was sustained and
treated during that time period.x The proportion of children who received any care (ambulatory
care, emergency care, hospitalization) for at least one injury was determined. The distribution of
injured children across age groups, gender, racial/ethnic groups, geographic residence, Medicaid
coverage groups, and health plans was determined. The subset of children who received
emergency care or were hospitalized was also identified, as these visits may represent unique
injury events and can be used to approximate the incidence of injury.xi Characteristics of children
at greatest risk were determined by comparing 95% confidence intervals around injury rates for
children grouped by sociodemographic and enrollment factors.  Injury-related health care was
also described in terms of rates for type of care (ambulatory care, emergency care,
hospitalization), mean number of emergency visits and hospitalizations, and mean length of stay
(range) for those hospitalized. The relative risk of having had emergency care or being
hospitalized was compared for children who were and were not injured.

RESULTS

Injury Rate and Risk Factors

There were 127,313 children under age 19 continuously enrolled in HUSKY A in the one-year
study period.  The sociodemographic and enrollment characteristics of these children are
described in Table 1.

In 1999-00, one of every five children in HUSKY A sustained injuries and was treated at least
once in an ambulatory care setting, emergency department, or hospital (Table 1).  An estimate
based on data for the previous year was slightly higher (23.4% of children received care for
injuries in 1998-99; unpublished).   The likelihood of having received care for an injury differed
by age, gender, race/ethnicity, residence, coverage group, and health plan.

CHILDREN WHO WERE MORE LIKELY TO HAVE RECEIVED TREATMENT FOR INJURY:

ANY TREATMENT EMERGENCY CARE OR HOSPITALIZATION
• Aged 2–5, 11-15 and 16-18 • Aged 2–5, 11-15 and 16-18
• Males • Males
• White • Whites, Hispanics
• Lived in non-urban areas • Lived in non-urban areas

• Lived in Hartford, New Haven, compared to Bridgeport
• On cash assistance
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One of every eight children received emergency care or was hospitalized for an injury (Table 2).
Differences in utilization were evident within age, gender, race/ethnicity, residence, coverage
group, and health plan.  Among children living in the most urban settings (Bridgeport, Hartford,
and New Haven), differences in injury rate were also evident.

The distribution of emergency visits and hospitalizations across sociodemographic and
enrollment factors is shown in Table 3. Children who were male, white, or non-urban residents
accounted for disproportionately more emergency visits.  Children who were male,
Hispanic/Latino, or urban residents, especially those living in New Haven, accounted for
disproportionately more hospitalizations.

Injury-related Health Care

Injury-related health care utilization is described in Table 4. A significant proportion of injury-
related care (38%) took place in non-emergency care settings, that is, providers’ offices or clinics
(Figure 1).  In every age group, two of every three children who were treated for injuries were
seen in emergency departments or hospitalized (Figure 1). Assuming that these emergency visits
and hospitalizations represent unique occurrences, there were about 15 injury events per 100
children.

Of all the emergency visits made by children continuously enrolled in HUSKY A in 1999-00,
30% were visits for treatment of an injury (Figure 2); the next largest proportion was visits for
care of respiratory symptoms (18%).xii   Children who sustained injuries were nearly three times
as likely to have had emergency care than children who did not.xiii   Fourteen percent of children
who received emergency care for an injury were seen more than once for treatment of injuries.
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Note:  Percentages of all emergency visits (n=60,685 visits) for children continuously enrolled in HUSKY A for a
one-year period (n=127,313), except for emergency visits for pregnancy and childbirth (n=285 visits).

Figure 1.  Emergency Visits By Diagnostic Group
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Figure 2. Hospitalizations by Diagnostic Group
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Note:  Percentages of all hospitalizations (n=5,125 discharges) for children continuously enrolled in HUSKY A for
a one-year period (n=127,313), except for hospitalizations for pregnancy and childbirth (n=1,293 discharges).

The leading types of injuries for which children obtained emergency care are shown by age in
Table 5.  In every age group, contusions and open wounds of the head, neck or trunk were
among the top five injury types.  After age 2, open wounds of the upper or lower limb were
among the leading injuries.  After age 5, sprains/strains and limb fractures became increasingly
more prevalent.  Children 5 and under sustained injuries to the nerves and spinal cord, superficial
injuries, and burns.

Just over 2% of children who received any injury-related care were hospitalized (Table 4). Of all
the hospitalizations for children continuously enrolled in HUSKY A in 1999-00, 13% were
hospitalizations for injuries (Figure 3). Injured children were less likely to have been hospitalized
than children who did not receive any injury-related care were.xiv  Nearly 9% of children who
were hospitalized for an injury were hospitalized more than once. Injured children were more
likely to be admitted for less than 24 hours (26.7% of admissions), perhaps for observation,
compared to children admitted for other diagnoses (18.2%).xv  Among children admitted
for more than 24 hours, the mean length of stay for injured children (4.8 days) was 33% longer
than mean length of stay for other diagnoses (3.6 days). For every 1,000 emergency visits, there
were approximately 36 hospital admissions, a ratio very similar to that reported by the NCIPC.xvi

In 1999-00, the percentage of hospitalizations for injuries (13.0%) was exceeded only by
hospitalizations for respiratory conditions (23.0%) and mental disorders (17.3%) (Figure 3).xvii

The leading types of injury for which children were hospitalized are shown by age in Table 6.
In every age group, limb fractures and complications of care xviii were among the top five injury
diagnoses.  After age 2, open wounds of the head, neck, or trunk were among the leading injury
types.  After age 5, open wounds of the upper or lower limbs became increasingly more
prevalent.  Diagnoses of poisoning and toxic effects accounted for a growing percentage of
hospitalizations as children aged through adolescence.

DISCUSSION

Impact on Health

The results of this study and other reports indicate that childhood injuries have a very significant
effect on the health of children.  Estimates of asthma prevalence are useful for comparison:
During the same one-year period when 20% of children enrolled in HUSKY A received injury-
related care, 9% of children received care for asthma, an increasingly prevalent chronic condition
that disproportionately affects children in low-income families and in certain racial/ethnic
groups.xix  Emergency visits for respiratory conditions, including asthma, were exceeded by
emergency visits for treatment of injuries.

Since injury is the leading cause of death among children, no doubt some children enrolled in
HUSKY A sustain fatal injuries each year. National data show that for every death due to injury,
there are 34 hospitalizations and 1000 emergency department visits.xx Connecticut estimates are
somewhat lower.xxi   Based on a utilization ratio in HUSKY A (36 hospitalizations for every
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1000 emergency department visits) that is similar to the national estimate, 15 to 20 deaths could
be expected.

15-20 deaths (estimated)

Impact on Health Care Utilization

In this one-year period, one of every five children received injury-related care.  This rate for
children under 19 in HUSKY A is similar to national survey data for 1993-94: reportedly 20 to
28 of every 100 children under 15, depending on age and gender, experienced episodes of
injury.xxii   In addition, national data show similar associations with gender (injury rates for
males greater than females) and urbanization (age-adjusted death rates higher in non-
metropolitan counties).

Treatment of childhood injuries represents a large proportion of acute care in HUSKY A.  Over
30% of all emergency visits in 1999-00 were for injury-related care.  Over 60% of children with
any injury-related care were seen in emergency departments.  When children were hospitalized
more than 24 hours for treatment of injuries, length of stay was 33% greater than hospitalizations
for other diagnoses.  In 1999-00, costs for these hospitalizations surely exceeded $2.5 million, an
estimate based on 1990-94 average costs of $4000 per hospital stay.xxiii

These results show that a significant amount of treatment is office- and clinic-based, delivered
outside hospitals and emergency departments.  Over one-third of the children with injury-related
care were treated in outpatient settings.  To date, there has been no other systematic monitoring
of outpatient care for injured children in Connecticut.  National data can be used to complete the
picture of injury-related care.  Results of the National Ambulatory Medical Care Survey and the
National Hospital Ambulatory Medical Care Survey show that between 1993 and 1995, 10% of
all ambulatory care visits, including visits to emergency departments, made by children under 15
were for injury diagnoses. xxiv  Most visits (52%) took place in physician’s offices; 41% of visits
were in emergency departments.  Utilization was highest among school-aged children and boys
and higher among white children compared to black children. xxv   In national data for 1999, there
were 15 visits to physician’s offices and 3 visits to hospital outpatient departments for injury-
related care for every 100 children under 15.xxvi xxvii

15,666 children
received emergency care

25,766 children
received any injury-related care

588 children
were hospitalized
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Limitations

This approach to estimating the burden of injury experienced by children enrolled in HUSKY A
has several important limitations.  First, the findings are based on secondary analysis of
Medicaid managed care encounter data provided by health plans for performance monitoring; the
completeness and accuracy of the data could not be assessed. Undoubtedly, some children
received treatment from providers in settings that do not typically submit encounter data or
claims for care, such as school nurses’ offices. National data from 1994 show that 92% of
reported injuries were medically attended. xxviii  Second, the mechanism and intent of injury could
not be determined because of missing E-codes for 74% of emergency visits and 67% of hospital
discharges.  While health plans are required to report primary diagnoses, secondary diagnoses,
such as E-coded diagnoses, are often not reported in encounter data, despite mandatory reporting
requirements for hospital discharge data.  Apparently, this problem is not unique to this dataset:
In national data for injury-related hospitalizations, only about half of hospital discharges had E-
codes. xxix Third, the incidence of injuries, that is the occurrence of new injury events, could not
be determined, since return visits for treatment of an injury cannot be distinguished from new
episodes of care related to a reoccurrence of the same type of injury.  Although emergency
department visits and hospital admissions may be more likely than ambulatory care visits to
represent unique injury events, this assumption could not be confirmed. While much of injury-
related care is not elective or discretionary, differences in access to primary care can affect
estimates based on emergency care utilization for relatively minor injuries or injuries that
occurred after office hours. Fourth, injury-related dental care could not be identified using
encounter data because American Dental Association codes describe procedures, not the nature
or cause of the dental condition for which treatment was delivered.  Finally, the relative severity
of injuries could not be determined.  In fact, it was not possible to determine whether any of
these children sustained fatal injuries since enrollment data transferred to the Connecticut
Children’s Health Project from the Department of Social Services do not include client-level
reasons for disenrollment. Despite these limitations, this approach is useful for estimating the
impact of childhood injuries on the program, identifying children at greatest risk, and tracking
changes in injury rates over time.

Implications

Results of this study can be used to supplement injury surveillance in Connecticut.  Currently,
the Department of Public Health (DPH) and the Injury Prevention Center at Connecticut
Children’s Medical Center (CCIPC) monitor deaths and non-fatal injuries sustained by
Connecticut residents, using vital records and hospital data on emergency visits and discharges.
DPH also monitors injury risk behaviors, using questions added periodically to the Behavioral
Risk Factor Surveillance System Survey (BRFSS).  Results of surveillance are used to identify
modifiable risk factors and promising intervention strategies.

Regrettably, most encounter records for HUSKY A do not include data with which to determine
the leading causes of injuries.  Therefore, HUSKY A health plans and providers must rely on
analyses of Connecticut mortality data and hospital discharge data.xxx  The leading causes of
death due to injury among Connecticut children under 18 in 1988-95 were homicide, motor
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vehicle accidents (occupant), and suicide.  The leading causes of injury for which children were
hospitalized were falls, motor vehicle accidents (occupant), and self-inflicted wounds.

The results of this study clearly show that childhood injuries affect the health and health care of
many children enrolled in HUSKY A.  Children at greatest risk were identified.  The leading
types of injuries were determined.  Complications of care emerged as one of the leading types of
injury for which children were hospitalized; this problem warrants further investigation.
Additional studies will be important for increasing awareness of the problem and developing
interventions to reduce childhood injuries among children in HUSKY A.

CONCLUSIONS

• One in five children in HUSKY A were injured in a one-year period.

− Many children received treatment from office- or clinic-based providers, so the number
and percentage of children who sustained injuries is far greater than an estimate based on
emergency department and hospital data alone.

− Nearly two-thirds of injured children received emergency care, accounting for 30% of all
emergency visits made by children enrolled in HUSKY A in 1999-00.

− Among injured children admitted for more than 24 hours, the length of hospital stay was
one-third longer on average than admissions for other diagnoses.

• While the leading types of injuries for which children received emergency treatment or
hospitalization could be identified, the mechanism of injury and intent could not be
determined in most cases due to missing E-codes in encounter data.

RECOMMENDATIONS

• The Children’s Health Council will convene representatives of Department of Social
Services, HUSKY A health plans, Department of Public Health, and the Injury
Prevention Center at the Connecticut Children’s Medical Center for the purpose of:

− Reporting on results of surveillance and public awareness efforts;
− Reporting on member education and other injury prevention initiatives currently

underway in HUSKY A health plans;
− Developing approaches to improving risk assessment in primary care and promoting use

of seat belts, child car seats, smoke alarms, and other safety measures that have been
shown to reduce childhood injuries.

• In order to ensure that program data can be used to identify leading external causes of
injury and develop interventions to reduce childhood injuries in HUSKY A, the
Department of Social Services should:
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− Direct its data vendor to require E-codes on encounter records (critical edit) for
emergency treatment or hospitalization of injured children;

− Direct its external quality reviewer to conduct a data validation study on the extent to
which E-codes reported in hospital records for emergency care and discharges are
reported in encounter data.
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Table 1. Children in HUSKY A with Any Injury-Related Care: 1999-00

Total
Childrena

Children With
Injury-Related Care b

Estimated Injury Rate
Based on Any Care

per 100 children
(95% confidence interval)

Total 127,313 (100.0%) 25,766 (100.0%) 20.4    (20.0, 20.5)

Age:
<2 8,784 (6.9%) 1,742 (6.8%) 19.8    (19.0, 20.7)

2-5 30,597 (24.0%) 6,702 (26.0%) 21.9    (21.4, 22.4)
6-10 40,039 (31.4%) 6,949 (27.0%) 17.4    (17.0, 17.7)

11-15 33,759 (26.5%) 7,212 (28.0%) 21.4    (20.9, 21.8)
16-18 14,134 (11.1%) 3,161 (12.3 %) 22.4    (21.7, 23.1)

Gender:
Female 62,907 (49.4%) 11,377 (44.2%) 18.1   (17.8, 18.4)

Male 64,406 (50.6%) 14,389 (55.8%) 22.3   (22.0, 22.7)

Race/ethnicity:
Black/African American 38,424 (30.2%) 6,408 (24.9%) 16.7    (16.3, 17.1)

Hispanic/Latino 43,957 (34.5%) 8,805 (34.2%) 20.0    (19.7, 20.4)
White 43,002 (33.8%) 10,287 (39.9%) 23.9    (23.5, 24.3)

Other racial/ethnic groups 1,930 (1.5%) 266 (<1.0%) 13.8    (12.2, 15.3)

Primary household language:
English 118,242 (92.9%) 24,031 (93.3%) 20.3    (20.1, 20.5)
Spanish 8,426 (6.6%) 1,614 (6.3%) 19.2    (18.3, 20.0)

Other languages 645 (<1.0%) 121 (<1.0%) 18.8    (15.7, 21.9)

Residence:
Non-urban 79,281 (62.3%) 16,923 (65.7%) 21.4    (21.1, 21.6)

Urbanc 48,032 (37.7%) 8,843 (34.3%) 18.4    (18.1, 18.8)

Bridgeport 14,645 (11.5%) 2,692 (10.4%) 18.4    (17.8, 19.0)
Hartford 19,093 (15.0%) 3,498 (13.6%) 18.3    (17.8, 18.9)

New Haven 14,294 (11.2%) 2,653 (10.3%) 18.6    (17.9, 19.2)

Coverage group:d

TFA and related groups 39,927 (31.4%) 8,265 (32.1%) 20.7    (20.3, 21.1)
Extended/expanded coverage 78,176 (61.4%) 15,638 (60.7%) 20.0    (19.7, 20.3)

DCF 6,703 (5.3%) 1,305 (5.1%) 19.5    (18.5, 20.4)
Other groups 2,507 (2.0%) 558 (2.2%) 22.3    (20.6, 23.9)

Health plan:
BlueCare 48,165 (37.8%) 9,227 (35.8%) 19.2    (18.8, 19.6)

Community Health Network 19,632( 15.4%) 3,981(15.5%) 20.3    (19.7, 20.9)
PHS 39,438 (31.0%) 8,906 (34.6%) 22.6    (22.2, 23.0)

Preferred One 13,464 (10.6%) 2,321 (9.0%) 17.2    (16.6, 17.8)
Changed plans 6,614 (5.2%) 1,331 (5.2%) 20.1   (19.1, 21.1)

a Children continuously enrolled in HUSKY A between 10/1/99 and 9/30/00.
b Unduplicated count of children who received any injury-related care, as indicated by encounter records for ambulatory care, emergency care, or
hospitalization with ICD-9-CM codes 800-995.9 and/or E800-E999.   Differences in access to care may have affected rates.
c Urban = children living in Bridgeport, Hartford, New Haven.
d Coverage groups:  children in families receiving Temporary Family Assistance (TFA) and related groups (F01, F03); extended/expanded coverage
groups for low income families that do not qualify for TFA (F03, F04, F13, F20, F25, F26); children in custody of Department of Children and
Families (DCF) (D01, D02); children in other coverage groups (F09, F12, F95, F99, P01, P02, M01, M02 and others).
Note:  Significant differences in injury rates associated with child characteristics are shown in bold.
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Table 2. Children in HUSKY A with Injury-Related Emergency Care or Hospitalization: 1999-00

Total
Childrena

Children With
Any Emergency Care or

Hospitalization b

Estimated Injury Rate
Based on Hospital Care c

per 100 children
(95% confidence interval)

Total
127,313 (100.0%) 15,883 (100.0%) 12.5   (12.3- 12.7)

Age:
<2 8,784 (6.9%) 1,063 (6.7%) 12.1 (11.4 – 12.8)

2-5 30,597 (24.0%) 4,035 (25.4%) 13.2 (12.8 – 13.6)
6-10 40,039 (31.4%) 4,228 (26.6%) 10.6 (10.3 – 10.9)

10-14 33,759 (26.5%) 4,460 (28.1%) 13.2 (12.8 – 13.6)
15-18 14,134 (11.1%) 2,097 (13.2%) 14.8 (14.2 – 15.4)

Gender:
Female 62,907 (49.4%) 6,702 (42.2%) 10.7 (10.4 – 10.9)

Male 64,406 (50.6%) 9,181 (57.8%) 14.3 (14.0 – 14.5)

Race/ethnicity:
Black/African American 38,424 (30.2%) 4,075 (25.7%) 10.6 (10.3 – 10.9)

Hispanic/Latino 43,957 (34.5%) 5,828 (36.7%) 13.3 (13.0 – 13.6)
White 43,002 (33.8%) 5,846 (36.8%) 13.6 (13.2 – 13.9)

Other races/ethnic groups 1,930 (1.5%) 134 (<1.0%)    6.9 (  5.8 –   8.1)

Primary household language:
English 118,242 (92.9%) 14,709 (92.6%) 12.4 (12.3 – 12.6)
Spanish 8,426 ( 6.6%)   1,103 (  6.9%) 13.1 (12.4 – 13.8)

Other languages     645 (<1.0%)        71 (<1.0%)  11.0 (  8.5 – 13.5)

Residence:
Non-Urban 79,281 (62.3%) 10,424 (65.6%) 13.1 (12.9 – 13.4)

Urband 48,032 (37.7%) 5,459 (34.4%) 11.4 (11.1 – 11.7)

Bridgeport 14,645 (11.5%) 1,478 (9.3%) 10.1 (  9.6 – 10.6)
Hartford 19,093 (15.0%) 2,258 (14.2%) 11.8 (11.4 –12.3)

New Haven 14,294 (11.2%) 1,723 (10.9%) 12.1 (11.5 – 12.6)

Coverage group:e

TFA and related groups 39,927 (31.4%) 5,414 (34.1%) 13.6 (13.2 – 13.9)
Extended/expanded coverage 78,176 (61.4%) 9,349 (58.9%) 12.0 (11.7 – 12.2)

DCF  6,703 ( 5.3%)  767 ( 4.8%) 11.4 (10.7 – 12.2)
Other groups  2,507 ( 2.0%)  353 ( 2.2%) 14.1 (12.7 – 15.5)

Health plan:
BlueCare 48,165 (37.8%) 5,786 (36.4%) 12.0 (11.7 – 12.3)

Community Health Network 19,632( 15.4%) 2,789 (17.6%) 14.2 (13.7 – 14.7)
PHS 39,438 (31.0%) 5,501 (31.8%) 12.8 (12.5 – 13.1)

Preferred One 13,464 (10.6%) 1,434 (  9.0%) 10.7 (10.1 – 11.2)
Changed plans 6,614 ( 5.2%)   823 (  5.2%) 12.4 (11.6 – 13.2)

a Children continuously enrolled in HUSKY A between 10/1/99 and 9/30/00.
b Unduplicated count of children who received injury-related care, as indicated by encounter records for emergency care or hospitalization with ICD-
9-CM codes 800-995.9 and/or E800-E999.   Severity of injury could not  be determined.
d Urban = children living in Bridgeport, Hartford, and New Haven; non-urban = children living in other towns.
e Coverage groups:  Children in families receiving Temporary Family Assistance (TFA) and related groups (F01, F03); extended/expanded coverage
groups for low income families that do not qualify for TFA (F03, F04, F13, F20, F25, F26) ; children in custody of Department of Children and
Families (DCF)(D01, D02); children in other coverage groups (F09, F12, F95, F99, P01, P02, M01, M02 and others).
Note:  Significant differences in serious injury rates associated with child characteristics are shown in bold.
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Table 3. Emergency Visits and Hospitalizations for Children with Injuries in HUSKY A: 1999-00

Total
Childrena

Emergency Visits for
Treatment of Injury

(percent of visits for injury)

Hospitalizations for
Treatment of Injury

(percent of hospitalizations for injury)

Total 127,313 (100.0%) 18,389 (100.0%) 664 (100.0%)

Age:
<2 8,784 (6.9%) 1,217 ( 6.6%) 69 (10.4%)

2-5 30,597 (24.0%) 4,605 (25.0%) 156 (23.5%)
6-10 40,039 (31.4%) 4,780 (26.0%) 167 (25.2%)

10-14 33,759 (26.5%) 5,294 (28.8%) 179 (27.0%)
15-18 14,134 (11.1%) 2,493 (13.6%)   93 (14.0%)

Gender:
Female 62,907 (49.4%)   7,699 (41.9%) 256 (38.6%)

Male 64,406 (50.6%) 10,690 (58.1%) 408 (61.4%)

Race/ethnicity:
Black/African American 38,424 (30.2%) 4,557 (24.8%) 200 (30.1%)

Hispanic/Latino 43,957 (34.5%) 6,687 (36.4%) 270 (40.7%)
White 43,002 (33.8%) 6,999 (38.1%) 187 (28.2%)

Other races/ethnic groups 1,930 (1.5%) 146 (<1.0%)    7 (<1.0%)

Primary household language:
English 118,242 (92.9%) 17,063 (92.8%) 606 (91.3%)
Spanish 8,426 (6.6%)   1,244 (  6.8%)   56 ( 8.4%)

Other languages 645 (<1.0%)        82 ( <1.0%)     1 (<1.0%)

Residence:
Non-Urban 79,281 (62.3%) 12,256 (66.6%) 336 (50.6%)

Urbanb 48,032 (37.7%)   6,133 (33.4%) 328 (49.4%)

Bridgeport 14,645 (11.5%) 1,631 (  8.9%)   85 (12.8%)
Hartford 19,093 (15.0%) 2,559 (13.9%)   83 (12.5%)

New Haven 14,294 (11.2%) 1,943 (10.6%) 160 (24.1%)

Coverage group:c

TFA and related groups 39,927 (31.4%)   6,218 (33.8%) 235 (35.4%)
Extended/expanded coverage 78,176 (61.4%) 10,835 (58.9%) 363 (54.7%)

DCF 6,703 (5.3%)     912 (  5.0%)  37 ( 5.6%)
Other groups 2,507 (2.0%)     424 (  2.3%)  29 ( 4.4%)

Health plan:
BlueCare 48,165 (37.8%) 6,585 (35.8%) 169 (25.5%)

Community Health Network 19,632( 15.4%) 3,221 (17.5%) 241 (36.3%)
PHS 39,438 (31.0%) 6,006 (32.7%) 148 (22.3%)

Preferred One 13,464 (10.6%) 1,603 (  8.7%)  66 ( 9.9%)
Changed plans 6,614 (5.2%)   974(   5.3%)  40 ( 6.0%)

a Children continuously enrolled in HUSKY A between 10/1/99 and 9/30/00.
b  Urban = children living in Bridgeport, Hartford, and New Haven; non-urban = children living in other towns.
e Coverage groups:  Children in families receiving Temporary Family Assistance (TFA) and related groups (F01, F03); extended/expanded coverage
groups for low income families that do not qualify for TFA (F03, F04, F13, F20, F25, F26) ; children in custody of Department of Children and
Families (DCF)(D01, D02); children in other coverage groups (F09, F12, F95, F99, P01, P02, M01, M02 and others).
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Table 4.  Injury-Related Health Care Utilization in HUSKY A: 1999-00

Total
Childrena

Children Who Received
Any Injury-Related Careb

Total: 127,313 (100%) 25,766 (20.4%)

Children without any care 22,181 (17.4%) NA

Children with ambulatory care only 65,948 (51.8%) 9,883 (38.4%)

Emergency care:c

Children who received emergency care 37,843 (29.7%) 15,666 (60.8%)

Number of emergency visitsc 60,684 18,389
Mean number of visits (range) 1.6 (1-20) 1.2 (1 - 8)

Hospital admissions:c

Children who were hospitalized 3,509 (2.8%) 588 (2.3%)

Total number of hospitalizations 4,981 664
Mean number of hospitalizations 1.4 1.1

Mean length of stay (range) 3.3 days (<1 – 146) 4.8 days (<1 – 90)

Number of hospitalizations for <24 hoursd 908 (18.2%) 177 (26.7%)

a Children continuously enrolled in HUSKY A between 10/1/99 and 9/30/00.
b Injury-related care, as indicated by encounter records for ambulatory care, emergency care or hospitalization with ICD-9-CM codes
800-995.9 and/or E800-E999.
c Excludes emergency visits or hospitalizations for pregnancy and childbirth (ICD-9-CM codes 630-677).
d Relative risk of admission for <24 hours:  RRINJURED : NOT INJURED = 1.57  (95% CI: 1.37, 1.82).  Mean length of stay for admissions
>24 hours was 4.8 days for injured children and 3.6 days for other diagnoses.
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Table 5.  Five Leading Types of Injury For Which Children in HUSKY A Received Emergency Care:a  1999-00

Leading Injury Diagnoses For Emergency Visits
(percent of visits in age group)

Total Burns
Contusions
with intact

skin surface

Fracture of
upper or

lower limb

Injury to
nerves and
spinal Cord

Open
wound of

head, neck,
trunk

Open
wound of
upper or

lower limb
Sprains/
strains

Superficial
injuries

Visits
(% of total)

18,389
(100.0%)

353
(1.9%)

3357
(18.3%)

1,620
(8.8%)

1,228
(6.7%)

3,036
 (16.5%)

2,127
(11.6%)

2,620
(14.2%)

1,537
(8.4%)

Age:            <2 1,217
(6.6%)

88
(7.2%)

246
(20.2%)

135
(15.2%)

220
(18.1%)

118
 (9.7%)

2-5 4,605
(25.0%)

697
( 15.1%)

326
(7.1%)

1,287
(27.9%)

398
(8.6%)

544
(11.8%)

6-10 4,780
(26.0%)

858
(17.9%)

484
(10.1%)

911
(19.1%)

660
 (13.8%)

518
(10.8%)

11-15 5,294
(28.8%)

1,077
(20.3%)

669
(12.6%)

423
(8.0%)

711
 (13.4%)

1,247
(23.6%)

16-18 2,493
 (13.6%)

479
(19.2%)

204
(8.2%)

195
(7.8%)

295
(11.8%)

709
(28.4%)

a Based on N-coded diagnoses reported for 18,389 emergency care visits made by 15,666 children; 74% of encounter records did not have E-codes for
determining mechanism and intent of injury.   Shading is added to highlight leading causes in each age group.
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Table 6.  Five Leading Types of Injury For Which Children in HUSKY A Were Hospitalized:a 1999-00

Leading Injury Diagnoses for Hospitalizations
(percent of hospitalizations in age group)

Total Burns
Complications

of care

Fracture of
upper or

lower limb

Injury to
nerves and
spinal cord

Intracranial
injury

Open wound
of head, neck,

trunk

Open wound
of upper or
lower limb

Poisoning
and toxic

effects
Hospitalizations
(% of total)

664
(100.0%)

44
(6.6%)

98
(14.8%)

121
(18.2%)

21
(3.2%)

35
(5.3%)

70
(10.5%)

61
(9.2%)

49
(7.4%)

Age:            <2 69
(10.4%)

19
(27.5%)

14
(20.3%)

5
(7.2%)

3
(4.3%)

3
(4.3%)

2-5 156
(23.5%)

14
(9.0%)

20
(12.8%)

14
(9.0%)

24
(15.4%)

12
(7.7%)

6-10 167
(25.2%)

8
(4.8%)

33
(19.8%)

42
(25.1%)

8
(4.8%)

8
(4.8%)

26
(15.6%)

18
(10.8%)

11-15 179
(27.0%)

22
(12.3%)

44
(24.6%)

12
6.7%)

27
(15.1%)

18
(10.0%)

16-18 93
(14.0%)

15
(16.1%)

10
(10.8%)

7
(7.5%)

7
(7.5%)

7
(7.5%)

16
(17.2%)

a Based on N-coded diagnoses reported for 664 hospital discharges for 588 children; 67% of encounter records did not have E-codes for determining mechanism and
intent of injury. Shading is added to highlight leading causes in each age group.


