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Injury events: utility of self report in retrospective identification
in the USA

Barbara L Braun, Susan Goodwin Gerberich, Stephen Sidney

Self report is often used to determine the cor-
relates and predictors of injury events and to
determine injury events influencing the clinical
presentation of injured patients. Self reported
injury data are, however, potentially limited by
inaccurate reporting and biased recall of injury
events." The Injury Ancillary Study of the
Coronary Artery Risk Development in Young
Adults (CARDIA) study was undertaken to
evaluate the factors related to validation of self
reported injury, to assess injury reporting rates
over a three year period, and to determine the
sensitivity, specificity, and positive predictive
value of self reported injury.
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Methods: Cross sectional, self reported injury
data were collected at the 1990 examination of
the CARDIA study, a multi-centre, lon-
gitudinal investigation of physiological, psy-

chological, and lifestyle characteristics that may
influence the evolution of risk factors for car-

diovascular diseases in young adults.4 Min-
neapolis, MN participants (n = 1245) had been
randomly recruited for CARDIA from selected
census tracts in the community; Oakland, CA
participants (n = 1027) were recruited from the
Kaiser-Permanente Health Plan membership.
The positive predictive value of self reported

injuries in those with diverse access to medical
care and participant characteristics related to

validation were determined in Minneapolis par-

ticipants. The sample totalled 139: all 44
who reported hospitalisations, 94 randomly se-

lected participants from the 368 who reported
injuries that required medical attention, and
one who reported both. Exclusion criteria in-
cluded non-consent to examine medical re-

cords, non-contactable providers, and clinic
error in data collection or injury coding. The
final Minneapolis validation sample included
113 participants who reported a total of 137
injury events. Medical records were collected
from the facilities providing care.

The injury reporting rate, the positive pre-

dictive value of self reported injury among

members of a health maintenance organisation,
and the sensitivity and specificity of self re-

ported injury over a three year period were

determined among Oakland participants. A
random sample of 75 who reported no med-
ically attended injury and 75 who reported at

least one injury was selected. This was sufficient
to detect an under-reporting rate of 30% with
0-3% error. Subjects were excluded because of
missing Kaiser-Permanente records or errors in
clinic data collection. The final sample included
141 participants. The discharge summary and
initial note pertaining to any injury related
admission to hospital or outpatient visit were

collected.

Self reported injuries were considered valid
if the physician diagnosis in the medical record
was consistent with both the anatomical site
(for example, finger) and the type of injury (for
example, fracture) reported by the participant.
The date of the injury was recorded from the
medical record.

Results: Validation rates for self reported in-
jury events were 86-8% for Minneapolis sub-
jects and 75 3% for Oakland subjects. All
unvalidated events were the result ofan inability
to locate records, not of inaccurate reporting
of the anatomical site or the type of injury. In
the Minneapolis sample, validation rates were
higher in whites than blacks and in those with
< 12 years of education compared with those
with >12 years: in the Oakland sample, more
educated subjects had higher validation rates
than less educated subjects. Factors unrelated
to validation included age, sex, duration of
restricted activity, self reported drug or alcohol
use within four hours of the event, number of
anatomical sites affected, type of the injury,
and external cause of the injury.
The reporting rate for medically attended

injury events was 49 8% (85/174 documented
injuries) over the three year period. The re-
porting rate declined from 77 0% in the six
months before the examination date to an av-
erage of37 0% for the other six month intervals.
Motor vehicle crashes and falls had reporting
rates of 71 4% (15/21) and 70 0% (20/29)
respectively. Injuries caused by striking an ob-
ject, overexertion and assault had reporting
rates of 38 1% (8/21), 33 3% (16/48), and
22 2% (2/9) respectively. Cuts and burns
showed rates of 8 3% (1/12) and 0 (0/7).

Sensitivity of the questionnaire in classifying
a person as injured over three years was 78 3%
(54/69 subjects). Specificity of the ques-
tionnaire was 65 3% (47/72 subjects) over the
three year period. Specificity was highest within
the six months before the examination date
(93 1%). It declined steadily over the rest of
the examination period.

Sensitivity of the questionnaire in enu-
merating injury events over the three year
period was 41 8% (64/153 medically doc-
umented injury events). Sensitivity declined
from 73 0% within the first six months to an
average of 34 0% over each of the other six
month intervals.

Discussion: If an injury severe enough to
require medical attention is reported during an
interview, it is likely the injury can be validated.
The date of the injury event, the anatomical
site, and the type of injury will be accurately
reported, a finding consistent with the self re-
ported hip fracture validation study by Colditz. l
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Short reports

Injury event reporting and consent to review
medical records is likely to be limited for po-
tentially litiginous events or events ofhigh emo-
tional impact, limiting injury enumeration and
compromising access to medical information.
Demographic factors such as race and edu-
cational status may influence the collection of
medical information3 and effect the likelihood
of validation. Despite similar interviewer train-
ing protocols and medical record collection
protocols, differences between centres may
affect the collection of injury event data or
the collection of medical records. Inability to
retrieve records may be a result of loss of
medical records or inaccurate recall of the in-
jury event by the participant.

Under-reporting is a significant limitation of
self reported injury data. Reporting rates vary
by external cause of injury, possibly reflecting
severity of the injury or inhibited reporting of
emotionally traumatic events. The sensitivity
and specificity of self reported injury was high-
est within six months of the examination date
and declined to a stable rate over the rest
of the three year examination period. This
suggests self report is adequate for injury event
enumeration and determination ofinjury status
for a maximum of six months.

Studies using self report may yield inaccurate

results if the injury occurred more than six
months before the examination, if the injury is
intentional or emotionally threatening, of if
data are collected by different survey centres.
Clinical self reports of injury experiences may
likewise be limited and may inhibit de-
termination of preventive measures in patients
presenting with injuries.
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