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OBJECTIVE

This paper describes a comparison of manually submitted hospital influenza-like illness (ILI) data vs. data extracted from an existing real-time electronic record surveillance system (EpiCenter™) to determine if a direct feed could replace manual reporting from those hospitals currently connected to EpiCenter.
BACKGROUND
At the recommendation of the CDC, beginning April 30, 2009, New Jersey enhanced the emergency department (ED) surveillance during the outbreak of novel influenza A (H1N1) virus infection by requesting that all acute care hospitals and satellite EDs submit daily total ED volume, total ED admissions, and ILI-related ED visits and admissions. New Jersey Department of Health and Senior Services (NJDHSS) staff conducts alert analysis on these data and send a summary of the analysis to surveillance partners.  Alerts are investigated by local epidemiologists who report the findings.
Thirty-four NJ hospital EDs (43%) send data to EpiCenter, an online system incorporating statistical management and analytical techniques that process heath-related data in real time.  To test the utility of using electronic chief complaint data for ILI surveillance needs, NJDHSS compared extracted EpiCenter ILI data, based on the classifications “Fever + ILI Symptoms” and “ILI Specified”1, to manually reported facility ILI data.  
METHODS
Daily counts for ILI data from hospitals, and ILI (“Fever + ILI Symptoms”) and ILI (“ILI Specified”) from EpiCenter data from April 30, 2009 to May 15, 2009 were downloaded.  Trends were compared to evaluate the consistency of hospital online reporting vs. EpiCenter chief complaint classification.  
 
RESULTS
The enhanced ED response rate ranged from 85% to 90% in the first two weeks. ILI-related visits ranged from 4.5-5% (median) during NJ’s peak outbreak period (May 1 to May 4, 2009).  ILI visits decreased to 1-2% (median) by the end of week 2 of the outbreak. For EpiCenter hospitals, a similar peak of ILI was observed. Additionally EpiCenter ILI classifiers indicated increased ILI activities on April 27 and April 28, 2009, before enhanced ED surveillance was implemented.   
Combining all hospitals’ data and comparing to manually entered data revealed a similar trend of peak period and similar case counts.  Individual hospital comparison indicated varied consistency.  
CONCLUSIONS
Hospitals utilize different coding system in their EDs for chief complaints.  In order to use the syndromic surveillance chief complaint data for enhanced ED surveillance for outbreaks, future research is needed on appropriate classifiers to use for each outbreak type.    

Manual reporting from hospitals resulted in a wide range of variance among ILI ED visits.  This variance depends on how hospitals approach data collection.  
A drop-in manual surveillance implemented during an outbreak can quickly capture the situation from EDs.  However, lack of the baseline information delays the alert generation since a baseline has not been established.  Electronic syndromic surveillance is a good tool to provide needed baseline information.  Valid classifier(s) selected in syndromic surveillance during the outbreak provides a more comprehensive picture and can reduce the human resources needed during the outbreak. 
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