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Objectives:  To characterize the use of a syndromic surveillance system for outbreak detection and management, and to identify opportunities for system improvement
Background: In North Carolina, syndromic surveillance data including chief complaint are contributed by  115/116 (99%) 24-hour hospital-based emergency departments (EDs) to the statewide public health surveillance system, NC DETECT; these data are available to state, regional, and local health department staff.  This report describes how population-based ED data were used to support outbreak management during outbreak events in 2008-2009.
Methods: Structured interviews were conducted with state and regional staff and local health directors and communicable disease nursing staff from 14 randomly chosen local health departments (LHDs).  The survey was designed to assess the use of NC DETECT during H1N1 influenza, pertussis, shigella, norovirus, and salmonella outbreaks.  
Results:  Interviews were completed with 57/62 (92%) staff members.  The majority of interviewees reported detecting outbreaks or conducting initial case-finding using NC DETECT; NC DETECT played an important role in responding to the H1N1 outbreak, and was used for case-finding for a limited range of other outbreaks. At the state health department, NC DETECT data on influenza like illness (ILI) case load, severity, and disposition informed real-time decisions about response level and guidance documents.  Regionally, state funded hospital-based epidemiology staff used NC DETECT for case-finding and to monitor ED patient flow.  At both state and regional levels, ILI data were stratified by age group to assess disease in vulnerable populations. NC DETECT was accessed directly by state staff; LHD staff were more likely to report accessing ILI information via hospital-based or regional epidemiologists.  When NC DETECT was not used, this was generally either due to inapplicability of the system to the outbreak (e.g. diseases not detected in the ED setting) or to lack of access or expertise to use NC DETECT, which prevented use of the system. NC DETECT is currently used at the state level for influenza reporting to CDC; these data differ from reported flu cases (Figure).
 Conclusions: NC DETECT was widely used at the state and regional level, and was less likely to be used at the LHD level for outbreak response and management. State funded, hospital-based epidemiologists provided NC DETECT data to for regional and LHD public health staff where these relationships were strong; where these relationships did not exist, many LHDs reported not using NC DETECT.  To address the lack of expertise at the LHD level, we recommend the development of NC DETECT training for LHD staff and/or the designation of  a regional or local staff member as an NC DETECT resource for LHDs not having a hospital-based epidemiologist in their jurisdiction.  We further recommend evaluation of the integration of some NC DETECT information into the NC electronic disease reporting system, as this would provide some NC DETECT data locally via a system already in use at all LHDs.
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