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Introduction

Public health surveillance is the ongoing, systematic
collection, analysis and interpretation of health-related data
essential to the planning, implementation and evaluation of
public health practice. Surveillance is closely integrated with
the timely dissemination of these data to those responsible for
prevention and control.

While there is no commonly accepted definition of
biosurveillance, it typically refers to automated monitoring of
existing health data sources to identify trends that may
indicate naturally occurring or intentional disease outbreaks.
Such data may supplement traditional surveillance and
disease reporting methods. The Centers for Disease Control
and Prevention and many local and state public health
departments are also gathering data to provide situational
awareness to augment existing surveillance sources during a
public health emergency.

Methodology

NACCHO invited three hundred forty-four local health
departments (LHDs) with a population greater than 200,000 to
participate in a brief internet-based survey about biosurveillance
capacity. The survey was released in April 2006 and was in the
field for only one week due to outside time constraints

Summary of Results

Ninety-three LHDs responded to the survey within one week,
with a response rate of 27%. This response rate was higher than
expected due to the short time that the survey was in the field.
Respondents came from twenty-six (26) states.

The majority of health departments have capacity for initial
event detection, situational awareness, and outbreak
management. Approximately half of the respondents reported
having response management support capabilities.
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While 72% of respondents indicated that they are receiving
syndromic surveillance data from clinical care setting in any
format, only 56% of respondents indicated they currently have
the capability to receive initial event detection data in standard
electronic formats, or plan to have the capability within the next
six months.

Local Biosurveillance Software

The majority of LHDs are using applications developed by State
Health Agencies (SHA) to collect and analyze biosurveillance
data. Software developed by CDC and locally-owned
commercial off-the-shelf software are used less frequentl,
however, they are also widely used for initial event detection and
situational awareness. In-house applications are more
commonly used for outbreak management and response
management support.
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Capacity to Collect Biosurveillance Data

Many local health departments have put resources into
developing syndromic surveillance capacity, which is reflected
in the fact that 77% of respondents indicated capability to
electronically receive chief complaint data. Almost as many
respondents (73%) indicated an ability to electronically receive
laboratory results, while only 22% have the capacity to receive
laboratory test orders. No information was collected concerning
which laboratory results can be collected. More than half of
respondents have the ability to collect utilization data (60%), and
nearly half indicated capacity to collect diagnostic data. Very
few respondents (11%) have the capacity to collect vital sign
data.
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Local and State Responsibility for Biosurveillance

Respondents indicated that there is a considerable amount of
collaboration between SHAs and LHDs around biosurveillance.
Forty percent (40%) of respondents indicated that
biosurveillance systems in use at the local level are managed by
both the SHA and LHD. Fewer than a quarter of respondents
(21%) manage all of their biosurveillance applications locally,
while slightly more (25%) indicated that the SHA manages all
applications in use at the local level.

A similar division of responsibilities was reported concerning
the extent that SHAs depend upon LHDs to participate in and
perform biosurveillance activities. Nearly half of the
respondents indicated that they share the responsibility for data
collection and share information regarding biosurveillance. A
quarter of respondents indicate that they LHD collects
biosurveillance data under the direction of the state, while nearly
as many report that they collect data with no guidance from the
SHA.. Only five LHDs reported that the SHA has exclusive
responsibility for biosurveillance.
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LHD Biosurveillance Resources

Nearly 60% of respondents reported receiving federal funds for
biosurveillance passed through SHAs. Thirty-two percent of
respondents reported receiving state funding for biosurveillance
and nearly as many (28%) reported receiving local fund as well.
Twelve percent of respondents received direct federal funding
and 11% indicated receiving funds from other sources.

Nearly half of respondents (47%) indicated sufficient staff to
fully-implement short-term (6 months) biosurveillance goals,
while 38% reported having insufficient staff, and 18% were not
sure. Only 37% percent reported having sufficient funds to
implement short-term biosurveillance needs, while 42% percent
report having insufficient funding and 21% were unsure.
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LHD Relationship with Clinical Partners

Respondents indicated that they are working very actively with
providers in their jurisdictions around preparedness and
biosurveillance. Virtually all respondents (98%) indicated an
active relationship with private providers around preparedness
planning. Ninety-one percent (91%) of respondents indicate that
they have an active relationship with clinical partners to receive
disease reporting in any format. Seventy-two percent reported
that they receive syndromic surveillance data from local
providers in some format, including paper, e-mails and
electronic reporting. However, only 31% indicated that they
have the capacity to accept, process, and use data from clinical
care for biosurveillance. In contrast, 68% indicated that they
could accept data from clinical partners for initial event
detection, 61% for situational awareness, 61% for outbreak
management and 47% for response management support. The
reason for this discrepancy is not clear, but it can be inferred that
the ability to accept data does not necessarily mean that LHDs




have the capacity to process and use the data. There could also
have been some confusion over the exact definition of
biosurveillance.

Very few respondents responded to the question about the
number of providers in their jurisdiction currently sending
biosurveillance data electronically. Only 27 respondents
provided information about hospitals, 22 about ambulatory care
centers and 23 reported about community health centers. With
an average of 9.2 hospitals per jurisdiction, 7.2 are reporting
biosurveillance data electronically. With an average of 112
ambulatory care settings per jurisdiction, only 7.1 are reporting
biosurveillance data, and with an average of 8.2 community

health centers, an average of 3 are reporting biosurveillance data

in standard electronic formats.
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Local Interest in Participation in National
Biosurveillance Initiative

Forty-one percent (41%) of respondents indicated that they are
very interested in participating in a national biosurveillance
program, while 26% percent indicated that they were interested,
and 24% that they were somewhat interested. Only 2% indicated
no interest.

Sixty-eight percent (68%) of respondents believe that they will need
additional funding to participate in biosurveillance initiative, while
51% considered their current technology infrastructure to be a
barrier to participation. Forty-eight (48%) indicated that they
believed that private providers’ inability to participate is a
significant barrier, and 45% indicated that concerns about privacy
and security pose a significant barrier to their participation in a
national initiative. Forty-one percent (41%) indicated that sufficient
trained technology staff posed a barrier to participation, and 33%
indicated that sufficient staff to perform data analysis would be a
significant barrier to participation.
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LHD Participation in RHIOS

Only 19% of respondents indicated that their LHD is
participating in RHIO. However, 55% of those respondents
indicate that they are considering gathering biosurveillance data
through a RHIO. The majority of funding for LHD participation
in RHIOs is coming from federal grants and local funding.
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Table 24: Sources of funding being used to support LHD
involvement in RHIO s
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