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OBJECTIVE 
This paper outlines the integration of hospital admission, 
Febrile Respiratory Illness (FRI) screening and Canadian 
Triage and Acuity Score (CTAS) data streams within an 
Emergency Department Syndromic Surveillance system.  
These data elements allow better characterization of out-
break severity and enable more effective resource alloca-
tion within acute care settings. 

BACKGROUND 
In September 2004, Kingston, Frontenac and Lennox and 
Addington (KFL&A) Public Health began a 2-year pilot 
project to develop and evaluate an Emergency Depart-
ment Chief Complaint Syndromic Surveillance System 
in collaboration with the Ontario Ministry of Health and 
Long Term Care (MOHLTC) – Public Health Branch, 
Queen’s University, Public Health Agency of Canada 
(PHAC), Kingston General Hospital (KGH) and Hotel 
Dieu Hospital (HDH).  At this time, the University of 
Pittsburgh’s Real-time Outbreak and Disease Surveil-
lance (RODS, Version 3.0) was chosen as the surveil-
lance tool best suited for the project and modifications 
were made to meet Canadian syndromic surveillance 
requirements.  Recently, new data streams have been 
added to the system including; hospital admissions (both 
elective and emergency), FRI screening and CTAS.  
These data elements are captured in real-time along with 
chief complaint data, age, gender, postal code of resi-
dence, hospital and date and time of visit. 

DATA ELEMENTS 
Admission data – The physician’s diagnosis (most re-
sponsible diagnosis for admission later translated into an 
ICD code) is considered a more accurate description of 
the patient’s condition than chief complaint.  This data is 
captured in real-time as patients are admitted. 

FRI screening – This questionnaire tool was developed 
as a public health response to Severe Acute Respiratory 
Syndrome (SARS).  FRI is a reportable disease under the 
Ontario Health Protection and Promotion Act (HPPA) 
[1].  The tool screens incoming patients for symptoms of 
new or worsening cough or shortness of breath (A) AND 
fever (B).  If the patient responds YES to A and B, they 
are asked two follow-up questions regarding travel his-
tory or contact with travelers to high-risk areas (C) and 
whether they work for a healthcare facility/organization 
or are a resident of a long-term care facility (D).   A posi-
tive FRI screen results from answering Yes to A and B as 
well as C or D.  Hospital infection control and public 
health are notified immediately upon receipt of positive 
FRI screening.  This data element is particularly impor-

tant in conjunction with admissions as FRI positive pa-
tients will require additional infection control precau-
tions for admission. 

CTAS - Patients are assessed and triaged or ‘prioritized’ 
on the basis of their condition at registration by a health 
care professional.  The acuity scale determines the time 
to see a physician.  The scale ranges from Triage Level I, 
the most severe, where the patient requires immediate 
attention, to Level V (non-urgent) where the patient can 
wait to see a physician.  Each acuity level is based on an 
assessment of physiologic parameters, pain severity, 
mechanism of injury and co-morbidity [2].   

DISCUSSION 
Hospital admissions, FRI and CTAS data elements have 
been successfully integrated into the emergency depart-
ment syndromic surveillance system and are captured in 
real-time.  Early assessment of the additional data 
streams will be established by an overall process evalua-
tion to be completed summer 2005. 

The acquisition of the data elements described here is 
unique.  In order to demonstrate the added value of these 
data streams, we propose a formula to monitor fluctua-
tions in severity as measured by the number of syn-
dromes multiplied by the triage level.  Also, the admis-
sions will be coded into syndromes (similar to chief 
complaints) and the numbers compared to historical ex-
pected numbers for a given syndrome. 

With the addition of admissions, FRI and CTAS data, 
this emergency department syndromic surveillance sys-
tem enables better characterization of outbreak severity, 
including potential complications, and also permits more 
effective resource allocation within the hospitals.  The 
utility of the additional data elements will be assessed 
and documented over the next year as an outbreak sce-
nario will be the best indication of its true added value.  
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