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Abstract
Background: Free-text clinical records provide a source of information that complements traditional disease surveillance. To
electronically harness these records, they need to be transformed into codified fields by natural language processing algorithms.
Objective: The aim of this study was to develop, train, and validate Clinical History Extractor for Syndromic Surveillance
(CHESS), an natural language processing algorithm to extract clinical information from free-text primary care records.
Methods: CHESS is a keyword-based natural language processing algorithm to extract 48 signs and symptoms suggesting
respiratory infections, gastrointestinal infections, constitutional, as well as other signs and symptoms potentially associated with
infectious diseases. The algorithm also captured the assertion status (affirmed, negated, or suspected) and symptom duration.
Electronic medical records from the National Healthcare Group Polyclinics, a major public sector primary care provider in
Singapore, were randomly extracted and manually reviewed by 2 human reviewers, with a third reviewer as the adjudicator. The
algorithm was evaluated based on 1680 notes against the human-coded result as the reference standard, with half of the data used
for training and the other half for validation.
Results: The symptoms most commonly present within the 1680 clinical records at the episode level were those typically present
in respiratory infections such as cough (744/7703, 9.66%), sore throat (591/7703, 7.67%), rhinorrhea (552/7703, 7.17%), and
fever (928/7703, 12.04%). At the episode level, CHESS had an overall performance of 96.7% precision and 97.6% recall on the
training dataset and 96.0% precision and 93.1% recall on the validation dataset. Symptoms suggesting respiratory and gastrointestinal
infections were all detected with more than 90% precision and recall. CHESS correctly assigned the assertion status in 97.3%,
97.9%, and 89.8% of affirmed, negated, and suspected signs and symptoms, respectively (97.6% overall accuracy). Symptom
episode duration was correctly identified in 81.2% of records with known duration status.
Conclusions: We have developed an natural language processing algorithm dubbed CHESS that achieves good performance
in extracting signs and symptoms from primary care free-text clinical records. In addition to the presence of symptoms, our
algorithm can also accurately distinguish affirmed, negated, and suspected assertion statuses and extract symptom durations.
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Introduction
Study Background and Rationale
The world continues to be vulnerable to the threat from
infectious diseases. This includes novel emerging infections,
changes in the incidence or severity of common circulating
pathogens, as well as the potential use of infectious agents in
bioterrorism. There is thus an interest in developing infectious
disease surveillance systems that can detect outbreaks, as well
as provide adequate advanced warning of possible surges in
incidence or hospitalization burden so as to enlist appropriate
public health response efficiently [1].
At present, surveillance of infectious diseases in Singapore,
such as in many jurisdictions, is largely passive in nature. In
Singapore, this occurs through a central agency, Ministry of
Health, which collates information via notifications of key
infectious diseases by clinicians and laboratories and also
performs weekly retrospective analysis of health care data using
broad diagnostic groups [2]. The existing surveillance system
with its traditional reliance on physician and laboratory
diagnoses and reports has several limitations that may lead to
delays in the recognition and notification of an outbreak. These
include a dependence on timely recognition and reporting by
clinicians, challenges faced by clinicians in recognizing the
unexpected presentations of novel pathogens, and delays in
obtaining laboratory results for agent identification [3-5]. For
novel infections, in particular, the failure to suspect a case, order
a laboratory test, or in some instances the unavailability of an
accurate diagnostic laboratory assay may all contribute to delays
in detection. Moreover, the retrospective nature and coarse
grouping of conditions by diagnoses codes with use of only
simple thresholds on counts of cases can miss more subtle but
important signals that take into account the spatial and
contextual relationships between clusters of infectious cases
and possible changes in incidence, clinical presentation, or
severity, even for commonly circulating pathogens. Singapore
currently has universal uptake of electronic health records
among its public sector health care providers, and syndromic
surveillance systems leveraging on electronic medical records
(EMRs) to identify syndromes may help to overcome some of
these limitations by providing surveillance data that complement
our existing methods for surveillance [5,6]. By grouping
symptoms identified into specific syndromes based on the
presentation of the illness, we may potentially identify illness
clusters that would not otherwise be suspected [7,8], particularly
when leveraging off other routinely available information in
electronic health records, such as demographic and geolocation
data [9]. However, to capture clinical presentation as syndromes
requires additional intervention. We could request that doctors
remember to and comply with the burden of entering additional
data alongside their clinical duties as predefined syndromes (as
is currently done for monitoring of influenza-like illness [10]).
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However, this has several drawbacks, including a need to
predefine syndromes with consequent practical limits to the
number of case definitions that could be in use, the need to
educate all reporting parties on the case definitions, variations
in interpretations of these case definitions, and potentially poor
compliance. Approaches have also been developed to map
diagnoses into syndromes for surveillance [11,12], but these
have in some instances been found to be inadequate to detect
outbreaks on their own. For instance, Lusigna and colleagues
[13] found that an ontological approach to define gastrointestinal
disease using all the terms and codes was better than using
International Statistical Classification of Diseases and Related
Health Problems-10th revision (ICD-10) alone. Another
alternative to these approaches would be to rely on natural
language processing (NLP) algorithms to extract from free-text
information what would be routinely documented by practicing
clinicians and transform such data into codified information
[8]. However, free-text clinical narratives are rife with
abbreviations or shorthand forms, misspellings, synonyms, and
contextual information, which poses a challenge to accurately
extract clinical information [8,14]. As such, NLP algorithms
need to be trained and validated to achieve optimal performance.

Aims and Objectives of the Study
The aim of the study was to describe in detail the process of
creating a rule-based NLP algorithm called Clinical History
Extractor for Syndromic Surveillance (CHESS) that extracts
signs and symptoms associated with infectious diseases
outbreaks. We also trained and validated CHESS’s performance
against a manually coded reference standard and present the
results in this paper.

Methods
Study Setting and Algorithm Development
We developed CHESS that adopts concept extraction using a
rule-based approach. The tool uses part of speech tagging,
prefixes, and regular expressions and incorporates ontology and
grammar-based analysis to extract signs and symptoms from
free-text notes. We chose the rule-based approach as it was
simpler to operate and easier to create and understand than other
systems based on machine learning. We felt this would thus
also be an appropriate benchmark for the development of
iterations of algorithms based on machine learning, which are
likely to be developed in the future. Furthermore, with a good
keyword dictionary adapted to local context, this tool can be
easily updated to incorporate various new features and adapted
to other clinical contexts. CHESS targets 48 signs and symptoms
of interest from four different syndrome categories: (1)
gastrointestinal infection syndromes, (2) respiratory infection
syndromes, (3) constitutional signs and symptoms typically
present during infectious diseases, and (4) other signs and
symptoms not belonging to the former three groups (with the
JMIR Med Inform 2018 | vol. 6 | iss. 2 | e36 | p. 2
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full categorization displayed in Multimedia Appendix 1). The
choice of symptoms were based on infectious disease diagnoses
categories currently monitored in Singapore [2] and were
sufficiently detailed to give a flexibility to combine symptoms
to construct case definitions for detecting possible future
outbreaks. The mapping of symptoms to syndromes was
modeled after the Centers for Disease Control and Prevention
Electronic Surveillance System for the Early Notification of
Community-Based Epidemics II framework [11,15].
The process began by constructing a library of keywords
associated with the signs and symptoms of interest. We
downloaded the 2014AB version of United Medical Language
System (UMLS) [16] and identified key medical concepts. We
started with the UMLS metathesaurus as it was free to use and
had a comprehensive database of over 3 million medical
concepts from over 150 libraries including Systematized
Nomenclature of Medicine-Clinical Terms and ICD-10-clinical
modification, the latter being commonly used in Singapore. The
NLP module was built with ANother Tool for Language
Recognition (ANTLR), which is an open source Java-based
parser generator. This has been modified to include various
components as per our requirements. In the first iteration of
CHESS, the tool had an overall recall value of 65.4% when
tested with a random dataset, indicating that a huge number of
terms went undetected (false negatives). This was attributed to
shorthand forms, which were common locally and misspellings
within free-text notes [14,17] that were not accounted for in the
UMLS metathesaurus. To broaden the dictionary and include
these terms, CHESS was trained ad-hoc with two small pilot
local health care datasets made available to us for preliminary
developmental work before further training and validating the
process on National Healthcare Group Polyclinics (NHGP)
datasets as described in this paper. Training included manual
addition of possible terms based on clinical notes.
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analysis, the clinical visit free text is separated into phrases by
line breaks. Phrases are recursively parsed into tokens for easier
categorization according to a set of lexer rules for patterns.
These tokens are broadly categorized as symptoms, assertion
status, and duration (Figure 1, top portion). Each symptom that
is identified from the dictionary has a relational database to
incorporate common misspellings, abbreviations, and synonyms.
Assertion status is identified by specific terms that determined
if there is a negation modifier (eg, no, denies, and nil). In
addition, we used another set of terms indicating suspected
status (eg, claims and ?<symptom>). If these terms were present
in the phrase, they will change the assertion status of symptoms
in that phrase to negated or suspected, respectively. Otherwise,
symptoms are identified to be affirmed. Negation modifiers
reverse assertion status of symptom; for example not afebrile
will be fever affirmed. Conjunction terms such as and, or,
commas (ie,) and slash (ie/) are used to chain a list of signs and
symptoms together in the same phrase. A stopword dictionary
was built to remove nonessential words (eg, over, on, and
before) that will interfere with exact string matches. In the
grammar-based analysis phase, relationships between tokens
produced in the ontology analysis are built up to make sense of
the sentence (Figure 1, top portion). Patterns and grammar rules
were initially built up from the UMLS and modified with inputs
from domain experts. In addition, duration tokens were
normalized by comparing with a duration dictionary. Temporal
attributes are identified by rules that are set to associate duration
to appropriate symptoms in proximity to the duration token and
by taking into consideration conjunction terms. Instances where
a specific onset date was given (either a calendar date or with
reference to the date of consultation, for example, today and
yesterday) were converted to duration terms, with onset on the
day of consultation counted as 0 day and onset yesterday as 1
day. The algorithm was implemented in the ANTLR, which
generates a Java implementation from a grammar file.

In Singapore, clinical free-text information is usually short, with
each new finding separated by line breaks. In the ontology
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Figure 1. Ontology and grammar-based analysis of the rule-based natural language processing (NLP) algorithm. Signs and symptoms and information
on assertion status and duration are captured and tokenized in the ontology analysis. Relationships between tokens are built up in the grammar-based
analysis. C/o: complain of; ST; sore throat.

Symptoms were then manually coded at the phrase level, and
this information was used to create episode level symptom
coding (Figure 2). The purpose of episode level output was to
identify unique symptoms, with useful information on presence
and duration from multiple entries of the same symptom in each
clinical record. After phrase level symptoms were accurately
identified, we utilized a set of rules to achieve episode level
output. In infectious disease surveillance, the presence of a
symptom (affirmed) in a patient is likely more important
information than the similar symptom noted as not being present
(negated) during the documentation of the same episode. Thus,
the affirmation of a particular symptom was given priority over
negation of that symptom recorded elsewhere in the same record.
http://medinform.jmir.org/2018/2/e36/
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In instances where the presence of a symptom is suspected, this
symptom is made void when the same symptom is negated or
affirmed elsewhere in the clinical record of that episode, as we
considered to this to be less certain than affirmation or negation.
For symptom duration, both the manual coding and the NLP
tool would identify multiple instances of symptom duration
occurring at the phrase level within the same episode. Symptoms
specified to have lasted for “few days” were considered to be
unspecified but acute symptoms. Symptoms lasting more than
7 days, or indicated as beginning “last week” are grouped
together as chronic (>1 week) symptoms. To simplify the
analysis, we chose to summarize the data using the symptom
JMIR Med Inform 2018 | vol. 6 | iss. 2 | e36 | p. 4
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with the earliest onset (ie, the longest duration) at the episode
level, which we then compared against the reference standard.

Dataset Used and Training and Validation Process
Our data was obtained from the NHGP, a major public sector
chain of clinics estimated to provide about 10% of the primary
care in Singapore. To facilitate batch extraction, we chose three
clinics (one each from the West, North, and Central regions),
then performed a stepwise random sampling of the records
across the period from which EMR was available from the
middle of 2009 to June 2014. For each clinic, we randomly
selected 10 dates that did not fall on a Sunday or public holiday;
these dates were evenly divided into 10 half-yearly periods from
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across the 5-year period for which the EMR was available.
Subsequently, for each selected date, 56 records with at least
three lines of free-text notes were randomly selected, thus giving
a total of 560 records of consultation clinical records from each
of the three clinics across the 5-year period. As free-text notes
could potentially contain identifiable information, to comply
with personal data protection regulations, every record was
vetted (and where necessary redacted) by an internal staff
member of NHGP before it was shared with the wider
collaborative research team (including those from other
institutions) for further analysis, and this process limited the
total number of records that could be extracted and shared.

Figure 2. Sample set of clinical notes and transformation following phrase-level manual coding and episode-level coding. Abd: abdominal; NA: not
applicable; NKDA: no known drug allergy; PMHX: past medical history; RIF: right iliac fossa.
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Figure 3. Flowchart of process for creating reference standard.

Figure 3 describes the process by which we used manual review
by human coders on all extracted records to create a reference
standard to train and validate CHESS’s algorithm. A Java-based
annotator interface tool was created to improve manual coding
methodology and prevent mistakes. Two independent human
http://medinform.jmir.org/2018/2/e36/
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reviewers, who were health care workers with substantial
experience in clinical research and interpreting medical case
notes, read through the clinical records and then annotated each
line of the record for the presence of signs and symptoms, the
assertion status, and duration of symptoms experienced; this
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allowed us to capture multiple instances where a sign or
symptom appeared within each record. Then a third reviewer,
a clinician who has practiced in the primary care setting, served
as the adjudicator in instances where the two reviewers were
not in agreement.
Training of the algorithm was conducted with 840 manually
annotated records to improve CHESS’s performance by
identifying new terms, misspellings, and shorthand forms to be
updated into the pattern and grammar library, or removing
keywords that caused significant false detections. We repeated
several rounds of training until we achieved satisfactory
performance with the training dataset. Following training,
CHESS’s performance was validated on the remaining 840
notes that were independent from the training set to test the
algorithm’s robustness in correctly identifying signs and
symptoms.

Analysis of Natural Language Processing Performance
Compared With Manual Coding Performance and
Reference Standard
CHESS’s performance was assessed by its precision, recall, and
F-measure for detecting signs and symptoms in comparison
with the adjudicated reference standard. This was performed at
both the phrase level and episode level. The precision, recall,
and F-measure were defined by the following formulae, where
true positive refers to signs and symptoms that were accurately
identified by CHESS, false positive refers to signs and
symptoms incorrectly identified, and false negatives refers to
signs and symptoms missed:
•
•
•

Precision = (True Positive) / (True Positive + False Positive)
Recall = (True Positive) / (True Positive + False Negative)
F–measure = (2 × [Precision × Recall]) / (Precision +
Recall)

Precision is the frequency with which symptoms identified by
the tool are relevant (positive predictive value). Recall is the
frequency with which relevant symptoms are identified
(sensitivity). We used F-measure, which is a weighted harmonic
mean of precision and recall to give an overall picture of the
tool’s performance. F-measure is applicable for our situation
as we do not have true negatives, yet had a reference standard
to compare with [18]. Again, because we do not have a true
negative, we could not use Cohen Kappa statistic to review
interrater reliability, and so the same metrics were also used to
assess each manual coder’s performance against the final
reference standard.
To assess the performance of CHESS for symptom
identification, assertion status, and duration, we utilized the
dictionary after it was trained with 840 records on the validation
set. The performance of CHESS in capturing specific symptoms
was assessed for all symptoms and also stratified by individual
symptoms and visualized in a bubble chart. Performance in
assigning the correct assertion status to symptoms was assessed
on all true positive symptoms that were identified by both NLP
and reference standard. A matrix plot was created to see where
the capacity to identify assertion status was lacking.
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Finally, in syndromic surveillance, an episode level onset date
is helpful in characterizing the temporality of an infection, and
this can be imputed if the duration of symptoms is known at the
time of consultation. We present the proportion of episodes in
the reference standard with a valid episode level duration (based
on the earliest symptom) that were correctly identified, with
additional stratification by episode duration for acute symptoms.
We also conducted a qualitative review of instances where the
NLP algorithm failed to correctly identify symptoms, assertion
statuses, and symptom duration and describe the potential areas
for improvement.

Results
Description of Data Source and Common Symptoms
Identified
For the 1680 primary care clinical records extracted, there were
no significant differences on the genders of the patients across
the North, West, and Central clinics. However, a significantly
higher proportion of Chinese ethnicity (compared with Malay
and Indian) and significantly older population was observed in
the clinic from the North. This was in concordance with the
overall population distribution within the three districts based
on national demographic surveys [19]. Consequent to the older
case mix, the clinic from the North also had more consultations
for chronic diseases than the other two clinics.
Table 1 shows the frequencies of the 10 most commonly
detected signs and symptoms from the 1680 records reviewed
by human coders (full list of signs and symptoms displayed in
Multimedia Appendix 1). Overall, fever was detected most
frequently (12.05% [928/7703] of all instances of symptoms
detection) but was in the large majority of instances “negated.”
Other common signs and symptoms detected within the clinical
records were those associated with upper respiratory tract
infections such as cough, sore throat, rhinorrhea, and sputum,
and these were in the majority of instances affirmed (between
70.38% and up to 86.82%).

Comparison of Natural Language Processing Against
Human Coders in Identifying Signs and Symptoms in
Free Text
Table 2 shows that for phrase level output, both human coders
have good agreement with the final adjudicated output used as
the reference standard other than for a slightly lower recall for
coder 2 (because of differences in interpretation of clinical
examination findings and abbreviations). The final round of
training led to sufficient performance, with CHESS having a
precision of 95.3% and recall of 96.2% with the training set;
levels which were fairly similar to those of the human clinical
coders. CHESS also achieved a precision and recall of 94.2%
and 90.4% with the validation set, with the lower performance
because of our limitations in identifying (through the training
dataset) all relevant phrase-level terms present in the validation
dataset. Results for episode-level analysis (Table 3) were better,
with the performance again being comparable with the human
coders, with a precision and recall of 96.7% and 97.6% in the
training dataset and 96.0% and 93.1% in the validation dataset,
respectively.
JMIR Med Inform 2018 | vol. 6 | iss. 2 | e36 | p. 7
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Table 1. Frequency of the 10 most commonly detected signs and symptoms within 1680 primary care clinical records by human coders.

a

Symptoms sorted by frequency of symptom mention in episode level

All instances (N=7703), n (%)a Instance of symptom affirmation, n (%)b

Fever

928 (12.04)

228 (24.6)

Cough

744 (9.66)

646 (86.8)

Sore throat

591 (7.67)

416 (70.4)

Rhinorrhea

552 (7.17)

435 (78.8)

Altered state of consciousness

376 (4.88)

7 (1.9)

Vomiting

347 (4.50)

75 (21.6)

Rash

345 (4.48)

72 (20.7)

Dyspnea

286 (3.71)

31 (10.8)

Diarrhea

271 (3.52)

137 (50.6)

Sputum

256 (3.32)

212 (82.8)

Column percentages, with the denominator being all instances (N=7703).

b

Row percentages, with the denominator being the instances where the symptom in that row appears (eg, for Fever, n=928).

Table 2. Phrase level precision, recall, and F-measure of human coders and Clinical History Extractor for Syndromic Surveillance (CHESS) outputs
compared against instances of symptom occurrences in reference standard.
Performance against
reference standard

a

Comparison of coder 1 versus
coder 2 (N=8861 instances)

CHESS performance for training set (after
training of dictionary, N=4282 instances)

CHESS performance for validation set (after
training of dictionary, N=4578 instances)

Coder 1

Coder 2

Precision, %

98.52

96.06

95.24

94.15

Recall, %

96.93

84.30

96.17

90.39

F-measure, %

97.72

89.80

95.70

92.23

CHESS: Clinical History Extractor for Syndromic Surveillance.

Table 3. Episode level precision, recall, and F-measure of human coders and Clinical History Extractor for Syndromic Surveillance (CHESS) outputs
compared against instances of symptom occurrences in reference standard.
Performance against
reference standard

Comparison of coder 1 versus
coder 2 (N=7703 instances)

CHESSa performance for training set (after CHESS performance for validation set (after
training of dictionary, N=3738 instances)
training of dictionary, N=3965 instances)

Coder 1

Coder 2

Precision, %

98.91

97.13

96.74

95.97

Recall, %

97.46

88.47

97.65

93.06

F-measure, %

98.18

92.58

97.19

94.49

Figure 4 gives CHESS’s performance for specific signs and
symptoms that occur in more than 1% of the medical records
(see supplementary table E2 and E3 for detailed breakdown)
using the validation dataset. High precision and recall of >90%
were achieved for most signs and symptoms associated with
respiratory and gastrointestinal syndromes. “Diarrhea” and
“abdominal pain” had slightly lower recall (<90%) in the
validation set, but this was limited to records where these were
“negated”; recall was 97.7% and 90.6%, respectively, when
diarrhea and abdominal pain was “affirmed” vs only 71.0% and
85.0% when “negated.” This was because of clinicians entering
misspelled words (eg, “supropubic” pain) and new terminologies
(eg, RIF) that CHESS was not able to identify resulting in high
false negatives. Bleeding had the poorest recall of the symptoms
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with only 60.8%. This is because the word “blood” was
intentionally omitted from CHESS’s list of keywords because
of the generic use of the word for unrelated tests and
measurements (eg, blood test and blood pressure). As such,
adding “blood” into the list would have generated many false
positives leading to an even worse precision for bleeding. On
the other hand, fatigue was found to have a poor precision of
45.5%. This was because of the word “weakness,” also
commonly used to describe limb weakness. This resulted in
false positives for fatigue and false negatives for limb weakness.
However, the overall recall for limb weakness was still above
80% because of the large number of true positive instances
(n=175).
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Figure 4. Bubble chart of the Clinical History Extractor for Syndromic Surveillance’s (CHESS’s) precision and recall for each sign and symptom in
episode level analysis for the validation dataset. Each bubble denotes a single symptom categorized into symptom types: respiratory, gastrointestinal,
constitutional, and others. Bubble size is proportional to the number of cases identified by humans (true positive + false negative). Symptoms present
in less than 1% of records are not presented.

Accuracy of Natural Language Processing in
Identifying Assertion Status and Duration of Symptoms
CHESS also performed well in assigning the correct assertion
status to the signs and symptoms correctly identified (ie, true
positives). Of 3690 instances of true positives in the validation
http://medinform.jmir.org/2018/2/e36/

XSL• FO
RenderX

dataset, 1728 (46.83%), 1937 (52.49%), and 25 (0.68%) were
determined as affirmed, negated, and suspected, respectively,
in the reference standard (Figure 5). CHESS correctly assigned
the assertion status of signs and symptoms for 96.9% of
instances when they were affirmed, 97.5% when they were
JMIR Med Inform 2018 | vol. 6 | iss. 2 | e36 | p. 9
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negated, and 92.0% when they were suspected, with an overall
accuracy of 97.2%. Sources of error mainly arose in three ways.
First, as our tool relied on using line breaks to separate out
phrases, when the whole visit was entered without any
appropriate conjunction keywords in one line instead of multiple
lines, the assertion status would be deemed by the NLP to apply
to the all the symptoms in that line. Although this was rare given
the prevailing styles of clinical text data entry, it did result in a
few instances of misclassification for assertion statuses. Second,
misclassification by CHESS of a symptom as affirmed
occasionally occurred when doctors advised a patient of future
symptoms to watch out for. Third, the keywords learned from
our training dataset to identify instances where a symptom as
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“suspected” were not exhaustive for all the instances found in
the validation dataset.
Of 778 records with at least one sign or symptom detected in
the validation dataset, 583 (75.0%) included information on the
duration of the episode (Figure 6). The majority (53.3%) of
these had acute onset within the past 2 days. In terms of
accuracy, CHESS had an overall accuracy of 83% for detecting
and assigning the correct duration. Performance was degraded
largely because the rules devised based on the training dataset
were not exhaustive. There were many abbreviations such as
“y” for years and instances such as “2days” where the words
and numbers occurred together (without an intervening space),
as well as misspellings, most of which were apparent only on
reviewing classification errors for the validation dataset.

Figure 5. Clinical History Extractor for Syndromic Surveillance’s (CHESS’s) accuracy in identifying assertion status of symptoms within episode
level analysis based on the validation dataset.

Figure 6. Episode level analysis on the distribution of symptom episode duration in instances detected by human coders (blue) among all the National
Healthcare Group Polyclinics (NHGP) records and the distribution of durations detected by Clinical History Extractor for Syndromic Surveillance
(CHESS; red) based on the validation dataset. Diamonds give the proportion of records where CHESS correctly identifies and assigns the duration
information stratified by episode duration (based on the reference standard), with the horizontal line giving the aggregated accuracy for detection of
symptom duration for all records analyzed.

http://medinform.jmir.org/2018/2/e36/

XSL• FO
RenderX

JMIR Med Inform 2018 | vol. 6 | iss. 2 | e36 | p. 10
(page number not for citation purposes)

JMIR MEDICAL INFORMATICS

Discussion
Principal Findings
In this work, we have described the design and performance of
CHESS, a rule-based NLP algorithm that we showed is
reasonably accurate in extracting information on symptoms,
assertion status, and the duration of symptoms from free-text
clinical notes in a set of EMR from a large primary care
provider.
The performance of CHESS is comparable with results from
other systems in the extant literature. For instance, a system
developed by McRae et al [20] to identify influenza-like-illness
from unstructured primary care notes reported a precision of
87.8% and recall of 90.2% on their validation set relative to a
human reference standard. Another system, the Multi-Threaded
Clinical Vocabulary Server (MCVS), was used by Matheny et
al to identify specific symptoms suggestive of tuberculosis,
hepatitis, and influenza from clinical notes [21]. That
MCVS-based system, which can also identify assertion status,
had an overall performance of 91.2% precision and 83.5% recall
for detecting symptoms. The system was able to correctly
identify 84.7% of positive assertions, 75.1% of negative
assertions, and 0.7% of uncertain assertions. Elkin and
colleagues also reported that the MCVS achieved a sensitivity
of 92.9% and a specificity of 34.6% in identifying influenza
infection in patients [22]. MCVS uses medical concepts from
SNOMED-CT terminology, and it was noted in one study that
ontology based on SNOMED-CT have a precision of 99.8%
and recall of 99.7% in identifying medical problems [23].
The ability of CHESS to accurately discern whether the signs
and symptoms were affirmed, negated, or suspected with very
high accuracy (97.2% for validation set) is an important feature
when monitoring primary care records for specific case
definitions associated with particular infections. In our study,
we noted that a large portion of the symptoms identified in the
clinical notes were of negated status as the clinician was
eliminating symptoms of the key differential diagnoses. For
example, “fever” was the most frequently detected symptom,
but it was far more often negated than affirmed. Failure to
distinguish negation from affirmation could potentially lead to
significant background noise that may mask the signal from a
real outbreak.
The other key novel capability of CHESS compared with other
NLP systems worth highlighting is the extraction of symptom
duration in addition to the assertion status. This is particularly
critical in primary care data, given that consultations for
infectious disease conditions such as upper respiratory tract
infections would be more common on Monday than on other
days of the week and be the lowest during weekends when not
all clinics are open [24]. This day-of-week variation in visitation
rates potentially necessitates setting of higher daily thresholds
for signaling an outbreak that again may reduce our sensitivity
to detect outbreak signals [25]. Extracting symptom duration
allows us to impute an estimated day of onset instead of relying
only on the day of consultation. This potentially reduces
day-of-week effects, with consequent improvements in temporal
resolution for EMR-based surveillance.
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Application of Clinical History Extractor for
Syndromic Surveillance (CHESS) to Infectious Disease
Surveillance
We intentionally designed CHESS to extract individual signs
and symptoms rather than predefined syndromes. Such a design
facilitates the use of specific case definitions involving
combinations of individual symptoms. For instance, in 2016,
an outbreak of Zika virus infections in Singapore was detected
when an astute primary care physician reported a cluster of
patients presenting with fever, rash, and joint pains [26]. Our
system would have the flexibility of including additional
symptoms for a Zika virus case definition, such as conjunctivitis,
which was also associated with Zika virus infections. We can
also tailor case definitions to new emerging infections of
concern, then monitor for unexpected clusters of such cases
anywhere within the reach of our EMR systems. Other
applications could include surveillance for changes in incidence
or severity of commonly circulating infections of concern, such
as influenza. In such an application, we could track incidence
of a syndrome comprising acute onset of fever, cough (for which
our algorithm performed fairly well), and a body temperature
≥38 C (which is a coded field in NHGP EMR) that has
reasonable discriminatory value for influenza in primary care
[24,27]. Combining this with hospital admissions for influenza
can potentially allow us to assess age-stratified incidence and
severity, which has been known to differ between influenza
epidemic as well as influenza pandemic strains [28].
Applications in these areas will require further validation for
specific syndromes of interest, such as by comparing disease
incidence estimated from primary care data, in this case through
EMR, to other independent methods [29]. Such validation work
should also look into approaches that combine free text based
with codified information such as diagnosis codes and
incorporating other sources of information such as laboratory
data and procedural data to see if this adds value to detection
and monitoring of infectious disease epidemics beyond what is
currently possible through our current surveillance modalities.

Future Work and Limitations
Other future work on CHESS to consider would include
incorporating qualitative descriptions of severity. Such terms,
either at the overall episode level, or in association with specific
symptoms, could potentially add value to surveillance or even
diagnosis of infectious (and possibly noninfectious) conditions.
The current tool had components such as general condition
(well, good, fair, poor, and alert) and appearance (toxic and
nontoxic), but the primary care records available for analysis
did not have sufficient data to allow us to validate this function.
Validation would require implementing CHESS on a larger set
of records and a more diverse set of free-text notes from primary
care as well as emergency departments. Such expanded coverage
would likely enhance our ability to discern signals from
infectious disease outbreaks. It occurs to us that, having
validated the algorithm at the level of phrases containing various
symptoms, the work also sets the foundation for NLP tools to
be used outside the confines of syndromic surveillance. For
instance, new symptoms can easily be added to the dictionary
to expand the application of the tool to noncommunicable
disease–related conditions, to attempt what has been done using
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other systems, for instance, to classify clinical problem lists and
detect postoperative complications [23,30]. However, such
applications may need recognition of symptoms described by
anatomy and be able to interpret other terms expressing
uncertainty in the assertion status. This would require
improvements to our current tool, including contextual learning
modules that identifies terms based on where they are placed
in the clinical record.
Furthermore, several limitations in our work should be
acknowledged. First, we have described some of the weaknesses
in CHESS’s algorithms from our qualitative review of those
instances where misclassification occurred. We have already
added keywords and misspellings identified in the validation
set to the current version of CHESS, although a more
generalizable way of dealing with misspellings would be ideal.
Other improvements needed include an algorithm to identify
different sentences within a single line of text (which we have
since implemented) and a module to distinguish instances when
the doctor advises the patient of future symptoms from currently
reported symptoms (that we are now building). There were
insufficient instances of these occurrences in primary care notes
to allow us to validate these enhancements, but such advice
upon discharge is likely to occur at much higher frequencies in
emergency department as compared with primary care EMR.
Furthermore, it must be noted that although NHGP is a major
primary care provider in Singapore and currently has the
information systems to allow near-time access to their EMR for
the NLP algorithm to be viably implemented in their context,
it is unclear if the infrastructure for other primary care providers
and emergency departments can support real-time surveillance.
Singapore currently has a National Electronic Health Record
system that receives contributions several times daily from
various providers, including both primary care providers and
emergency departments, and we are currently exploring the
feasibility of using that as a platform to implement CHESS.
However, in doing so, we must also recognize that CHESS was
trained and validated only on NHGP notes. We expect additional
shorthand forms, misspellings, and terminologies should our
system be extended to other primary care systems, or to records
from emergency departments (though preliminary testing of
CHESS on a set of emergency department notes showed a good
albeit slightly lower performance for our primary care notes
with 93.2% precision and 86.3% recall). Even for use within
NHGP, we acknowledge that the introduction of additional
words and terms because of factors such as staff turnover or
new methods of documentation may cause degradation of
performance. Prospective implementation would hence require
periodic revalidation, with retraining instituted should the
performance drop below a satisfactory standard. These
weaknesses are inherent in the keyword-based approach we
adopted, where an exact match for a specific string of characters
is required for detection by the parser; any new terms thus has
to be manually added into the algorithm dictionary to be
detected.
Currently there is a trend toward using automated approaches
to NLP to identify new ontology and improve detection
sensitivity, and this would be an alternative to manually adding
keywords. However, there are several potential issues with such
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approaches. Topic modeling, for instance, requires large
numbers of medical notes to come up with concept similarities
within unstructured data. Although at a glance, this method of
building the ontology may appear to be simple, it still needs to
be verified and manually supervised. Moreover, in a study by
Arnold et al [31], it was noted that the Latent Dirichlet allocation
method of identifying topics resulted in lesser number of
interpretable topics than a primary physician could identify.
This was attributed to the fact that the Latent Dirichlet allocation
method needs to identify topics from a highly specialized
collection with a large vocabulary of related medical
terminologies, which is not feasible without supervision. In
another study, it was noted that the corpus for training NLP had
almost 30% redundancy, where the doctor copies and pastes
previous medical histories of a single patient. Redundancy can
also occur when doctors at a hospital use a template for data
entry (or in some cases for standard advice given to patients
with a particular set of diagnoses). In such cases, as the NLP is
trained using topic modeling, an inherent bias is created because
of the increased probability of the co-occurrence of specific
words [32]. Other automated NLP systems such as SimStat also
require manual input to create an inclusion and exclusion
dictionary from the list of words most frequently found and
may thus also not be time-efficient [33]. Furthermore, clinical
notes are full of spelling mistakes, abbreviations, and multi-word
phrases, which makes it harder for automated NLP tools to
identify patterns of occurrence. In this particular instance, the
NHGP clinical notes were mostly short with an average of 4.7
words per phrase (maximum of 35 words per phrase), and each
record had an average of 10 phrases. This was likely because
of the high workload in the primary care setting, where clinicians
had less time for more extensive documentation. Notes were
hence to the point but rife with abbreviations and misspellings,
and it is hence uncertain how an automated NLP technique
might have performed. Therefore, although our method of
manual coding to identify keywords was time-consuming, it
proved to have sufficient performance, and we see it as a
necessary step to serve as a benchmark algorithm for future
work using automated NLP techniques. Moreover, the dictionary
of terms used in local clinical practice that we compiled, though
certainly not exhaustive, is an invaluable resource that can be
exported into other systems to improve detection rates. For
instance, IDEAL-X, an online machine-learning tool, requires
a list of control vocabulary terms to improve on its statistical
models of automated NLP [34].

Conclusions
In conclusion, we have described the process of developing and
validating CHESS, an NLP algorithm to extract information on
signs and symptoms, along with information on assertion status
and symptom duration from free-text primary care notes that
we intend to make available for free download for researchers
to access and build on. This simple rule-based concept extraction
NLP tool could achieve good precision and recall approaching
that for manual identification of symptoms and accurately
identified most of the common infectious disease-related
symptoms. Problems with performance were mainly because
of the instances where we wanted to reduce false positives while
improving sensitivity for a small proportion of situations where
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the documentation style was unusual or not found in our training
dataset. Future steps would be to implement CHESS on a larger
set of records and develop approaches to combine free text based
with codified information such as diagnosis codes while
comparing the outputs of such approaches with those from
existing surveillance systems. There is also a need to test CHESS
on a more diverse set of free-text notes from primary care as

Hardjojo et al
well as emergency departments, as expanded coverage would
likely enhance our ability to discern signals from infectious
disease outbreaks. We should also simultaneously test if newer
approaches based on machine learning can serve as a more
efficient and similarly effective way of updating our NLP
algorithms.

Acknowledgments
This project is funded by the Singapore National Medical Research Council (NMRC/CS-IRG/1384/2014; CIRG13nov041).

Conflicts of Interest
None declared.

Multimedia Appendix 1
Three supplementary tables, which include frequency of symptom in 1680 episodes, performance of CHESS algorithm on training
dataset, and performance on validation dataset.
[PDF File (Adobe PDF File), 398KB-Multimedia Appendix 1]

References
1.
2.

3.
4.
5.

6.

7.

8.

9.

10.

11.

12.
13.

14.

Hope K, Durrheim DN, d'Espaignet ET, Dalton C. Syndromic surveillance: is it a useful tool for local outbreak detection?
J Epidemiol Community Health 2006 May;60(5):374-375 [FREE Full text] [Medline: 16680907]
Ministry of Health, Singapore. 2018. Communicable Diseases Surveillance in Singapore 2016 URL: https://www.moh.gov.sg/
content/moh_web/home/Publications/Reports/2017/communicable-diseases-surveillance-in-singapore-2016.html [accessed
2018-02-05] [WebCite Cache ID 6x7cX1g61]
Morse SS. Public health surveillance and infectious disease detection. Biosecur Bioterror 2012 Mar;10(1):6-16 [FREE Full
text] [doi: 10.1089/bsp.2011.0088] [Medline: 22455675]
Levin JE, Raman S. Early detection of rotavirus gastrointestinal illness outbreaks by multiple data sources and detection
algorithms at a pediatric health system. AMIA Annu Symp Proc 2005:445-449 [FREE Full text] [Medline: 16779079]
Buehler JW, Hopkins RS, Overhage JM, Sosin DM, Tong V, CDC Working Group. Framework for evaluating public health
surveillance systems for early detection of outbreaks: recommendations from the CDC Working Group. MMWR Recomm
Rep 2004 May 7;53(RR-5):1-11 [FREE Full text] [Medline: 15129191]
Mandl KD, Overhage JM, Wagner MM, Lober WB, Sebastiani P, Mostashari F, et al. Implementing syndromic surveillance:
a practical guide informed by the early experience. J Am Med Inform Assoc 2004;11(2):141-150 [FREE Full text] [doi:
10.1197/jamia.M1356] [Medline: 14633933]
Chapman WW, Dowling JN, Baer A, Buckeridge DL, Cochrane D, Conway MA, et al. Developing syndrome definitions
based on consensus and current use. J Am Med Inform Assoc 2010;17(5):595-601 [FREE Full text] [doi:
10.1136/jamia.2010.003210] [Medline: 20819870]
Kimia AA, Savova G, Landschaft A, Harper MB. An introduction to natural language processing: how you can get more
from those electronic notes you are generating. Pediatr Emerg Care 2015 Jul;31(7):536-541. [doi:
10.1097/PEC.0000000000000484] [Medline: 26148107]
Smith S, Elliot AJ, Mallaghan C, Modha D, Hippisley-Cox J, Large S, et al. Value of syndromic surveillance in monitoring
a focal waterborne outbreak due to an unusual Cryptosporidium genotype in Northamptonshire, United Kingdom, June July 2008. Euro Surveill 2010 Aug 19;15(33):19643 [FREE Full text] [Medline: 20738999]
World Health Organization. 2018 Feb. WHO global technical consultation: global standards and tools for influenza
surveillance URL: http://apps.who.int/iris/bitstream/10665/70724/1/WHO_HSE_GIP_2011.1_eng.pdf[WebCite Cache ID
6yeAmfUKG]
Centers for Disease Control and Prevention. Syndrome definitions for diseases associated with critical bioterrorism-associated
agents URL: https://emergency.cdc.gov/surveillance/syndromedef/pdf/syndromedefinitions.pdf[WebCite Cache ID
6x7bSHoIV]
Lombardo JS, Burkom H, Pavlin J. ESSENCE II and the framework for evaluating syndromic surveillance systems. MMWR
Suppl 2004 Sep 24;53:159-165 [FREE Full text] [Medline: 15714646]
de Lusignan S, Shinneman S, Yonova I, van Vlymen J, Elliot AJ, Bolton F, et al. An ontology to improve transparency in
case definition and increase case finding of infectious intestinal disease: database study in English general practice. JMIR
Med Inform 2017 Sep 28;5(3):e34 [FREE Full text] [doi: 10.2196/medinform.7641] [Medline: 28958989]
Travers DA, Haas SW. Using nurses' natural language entries to build a concept-oriented terminology for patients' chief
complaints in the emergency department. J Biomed Inform 2003;36(4-5):260-270 [FREE Full text] [Medline: 14643721]

http://medinform.jmir.org/2018/2/e36/

XSL• FO
RenderX

JMIR Med Inform 2018 | vol. 6 | iss. 2 | e36 | p. 13
(page number not for citation purposes)

JMIR MEDICAL INFORMATICS
15.

16.
17.
18.
19.
20.

21.

22.

23.

24.
25.
26.

27.

28.

29.

30.

31.

32.

33.

34.

Hardjojo et al

Lombardo J, Burkom H, Elbert E, Magruder S, Lewis SH, Loschen W, et al. A systems overview of the Electronic
Surveillance System for the Early Notification of Community-Based Epidemics (ESSENCE II). J Urban Health 2003
Jun;80(2 Suppl 1):i32-i42 [FREE Full text] [Medline: 12791777]
Bodenreider O. The Unified Medical Language System (UMLS): integrating biomedical terminology. Nucleic Acids Res
2004 Jan 1;32(Database issue):D267-D270 [FREE Full text] [doi: 10.1093/nar/gkh061] [Medline: 14681409]
Ruch P, Baud R, Geissbühler A. Evaluating and reducing the effect of data corruption when applying bag of words approaches
to medical records. Int J Med Inform 2002 Dec 04;67(1-3):75-83 [FREE Full text] [Medline: 12460633]
Powers D. 2015 Mar 22. What the F-measure doesn't measure: Features, Flaws, Fallacies and Fixes URL: http://arxiv.org/
abs/1503.06410 [accessed 2018-02-10] [WebCite Cache ID 6x7cAR0Um]
Department of Statistics, Singapore. 2018. Statistics Singapore - Geographic Distribution Internet URL: https://www.
singstat.gov.sg/statistics/browse-by-theme/geographic-distribution [accessed 2018-04-13] [WebCite Cache ID 6yeB07Zi4]
MacRae J, Love T, Baker MG, Dowell A, Carnachan M, Stubbe M, et al. Identifying influenza-like illness presentation
from unstructured general practice clinical narrative using a text classifier rule-based expert system versus a clinical expert.
BMC Med Inform Decis Mak 2015 Oct 06;15:78 [FREE Full text] [doi: 10.1186/s12911-015-0201-3] [Medline: 26445235]
Matheny ME, Fitzhenry F, Speroff T, Green JK, Griffith ML, Vasilevskis EE, et al. Detection of infectious symptoms from
VA emergency department and primary care clinical documentation. Int J Med Inform 2012 Mar;81(3):143-156 [FREE
Full text] [doi: 10.1016/j.ijmedinf.2011.11.005] [Medline: 22244191]
Elkin PL, Froehling DA, Wahner-Roedler DL, Brown SH, Bailey KR. Comparison of natural language processing
biosurveillance methods for identifying influenza from encounter notes. Ann Intern Med 2012 Jan 03;156(1 Pt 1):11-18.
[doi: 10.7326/0003-4819-156-1-201201030-00003] [Medline: 22213490]
Elkin PL, Brown SH, Husser CS, Bauer BA, Wahner-Roedler D, Rosenbloom ST, et al. Evaluation of the content coverage
of SNOMED CT: ability of SNOMED clinical terms to represent clinical problem lists. Mayo Clin Proc 2006
Jun;81(6):741-748. [doi: 10.4065/81.6.741] [Medline: 16770974]
Jiang L, Lee VJ, Lim WY, Chen MI, Chen Y, Tan L, et al. Performance of case definitions for influenza surveillance. Euro
Surveill 2015 Jun 04;20(22):21145 [FREE Full text] [Medline: 26062645]
Reis BY, Pagano M, Mandl KD. Using temporal context to improve biosurveillance. Proc Natl Acad Sci U S A 2003 Feb
18;100(4):1961-1965 [FREE Full text] [doi: 10.1073/pnas.0335026100] [Medline: 12574522]
Singapore Zika Study Group. Outbreak of Zika virus infection in Singapore: an epidemiological, entomological, virological,
and clinical analysis. Lancet Infect Dis 2017 Aug;17(8):813-821. [doi: 10.1016/S1473-3099(17)30249-9] [Medline:
28527892]
Pattie DC, Atherton MJ, Cox KL. Electronic influenza monitoring: evaluation of body temperature to classify influenza-like
illness in a syndromic surveillance system. Qual Manag Health Care 2009;18(2):91-102. [doi:
10.1097/QMH.0b013e3181a0274d] [Medline: 19369852]
Goh EH, Jiang L, Hsu JP, Tan LW, Lim WY, Phoon MC, et al. Epidemiology and relative severity of influenza subtypes
in Singapore in the post-pandemic period from 2009 to 2010. Clin Infect Dis 2017 Nov 13;65(11):1905-1913. [doi:
10.1093/cid/cix694] [Medline: 29028950]
Lee VJ, Chen MI, Yap J, Ong J, Lim W, Lin RT, et al. Comparability of different methods for estimating influenza infection
rates over a single epidemic wave. Am J Epidemiol 2011 Aug 15;174(4):468-478 [FREE Full text] [doi: 10.1093/aje/kwr113]
[Medline: 21719743]
Murff HJ, FitzHenry F, Matheny ME, Gentry N, Kotter KL, Crimin K, et al. Automated identification of postoperative
complications within an electronic medical record using natural language processing. J Am Med Assoc 2011 Aug
24;306(8):848-855. [doi: 10.1001/jama.2011.1204] [Medline: 21862746]
Arnold CW, Oh A, Chen S, Speier W. Evaluating topic model interpretability from a primary care physician perspective.
Comput Methods Programs Biomed 2016 Feb;124:67-75 [FREE Full text] [doi: 10.1016/j.cmpb.2015.10.014] [Medline:
26614020]
Cohen R, Elhadad M, Elhadad N. Redundancy in electronic health record corpora: analysis, impact on text mining
performance and mitigation strategies. BMC Bioinformatics 2013 Jan 16;14:10 [FREE Full text] [doi:
10.1186/1471-2105-14-10] [Medline: 23323800]
Duz M, Marshall JF, Parkin T. Validation of an improved computer-assisted technique for mining free-text electronic
medical records. JMIR Med Inform 2017 Jun 29;5(2):e17 [FREE Full text] [doi: 10.2196/medinform.7123] [Medline:
28663163]
Zheng S, Lu J, Ghasemzadeh N, Hayek S, Quyyumi A, Wang F. Effective information extraction framework for heterogeneous
clinical reports using online machine learning and controlled vocabularies. JMIR Med Inform 2017 May 09;5(2):e12. [doi:
10.2196/medinform.7235] [Medline: 28487265]

Abbreviations
ANTLR: ANother Tool for Language Recognition
CHESS: Clinical History Extractor for Syndromic Surveillance
http://medinform.jmir.org/2018/2/e36/

XSL• FO
RenderX

JMIR Med Inform 2018 | vol. 6 | iss. 2 | e36 | p. 14
(page number not for citation purposes)

JMIR MEDICAL INFORMATICS

Hardjojo et al

EMR: electronic medical record
ICD-10: International Statistical Classification of Diseases and Related Health Problems-10th revision
MCVS: Multi-Threaded Clinical Vocabulary Server
NHGP: National Healthcare Group Polyclinics
NLP: natural language processing
UMLS: United Medical Language System

Edited by G Eysenbach; submitted 14.06.17; peer-reviewed by P Elkin, C Fu; comments to author 22.11.17; revised version received
14.02.18; accepted 19.03.18; published 11.06.18
Please cite as:
Hardjojo A, Gunachandran A, Pang L, Abdullah MRB, Wah W, Chong JWC, Goh EH, Teo SH, Lim G, Lee ML, Hsu W, Lee V, Chen
MIC, Wong F, Phang JSK
Validation of a Natural Language Processing Algorithm for Detecting Infectious Disease Symptoms in Primary Care Electronic
Medical Records in Singapore
JMIR Med Inform 2018;6(2):e36
URL: http://medinform.jmir.org/2018/2/e36/
doi: 10.2196/medinform.8204
PMID: 29907560

©Antony Hardjojo, Arunan Gunachandran, Long Pang, Mohammed Ridzwan Bin Abdullah, Win Wah, Joash Wen Chen Chong,
Ee Hui Goh, Sok Huang Teo, Gilbert Lim, Mong Li Lee, Wynne Hsu, Vernon Lee, Mark I-Cheng Chen, Franco Wong, Jonathan
Siung King Phang. Originally published in JMIR Medical Informatics (http://medinform.jmir.org), 11.06.2018. This is an
open-access
article
distributed
under
the
terms
of
the
Creative
Commons
Attribution
License
(https://creativecommons.org/licenses/by/4.0/), which permits unrestricted use, distribution, and reproduction in any medium,
provided the original work, first published in JMIR Medical Informatics, is properly cited. The complete bibliographic information,
a link to the original publication on http://medinform.jmir.org/, as well as this copyright and license information must be included.

http://medinform.jmir.org/2018/2/e36/

XSL• FO
RenderX

JMIR Med Inform 2018 | vol. 6 | iss. 2 | e36 | p. 15
(page number not for citation purposes)

