










 

 

Figure 1: User Interface Screenshots 

Screenshots of our system in operation showing the patient's vital signs, triage note, and top 
five automatically generated presenting problems (left).  If a nurse does not see the presenting 
problem that they want, they can start typing and see an updating list of suggested presenting 
problems ordered by predicted probability (right). 
 
 

Data Collection and Processing 

We divided our data into three categories representing the time period prior to our intervention, 
the time period during our system’s development, and the time period post-implementation. The 
post-implementation period was further analyzed based on whether our system was operational 
or not on a per-patient basis.   

We also conducted a qualitative review of 150 patients.  We randomly sampled ten patients 
from each of the five Emergency Severity Index (ESI) levels during both the pre-intervention and
and post-intervention periods; this yielded a total of 100 records representing a broad spectrum 
of presenting problems.  To this pool we added 50 randomly selected charts that had been 
completed during our unscheduled downtime. 

Three independent, expert reviewers qualitatively reviewed each of the 150 patient’s records.  
Reviewers were blinded to the selection criteria for the patients and the results of                        
our primary outcome measure. 

Outcome Measures 
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Assessment of our primary outcome measure occurred at the level of the patient. Since each 
patient may have more than one presenting problem, we defined the primary outcome measure 
as positive if all of the documented presenting problems listed for the patient were able to be 
mapped to our ontology.  If any of the presenting problems were not mapped (i.e., the triage 
nurse used free text or a term not in our ontology), we considered the outcome to be negative. 
For example, the entire patient visit with a presenting problem of “nausea, other” would be 
considered negative because “other” is not in the ontology. A patient visit of “nausea,vomiting” 
would be considered positive because all concepts are in the ontology. This all or none strategy 
provides the most conservative estimate of our system’s performance.  

For the qualitative component, all reviewers independently assessed every chart’s presenting 
problem for completeness, precision, and overall quality.  Each of these metrics was scored on 
a four-point likert scale. 

Primary Data Analysis 

For each time period we computed the percentage of patient encounter in which all of the 
patient's presenting problems were successfully mapped to our ontology.  For the qualitative 
component, reviewer’s scores were aggregated and means computed for each data element 
outlined above. 
 
We also conducted a subgroup analysis of our system’s performance during unscheduled 
downtime when autocomplete was turned off, measured by the lack of recorded predicted 
presenting problems in the system. Since predictions can also be missing when patients skip 
triage, we excluded patients that did not have a triage note (1.0%). (FIGURE 2) These typically 
represent the sickest patients such as those in cardiac arrest, suspected strokes, and trauma. 
Due to the severity of their disease, these patients often bypass triage.  We also conducted a 
sensitivity analysis in which we placed all 811 excluded patients back in, which did not show a 
clinically or statistically significant difference. 
 
Lastly, we calculated the number of keystrokes used to type each presenting problem during 
each of the study periods. Given the chaotic environment of Emergency Department triage, 
measuring absolute time would not be representative as triage nurses often perform several 
tasks simultaneously and are interrupted frequently. It is therefore difficult to reliably attribute 
duration to any one single activity. We chose instead the surrogate measure of keystrokes 
entered or ‘number needed to type’ for the amount of time that was spent documenting 
presenting problems. 
 
 
Figure 2: Enrollment Diagram 
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3. RESULTS 

Prior to implementing our system 26.2% of presenting problems entered at triage were able to 
be automatically mapped to a structured ontology.  After deployment, while our system was 
operational, we improved performance to 97.2% (p<0.0001). (TABLE 2; FIGURE 3)  

 
Table 2: Summary Findings by Time Period 
 Pre- 

Implementation 
 Post-Implementation p-value† 

Autocomplete 
Status 

N/A  Off On  

     

n  (%) 56,186 (20.2%) 854 (0.3%) 77,303 (27.8%)  
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Structured data 
capture (%) 

26.2% 89.2% 97.2% p<0.0001 

Completeness ‡ 3.35 3.54 3.66 p=0.0004 

Precision‡ 3.59 3.67   3.74 p=0.0998 

Overall Quality‡ 3.38 3.58 3.72 p=0.0002 

Mean 
Keystrokes 
Required 

11.6 10.0 0.6 p<0.0001 

Median 
Keystrokes 
Required§ 

 

10 [8-15]  9 [8-12] 0 [0-0]  

†: Pre-implementation vs. post-implementation with autocomplete on 
‡: Evaluated a on four-point likert scale where four was the maximum score 
§: Interquartile ranges 
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FIGURE 3: Percentage of Presenting Problems Mapped to Structured Data by 
Week  

 

 
During the post-implementation phase, while the system was operational, an average of 1.48 
presenting problems were documented for each patient.  To record these, nurses clicked the auto-
suggested presenting problem 88.7% of the time.  Users erroneously clicked, and subsequently 
deleted, 3.8% of complaints. 
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Qualitative assessment of presenting problem showed contextual autocomplete was associated 
with more complete (3.35 vs 3.66; p<0.05), equally precise (3.59 vs. 3.74; p=0.1), and higher 
overall quality (3.38 vs. 3.72; p<0.05) presenting problems. 
 
Our system experienced multiple episodes of unscheduled downtime, which are not correlated 
with patients or staff.  We aggregated these incidents of downtime to give us an estimate of how 
triage nurses perform with non-predictive autocomplete alone.  During these episodes 854 
patients were triaged; only 89.2% of these encounters resulted in structured data capture. 
 
During our pre-implementation phase the estimated mean number of keystrokes typed for each 
presenting problem was 11.6.  In the post-implementation phase with our system active we 
reduced the estimated mean ‘Number Needed to Type’ to 0.6 characters, a 95% improvement. 
(FIGURE 4) 
 
 

FIGURE 4: Number of Keystrokes Required to Complete Data 
Entry  

X = Pre-Implementation 

● = Post-Implementation 

4. DISCUSSION 
 

d 

w 

 

.CC-BY-ND 4.0 International licensea
certified by peer review) is the author/funder, who has granted bioRxiv a license to display the preprint in perpetuity. It is made available under 

The copyright holder for this preprint (which was notthis version posted April 12, 2017. ; https://doi.org/10.1101/127092doi: bioRxiv preprint 

https://doi.org/10.1101/127092
http://creativecommons.org/licenses/by-nd/4.0/


 

As part of a multi-year quality improvement project, our emergency department sought to 
standardize nursing presenting problems to enable presenting problem based clinical workflows 
and retrospective analysis. Hundreds of hours were spent by nursing administration on training, 
education, and ultimately remediation for nurses non-compliant with the standardized list. 
Despite the great efforts to standardize the collection of presenting problems, the minimal 
improvement was transient and unsustainable without constant feedback.  
 
Structured ontology adoption has been impeded by poor user interface design and the time 
burden required for their use.  By deploying a contextual autocomplete system, we have 
demonstrated a technique that captures structured data on nearly all patients.  Our system 
attained a 97.2% structured data capture rate while simultaneously improving documentation 
quality and reducing the burden on triage nurses, saving almost 88 hours per year in data entry. 
 
Traditionally, unstructured data has been easy to collect, but extracting knowledge from this 
source has been arduous.  Structured data, which has been harder to obtain, provides 
appreciable benefits.  Using contextual autocomplete, we reversed this paradigm, showing how 
structured data collection can be made easier and faster than unstructured collection.   
 
Prior work has focused primarily on using natural language processing and machine learning to 
extract structured data from unstructured text. [15], [16] However, retrospective classification of 
presenting problems makes assumptions about clinical meaning when there is not an exact 
match to a term in the ontology.  Simply, it is impossible to know if the term the triage nurse 
would have used is the same as the one predicted retrospectively.  In contrast, we present our 
users with our best guesses of presenting problem and then collect structured data 
prospectively, ensuring that the selection from the ontology accurately reflects clinical thinking. 
 
Contextual autocomplete reduces the number of keystrokes needed to document a presenting 
problem to zero for the vast majority of patients, 89.3%.  Overall, we reduced the number 
needed to type by 95%.  Given median typing speeds [17] and mean english word length [18], 
we estimate that our system reduces the number of man-hours required annually to type 
presenting problems at our institution from 92.5 hours to 4.8 hours. The reduced workload, 
speed, and ease of use our system provides mitigates many of the challenges that have 
historically impaired structured ontology use. 
  
In the post-implementation period, we performed a subgroup analysis comparing when the 
system was on versus off. The percentage of structured data capture decreased from 97.2% on 
to 89.2% off. On interviews with users, it was noted that there was a strong learning effect over 
time, where users learned terms in the ontology over time, lessening the transient loss of 
contextual autocomplete functionality. Given the high staff turnover of users in the emergency 
department, this learning effect would only be temporary. 

  
5. LIMITATIONS 
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The data utilized in this study was obtained from a single tertiary academic medical center. As a 
result, our outcomes may not be generalizable to other emergency departments practicing in 
disparate geographical areas or with a different patient population. We also used an ontology 
that was developed at the same site as our study.  As result, our successful match rate is likely 
to be higher than would be expected at a different clinical site with a different patient distribution.  

6. CONCLUSION 
 
We implemented a contextual autocomplete system that exhibited a marked improvement in 
structured data acquisition and ontology usage compliance.  Despite the challenges commonly 
associated with ontology use, we demonstrate a system that recorded structured data for 97.2% 
of patients, improved the quality of documentation, and reduced that amount of time required for 
data entry.  
 
Contextual autocomplete has demonstrated its effectiveness for presenting problems and can 
almost certainly be expanded to additional areas such as diagnosis, procedures, and problem 
lists to streamline user data entry and improve ontology adherence. 
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