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Background: Studies that evaluate UGIB in elec-
tronic healthcare data typically rely on inpatient diag-
nostic codes for outcome identification. Use of
hemoglobin (HGB) lab test results might increase de-
tection of UGIB that do not lead to hospitalization.

Objectives: To evaluate whether use of HGB test re-
sults increases UGIB identification using non-steroidal
anti-inflammatory drugs (NSAIDs) as a test case.

Methods: From the Mini-Sentinel distributed data-
base, we identified patients ≥18 years old who initiated
prescription NSAIDs in 3 Data Partners between Janu-
ary 2008-April 2013. Availability of HGB test results
was examined before and after NSAID initiation.
Numbers of events and cumulative incidences within
30 days after NSAID initiation were calculated for 4
mutually exclusive outcome definitions: (1) inpatient
UGIB diagnosis (standard claims-based definition
without lab test results); (2) non-inpatient UGIB diag-
nosis AND ≥3 g/dL decrease in HGB; (3) ≥3 g/dL
HGB decrease alone without UGIB diagnosis in any
clinical setting; (4) non-inpatient UGIB diagnosis,
without ≥3 g/dL HGB decrease. In secondary analy-
ses, we reviewed all coded diagnoses in patients with
outcome 3 to scan for codes indicative of potential
UGIB and assessed distributions of specific UGIB di-
agnoses in patients with outcomes 1, 2, and 4.

Results: We identified 2,289,772 NSAID initiators;
45% had ≥1 HGB result available within 365 days be-
fore or 30 days after NSAID initiation. Only 7% had
results before and after. Of 7,637 potential outcomes
identified from all 4 definitions, outcome 1 accounted
for 22%, outcome 2 for 1%, outcome 3 for 34%, and
outcome 4 for 43%. Potential cases identified by out-
come 3 were mostly associated with codes for non-
UGIB or other non-hemorrhagic conditions. Outcomes
1, 2, and 4 were associated with similar distributions
of specific UGIB codes.

Conclusions: Using HGB result values in combina-
tion with UGIB diagnoses identified few additional
potential UGIB cases and with unknown specificity.
The use of HGB result values alone did not improve
identification of potential UGIB events. The use of

non-inpatient diagnostic codes may increase UGIB
outcome detection, but would require validation.
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Background: Electronic health records are increas-
ingly used to investigate associations between
antidiabetic therapy and cancer. Misclassification
can impact results, especially if differential between
comparators.

Objectives: Estimate cancer misclassification when
using primary care or hospital data alone.

Methods: Adults aged ≥40 years with an insulin or
oral antidiabetic prescription in Clinical Practice Re-
search Datalink (CPRD) primary care data at least a
year after start of data collection, and no record of type
1 diabetes, were included. Patients were matched by
year of birth (stepwise within 5 years), sex and GP
practice to up to 1 non-diabetic patient. The cohort
was restricted to those eligible for Hospital Episode
Statistics (HES) linkage with follow-up during the
study period (04/01/97-12/31/06). Follow-up started
at the maximum of the registration date with the prac-
tice, practice up-to-standard date (a CPRD quality
metric), and start of study period. Follow-up ended at
the minimum of when the patient left the practice,
the date CPRD last collected data from the practice,
and end of study period. Cancer was identified in
CPRD via Read codes and in HES via ICD-10 codes.
For each cancer case in CPRD, analysis evaluated
whether there was a corresponding record in HES
coded with same, different or unspecified site. Analy-
sis was repeated for cancers identified in HES.

Results: 53,585 diabetic patients were matched to
47,435 non-diabetic patients. 83% of cancer cases in
CPRD had a corresponding record in HES (78% with
the same type). Misclassification varied by cancer site,
ranging from 3% (stomach cancer) to 57% (non-mela-
noma skin cancer). 83% of cancer cases in HES had a
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corresponding record in CPRD, with all misclassifica-
tion rates <20%.

Conclusions: A good level of concordance and low
level of misclassification of cancer exist between
CPRD primary care data and HES. The value of
linking these data for establishing cancer outcomes
lies more in the complimentary variables held than in
reducing misclassification.
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Background: Information from pathology reports and
discharge diagnoses in Electronic Medical Records
(EMR) are frequently used to identify lung cancer pa-
tients. Their validity has not been fully assessed in
China.

Objectives: To assess the accuracy of the
identification of lung cancer inpatients using stan-
dardized EMR data from our hospital (The first
affiliated hospital of Guangzhou medical university,
China).

Methods: The de-identified EMR data from the hospi-
tal was transformed into a common data model. Pa-
tients with an inpatient lung cancer diagnosis,
pathology diagnosis, or discharge diagnosis of lung
cancer between January 1, 2012 and September 30,
2015 were identified. Both ICD-10 code and descrip-
tion in free text were used. A random sample of 300
lung cancer inpatients was selected, and their medical
records were reviewed and adjudicated by an experi-
enced physician who was blinded to the diagnosis.
Positive predictive values (PPV) were calculated as
the proportion of lung cancer inpatients in the EMR
database that were correctly identified based on the
physician assessment.

Results: There were 6862 possible lung cancer inpa-
tients identified per discharge diagnosis, of whom
2703 patients did not have a pathology diagnosis
(group i). There were 5274 cases identified according

to pathology reports, of whom 1115 did not have a
corresponding discharge diagnosis (group ii); 4159
cases were categorized into group iii (patients with
both pathology and discharge diagnoses). The PPV
for group i was 85% (95% CI, 77.6%–92.4%), which
was lower than the 90% (95% CI, 84.1%–95.9%) for
group ii. Patients with both lung cancer pathology
and discharge diagnoses (group iii) yielded the highest
PPV, 99% (95% CI, 97.1%–100.0%). There were
more male and older patients in group i, which may
be due to a higher number of pre-existing lung cancer
patients who did not have pathology records within the
predefined period.

Conclusions: In this study, the PPV is highest when
cases are identified using both lung cancer pathology
and discharge diagnoses. In China, free text analysis
alone is not sufficient to identify true cases; combined
method is encouraged.
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Background: Epidemiological studies using claims
databases often rely on diagnostic codes for case iden-
tification. For certain diseases, this may result in
misclassification.

Methods: In the context of a study to estimate the in-
cidence and prevalence of pulmonary arterial hyper-
tension in a US pediatric population, 2010-2013
using MarketScan claims data we identified all poten-
tial cases of pulmonary hypertension (PH). Initially, a
case was defined as a patient with ≥2 claims for PH
that were at least 1 day apart, or ≥1 claim for PH plus
≥1 prescriptions for PH treatment (definition A). Later,
we redefined the inclusion criteria to require ≥1 pre-
scriptions for PH treatment for all cases (definition
B). We evaluated the impact of each definition as the
ratio of both incidence and prevalence of PH using
each definition. We searched the literature on other
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