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Abstract

Background and Objective To compare levels of and
trends in incidence and hospital mortality of first acute
myocardial infarction (AMI) based on routinely collected
hospital morbidity data and on linked registers. Cases taken
from routine hospital data are a mix of patients with
recurrent and first events, and double counting occurs when
cases are admitted for an event several times during 1 year.
By linkage of registers, recurrent events and double counts
can be excluded.

Study Design and Setting In 1995 and 2000, 28,733 and
25,864 admissions for AMI were registered in the Dutch
national hospital discharge register. Linkage with the
population register yielded 21,565 patients with a first AMI
in 1995 and 20,414 in 2000.

Results In 1995 and 2000, the incidence based on the
hospital register was higher than based on the linked
registers in men (22% and 23% higher) and women (18%
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and 20% higher). In both years, hospital mortality based on
the hospital register and on linked registers was similar.
The decline in incidence between 1995 and 2000 was
comparable whether based on standard hospital register
data or linked data (18% and 20% in men, 15% and 17% in
women). Similarly, the decline in hospital mortality was
comparable using either approach (11% and 9% in both
men and women).

Conclusion Although the incidence based on routine
hospital data overestimates the actual incidence of first
AMI based on linked registers, hospital mortality and
trends in incidence and hospital mortality are not changed
by excluding recurrent events and double counts. Since
trends in incidence and hospital mortality of AMI are often
based on national routinely collected data, it is reassuring
that our results indicate that findings from such studies are
indeed valid and not biased because of recurrent events and
double counts.

Keywords Acute myocardial infarction -
Medical record linkage - Registries - Incidence -
Epidemiology - Hospital admissions

Introduction

Mortality from coronary heart disease, in particular from
acute myocardial infarction (AMI), has decreased in many
Western countries during the last decades [1]. A decrease
in age- and gender-adjusted AMI mortality, assuming a
constant quality of diagnosis, is a consequence of either a
decrease in incidence, case-fatality or recurrence risk, or a
combination of these. Hospital-based registers are often
used for surveillance of the morbidity and hospital mor-
tality of AMI [2]. In the Netherlands, the national hospital
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discharge register has traditionally been used to provide
estimates of (trends in) incidence and hospital mortality of
AMI [3]. However, in this register, like in many others, a
new record is created for each hospital admission. As a
consequence, admissions taken from the hospital register
will include double counts from patients if they are trans-
ferred to a second hospital or if they are admitted for the
same event several times during 1 year. Furthermore,
patients taken from the hospital register from 1 year
include a mix of patients with recurrent events (presence of
an event in preceding years) and first events (absence of
events in preceding years). Tracking individuals over time
based on information from the hospital register only is
difficult when a unique personal identifier is absent in the
hospital register. The effect of both double counting and
admixture of first and recurrent events in nationwide reg-
isters on (trends) in incidence or hospital mortality has not
been well assessed [4, 5]. For the Netherlands, this effect
could only be estimated from comparison with results from
regional cohort studies, as nationwide estimates of inci-
dence and hospital mortality of first AMI were not
available. Furthermore, it has been argued that statistics
from routine data could not be used for providing reliable
information on (trends in) incidence and hospital mortality.
After we recently showed that hospitalized patients in the
Netherlands can be followed longitudinally within the
national hospital discharge register in a valid way by using
information from the Dutch population register [6], we set
out to compare the nationwide (trends in) incidence and
hospital mortality of first hospitalized AMI based on rou-
tinely collected data in the hospital register (double counts
and recurrent events included) and based on linkage of the
hospital register with the population register (double counts
and recurrent events excluded).

Methods
Data sources

Data on hospital admissions were retrieved from the
national hospital discharge register. Since 1986, all general
and academic hospitals and most single specialty hospitals
participate in the hospital register. There are no private
hospitals in the Netherlands that treat patients with AMI.
For each hospital admission a new record is created in the
hospital register, including the following information: date
of birth, gender, numeric part of postal code (since 1991),
hospital-specific patient identification code, type of hospi-
tal, admission date and principal diagnosis of the
admission. The principal diagnosis is determined at dis-
charge and coded using the ninth revision of the
International Classification of Diseases (ICD-9-CM) [7].

@ Springer

As the hospital register does not contain a unique personal
identifier, we tracked individuals over time within the
hospital register by using information from the Dutch
population register. This database contains information on
all registered persons living in the Netherlands, including
date of birth, gender, current address, postal code and
nationality. Patients registered in the hospital register were
identified in the population register using linkage variables
‘date of birth’, ‘gender’ and ‘numeric part of postal code’.
When patients moved, their hospital admissions were
recognized by using the new postal code registered in the
population register.

Recently, the validity of the registries and linkage
methods was studied. In a random sample of hospital
admissions, 99% of the personal, admission and discharge
data and 84% of the principal diagnoses (validated through
medical record review by medical specialists) were
correctly registered [8]. In a random sample of the popu-
lation register, over 97% of the addresses were shown to be
correctly registered [9]. Furthermore, over 97% of the
uniquely linked hospital admissions resulting from linkage
of the hospital register with the population register were
shown to be correctly linked [9].

These results are similar to most of the studies that
reported on the validity of AMI events in hospital and
population based registries [10—13].

All analyses were performed at Statistics Netherlands in
agreement with privacy legislation in the Netherlands [6].

Cohort enrolment from the hospital register

The hospital register comprises information based on all
admissions in the Netherlands of the entire Dutch popula-
tion, including double counts, first and recurrent
admissions for AMI, and including AMI admissions
of non-residents. In the hospital register, 28,733 and
25,864 hospital admissions with a principal diagnosis AMI
(ICD-9-CM [7] code 410 and subcategories) were regis-
tered in 1995 and 2000.

Cohort enrolment from linked registers

After linkage with the population register using linkage
variables ‘date of birth’, ‘gender’ and ‘numerical part of
postal code’, 25,142 and 22,470 admissions came from
patients with a unique combination of linkage variables in
the population register (88% and 87%, respectively). Thus,
each remaining admission linked to only one unique indi-
vidual in the population register (one unique individual in
the Netherlands). Admissions linking with more than one
person (e.g., administrative twins; two persons with the
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same date of birth, gender and numeric part of postal code
registered in the population register) or with no person at
all (e.g., non-residents or administrative errors) in the
population register were excluded. Selection of the first
admission per person of all subsequent admissions of a
person occurring during 1995 and 2000 yielded 23,172
patients in 1995 and 20,414 patients in 2000. Thus, 1,970
double counts had occurred in 1995 (8%) and 2,056 in
2000 (9%). Information on admissions in previous years of
the patients in 1995 was obtained by selecting all hospital
admissions registered in the hospital register with principal
diagnosis AMI in the period 1991-1995. These admissions
were linked to the cohort of 23,172 patients with linkage
variables ‘date of birth’, ‘gender’ and one or both of the
variables ‘numerical part of postal code’ and ‘hospital-
specific patient identification code’. Linkage with the
population register was not possible, since this register
started in October 1994. Subjects who linked in this pro-
cess were patients with previous hospital admissions for
AMI (recurrent AMI patients) and were excluded (1,607
patients (7%)). This resulted in the final cohort of 1995
consisting of 21,565 patients. Information on hospital
admissions in previous years of the patients in 2000 was
obtained by linking of the hospital register of 1995-2000 to
the population register with linkage variables ‘date of
birth’, ‘gender’ and ‘numerical part of postal code’. All
uniquely linked admissions with principal diagnosis AMI
were selected and linked to the cohort of 20,414 patients.
Patients with previous hospital admissions for AMI
(recurrent AMI patients) were excluded (1,356 patients
(7%)). This resulted in the final cohort of 2000 consisting
of 19,058 patients.

Thus the linked register comprises information for only
part of the Dutch population (i.e., those that were unique on
date of birth, gender, and postal code), and does not include
double counts, and recurrent AMI admissions.

Data analysis

The incidence and hospital mortality of AMI (with 95%
confidence interval (95% CI)) based on the hospital register
(hospital-based) and on linked registers (linkage-based)
was computed by year, age and gender. We compared the
hospital-based incidence and hospital mortality to the
linkage-based incidence and hospital mortality by calcu-
lating incidence rate differences or ratios and risk
differences or ratios (with 95% Cls) by age and gender.
Trends in incidence and hospital mortality were obtained
by calculating incidence rate or risk differences and inci-
dence rate or risk ratios (with 95% ClIs) by age and gender.
Incidence rate differences and ratios were based on the
Poisson model, while risk differences and ratios were based

on the binomial model [14]. Pooled age-adjusted incidence
rate differences or ratios and risk differences or ratios (with
95% ClIs) were calculated according to the Mantel
Haenszel method [15].

Results

In both 1995 and 2000, the gender and age distribution of
the cohort based on the hospital register was comparable to
the cohort based on linked registers. In 1995 and 2000,
two-thirds comprised men. The mean age in 1995 was
63.7 years in men and 71.5 years in women based on the
hospital register. This was 64.3 and 71.9 years, respec-
tively, based on linked registers. In 2000, the mean age
based on the hospital register was 63.6 years in men and
70.9 years in women. Based on linked registers, this was
64.2 and 71.6 years, respectively.

In men, the (adjusted) hospital-based incidence was 47
per 100,000 person-years or 22% (95% CI 19-25%) higher
than the (adjusted) linkage-based incidence in 1995 and 43
per 100,000 person-years or 23% (95% CI 20-26%) higher
in 2000 (Table 1). Age-specific (>30 years) absolute and
relative differences ranged from 9-217 per 100,000 person-
years or 20-28% in 1995 and from 7-220 per 100,000
person-years or 22-25% in 2000. The (adjusted) hospital-
based incidence was also higher than the (adjusted) link-
age-based incidence in women in 1995 (19 per 100,000
person-years or 18%; 95% CI 15-22% higher) and 2000
(18 per 100,000 person-years or 20%; 95% CI 16-24%
higher). Age-specific (>30 years) absolute and relative
differences varied from 3-103 per 100,000 person-years or
13-20% in 1995 and from 1-116 per 100,000 person-years
or 14-33% in 2000.

The hospital-based hospital mortality was similar to the
linkage-based hospital mortality in men in 1995 (adjusted
risk ratio (RR) 1.01; 95% CI 0.95-1.07) and 2000 (adjusted
RR 1.00; 95% CI 0.94-1.07) and in women in 1995
(adjusted RR 0.98; 95% CI 0.92-1.05) and 2000 (adjusted
RR 0.99; 95% CI 0.93-1.06) (Table 2). Also within the age
groups, no significant differences between the hospital-
based and the linkage-based hospital mortality were
revealed.

From 1995 to 2000, the hospital-based decline in inci-
dence was similar to the linkage-based decline (Table 3).
In men, the (adjusted) hospital-based incidence declined by
48 per 100,000 person-years or 18% (95% CI 17-20%) and
the linkage-based incidence declined by 46 per 100,000
person-years or 20% (95% CI 18-22%). In women, the
(adjusted) hospital-based incidence declined by 18 per
100,000 person-years or 15% (95% CI 13-18%) and the
(adjusted) linkage-based incidence declined by 18 per
100,000 persons per year or 17% (95% CI 14-19%). The

@ Springer



H.L. Koek et al.

758

(JeAISIUL SOUSPYUOD 9G6 YIIM) ONEI 10 DUIISJIP eI dUIpIouL pajsnipe-ae pajood

(JeAISIUL OUIPYUOD %G YIM) OB SJBI dUIPIOU]

([eAISIUT QOUSPYUOD %G YIIM) QOUAIRJJIP )Ll OUIPIOU]

I

PTT 0 9T'D) 0T'T (TIz o s 81 (TTT 0 ST'D) 8T'T (zTz 9 91) 61 pasnlpy
STT9 11D ¥I'T (91 01 01) €1 Ie6 14118 (91’1 03 60'D) CI'T 91 ® 6) €1 901 8II opn) [e30L
(LET 0 G6°0) ¥1'T (€€1 01 12—) 95 Y6t oSy (9€'T @ €6°0) €1'T (¢r1 01 2€—) SS ocr L6V 06<
LzroIrnert (€¥1 01 $9) €01 ors £v9 OTTO 11D 8I'T (091 01 €2) 911 ¥€9 0SL 68-08
OTTOEr 611 (001 01 19) 9L 96¢ Ly 9TT O €1'D) 0T'1 (€21 01 L9) S6 98y 8¢ 6L-0L
(ECT OIS ¥TT (€9 01 1¢) L¥ 961 eve (STro1 01D LI'1 (29 01 97) ¥ 9¢ 90¢ 69-09
(Te1 01801 0T'1 (T 0 L) 91 08 S6 (Te1 01601 0T'1 (6T @ 6) 61 g6 el 65-0S
(8€'T 01901 1T'1 (€197 8 8¢ o (9T 0 10D LT'T (110109 [43 8¢ 610y
(ELT 01 TO) €€°1 ((ERRVES 8 Il (96’1 01 88°0) L1'1 o)1 8 6 6€-0¢
(€9'C 01 69°0) 1€'1 (1010)0 I I (L9°0T 0 1T'1) 6S°€ (T90)0 0 I 0e> uowom
(9710 0T'D) €T'T (Lv 01 8¢) €v (STT M 6I'D TTT (Ts o v Ly pasnlpy
0TT 0 ST'D LT'T (LE 01 80) €€ 061 (444 (8T'T O €T'D) ST'L (6€ 01 60) ¥E | k44 514 opn) [e101,
(89'T 01 68°0) TC'1 (L9T 01 65—) ¥01 Yor 89¢ (89'1 01 L6°0) 8T'1 (L8€ 01 0T—) ¥81 099 £v8 06<
(ECT OIS ¥TT (S6T 9 ¥¥1) 0TT §T6 240! (6T1 01211 0CT'1 (16T 9 921) 60T SY0°1 ¥STT 68-08
(8TT 01 LI'D) TT'T (ST O €v1) 81 ve8 800°T Lzro9rn It (S9T @ 691) LIT 600°T 9TT'1 6L-0L
(8TTO1LI'D) €T'1 (11 01 L6) ¥T1 1SS SLY OT1T O 91D 1T'1 (981 0 2TD) ¥S1 €eL L88 69-09
(6TT 01 LI €T'1 (€6 01 85) 9L (433 LOY (g1 o 61D ¥T'1 (121 0 6L) 001 60 60S 65-0S
ET 0 LD ST'T (Ly ©197) 9¢ 34! 081 (Lerorzrn oct (S¥ 01 20 v¢ €LT L0T 610y
(101801 €T'1 Trore L [43 oy 1oz 8Tl Loy 6 [43 Iy 6€-0¢
(10T 01 88°0) €€'1 1900 I C (8%'C 01 66°0) 951 (1o 1 I C 0e> UWN
Al at Qoudprouy QouapIouy Al at Qoudprouf Ealicialiif By
SI9)S1391 1981321 SI9)S13a1 1918131
payury [endsoq payury [endsoq
000T Sool

SI9)SISQ1 PAYUI] UO Paseq pue 12)sI3a1 93Ieyosip [elidsoy [euoneu Yy Uo paseq (007 PUB G661 UI uonorejur [erpredoAw ainoe pazifeiidsoy jo (1eok 1od suosiad 000001 1od) oouaprou] T dqe],

pringer

NS



759

Acute myocardial infarction incidence and hospital mortality

(TeAIOIUT DOUBPYUOD 966 YIIM) ONEI IO AIUIIIJIP YSII pajsnipe-o3e pajood

([eAIOIUT GOUAPYUOD 9G6 IM) ONBI JSTY

([BAIIUT QOUIPYUOD 9% GG YIM) QOUIWIP ST

I

(90°T 01 76°0) 66°0 010 €T-) TO— (90°T 01 €6°0) 66°0 010 €T-) 10— cparsnlpy
(F0°'T 01 06°0) L6°0 (L008T-) S0— §91 6'sT (S0°'T 01 276°0) 86°0 (8001 9T-) v'0— I'ST LLy apni) [eo,
(61'T 0 1L°0) 160 960 GTI-) 6T v SIeg (STT 01 6L°0) 00'T (T601¢6-) 10— 9°0% Sor 06<
(80°'T 01 L80) L6°0 (120 0v—) 60— €'6C 7'8C (SO°'T 01 L8°0) 96°0 CTo¢gy—) ¥1— 8'I¢ '0¢€ 6808
(ST'T 01 68°0) 10'T (€701 61-)T0 ¥91 991 1’1 01 26'0) TO'T (T0191-) #0 €81 L'81 6L-0L
(6€°1 01 98°0) 601 (8C01¢T1-) L0 '8 8’8 (1€°1 01 88°0) LO'I (CToTI-) L0 6'8 96 69-09
(6¥°'1 0 €9°0) L6°0 (0g€ 01 €T-) 10— IS 6 (I%°'1 91 09'0) 26'0 (81 0197-) #0— €¢ 6 65-0S
(€S'T 01 96°0) T6°0 (LT 8¢—) §0— L9 9 (6LT 0 0S°0) $6'0 (6T $'¢—) €0— I's 8 670
(TTY 01 6T0) €0'1 62 9%—) 10 €¢ v'e (€€ 01 8¢0) €1°1 (LL0or19-) 80 19 69 6£-0€
(0S'6 01 +0°0) $9°0 (L¥1 0 00T—) L'T— L'L 0°S (10°€ 9 20'0) ¥T°0 (8% 0 0°€9—) 1'61— 0S¢ 6'S 0> USWOM
(LO'T 01 $6°0) 00°T (L00190-) 00 (LO'T 01 S6°0) T0°'X (L00190-) 10 cparsnlpy
F0'T 03 16°0) L6°0 00 01-) €0— 86 $°6 (F0°'T 03 76°0) 86°0 #'0 01 6°0-) €0— 601 L01 apni) e,
(8T'1 01 L9°0) €60 (TT— 0 ¢61-) L'eE— L0S I'Ly (961 01 €£°0) LO'T (0610 L01-) 1T 9'TE L'¥E 06<
(60T 0 ¥8°0) 96°0 1cogy—) I'i— §'sT 7' (111 01 88°0) 660 (6CT019¢—) €0— §'8C 1'8C 6808
(TI'1 01 06°0) 00'1 LT1T9971-) 10 €6l 7’61 (01T 9 16°0) 00' 9101971-) 00 0Ll 'Ll 6L-0L
(0T'1 01 £8°0) TO'T (€10 01-) 10 I'L TL (91°T 0 68°0) 2O’ (€10 60-)T0 4 v'8 69-09
(LET 9 $8°0) LO'T (I'T0190-) TO S Lg (LE'T 01 88°0) O1'1 (€10 60-) ¥0 0 vy 65-0S
(981 01 68°0) 9C'1 (8T 01$0-) L0 9T Te (TTT 9 69°0) 68°0 (L00S1-) 70— Le €€ 67-0F
(S6'T 9 TH'0) 060 (0T 97-) €0~ I'e 8T (I1°€ 9 65°0) 9¢'1 T'€0$'1-) 60 ¥'C Te 6€-0€
(OF'T 9 LT'0) ¥9°0 (0801 6°61-) 6°¢— 801 69 (678 9 €0°0) S0 (T90166-) 91— 9°¢ 6'1 0> U
a4 @ Arenio Arenio a4 @ Arenio Arenio a3y
SI19)S1301 1981301 SI19)S1301 1981301
payury [endsoy payury [endsoy
0002 S661

SI9)SISI PaYUI[ UO PIseq pue I9)sIFar 231eyosip [eyidsoy [euoneu ay) uo paseq )OOZ Ul PUB GG Ul UOTIOIRJUT [RIPIBOOAW Inde Jo (9) Ajfenow [endsoq g dqe],

prmger

Qs



H.L. Koek et al.

760

(JeAISIUT OUIPYUOD 9,66 YIM) OIIRI JO QOUAIQHIP JYSU pAjsnlpe-o5e pojood

(86°0 01 S8°0) 160

(86°0 01 S8°0) 16°0

(60'T 01 99°0) S8°0

(T0'T 01 €8°0) T6'0

(TO'T 0 6L°0) 060

(ST'T 01 1L0) 060

(IS'T 01 19°0) 960
0¥z o 1L0) 1€1
(TTT O €1°0) SS°0
(88°€ 01 20°0) 1€°0

(96°0 01 €8°0) 68°0

(96°0 01 ¥8°0) 06°0

(9TT 01 LO'T) 9S°1

(10'T 01 6L°0) 680

(00T 01 18°0) 060

(00T 01 €2°0) 98°0

(TI'1 01 £9°0) 98°0

(20T ©1 9%°0) 69°0
(0T°€ 01 €5°0) 0€'1
(29°ST @ 9€°0) €0°€

(L6°0 01 S8°0) 16°0

(S6°0 01 ¥8°0) 06°0

(68T 01 L6°0) 8L'0

(L6'0 01 LL'O) €60

(66'0 01 78'0) 68°0

(860 01 6L°0) 260

(#0°'T 01 89°0) 10'T
(LT'T016L0) LTT
(6%°'1 01 L1°0) 0S°0
(6571 03 90°0) S8°0

(¥6°0 01 ¥8°0) 68°0

(S6°0 01 ¥8°0) 68°0

(68T 0 L6°0) SE'T

(L6001 LL'0) L8O

(66'0 01 28'0) 06°0

(86°0 0 SL°0) 98°0

(¥0'T 01 89°0) ¥8°0

(€€T 9 1L°0) L60
@TLT 9 ¥7°0) L80
(LO'TE O 1+°0) 6S°€

#0— 0 67T-) 9T—
(€0— 0 67T) 9T~
(I'¢ 0 ¢'G1—) 79—
(900 L6—) ST~
(€0 Iv—) 61—
(T1967) 60—
(1T 9C7—) To—
(Is61-) 91
(9¢016-)8C—
(8T 01 1'29—) €'LI—
(§0—06T1T-) TI—
#0— 0 8T1-) I'l—
(€€€ 0 60 181
#'09 +9-) 0'e—
002s¢e) L1—
009 vT-) TI—
#09$1-) 90—
002 +¥T-) TI—

TeoLT1-) L0
(61 9 6v—) TL

(§°0— 03 LT-) 91—
(L0— 0 67T-) 8T~
(S0— 9 9LI—-) 06—
(Lo gy—) 0C—
(To— 2 0v—) I't—
(I'109¢-) 80—
0T 61-) 00
@Trogi-) el
(0T 68—) §'¢—
(8€T M 9'61-) 60—
90— 0 8T-) TI—
(§0— 0 8T1T-) I'l—
(09T ™ ¢€'1-) €I
(80— 01 89—) 8'¢—
(To— 2 Te) L'1—
(To—o¢T)TI—
(10 ¢1-) L'0—
609 1'1-) 10—

910 ¢T-) ¥o—
(FARU RS A NINY

(98°0 01 18°0) £8°0

(88°0 01 $8°0) 98°0

(OT°T 03 6L°0) 060

(160 01 08°0) S8°0

(98°0 01 LL0) T80

(08°0 01 69°0) SLO

(#6°0 03 9L°0) ¥8°0
(LET O TOT) 8T'T
(Ty'1 01 8L°0) SO'T
(€T°01 9 60°1) ¥€'€

(280 01 8L°0) 08°0

(88°0 01 $8°0) 98°0

(96°0 1 1S°0) OL'0

(S6'0 01 28°0) 88°0

(98°0 01 8L°0) T80

(6L°0 0 2L'0) SL'O

(8001 LL0) 180

(68°0 01 LL0) €8°0
(81'T 01 88°0) TO'1
(TTT 01 €8°0) 9€°1

(L8°0 01 T8°0) S8°0

(06°0 01 S8°0) L80

(01T 03 LLO) T6'0

(160 01 18°0) 98°0

(S8°0 01 LL0) 18°0

(¥8°0 9 #L°0) 6L°0

(T6°0 03 LL'0) ¥8°0
(8€°1 01 L0'T) CT'T
(€61 01 $6°0) 0T'T
(TET O $9°0) 1T'1

(€8°0 01 08°0) 280

(68°0 01 98°0) L8"0

(68°0 01 15°0) L9°0

(86°0 01 68°0) 160

(98°0 01 6L°0) T80

(6L°0 01 €L°0) 9L°0

(€8°0 01 LL0) 08°0

(2T6'0 01 28°0) L8O
(01T 01 L8°0) 860
(89'T 01 08°0) 911

F1— 01 17-)
81—

(T1— 01 81-)
SI—

(6€ 01 121-)
Iv—

(¥S— 01 pE1-)
¥6—

¥9— 01 911-)
06—

(05— 01 €8—)
99—

(9— 01 v2-)
1
1m0 9
(€o1z-)o
(10100

(Tp— 01 15—)
Ww—

(LT— 01 9¢—)
I€—

(€2— 01 0LE—)
961—

(Sp— 01 961—)
11—

(€p1— 01 622—)
981—

(TS1— 01 012—)
81—

(65— 01 L6—)
8L—

61— 01 T¥—)
0€—
(Copy—)1
Torpo

(S1— 03 27-)
SI—

(T1— 01 81-)
SI—

(¥ 01 6T1-)
or—

#9— 01 6%1—)
LOT—

(€8— 01 9¢1—)
601—

(9r— 01 18-)
9—

(8— 01 LT—-)
81—
(€101 ¢) 8
Fo1-)e
(10100

(€p— 03 €5-)
sh—

(LT— 03 L)
(4%

(18— 01 0LY—)
9LT—

(8c— 01 261-)
01—

(TL1— 0 §92—)
81¢—

(I181— 0 Tvc—)
1e—

(¢8— 01 Z21-)
01—

(L1— 01 6£-)
87—
F019-) 1—
(T00)0

Iy
pnr)

06<
6808
6L—0L
69-09
65-0S
67—-0F
6£-0¢

0e>

Iy
apniD)

06<
6808
6L~0L
69-09
65-0S

6v—0%
6¢-0¢
0e>

[e10L,

USWO A

[e10L,

U

SI0ISIAI payuI]

19181321 Tendsoy

S19)SISQ1 pauI]

19)s1321 Tendsoy

SI19)S131 payuI]

19351391 [eydsoy

SIISISAI payuI]

19381301 [eydsoyq

S 2AnR[OY

QOUDIOHIP ST

NS QADR[OY

QOUIHIP ST

Ayreyzouwr Teydsoy ur spuaij,

Q0UQPIOUL UT SPUIL],

a8y

SI9)SI91 payUul] UO Paseq pue 1211331 25IBYOSIP
[endsoy [euoneu Yy uo paseq ()OOZ 0} S66] WOIj uondorejul [eipredoAw a)nde pazieyidsoy jo (9,) Anpenow fendsoy pue (1eok 1od suosiad 000‘001 1od) douaprour ay) ul spual], € IqeL

pringer

& s



Acute myocardial infarction incidence and hospital mortality

761

age-specific relative changes in hospital-based and linkage-
based incidence were largely comparable.

The (adjusted) hospital-based decline in hospital mor-
tality from 1995 to 2000 was similar to the (adjusted)
linkage-based decline (Table 3). In men, hospital mortality
declined absolutely by 1% and relatively by 11% based on
both the hospital register and linked registers. In women,
the absolute and relative decline was 2% and 9%, respec-
tively, based on both the hospital register and linked
registers. The age-specific relative changes in hospital-
based and linkage-based hospital mortality were largely
similar.

Discussion

We combined data from the national hospital discharge
register with data from the population register to determine
the (trends in) incidence and hospital mortality of first
hospitalized AMI (double counts and recurrent AMI cases
excluded) and compared the outcomes with the incidence
and hospital mortality based on routinely collected data in
the hospital register (double counts and recurrent AMI
cases included). The incidence based on the hospital
register was considerably and significantly higher than the
incidence based on linked registers, whereas hospital
mortality and trends in incidence and hospital mortality
were identical using either approach.

Although we were able to estimate the incidence and
hospital mortality of first AMI by linkage of the hospital
register with the population register, some aspects of this
method should be discussed. First, non-unique persons in
the population (register) were excluded from the study
population in the linked registry data. If this exclusion
produced systematic differences between the linked regis-
try population and the clinically relevant population (i.e.,
the total Dutch population), it might have affected the
incidence estimate in the linked registry to some extent
(e.g., an overestimation of incidence resulting from a
higher mean age of the study population). A pilot study
suggested that non-uniqueness relates to large cities,
foreign origin and age [6]. The differences between unique
and non-unique persons, however, were small [9] and apply
to both 1995 and 2000. Second, information on previous
admissions was limited to maximal 5 years for the patients
(as the numeric part of the postal code is registered in the
hospital register since 1991). Therefore, it seems likely that
some “first” AMI patients actually were recurrent AMI
patients. However, it has been estimated that most (95%) of
recurrent events occur within 5 years. [4, 16] Third, the
outcome measures in the present study were incidence and
hospital mortality. Mortality after discharge from hospital
was not considered, since this outcome is not registered in

the hospital register. Differences in mortality after dis-
charge between patients with a first or a recurrent AMI can
only be studied by linkage of national registers (i.e., the
hospital register with the population register and the cause
of death statistics). A final aspect that needs to be
addressed is the generalizability of our findings. The results
might differ if a change over time occurs in double-count
or readmission fractions. Results might also differ for other
diseases than AMI or for specific groups of patients (e.g.,
non-native patients), hospitals or regions. Such differences
will not be apparent from routinely collected data. Since
trends in incidence and hospital mortality are often based
on national routinely collected data, generalization of our
findings would be of great relevance.

It has been be argued that routine statistics can not be
used for providing information on (trends in) incidence and
hospital mortality, because of double counting of cases and
admixture of first and recurrent events. In order to prevent
erroneous inclusion of prevalent cases (recurrent events)
that have had a previous hospitalization for AMI prior to
the study period generally an clearance period is employed
to overcome overestimation of the incidence [16]. For
myocardial infarction, it has been shown that a clearance
period of 13 years should be taken into account to com-
pletely overcome inclusion of prevalent cases. In our study
we used a 5-year clearance period because of logistical
reasons. This however would suggest that in our incidence
estimate around 5% of the subjects should be considered as
recurrent AMI-patient rather that first ever AMI patient
[16]. Although this does affect the absolute incidence
estimate, it may not affect trends in incidence and case
fatality, assuming that the erroneous inclusion of prevalent
cases occurs at both time windows Indeed this has been
shown in a Danish study where the incidence based on the
number of AMI-patients without an admission for AMI in
the previous year overestimated the incidence based on the
number of AMI-patients without (an admission for) AMI in
the previous 14 years by 27% in men and 16% in women,
but trends reflected trends in true incidence with reasonable
accuracy [4]. With respect to double count, in eight states
of the USA, it was estimated that double counting of
patients resulted in an overestimation of the true incidence
of hospitalized AMI and an underestimation of the true
hospital mortality. In this study, double counts were
defined as readmissions for AMI within 7 days and thought
to result from transfer to a second hospital. Correction for
double counting revealed a 10-15% lower incidence and a
12% higher hospital mortality [5]. Despite aspects
regarding double counts and recurrent events, there have
been several consistent reports from different countries
using national registries to study trends in case fatality,
incidence and survival [17-21]. These time trends
indicated a decline in incidence of myocardial infarction
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and in case fatality after AMI. In the present study, we
found a significant decline in both incidence and hospital
mortality of first AMI between 1995 and 2000. These
declines in incidence and hospital mortality appear to
mainly reflect declines in first events, as trends were not
altered when recurrent cases were excluded from the data,
and thus are best explained by advances in primary pre-
vention and acute management of AMI.

Overall, our results based on deterministic linkages of
sources using gender, date of birth and postal code, are in
line with earlier reports from other studies, where linkage
was performed using unique identification numbers.

In conclusion, our study shows that the incidence
based on routinely collected data in the national hospital
discharge register overestimates the actual incidence of
first AMI based on linked national registers by least 22% in
men and 18% in women. Yet, the hospital mortality based
on the hospital register accurately reflects the actual hos-
pital mortality of first AMI. Furthermore, trends in
incidence and hospital mortality based on the hospital
register are not changed when double counts and recurrent
cases were excluded. Since trends in incidence and hospital
mortality of AMI are often based on national routinely
collected data, it is reassuring that our results indicate that
findings from such studies are indeed valid and not biased
because of recurrent events and double counts.
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