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Abstract
Background: Administrative patient registers are often used to estimate morbidity in epidemiological studies.
The validity of register data is thus important. This study aims to assess the positive predictive value of myocardial
infarction and stroke registered in the Danish National Patient Register, and to examine the association between
cardiovascular risk factors and cardiovascular disease based on register data or validated diagnoses in a well-defined
diabetes population.
Methods: We included 1533 individuals found with screen-detected type 2 diabetes in the ADDITION-Denmark
study in 2001–2006. All individuals were followed for cardiovascular outcomes until the end of 2014. Hospital
discharge codes for myocardial infarction and stroke were identified in the Danish National Patient Register.
Hospital medical records and other clinically relevant information were collected and an independent adjudication
committee evaluated all possible events. The positive predictive value for myocardial infarction and stroke were
calculated as the proportion of cases recorded in the Danish National Patient Register confirmed by the
adjudication committee.
Results: The positive predictive value was 75% (95% CI: 64;84) for MI and 70% (95% CI: 54;80) for stroke. The
association between cardiovascular risk factors and incident cardiovascular disease did not depend on using
register-based or verified diagnoses. However, a tendency was seen towards stronger associations when using
verified diagnoses.
Conclusions: Our results show that studies using only register-based diagnoses are likely to misclassify
cardiovascular outcomes. Moreover, the results suggest that the magnitude of associations between cardiovascular
risk factors and cardiovascular outcomes may be underestimated when using register-based diagnoses.
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Background
Administrative patient registers are often used to
evaluate health planning activities and to assess the
occurrence of disease events and morbidity in epidemiological studies and trials. The validity of register data is
thus very important.
Hospital discharge diagnoses in Denmark have been
registered in the Danish National Patient Register
(DNPR) since 1997 and classified according to the
International Classification of Disease coding system
(ICD-8 between 1997 and 1993 and ICD-10 since 1994)
[1]. The DNPR are found to have good overall coverage
and holds data for 99.4% of all Danish somatic hospital
discharges [2, 3]. There is no gold standard for evaluating diagnosis, which is why only the likelihood of a
correct diagnosis can be assessed.
Previous studies of the positive predictive value (PPV)
of cardiovascular diseases in the DNPR have generally
found fair agreement between the registered codes and
hospital records [4–13]. A recent Danish study evaluating more than 2000 discharge codes for cardiovascular
diagnoses in 2010–2012 found that the PPV of cardiovascular disease based on hospital records as the reference standard varied according to diagnosis; PPV for
first time myocarditis:64% and for first time myocardial
infarction (MI):97% [12]. Other studies have found PPVs
in the range 81–100% [4, 5, 7, 9]. Previous studies of the
validity of stroke in the DNPR have shown PPVs in the
range 92–97% [6, 11, 13]. The methods for validating
the diagnoses varied in populations, settings, reference
standards and validation procedures, which may explain
the differences seen in reported PPVs. In this study, we
wanted to validate register-based event codes against
events validated by experienced clinicians. Besides
discharge summaries and medical records, we included
electrocardiographs, laboratory tests, post-mortems
(autopsies) and death certifications in the determination
of the reference diagnosis.
The aim of the study was to assess the PPV of
register-based MI and stroke events compared with
diagnoses validated by adjudication experts in a
screen-detected type 2 diabetes population. Furthermore, we aimed to examine the potential impact of
using register-based events compared to validated
diagnoses on the association between cardiovascular risk
factors and cardiovascular events.
Methods
Population

The study population comprised 1533 individuals identified with type 2 diabetes by screening in the Danish part
of the ADDITION study (Anglo-Danish-Dutch Study of
intensive Treatment in People with Screen-Detected
Diabetes in Primary Care) in 2001–2006. All individuals
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were aged 40–69 years at inclusion in the study. The
overall aim of the ADDITION study was to examine
whether early detection and early treatment onset could
reduce cardiovascular events among people with
screen-detected type 2 diabetes in a randomised
controlled trial. The primary outcome of the study was a
composite of cardiovascular events, including cardiovascular morbidity and cardiovascular mortality. The
ADDITION study is described in detail elsewhere [14, 15].
The study population had a mean diabetes duration of
11.6 years.
Data

Data from the DNPR were linked at the individual level
through the personal registration number, which is a
unique identification number provided to all Danish citizens. The DNPR holds information on all admissions
since 1977 to Danish somatic hospitals and outpatient
clinics, including discharge dates and discharge diagnosis. The DNPR was searched for cardiovascular disease
as primary diagnosis according to the International
Classification of Disease, 10th revision. We identified
myocardial infarction (ICD-10 codes: I21–24) and stroke
(ICD-10 codes: I61–65) from the date of inclusion in the
ADDITION study until the end of 2014. For each event,
medically trained staff collected and organised all relevant clinical information. This included hospital medical
records, hospital discharge summaries, electrocardiographs, laboratory results, death certifications, post mortems, autopsies, descriptions of images, e.g. X-rays, MRI
and CT scanning, and notes from general practitioners.
We excluded individuals who had experienced MI or
stroke during the last five years before the inclusion in
the ADDITION study, and we included only first
presentation of the relevant diagnosis code in the study
period.
Adjudication

An independent adjudication committee consisting of
four experienced clinicians (three in cardiology and one
in diabetology) evaluated each potential event. The
above-mentioned material was randomly sent to two
members of the committee, and each member evaluated
the potential events independently. The evaluation
followed a predefined adjudication manual (Table 1),
and a uniform adjudication form was completed for each
potential event. Furthermore, if members of the committee had insufficient information to determine a case,
they could apply for supplementary material to help
make a correct decision. In case of disagreement
between two evaluators, the material was sent to all four
members of the committee for assessment. Consensus
was then obtained in a subsequent meeting between all
members of the adjudication committee.
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Table 1 Guidelines for adjudication of potential events of MI
and stroke in the ADDITION-study

Table 1 Guidelines for adjudication of potential events of MI
and stroke in the ADDITION-study (Continued)

MYOCARDIAL INFARCTION (MI)

2. Definite hemorrhagic stroke: primary intracerabral, subarachnoidal or
secondary to ischemic stroke verified by CT or MRI scanning within 2
weeks after the stroke (focal neurological deficit of more than 24 h of
duration) or by autopsy or lumbar puncture.

Fatal
Death from a new (within 30 days) acute myocardial infarction (MI)
Confirmed in hospital by appropriate biochemistry, ECG or imaging test
or
Confirmed by autopsy showing a recent MI or recent occluding
coronary thrombus, whether or not the patient was in hospital
Non-fatal
The term MI should be used when there is evidence of myocardial
necrosis in a clinical setting consistent with myocardial ischemia. Under
these conditions, any one of the following criteria meets the diagnosis
of MI:
• Detection of rise/fall of cardiac biomarkers (preferably troponin) with
at least one value above the 99th percentile of the upper reference
limit (URL) together with evidence of myocardial ischemia with at
least one of the following:
• Symptoms of ischemia
• ECG changes indicative of new ischemia (new ST-, T- changes or new
left bundle branch block (LBBB))
• Development of pathological Q waves in the ECG
• Imaging evidence of new loss of viable myocardium or new regional
wall motion abnormality.
STROKE
Fatal
Death occurring within 30 days from the onset of symptoms suspected
to be due to a cerebrovascular event, including athero/thrombotic
infarction, embolism or haemorrhage, assuming no other more relevant
intervening event. In the absence of other obvious causes for the
sudden onset of neurological signs and symptoms, the endpoint
committee should presume a vascular cause. Death due to
subarachnoid or subdural haemorrhage should be included in this
category. A stroke may also be defined by autopsy findings showing a
recent cerebrovascular event, including athero/thrombotic infarction,
embolism or haemorrhage, whether or not the patient was in hospital
Non-fatal
The diagnosis of stroke requires evidence of a neurological deficit,
usually localised, lasting 24 h or more, usually confirmed by diagnostic
testing (e.g. CT scan). The clinical characteristics of stroke include
sudden onset of a neurological deficit, typically manifested as:
• Depression of state of consciousness
• Disturbance of vision
• Paresis of paralysis of one or more extremities
• Sensory impairment
• Speech impairment
• Central cranial nerve dysfunction
• Memory defect
• Ataxia
• Movement disorder
Confirmed diagnoses of stroke will be categorised into the following:
1. Definite ischemic stroke: verified by CT or MRI scanning carried out
within 2 weeks after the stroke (focal neurological deficit of more
than 24 h of duration) or by autopsy.

3. Not classifiable
MI myocardial infarction, ECG electrocardiogram, CT computer tomography,
MRI magnetic resonance imaging, URL upper reference limit, LBBB left bundle
branch block

Cardiovascular risk factors

We obtained baseline information on selected cardiovascular risk factors: HbA1c, cholesterol, blood pressure,
BMI, and smoking status. This information was collected
at the inclusion in the ADDITION study from clinical
examinations and self-administrated questionnaires.
Statistics

The PPV of the diagnoses of MI and stroke was assessed
as the proportion of the diagnoses identified in the register that were confirmed by the adjudication committee.
In other words, the numerator was cases confirmed by
the adjudication committee and the denominator was
the number of potential cases identified in the DNPR.
The results were stratified by calendar time and by sex.
The diagnosis of stroke was further subdivided into
hemorrhagic, ischaemic and non-specified stroke. The
association between cardiovascular risk factors at baseline and register-based or verified diagnosis of CVD, respectively, was examined by Cox proportional Hazards.
CVD was defined as a composite of MI and stroke.
Analyses were adjusted for study randomisation while
accounting for clustering by general practitioner. Results
were displayed graphically in forest plots. Risk estimates
were assessed with 95% confidence intervals (CI). All
analyses were performed in Stata 14.

Results
A total of 1533 individual identified with screen-detected
type 2 diabetes were followed for diagnosis of MI and
stroke; mean follow-up: 11.6 years. Of 69 identified
first-events of MI in the DNPR the adjudication committee confirmed the diagnoses of 52 (75%). (Table 2).
Among the non-confirmed cases, two individuals had
experienced coronary artery bypass graft surgery, two
had had percutaneous coronary interventions, and one
had died from cardiac arrhythmic complications on the
date of the MI diagnosis in the DNPR. We identified 17
women with MI diagnosis in the DNPR; 88% were confirmed by the adjudication committee. We identified 52
men with MI; 71% were confirmed.
Among the 46 cases identified with first event of
stroke in the DNPR the adjudication committee
confirmed 32 cases (70%) (Table 2). Confirmation rates

Dalsgaard et al. BMC Public Health

(2019) 19:228

Page 4 of 8

Table 2 PPV of CVD diagnosis in the Danish National Patient Register verified by the adjudication committee

Previous CVD event, n

MI
N = 1533

Stroke
N = 1533

53

40

Eligible for assessment, n

1479

1490

Diagnosed in DNPR, n (% of eligible)

70 (4.7%)

49 (3.1%)

Hospital record available, n (% of eligible)

69 (4.7%)

46 (3.1%)

Confirmed by adjudication committee, n (% of eligible)

52 (3.5%)

32 (2.1%)

PPV, % (95% CI)

75% (64; 84%)

70% (54; 80%)

DNPR Danish National Patient Register, MI myocardial infarction, PPV positive predictive value

for stroke subgroups are presented in Table 3. We identified 18 women with a diagnosis of stroke in the DNPR;
61% were confirmed by the adjudication committee. We
identified 28 men with a diagnosis of stroke in DNPR;
75% were confirmed. We tested for the effect of calendar
time and found no significant difference in PPVs over
time for either MI or stroke.
Cardiovascular risk factors

We examined the association between selected cardiovascular risk factors (HbA1c, total cholesterol, blood
pressure and smoking status) and the incidence of CVD
(diagnosis of either MI or stroke) identified in the DNPR
or verified by the adjudication committee, respectively
(Fig. 1). We found no statistically significant difference
between the two approaches, although we saw a tendency towards a stronger association between high
HbA1c or smoking and CVD based on the verified diagnosis than CVD based on the register-based diagnosis.

Discussion
In this study, we examined how well the national
registers in Denmark capture diagnoses of MI and
stroke, compared to a diagnosis verified by an adjudication committee consisting of experienced clinicians. We
found that using a diagnosis based on registers overestimates the incidence rate of both MI and stroke in
a population with screen-detected type 2 diabetes.
The adjudication committee verified only three out of
four of the register-based diagnoses of MI and stroke.
Furthermore, we examined the associations between

cardiovascular risk factors at baseline and incident
CVD during follow-up (mean follow-up: 11.6 years).
We found that the presence of associations did not
generally depend on whether the diagnoses were
based on registers or clinical verification. However, an
indication of a stronger association between risk factors and CVD was observed when using verified CVD
events, especially for HbA1c and smoking. This finding indicates that although epidemiological studies
using register-based diagnoses identify a larger number of events, the fraction that cannot be validated
introduces heterogeneity and noise that exceeds any
potential gain in statistical power from the larger
number. This may thus lead to considerable underestimation of the strength of the association between
risk factors and CVD occurrence, despite the larger
number of recorded events.
A strength of this study was that all cases were evaluated based on a broad range of accessible medical information. In addition, medically trained staff carefully
collected and organised this material. Moreover, data
was achieved for 96% of the potential cases as only four
cases were excluded because of missing data or no
available medical record.
An independent adjudication committee consisting
of trained and experienced clinicians evaluated all
potential events. In case of disagreement between two
independent evaluations by clinicians, all four
members of the committee evaluated the specific case
and consensus was obtained in a consecutive meeting.
Consequently, we consider the adjudication of cases

Table 3 Diagnosis of stroke in the Danish National Patient Register by sub-diagnosis and confirmation rates
ICD-10 codes

N = 46

Verified, n (%)

I60-I62

Haemorrhage

5

3 (60%)
1 (20%) Cerebrovascular stroke death

I63

Cerebral infarction

23

18 (78%)
1 (4%) non-classified

I64

Stroke, non-classified

18

9 (50%)

ICD-10 International Classification of Disease, 10th Revision; DNPR Danish National Patient Register
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Fig. 1 The association between cardiovascular risk factors and CVD registered in the Danish National Patient Register or verified by adjudication
committee, HR (95% CI). CVD: cardiovascular disease defined as diagnosis of MI or stroke; DNPR: Danish National Patient Register; Hba1c: glycated
haemoglobin; BP: blood pressure; HR: hazard ratio; ref.: reference group (HR = 1)

in our study to be accurate and correct and similar
to the standards used in most randomised controlled
clinical trials.

We considered only the first presentations of diagnosis
codes of MI or stroke in the NDPR during the study
period. This was done to avoid misclassification as the
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risk of a previous diagnosis in the register might influence the future discharge diagnosis.
A limitation of our study was the relatively small
sample size. Although we followed a population of 1533
persons with screen-detected type 2 diabetes during a
mean follow-up period of 11.6 years, we identified a limited number of events and thereby had a low incidence
rate for both MI and stroke. Therefore, the study had
limited power to evaluate the PPVs stratified on several
variables, e.g. gender, calendar year, and hospital type.
We collected events from all types of hospitals located
in three out of the five Danish regions distributed over
the entire country. Consequently, the results can be
generalized to individuals with type 2 diabetes in
Denmark. However, our results should be regarded as
country-specific as they are based on Danish nationwide
registers and thus cannot be generalised to other
countries.
We found considerably lower PPVs in this study
compared to other studies both for MI (PPV: 81–100%)
[4, 5, 7, 9] and for stroke (PPV 80–97%) [6, 11]. The differences in confirmation rate might partly be explained
by the way the cases were evaluated. Sundboll [12] found
a PPV of 97% (91–99%) for MI. One single reviewer
evaluated whether the diagnosis in the hospital discharge
summary confirmed the ICD-10 code in the DNPR. The
medical hospital record was evaluated only if the assessment could not be determined through the discharge
summary alone. In case of doubt, a second evaluator
was involved in the actual case. A similar approach was
used by Thygesen [9], who found a PPV of 98.0% (89.5–
99.7%). Medical records were only searched if the
discharge summary did not state the diagnosis or if the
discharge summary was missing. A single evaluator
reviewed the cases, and a second evaluator was only
involved in case of doubt. Joensen [5] found a PPV of
81.9% (79.5–84.2%) based on a review of medical records
by one single reviewer, whereas Coloma7used computer
software to verify cases based on medical records and
found a PPV of 100% (97.5–100%) for MI.
Krarup [11] found a PPV of 80.5% (73.6–86.3%) for
stroke and evaluated cases based on medical records,
hospital discharge summaries, diagnostic imaging, autopsy reports and angiography reports. Like in our study,
two independent reviewers evaluated all potential cases.
Wildenschild [10] found a PPV of 79% (62–88%) for
stroke. The diagnosis of stroke was based on a review of
medical records and diagnostic imaging. One single
reviewer evaluated each case. In case of uncertainty, two
consultants in neurology evaluated the case and
obtained consensus. Johnsen [13] evaluated cases based
on medical records and all available material assessed by
one single reviewer and found a PPV of 79.3%
(74.9–83.3%) for stroke.
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The discrepancy in confirmation rates between our
study and others may be explained by the more strict
evaluation of cases in our study than in other studies.
We considered more available medical information, the
included cases were evaluated by two independent
clinicians, and consensus was reached in case of doubt.
Furthermore, as CVD event was the main outcome
measure in the ADDITION study, we strived to determine if each case concerned a CVD event or not. If any
doubt remained at the consensus, the case was categorised as ‘not an event’. In summary, only cases in
which the diagnosis could be confirmed by 100% were
regarded as CVD events.
It is important to consider study setting when comparing PPVs. Joensen [5] found the PPV for MI to be higher
(92.4%) for patients discharged from a hospital ward
compared to other types of discharges (81.9%). Sundboll
[12] identified the potential events of MI in the DNPR
based on data from three hospitals in the Central
Denmark Region and identified higher PPVs than we
did. In our study, we considered all potential events of
MI and stroke regardless of setting. This might add to
the explanation of our lower confirmation rates.
Sundboll [12] limited the evaluation to the period of
2010–12 and suggested that the PPV increased over
time, most likely because of the implementation of
clearer guidelines, more specific definitions of disease,
and raising awareness of correct coding of entries in registers. Although we examined CVD events over a much
longer time span, we were not able to confirm a time
trend in our study. This might be caused by our limited
sample size. However, epidemiological studies using
register-based data as proxies for morbidity will often
require information on the diagnoses for a longer
follow-up period.
It is important to underline that there is no gold
standard for evaluation of diagnosis of CVD and studies
can only estimate the likelihood of agreement. Our study
and other studies report PPVs as outcome. Based on the
available data, it was not possible to estimate the sensitivity and specificity of the register-based diagnoses in
this population. Furthermore, we had not the possibility
to evaluate if a possible event was missing in the register.
Furthermore, in most studies, the incidence of CVD in
the population was not available because of the sampling
procedure in the study. The PPV varies in different populations because it is closely linked to disease incidence.
In our study, we found a relatively low incidence of both
MI and stroke, which resulted in the relative low PPVs
for both diseases. The age of the population also influences the PPV as incidence rates tend to increase with
age. Krarup [11] found higher PPVs for stroke in a population with a mean age of 73 years after two years
follow-up than we found after 11 years follow-up in a
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much younger population. In addition, Krarup stated
that comorbidity could make the diagnostic procedure
more difficult [11]. This issue must also be considered in
our study with a population of people with type 2 diabetes and a mean diabetes duration of 11.6 years. Hence,
our study participants have high risk of comorbidity,
which might complicate the assessment of events.We
found that the presence of associations between cardiovascular risk factors and diagnosis did not differ when
using register-based data or a clinically verified diagnosis. However, we saw a tendency towards a stronger association between cardiovascular risk factors and
cardiovascular disease when using the verified diagnosis
of CVD compared to using register-based diagnosis. In
other words, a more reliable diagnosis showed stronger
association with the risk factors (data not shown).
The great advantage of record linkage in epidemiological studies is the ability to carry out large-scale event
tracing at low cost and high speed. This exceptional
asset enables follow-up of very large cohorts or even the
country’s entire population, a scale that would otherwise
be prohibitively expensive. However, our study indicates
that in smaller settings such as clinical trials, the
additional investment in clinical event ascertainment
may be justified by the added statistical power it yields
through better precision.

Conclusions
This study aimed to assess the PPVs of MI and stroke
recorded in the DNPR and compare these with clinically
validated diagnoses. We found that studies using diagnosis based exclusively on registers were likely to misclassify cardiovascular outcomes to some degree. Moreover,
the results suggest that using register-based diagnoses in
epidemiological studies may lead to underestimation of
the strength of association between cardiovascular risk
factors and cardiovascular disease.
Abbreviations
ADDITION: Anglo-Danish-Dutch Study of intensive Treatment in People with
Screen-Detected Diabetes in Primary Care; CVD: Cardiovascular disease;
DNPR: Danish National Patient Register; ICD: International Classification of
Disease coding system; MI: Myocardial Infarction; PPV: Positive Predictive
Value
Acknowledgements
The authors thank Hans Ibsen, Birger Thorsteinsson, Ole Færgemann, and
Kristian Thygesen for their profound and extensive adjudication of the
cardiovascular events in the ADDITION-Denmark study.
Funding
The ADDITION-Denmark was funded by the National Health Services in the
former counties of Copenhagen, Aarhus, Ringkøbing, Ribe and South Jutland
in Denmark, The Danish Council for Strategic Research, The Danish Research
Foundation for General Practice, the Novo Nordisk Foundation, The Danish
Center for Evaluation and Health Technology Assessment, The Danish Found
of the National Board of Health, The Danish Medical Research Council,
Aarhus University Research Foundation, Novo Nordisk Scandinavia AB, Novo
Nordisk UK, ASTRA Denmark, Pfizer Denmark, GlaxoSmithKline Pharma

Page 7 of 8

Denmark, Servier Denmark A/S and HemoCue Denmark A/S. The funding
bodies did not play any role in the design of this study, in the collection,
analysis and interpretation of data or in writing the manuscript.
Availability of data and materials
The data that support the findings of this study are available from The Danish
Health Data Authority but restrictions apply to the availability of these data,
which were used under license for the current study, and so are not publicly
available. Data are however available from the authors upon reasonable request
and with permission of The Danish Health Data Authority.
Authors’ contributions
EMD, DRV and AS designed the study and developed the analysis plan. EMD
performed the data analyses and wrote the first draft of the manuscript.
EMD, DRV, AS, MEJ, TL and MC interpreted the results and revised the
manuscript. All authors approved the final manuscript.
Ethics approval and consent to participate
The ADDITION stud was approved by the Committee on Health Research
Ethics in the Central Denmark Region, and all study participants gave written
informed consent. Data was handled according to rules form the Danish
Data Protection Agency and covered by the common university notification
of the Danish Data Protection Agency on processing personal data, carried
out by the university, the Danish Data Protection Agency’s journal no.:
2015-57-0002, Aarhus University’s journal no.: 62908, serial number 185.
Consent for publication
Not applicable.
Competing interests
The authors declare that they have no competing interests.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.
Author details
1
Department of Public Health, Aarhus University, Bartholins allé 2, DK-8000
Aarhus C, Denmark. 2Department of Public Health, Aarhus University and
Danish Diabetes Academy, Odense, Denmark. 3Steno Diabetes Center
Copenhagen, The Capital Region of Denmark, Copenhagen, Denmark.
4
Department of Public Health, Aarhus University and Steno Diabetes Center,
Aarhus, Denmark.
Received: 9 November 2018 Accepted: 15 February 2019

References
1. Lynge E, Sandegaard JL, Rebolj M. The Danish National Patient Register.
Scand J Public Health. 2011;397(Suppl):30–3.
2. Andersen TF, Madsen M, Jorgensen J, Mellemkjoer L, Olsen JH. The Danish
National Hospital Register. A valuable source of data for modern health
sciences. Dan Med Bull. 1999;46:263–8.
3. Schmidt M, Schmidt SA, Sandegaard JL, Ehrenstein V, Pedersen L, Sorensen
HT. The Danish National Patient Registry: a review of content, data quality,
and research potential. Clin Epidemiol. 2015;17(7):449–90.
4. Madsen M, Davidsen M, Rasmussen S, Abildstrom SZ, Osler M. The validity
of the diagnosis of acute myocardial infarction in routine statistics: a
comparison of mortality and hospital discharge data with the Danish
MONICA registry. J Clin Epidemiol. 2003;56:124–30.
5. Joensen AM, Jensen MK, Overvad K, Dethlefsen C, Schmidt E, Rasmussen L,
et al. Predictive values of acute coronary syndrome discharge diagnoses
differed in the Danish National Patient Registry. J Clin Epidemiol.
2009;62:188–94.
6. Frost L, Andersen LV, Vestergaard P, Husted S, Mortensen LS. Trend in
mortality after stroke with atrial fibrillation. Am J Med. 2007;120:47–53.
7. Coloma PM, Valkhoff VE, Mazzaglia G, Nielsson MS, Pedersen L, Molokhia M,
et al. Identification of acute myocardial infarction from electronic healthcare
records using different disease coding systems: a validation study in three
European countries. BMJ Open. 2013. https://doi.org/10.1136/bmjopen2013-002862.

Dalsgaard et al. BMC Public Health

8.

9.

10.

11.

12.

13.

14.

15.

(2019) 19:228

McCormick N, Bhole V, Lacaille D, Avina-Zubieta JA. Validity of diagnostic
codes for acute stroke in administrative databases: a systematic review.
PLoS One. 2015. https://doi.org/10.1371/journal.pone.0135834.
Thygesen SK, Christiansen CF, Christensen S, Lash TL, Sorensen HT. The
predictive value of ICD-10 diagnostic coding used to assess Charlson
comorbidity index conditions in the population-based Danish National
Registry of patients. BMC Med Res Methodol. 2011;28(11):83–2288-11-83.
Wildenschild C, Mehnert F, Thomsen RW, Iversen HK, Vestergaard K,
Ingeman A, et al. Registration of acute stroke: validity in the Danish stroke
registry and the Danish National Registry of patients. Clin Epidemiol.
2013;23:27–36.
Krarup LH, Boysen G, Janjua H, Prescott E, Truelsen T. Validity of stroke
diagnoses in a National Register of patients. Neuroepidemiology.
2007;28:150–4.
Sundboll J, Adelborg K, Munch T, Froslev T, Sorensen HT, Botker HE, et al.
Positive predictive value of cardiovascular diagnoses in the Danish National
Patient Registry: a validation study. BMJ Open. 2016. https://doi.org/10.1136/
bmjopen-2016-012832.
Johnsen SP, Overvad K, Sorensen HT, Tjonneland A, Husted SE. Predictive
value of stroke and transient ischemic attack discharge diagnoses in the
Danish National Registry of patients. J Clin Epidemiol. 2002;55(6):602–7.
Lauritzen T, Griffin S, Borch-Johnsen K, Wareham NJ, Wolffenbuttel BH,
Rutten G, et al. The ADDITION study: proposed trial of the cost-effectiveness
of an intensive multifactorial intervention on morbidity and mortality
among people with type 2 diabetes detected by screening. Int J Obes Relat
Metab Disord. 2000;24(Suppl 3):S6–11.
Griffin SJ, Borch-Johnsen K, Davies MJ, Khunti K, Rutten GE, Sandbaek A,
et al. Effect of early intensive multifactorial therapy on 5-year cardiovascular
outcomes in individuals with type 2 diabetes detected by screening
(ADDITION-Europe): a cluster-randomised trial. Lancet. 2011;378(9786):156–67.

Page 8 of 8

