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Purpose: Canada maintains robust health administrative databases and British Columbia
Children’s Hospital (BCCH), as the only tertiary care pediatric hospital in British Columbia
(BC), maintains a comprehensive clinical inflammatory bowel disease (IBD) registry. To
evaluate the strengths and weaknesses of utilizing health administrative and clinical registry
data to study the epidemiology of IBD in BC, we conducted a population-based retrospective
cohort study of all children <18 years of age who were diagnosed with IBD between 1996
and 2008 in BC.

Methods: IBD cases from health administrative data were identified using a combination of
IBD-coded physician encounters and hospitalizations while a separate IBD cohort was
identified from the BCCH clinical registry data. Age and gender standardized incidence
and prevalence rates were fitted to Poisson regression models.

Results: The overall incidence of pediatric IBD identified in health administrative data
increased from 7.1 (95% CI 5.5-9.2) in 1996 to 10.3 (95% CI 8.2—12.7) per 100,000 children
in 2008. Similarly, the incidence of the BCCH cohort increased from 4.3 (95% CI 3.0-6.0) to
9.7 (95% CI 7.6-12.1) per 100,000. Children aged 10—17 had the highest rise in incidence in
both data sources; however, the administrative data identified significantly more 10—17-year-
olds and significantly less 6-9-year-olds (p<0.05) compared to clinical registry data.
Conclusion: While the application of both health administrative and clinical registry data
demonstrates that the incidence of IBD is increasing in BC, we identify strengths and
limitations to both and suggest that the utilization of either data source requires unique
considerations that mitigate misclassification biases.

Keywords: Crohn’s disease, ulcerative colitis, pediatric, health administrative data, clinical

registry

Introduction

Inflammatory bowel disease (IBD) is characterized by chronic inflammation of the
gastro-intestinal tract with two main subtypes, Crohn’s Disease (CD) and Ulcerative
Colitis (UC), each without a cure, resulting in life-long management often asso-
ciated with impaired quality of life."* IBD can manifest early in life with up to 10
to 20% of cases diagnosed before 20 years of age.** As the etiology of IBD
remains unclear, researchers have relied on descriptive epidemiologic studies to
track the development and impact of IBD on health.
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While single-center studies are the most common data
sources of disease registries to track chronic diseases such
as IBD, they are often limited in size and scope.’
Routinely collected health data, such as health administra-
tive data are another source of information for these epi-
demiologic studies, as they are increasingly available and
have offered population-level insights to IBD and other
diabetes
arthritis.® However, these data are not collected origin-

chronic diseases such as and rheumatoid
ally for research purposes and present unique methodolo-
gical challenges such as a lack of direct diagnosis data.’

Canada has amongst the highest incidence of IBD in
the world.'® In addition, universal coverage of hospital and
physician services means comprehensive, population-wide
administrative data are available.' Moreover, in British
Columbia, British Columbia Children’s Hospital (BCCH)
serves as the only tertiary care pediatric hospital in the
province and maintains a comprehensive prospective IBD
clinical registry.'> Consequently, this provided us the
unique opportunity to assess the epidemiology of pediatric
IBD using both clinical registry and health administrative
data.

To compare the application of health administrative
and clinical registry data in determining the epidemiology
of IBD in BC, we conducted a population-based retro-
spective cohort study of all children <18 years of age
who were diagnosed with IBD between 1996 and 2008.
We applied a previously validated Ontario-derived admin-
istrative data algorithm'? to identify patients with child-
hood-onset IBD and to determine changes in incidence and
prevalence. Next, we compared these rates with those
derived using the BCCH clinical registry in order to deter-
mine how these databases and epidemiological assess-
ments characterize the pediatric IBD population in BC.

Materials and Methods
Administrative Data Cohort and Case

Selection
This was a population-based, retrospective cohort study of
all children <18 years diagnosed with IBD in British
Columbia (BC), the third most populous province in
Canada.'* The administrative database contains all pedia-
tric patients between fiscal years (FY) 1993 to 2008
(April 1, 1993 to March 31, 2008). The administrative
database is a linked data set consisting of Medical
Services Plan (MSP) capturing physician encounters,'’
of Health Information (CIHI)

Canadian Institute

Discharge Abstract Database (DAD) capturing hospital
encounters,'® and PharmaNet capturing prescribed drugs
from the BC Ministry of Health.'” This study was
approved by the BC Children’s and Women’s Research
Ethics Board and all data were anonymized, maintained
with confidentiality, and complied to data protection and
privacy regulations.

Creating the administrative data cohort involved a two-
stage process. First, the BC Ministry of Health searched
full provincial MSP and DAD databases for the period
from FY 1993 to 2008 for all individuals <18 years. We
chose to use <18 years to reflect the age at which adoles-
cents transfer to adult gastroenterologist care. Ministry
analysts used a broad screening algorithm to select poten-
tial IBD cases: persons having at least (a) one IBD-related
physician contact, or (b) endoscopy and at least one IBD-
coded hospitalization within a 4-year period (ICD-9-CM
diagnosis codes 555.x, 556.x, 556.9 and ICD-10-CA codes
of K50.x, K51.x, K.52.3).

In the second stage, we applied the validated case
definition developed by Benchimol et al'® to the Ministry-
supplied data to identify cases with IBD, assign their
diagnosis (UC, CD, or type unclassifiable based on avail-
able codes), and determine incidence date. Under this
definition, children who had a sigmoidoscopy or colono-
scopy were selected as cases if they had 4 IBD-related
outpatient physician contacts or 2 IBD-coded hospitaliza-
tions within a 3-year period; children with no record of
sigmoidoscopy or colonoscopy required 7 physician con-
tacts or 3 hospitalizations in 3 years to qualify. Incidence
date was defined by the first encounter in the qualifying
cluster. The diagnosis (CD, UC, or IBD-U) associated with
five of the last seven most recent outpatient visits was used
to determine if children had CD, UC, or IBD-U.

BC Children’s Hospital Clinical Registry

Cohort

Patients with incident IBD at British Columbia Children’s
Hospital (BCCH) were extracted on November 13th, 2019
from a prospectively maintained, clinical pediatric data-
base containing all children with IBD diagnosed or fol-
lowed by the pediatric GI group at BCCH. For the BCCH
clinical registry cohort, patients were considered to have
IBD if they were diagnosed using standard clinical, labora-
tory, endoscopic, and radiologic criteria.'® As the only
pediatric tertiary care hospital in BC with all academic
pediatric gastroenterologists in attendance, we expected
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that children seen at BCCH represent the vast majority of
the pediatric IBD cases in BC. Information recorded
included age, year of diagnosis, and IBD subtype.
Diagnoses per year were tabulated and separated by age
group (1-5 years, 6-9 years, and 1017 years).

Incidence and Prevalence Estimates

We separated incident and prevalent cases based on a look-
back period of 3 years, also validated in the aforementioned
Ontario study.'® If there were no ICD codes in those years,
cases were considered incident; otherwise they were pre-
valent. We separated the incident cases each year during the
study period into 3 groups based on age: 1 to 5 years, 6 to 9
years, and 10 to 17 years. In computing incidence per
100,000 population for each age group in each study year
we used the annual age-specific population estimates pro-
vided by BC Statistics with interpolation adjustments to
create values for July 1 (the mid-point) of each
fiscal year.'” We standardized the incidence values for
each fiscal year for each age group to the year 1996 to adjust
for the changing composition of BC’s pediatric population
throughout the study period. Additionally, standardized
point prevalence was calculated for July 1 of each year
and included all living children <18 years with IBD, cen-
soring at death or aging out of the pediatric cohort.

Statistical Analysis

We reported descriptive statistics for the identified cases in
each age subgroup: mean and median age at diagnosis and
percentage with UC/CD as their first diagnosis. We ana-
lyzed the incidence trends of the 3 age groups during the
study period by fitting a series of Poisson regression models
to the annual standardized incidence rates. We assessed the
goodness of fit of each model and compared the quality of
the models using the Akaike Information Criterion (AIC).
We obtained the 95% confidence intervals for the annual
standardized incidence values from the best model that
included time. All regression models were fitted using
STATA version 10. We similarly computed and plotted
standardized IBD prevalence for each age group (July 1 of
each year FY) taking into account years in which indivi-
duals were not living in BC, as determined from their health
services utilization and Vital Statistics records. In the
BCCH cohort, a residency check was unable to be accrued
due to the limitations of the registry data. However, patients
were excluded from the prevalence counts as they aged out
into adult care. Using the DISTRATE procedure in STATA
we computed 95% confidence intervals for incidence and

prevalence estimates based on the gamma distribution as
developed by Fay and Feuer.”° All other statistical metho-
dology was performed using R version 3.5.3 and RStudio
Version 1.1.463.

Results
Descriptive Characteristics of BC’s

Pediatric IBD Population

The BC Pediatric IBD population was defined using both
health administrative data provided by the BC Ministry of
Health and the BCCH clinical registry for all admitted
children'? (Figure 1). Using administrative data, 1341
children satisfied the case definition requirements from
fiscal years 1996 to 2008 (Table 1). Of these identified
cases, 343 were prevalent (identified prior to 1996 or had
IBD encounters during the three-year look-back interval)
and 998 were incident cases during the study period.

The total follow-up time for all 1341 cases in the 3 age
groups was 11,475 person-years. Eighty-seven percent of the
cases were aged 10 to 17 with a median age of 14 years.
Overall, the proportion of cases with CD was greater than UC
(58% vs 29%, with 13% IBDU, p = 0.04). There were no
significant differences in IBD subtype between age groups
except in the youngest age group, where the proportion of
children with UC was greater than those with CD (p = 0.02).

In the BCCH cohort, 49 were considered prevalent,
incident cases between 1996 and 2008
(Table 1). Seventy-one percent of the cases were aged

818 were

10 to 17 and the overall median age was 12 years of age.
Similar to the administrative data cohort, the proportion of
CD patients was higher than UC (69% CD vs 22% UC and
9% IBDU, p = 0.03).

Incidence and Prevalence of Pediatric IBD
in BC Using Administrative Data

Temporal trends in incidence from the administrative data
cohort are shown in Table 2 and Figure 2A. For the whole
cohort, the standardized incidence of IBD increased from
7.1 (95% CI 5.5-9.2) per 100,000 children in 1996 to 10.3
(95% CI 8.2-12.7) per 100,000 children in 2008. The
greatest numeric change in rates was observed between
1998 and 2008 (5.9 to 10.3 per 100,000); however, this
increase was not significant (p = 0.15). Although the
temporal increase in incidence was not significant within
each age group, the incidence for the oldest group was
significantly higher than that of the other groups at all

timepoints with incidence rates of 18.7 (95% CI
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Administrative Data Cohort

1903 pediatric
patients satisfying
the BC Ministry of

Health broad
screening algorithm

l—>

1743 pediatric
patients eligible for
application of case

definition

|

1341 patients
satisfying the
Ontario Pediatric
case definition

l

160 patients missing
data

343 prevalent cases
prior to 1996

998 incident cases
between 1996-2008

BCCH Clinical Registry Cohort

832 patients
diagnosed at BCCH
between 1996-2008

17

867 total pediatric
patients in BCCH
registry

35 patients
diagnosed by adult
gastroenterologists

49 prevalent cases
prior to 1996

818 incident cases
between 1996-2008

Figure | Flow-chart of pediatric IBD case identification in BC from 1996 to 2008 using administrative data and the BCCH clinical registry cohorts.

14.8-23.3) per 100,000 children compared to 0.5 (95% CI
0.0-2.6) and 2.3 (95% CI 0.6-5.8) for the youngest and
middle age groups in 2008. The overall incidence of CD
was significantly higher than UC with the exception of the
years 1998, 1999, and 2002 (Supplemental Figure 1A).
Neither the overall incidence of CD nor UC significantly

changed throughout the study period.

Prevalence trends by age group for the administrative
data cohort are shown in Table 2 and Figure 2B. In the
decade from 1999 to 2008, the overall prevalence of IBD
increased significantly from 29.5 (95% CI 26.1-33.2) per
100,000 children to 44.0 (95% CI 39.8-48.6, p = 0.03).
Prevalence did not increase over the decade for children
aged 1-5 or 6-9. In contrast to the younger age groups, the
prevalence among children age 10 to 17 increased signifi-
cantly over this decade from 51.9 (95% CI 45.3-59.1) per
100,000 children to 85.4 (95% CI 76.9-94.6).

Incidence and Prevalence of Pediatric IBD
in BC Using BCCH Registry Data

In contrast to what was found in the administrative data
cohort, the overall IBD incidence derived from the BCCH

clinical registry significantly increased from 4.3 (95% CI
3.0-6.0) per 100,000 children in 1996 to 9.7 (95% CI
7.6-12.1) per 100,000 children in 2008 (p = 0.004)
(Table 2 and Figure 3A). Incidence in children aged 1 to
5 years remained essentially unchanged and although inci-
dence in children 6 to 9 years old increased from 3.5 (95%
CI 1.4-7.2) per 100,000 children to 7.3 (95% CI 3.9-12.6),
this was not statistically significant. Conversely, the 10- to
17-year-old age group significantly increased from 6.3
95% CI 4.1-9.3) to 153 (95% CI 11.8-19.6) per
100,000 children (p = 0.01). The overall incidence of CD
in the BCCH cohort was significantly higher than the
incidence of UC throughout the study period with the
exception for 1998 (Supplemental Figure 1B).
Additionally, the incidence of CD in the BCCH cohort
significantly increased from 3.5 per 100,000 children
(95% CI 2.4-5.0) to 6.8 (95% CI 5.1-8.9) (p = 0.04).
Moreover, the incidence of UC also significantly increased
from 0.6 (95% CI 0.2-1.4) to 2.5 (95% CI 1.5-3.8) per
100,000 (p = 0.04).

Consistent with the administrative data, the overall

prevalence estimates of the BCCH registry data also sig-
nificantly increased from 21.4 (95% CI 18.4-24.7) per
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Table | Descriptive Characteristics of BC’s Pediatric Cases ldentified Using Health Administrative and BCCH Clinical Registry Data

Administrative Cohort Ages | to 5 Ages 6 to 9 Ages 10 to 17 All
n = | Prevalent Incident Prevalent Incident Prevalent Incident 1341
18 35 23 93 302 870
Mean age at diagnosis (SD) 3.5 (1.4) 3.5(1.2) 7.7 (1.2) 7.8 (1.1) 14.6 (2.1) 14.3 (2.2) 13.4 (8.1)
Disease Subtype at Diagnosis
Crohn’s disease % 39 23 61 46 61 60 58
Ulcerative colitis % 6l 51 35 36 27 27 29
Unclassifiable % 0 26 5 18 12 13 13
Percent with = | filled IBD drug 100 95 100 100 95 99 97
prescription
Percent with 2 | endoscopy/ 100 96 100 96 97 94 95
colonoscopy
BCCH Clinical Registry n= |10 59 17 166 22 593 867
Cohort
Mean age at diagnosis (SD) 2.5 (1.3) 32(1.2) 7.6 (1.7) 8.1 (1.4) 12.0 (1.1) 13.3 (1.8) 11.3 (3.6)
Disease Subtype at Diagnosis
Crohn’s disease % 70 49 76 61 73 73 69
Ulcerative colitis % 20 34 24 27 23 19 22
Unclassifiable % 10 17 0 12 4 8 9

100,000 to 47.1 (95% CI 42.5-52.0) over the decade from
1999 to 2008 while the prevalence of IBD in the younger
and middle age groups in the BCCH cohort remained
unchanged as shown in Table 2 and Figure 3B. However,
the prevalence of the 10- to 17-year-old age group
increased significantly from 32.1 (95% CI 27.0-38.0) per
100,000 to 78.3 (95% CI 70.0 to 87.2) between 1999 and
2008 (p < 0.01).

Comparing Incidence Rates of the
Administrative Data and BCCH IBD
Cohorts

Figure 4 shows the difference in incidence rates between
the BCCH clinical registry and administrative data IBD
cohorts which overall indicates no significant differences

from 2000 to 2008. However, the earlier years of the

Table 2 Summary of Incidence and Prevalence of Pediatric IBD in BC in Children Aged | to 5, 6 to 9, and 10 to 17 Found in Health

Administrative and BCCH Clinical Registry Cohorts

Administrative Cohort Ages | to 5 Ages 6 to 9 Ages 10 to 17 All
Rates 95% CI Rates 95% CI Rates 95% ClI Rates 95% CI
Incidence 1996 0.4 0.0-2.3 3.0 1.1-6.5 13.2 9.9-17.2 7.1 5.5-9.2
2008 0.5 0.0-2.6 23 0.6-5.8 18.7 14.8-23.3 10.3 82-12.7
Prevalence 1999 34 1.5-6.7 17.7 12.4-24.5 51.9 45.3-59.1 29.5 26.1-33.2
2008 1.9 0.5-48 14.6 9.5-21.5 85.4 76.9-94.6 44.0 39.8-48.6
BCCH Cohort
Incidence 1996 1.6 0.4-4.2 3.5 1.4-7.2 6.3 4.1-9.3 43 3.0-6.0
2008 0.5 0.0-2.6 7.3 3.9-12.6 15.3 11.8-19.6 9.7 7.6-12.1
Prevalence 1999 39 1.8-7.3 19.1 13.6-26.1 32.1 27.0-38.0 21.4 18.4-24.7
2008 5.6 2.9-99 232 16.6-31.4 783 70.0-87.2 47.1 42.5-52.0

Abbreviations: IBD, inflammatory bowel disease; CD, Crohn’s Disease; UC, ulcerative Colitis; BC, British Columbia; BCCH, BC Children’s Hospital; MSP, Medical Services

Plan; DAD, Discharge Abstract Database.
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Figure 2 Incidence and prevalence of pediatric IBD in BC estimated using health administrative data. Age and sex-standardized incidence (A) and prevalence (B) of IBD per
100,000 population in BC for all ages (blue diamond), ages | to 5 (yellow circle), ages 6 to 9 (green triangle), and ages 10 to 17 (orange square). Vertical lines represent 95%

confidence intervals using gamma distribution.

BCCH data underestimate the incidence of IBD compared
to the administrative data in 1996, 1997, and 1999 (p =
0.02, 0.01, and 0.04, respectively) largely due to the very
low estimates of children with IBD in the 10 to 17 age
group in the clinical registry data compared to adminis-
trative data. With the exception of the year 2000, incidence
of the 1 to 5 age group was not significantly different
between the administrative data and BCCH cohorts. On
the other hand, the 6 to 9 age group showed significant
differences in the later years with an approximately 3-fold
higher IBD burden in the BCCH data compared to the
administrative data in 2007 and 2008 (p = 0.01 and 0.05).
Taken together, incidence rates between the two datasets
deviated the most prior to the year 2000 particularly in the
oldest age group and in the middle age group in later

years.

Discussion

Our results are the first longitudinal analysis of the epide-
miology of pediatric IBD in BC using both health admin-
istrative data provided by the BC Ministry of Health and

clinical registry data from BCCH. Algorithmic identifica-
tion of children with IBD from health administrative data
and direct incidence acquisition from clinical registry data
allowed us to calculate and compare incidence and pre-
valence rates derived from the same population using two
different data sources and methodologies.

While the overall incidence of IBD appears to have
significantly increased from 1996 to 2008 according to
clinical registry data, the increase was not significant
when calculated using the cases acquired from adminis-
trative data using an Ontario-derived pediatric case defini-
tion. Notably, in earlier years (1996 to 1999) fewer cases
of pediatric IBD were identified in the clinical registry
data compared to administrative data, particularly in the
oldest age group of children. Meanwhile, in later years
(2007 to 2008), the clinical registry data performed better,
identifying more cases in the 6 to 9 age group. Disease
subtype classification was generally consistent between the
two data sources. Overall, both data sources estimate the
overall <18 pediatric IBD incidence to be close to 10 per
100,000 by 2008.

The only previously reported incidence rate of pedia-
tric IBD in BC using administrative data used a Manitoba
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Figure 3 Incidence and prevalence of pediatric IBD in BC estimated using BCCH clinical registry data. Age and sex-standardized incidence (A) and prevalence (B) of IBD
per 100,000 population in BC for all ages (blue diamond), ages | to 5 (yellow circle), ages 6 to 9 (green triangle), and ages 10 to 17 (orange square). Vertical lines represent

95% confidence intervals using gamma distribution.

Difference in Incidence per 100,000
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0-1to5 =A-6t09 -E-10to17 =—e=All

Figure 4 Difference in incidence rates of pediatric IBD in BCCH clinical registry data relative to health administrative data cohorts. The difference in incidence of IBD per
100,000 population in BC between clinical registry data relative to health administrative data cohorts for all ages (blue diamond), ages | to 5 (yellow circle), ages 6 to 9
(green triangle), and ages 10 to 17 (orange square). Asterisks (*) represent differences between each data cohort with p < 0.05.

derived case definition which estimated incidence of
8.6 per 100,000 between 1998 and 2000,>' the lowest in
Canada. Our reported incidence rate using administrative
data during the same time period was 7.0 per 100,000,
a lower estimate, though the previous study included
patients up to 20 years old. This estimate was significantly
greater than our incidence calculated using the BCCH
clinical registry during this time period (5.4 per

100,000). Regardless of methodology, BC does represent
the lowest reported incidence in Canada during these
years; however, by 2008, we found the incidence to have
risen to 9.7 to 10.3 per 100,000 children, close to the
reported overall pooled incidence of Alberta, Manitoba,
Nova Scotia, Ontario, and Quebec in 2008.%? Compared to
international reported rates of pediatric IBD, BC falls
within the highest reported rates during this time period
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which includes Europe (0.2 to 23/100,000) and North
America (1.1 to 15.2/100,000).* This is in contrast to
regions with the lowest reported IBD incidence which
include Oceania (2.9 to 7.2/100,000), Asia (0.5 to 11.4/
100,000), Latin America (0.2 to 2.4/100,000) and Africa
(0.0 to 0.9/100,000).

While both data sources estimated the overall inci-
dence of pediatric IBD fairly closely, there were two sub-
populations that differed significantly as a result of the
data source. The first group was the 10- to 17-year-old
group, particularly between 1996 and 1999. While the
BCCH clinical registry did not explicitly exclude 17-year-
olds, these children were encouraged to engage in adult
care following their 17th birthday to facilitate transition.
Though this was standard practice in pediatric care, the
result was an under-representation of 17-year-olds at
BCCH compared to what was found in the administrative
data which captured all 17-year-olds regardless of whether
they received pediatric or adult care. The BCCH data only
included 3 children aged 17 while the administrative data
included 237 children aged 17. We anticipate this is
a limitation for not just our but other worldwide pediatric
clinical registries since the transition from pediatric to
adult care can range between 16 to 18 years of age.”*

The second group was the children aged 6 to 9 where
the administrative data cohort only estimated 1.1 and 2.3
children with IBD per 100,000 in 2007 and 2008 com-
pared to the BCCH cohort at 7.3 per 100,000 over the
same time period. While it cannot be ascertained why the
administrative data and BCCH cohorts deviated in these
later years and particularly in the middle-age group, we
suspected differences in practice pattern between BC and
Ontario may reduce the efficacy of the identification algo-
rithm. Regardless, further characterization of this subpo-
pulation is required.

As the only tertiary care children’s hospital in BC, we
expected the incident rates derived from the BCCH clin-
ical registry data would reflect the province-wide distribu-
tion. Notwithstanding having direct diagnosis data, the
clinical registry was not without its limitations. For
instance, there was no clear record of when patients
migrate away from BC thus leading to a potential over-
estimation of prevalence rates though provincially reported
interprovincial migration rates only ranged from 9.75% to
10.43% in children aged 5-19 in 2011.%> However, due to
a limited look-back time (the BCCH cohort began in 1994)
and smaller capacity to see patients in early years, the

BCCH cohort likely underestimated the early prevalence
and incidence of IBD in BC.

While registry and health administrative data are both
considered forms of routinely collected health data, and there-
fore share many of their strengths and limitations,” there are
unique aspects of each type of dataset which may result in
different sources of bias. Population-wide data, residency
checks, a more stringent incidence criteria and subtype char-
acterization all contribute to the benefit of using administrative
data.”® However, the greatest limitation is the potential for
misclassification bias which we sought to mitigate or at least
determine its impact by utilizing a validated case definition
algorithm, though, we could not fully determine the extent of
discord due to the absence of a linked validation cohort.”’
Benchimol et al reported the following diagnostic accuracies
for the Ontario pediatric case algorithm when applied to
Ontario administrative data: sensitivity 89.6% to 91.1%, spe-
cificity of 99.5% to 100%, positive predictive value 59.2%-
76.0%, negative predictive value 99.9-100%."° Even with
congruent administrative databases within Canada, the pro-
vince-to-province applicability of provincially derived case
definitions could vary significantly as suggested by
a systematic review of the algorithm validation literature,*®
and recently in a national Canadian report.”> With the avail-
ability of individual-level pharmacy dispensation records
in BC, we intend to propose potential new case definitions
which include additional layers of identification capability.
Benchimol et al’ included a single pharmacy claim for an
IBD-related medication in elderly patients to improve the
accuracy of the algorithm. Drug dispensation data have also
been used to improve the sensitivity of case definition algo-
rithms in diabetes.® In future studies, we aim to validate a case
definition using a linked validation cohort which we predict
will better fit the BC pediatric IBD population and serve as an

example for other administrative data research groups.

Conclusion

As the use of administrative data becomes increasingly
popular, we set out to compare its utility in characterizing
chronic disease to clinical registry data. Overall, this study
highlights both strengths and weaknesses to each approach
and the importance of validating case definitions for both
the applicable population and healthcare setting. However,
with appropriate consideration in utilizing routinely col-
lected data, broad, population-wide assessments of chronic
diseases can be made and our estimation of pediatric IBD
incidence and prevalence in BC signifies an increasing
trend. Epidemiology investigators should be aware of the
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strengths and weaknesses of their data sources and account
for these when reporting incidence and prevalence of
chronic diseases.
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