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Claims Only Claims + EHR Diabetes without comp

Characteristic

 Of the over 20 million HIRD members with continuous medical coverage in 2024,
- one in five also had at least one EHR encounter (Figure 1).

« HEOR studies often require the integration of administrative claims with electronic health
records (EHR) to provide insights into patient characteristics and clinical and economic

outcomes. . L .
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M SD 8.2 2 0.2 fail S X Pop
M et h ' d S ean °8. 70 4.9 &0 26 AL higher 2024 prevalences than the claims-only population. Mild liver disease
Median, IQR 38 21-55 49 29-63 Mild liver S orevalence (claims+EHR: 4.9%; claims-only: 2.7%) was closest with a 1.8x difference.
Sex 91.0 B Heart failure (claims+EHR: 4.9%; claims-only: 1.7%) had the widest relative gap of
Data Source Male - aE o = SACICICES 2.8x. About 92% of the claims+EHR members had three or more QCl comorbidities
The Healthcare Integrated Research Database (HIRD®) is a large US claims & EHR Fermnale 8183911 515 1856101 405 Rheumatic disease Sy in 2024 compared to 34% of the claims-only members (Figure 3).
database curated for health-related research. Details about the HIRD's covered Missing — o i a0 Myocardial infarction ] * Members with claims+EHR had a higher proportion of the population with at
population, data structure, data provenance and quality, and example applications . ._ least one medical claim compared to members with claims only (claims+EHR:
: : Race 54 - : . : : :
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were labeled “claims+EHR’, otherwise, they were “claims only” H(;@Org'geor Latino of 2,065,077 13.0 332,994 7.6 N claims+EHR also showed higher healthcare utilization for inpatient, ER, and office
Variables NH Native Hawaiian 0 visits, and higher 2024 total costs (median: $2,757 versus $877) (Figure 4; Table 2).
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* Quan-Charlson comorbidities and the Quan-Charlson Index (QCI) are based on Islander : Recent BMI (59%), welght. (64%), height (60%), and bl.OOd p.ressure (58%) .
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o QCl in 2024 Weight = 643 5= ) 5 of Carelon Research.
Conc l usion Mean, SD 03 09 07 14 039 . 809, - - - |
All-cause total medical and Rx costs (USD) Height : 2,622,554 60.0 2.6 2.0 Michael Grabner, PhD
Mean, SD 5,755 28,359 11,400 36,888 019  NA Body mass index 2,554,716 285 22 24 michael.grabner@carelon.com
| | | N Median, IQR 887 164 3353 2757  899-9,038 Blood pressure 2,520,497 577 5.1 53
Large, integrated claims plus EHR datasets provide opportunities to address Healthcare coverage utilization Poster presented at ISPOR 2026, May 17-20, Philadelphia, PA
clinically-focused evidence needs. Analyses assessing any differences in 1+ medical claim. N. % 12863054 809 4297 468 083 913 SD - standard deviation: * distinct based on encounter date
individuals’ characteristics in the integrated dataset compared to the source Medical claim count 112 187 20.5 26.] 0.45
population are critical when interpreting and applying study findings. 1+ Rx claim, N, % 7,771,908 48.9 3,001,702 68.7 20
Rx claim count 51 Q7 10.8 14.9 0.52

n (eta) = overlap index; USD - 2024 United States dollars; QCl = Quan Charlson Index; Rx = prescription
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