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BACKGROUND

RESULTS

To calculate key epidemiological indicators like prevalence and
incidence using Real World Data (RWD), researchers should carefully
determine the lookback period (LP) to ensure well-characterized
patient health status at inclusion (1,2). A refined method involves
using a LP before including patients with prior records of the disease,
thereby reducing the overestimation of incident cases. Variations in
P length affect the accuracy of incidence estimates, with shorter
_Ps potentially leading to overestimation and longer LPs potentially
imiting database utility (3-5).

OBJECTIVES

This study aims to establish appropriate LPs for chronic pathologies
(diabetes, arterial hypertension, COPD, stroke, Parkinson’s,
depression), neoplasia (breast, lung, prostate, colorectal cancer) and
acute pathologies (urinary tract infection: UTI), in 7 European
countries (Belgium, France, Germany, Italy, Romania, Spain and the
United Kingdom). The present work is a first attempt at calibration
of a methodology, as one pathology for each group (diabetes, lung
cancer and urinary tract infection) will be studied in three selected
countries (France, Italy and the United Kingdom) and a further study
should be carried out.

METHODS

The design is an observational retrospective multinational study using
RWD. Included active patients are used as denominator of overall
mean rate that approach incidence (%.), referred to as “incidence”
in the following, and are those registered in THIN® France, THIN®
Italy and THIN® UK databases, when they have at least one visit to a
general practitioner during 2023 and at least 24 months of medical
data between the first record in the database and the relevant year
of study. Patients with prior record of relevant pathology diagnosis in
every window defined period are excluded.

Cases described above are included in the numerator only when a
new diagnosis of the relevant pathology is found in the medical
records of 2023. It follows that patients can be counted in the
numerator only once, their index date being the earliest recording of
the diagnosis in the year of study.

Registration date is calculated based on the date of first electronic
record of the patients throughout his complete medical history.

Time from registration (LP) is defined as the differences (in weeks)
between the registration date and the earliest date of diagnosis in
2023 (for cases in the numerator) and as the earliest date of contact
in 2023 (for all remaining cases).

The optimal LP window is chosen across country and pathology
based on two criteria : the absolute differences between the
overall mean incidence (%.) and the one (%.) at the specific LP
window and the sign and direction of such difference. If we assume
that the mean incidence generated via the THIN® databases is the
closest to the “real” incidence of new diagnosis (with a small
overestimation), the chosen LP window should achieving the
minimum difference. Similarly, as long as the difference between the
overall mean incidence and the incidence at a specific window is of
negative sign (-), specifying a LP less then the optimal window will
overestimate the number of cases, whereas any LP above the optimal
one can lead to underestimation. It follows that the optimal LP is the
first window producing both the minimal difference and a reserve of
its sign.
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Table 3: UTI. Evolution of specific LPs by time since registration
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CONCLUSION

These results show that to develop a standardized methodology across countries and pathologies for epidemiological indicators using RWD requires a deep
knowledge of LPs. These depend on the national health system - registration based systems (UK) or GP-based (France)- and differs across pathologies.
Although UTI, as an episode, can be defined as an acute pathology, being an eminently recurrent disease, its behaviour is similar to that of chronic pathology
with this methodology. The knowledge of the best LP in every database is crucial and its must be analysed previous to perform an epidemiologic study.
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