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f OH DSI Matthew Levine and George Hripcsak COLUMBIA UNIVERSITY
0 O o MALY MebpicaL CENTER

Department of Biomedical Informatics, Columbia University; Observational Health Data Sciences and Informatics

W,

Patients are dropped and added from eMERGE cohorts when mapping ICD9 to SNOMED.
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® We examine eMERGE phenotype condition concept sets (ICD9 only) = gain some patients, and lose other patients (e.g. CKD diagnosis)
@ ldentify ICD9 codes with null /invalid /multiple standard mappings - only lose patients (e.g. MRSA control)
® ldentify patients with condition source_ concept id in each set of - only gain patients (e.g. C-diff diagnosis)

eMERGE ICD9s.

o Map ICD9 codes to standard SNOMED concepts, and take all the standard
descendants of the mapping.

Mapping to SNOMED causes some concepts to:
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® ldentity patients with condition concept id in mapped descendants.
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Net change in cohort size due to ICD9 to SNOMED mappings
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= OMOP CDMv5

« Over 3 million patients ® Mapping ICD9 to SNOMED usually brings in more patients . . .
. L . . . Conclusions and Future Directions
- 30 years old ® But, ICD9 codes with only invalid mappings typically lose patients

® These invalidly-mapped |ICD9 codes often decrease cohort size, but not always
(effect may be counteracted by other codes in eMERGE concept set)

We acknowledge NLM R0O1 LMO06910 for financial support. o ICD9 codes with multiple mappings are more likely to increase cohort size.

« We observe changes in cohort size, but we do not yet know whether

these are information LOSSES or GAINS

= The next step is to do manual clinical review to determine whether patients
should be dropped or added.




