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BACKGROUND: Event adjudication by a clinical event committee (CEC) 
provides a standardized, independent outcome assessment. However, the 
added value of CEC to investigators reporting remains debated. GLASSY 
(GLOBAL LEADERS Adjudication Sub-Study) implemented, in a subset 
of the open-label, investigator-reported (IR) GLOBAL LEADERS trial, an 
independent adjudication process of reported and unreported potential 
outcome events (triggers). We describe metrics of GLASSY feasibility and 
efficiency, diagnostic accuracy of IR events, and their concordance with 
corresponding CEC-adjudicated events.

METHODS: We report the proportion of myocardial infarction, 
bleeding, stroke, and stent thrombosis triggers with sufficient evidence 
for assessment (feasibility) that were adjudicated as outcome events 
(efficiency), stratified by source (IR or non-IR). Using CEC-adjudicated 
events as criterion standard, we describe sensitivity, specificity, positive 
and negative predictive value, and global diagnostic accuracy of IR events. 
Using Gwet AC coefficient, we examine the concordance between IR- and 
corresponding CEC-adjudicated triggers. There was sufficient evidence for 
assessment for 2592 (98.3%) of 2636 triggers.

RESULTS: Overall, the adjudicated end point-to-trigger ratio was high 
and similar between IR- (88%) and non-IR–reported (87%) triggers. The 
global diagnostic accuracy and concordance between IR-reported and 
CEC-adjudicated outcome events was 0.70 (95% CI, 0.65–0.74) and 0.54 
(95% CI, 0.45–0.62), respectively, for myocardial infarction; 0.77 (95% 
CI, 0.75–0.79) and 0.71 (95% CI, 0.68–0.74) for bleeding; 0.70 (95% CI, 
0.62–0.79) and 0.59 (95% CI, 0.43–0.74) for stroke; 0.59 (95% CI, 0.52–
0.66) and 0.39 (95% CI, 0.25–0.53) for stent thrombosis. For IR bleedings, 
the concordance with the CEC on type of events was generally weak.

CONCLUSIONS: Implementing CEC adjudication in a pragmatic open-label 
trial with IR events is feasible and efficient. Our findings of modest global 
diagnostic accuracy for IR events and generally weak concordance between 
investigators and CEC support the role for CEC adjudication in such settings.

REGISTRATION: URL: https://www.clinicaltrials.gov; Unique identifier: 
NCT03231059.
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The main purpose of a randomized controlled trial 
is to obtain a valid estimate of the effect of an 
intervention on a study outcome. For some out-

comes, such as all-cause death, no adjudication is typi-
cally necessary. However, for secondary outcomes, such 
as mode of death, or subtype of nonfatal events, such 
as the type of myocardial infarction (MI) that may be not 
reliably collected in the absence of standardized defini-
tions and conventions, adjudication by an independent 
clinical event committee (CEC) may provide a uniform 
and accurate assessment of reported events, particu-
larly for study with an open-label design. The impor-
tance of standardized adjudication may be particularly 
relevant to the design of pragmatic clinical trials, de-
signed to address research questions that reflect patient 
care in a real-world setting. These studies may facilitate 
operations by optimizing efficiency and reducing costs, 
but they typically measure only investigator-reported 
(IR) outcome. An example was the GLOBAL LEADERS 
trial, designed by a consortium of academic investiga-
tors to investigate a new treatment paradigm in pa-
tients undergoing percutaneous coronary intervention 
based on early aspirin discontinuation and continuation 
of potent P2Y12 inhibitor monotherapy compared with 

the standard of care consisting of 12-month of dual 
antiplatelet therapy followed by aspirin monotherapy.1 
GLOBAL LEADERS was designed as an open-label supe-
riority trial with all study-defined outcome events (apart 
from Q-wave MI) being IR and not subject to formal 
adjudication by an independent CEC, a decision with 
the potential to introduce detection, reporting, or as-
certainment bias.2

We, therefore, designed GLASSY (GLOBAL LEADERS 
Adjudication Sub-Study) to prospectively implement, in 
a sample of the GLOBAL LEADERS trial (7585 of 15 991 
patients; 47.5%), an independent adjudication process, 
using standardized CEC procedures, of reported and 
unreported potential outcome events.3,4 In the evolving 
landscape of randomized clinical trials,5 GLASSY provides 
a unique opportunity to examine key attributes of CEC 
processes in the context of a pragmatic randomized clini-
cal trial designed to have only IR outcome events. We 
thus conducted the present analysis to describe feasibil-
ity, operational efficiency, accuracy of potential outcome 
events (trigger) identification and adjudication in GLASSY, 
concordance between IR- and CEC-adjudicated triggers, 
and reliability of IR outcome to estimate randomized 
treatment effects. Finally, we reflect on the potential 
advantages provided by systematic CEC processes within 
a pragmatic, open-label, randomized controlled trial.

METHODS
The data that support the findings of this study will be made 
available by the corresponding author upon reasonable 
request. GLASSY has been approved by the local ethics com-
mittee of all study sites or by the central ethics committee for 
the country depending on country-specific regulations. In all 
cases, they deemed that it was not necessary to obtain fur-
ther informed consent from individual subjects.

Site Selection
There was no a priori attempt to select a patient population 
in GLASSY perfectly representative of the whole population 
included in the parent study as that would have required ran-
dom selection of the sample ideally at the patient level or 
at least at the site level. This was financially unsustainable 
for an investigator-initiated study. A total of 7585 patients 
from the top 20 recruiting sites, representing 47.5% of the 
GLOBAL LEADERS study population of 15 991 patients, were 
included in GLASSY. In GLOBAL LEADERS, the randomization 
was stratified by site. Therefore, the estimation of treatment 
effects in GLASSY is expected to be valid.

Trigger Definition and Strategies to 
Identify Outcome Events
A trigger is any potential study outcome event that under-
goes evaluation by CEC. In GLASSY, triggers included all IR 
potential outcome events, that is, death, MI, stroke, bleed-
ing, stent thrombosis (ST), and coronary revascularization, 
as well as potential outcome events (non-IR) not reported by 

WHAT IS KNOWN
•	 GLASSY (GLOBAL LEADERS Adjudication Sub-

Study) prospectively implemented, in a large 
sample of patients enrolled in the top 20 recruit-
ing sites within the GLOBAL LEADERS trial (7585 
of 15 991; 47.5%), an independent adjudication 
process of reported and unreported potential 
outcome events, using standardized clinical event 
committee procedures.

•	 Nonfatal events reported by the investigators, 
such as myocardial infarction, stent thrombosis, 
stroke, or bleeding, especially if specific definitions 
are required by the protocol, are known to be sub-
optimal in large pragmatic trials.

WHAT THE STUDY ADDS
•	 Introducing independent, blinded clinical event 

committee–adjudication processes into a prag-
matic, open-label trial appears feasible and 
efficient.

•	 The concordance between outcome events 
reported by the sites and those centrally adjudi-
cated is low particularly for subtype of events. 
Almost 1 every 5 adjudicated outcome events was 
identified only via clinical event committee proce-
dures and not reported by the investigators.

•	 Considering the feasibility, efficiency, and gener-
ally high discordance with investigators, the adop-
tion of clinical event committee is highly desirable 
in pragmatic randomized clinical trials.
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the investigators. We comprehensively searched for the lat-
ter using predefined case report form-based algorithms. The 
detailed search criteria, logics, and wording used are listed 
in Methods in the Data Supplement (trigger specifications). 
Before CEC adjudication, all possible non-IR outcome events 
were initially screened by a cardiologist (the study coordina-
tor). If there was clear evidence that the non-IR–suspected 
event could not qualify as an outcome event based on the 
CRF narrative review, this was not presented to the CEC. All 
remaining non-IR events considered as triggers were submit-
ted for CEC evaluation. Triggers could also be identified man-
ually by the CEC members (X.M trigger; Methods in the Data 
Supplement) during event adjudication.

CEC Procedures
To conform with best adjudication practice, the CEC data-
set was locked before the termination of the parent GLOBAL 
LEADERS study. Steps were taken to ensure the CECs were 
unaware of treatment assignment as described in the design 
paper, that is, CEC was blinded to randomization.3 The CEC 
consisted of 3 independent voting members. All events were 
reviewed independently by 2 members. In case of disagree-
ment, the event was reviewed by all 3 members, and if no 
consensus was achieved after discussion, a vote was taken. 
The site investigators and the CEC used identical event defi-
nitions. These definitions were presented in the protocol, 
at investigator meetings, and training was given at the site 
initiation visit for study personnel. This training specifically 
included (1) a detailed overview of outcome definitions, (2) 
criteria for outcome reporting in the CRF, and (3) remote 
assistance via a dedicated hotline.

Definition of Sufficient Evidence for End 
Point Adjudication
To examine the feasibility of GLASSY, we describe, for each of 
the outcome event types analyzed, the proportion of triggers 
with sufficient evidence for adjudication. While death was 
adjudicated as an outcome event in all cases, even if there 
was no information (unknown death), nonfatal outcome 
events required a minimum amount of evidence for formal 
assessment.6 Evidence for CEC adjudication was deemed suf-
ficient if included at a minimum a narrative description with 
pertinent medical documentation; these typically included 
ECG and cardiac biomarkers for MI, an angiographic report 
for ST, and urgent revascularization; brain imaging for stroke; 
and laboratory values for bleeding. In case of CRF-only nar-
rative, the evidence was considered insufficient and the case 
was not adjudicated by the CEC.3

Statistical Analysis
For the present analysis, we focused on triggers for 4 
potential outcome events: MI, bleeding, stroke, and ST, 
where identical definitions were used by investigators and 
the CEC. Urgent target vessel revascularization was only 
CEC-adjudicated, and its definition differed from the closest 
corresponding IR end point (ie, coronary revascularization). 
Therefore, it was analyzed for feasibility (ie, percentage of 
events with sufficient evidence) but not as part of the con-
cordance analyses.

For each of the four trigger types, we report the propor-
tion of events with sufficient evidence for adjudication and 
the proportion of triggers that were adjudicated as outcome 
events stratified by source (IR versus non-IR). Finally, we report 
sensitivity, specificity, positive and negative predictive values, 
as well as global diagnostic accuracy (95% CI) of IR outcome 
events using CEC-adjudicated data as the gold standard. 
Treatment effects for each type of event were estimated 
using rate ratios at 2 years with corresponding 95% CIs. 
The interaction between IR-reported and CEC adjudication 
was calculated through a generalized linear model using the 
link function for the binomial distribution. All analyses were 
performed at CTU Bern using Stata, version 16.0 (StatCorp, 
College Station, TX).

Concordance between IR triggers and correspond-
ing CEC-adjudicated events was evaluated. For bleeding 
triggers, the most commonly reported outcome event in 
GLASSY, we also assessed concordance on the Bleeding 
Academic Research Consortium (BARC) type of event. We 
used a Gwet AC with exact binomial 95% CIs as a measure-
ment of the extent of agreement beyond chance alone. The 
choice of the Gwet AC allows to overcome the statistical 
problems associated to the Cohen κ, in terms of prevalence 
and marginal probability. In fact, the Cohen κ is sensitive 
when the prevalence is not high, and the results are not 
consistent with the percentage of agreement, while the 
Gwet AC appears not to be influenced by this low preva-
lence. Consequently, the latter method is expected to give 
more robust and coherent results.7

Similar to what has been proposed for Cohen κ,8 we inter-
preted concordance between IR and CEC outcome events as 
follows:

1.	0 to 0.20: none
2.	0.21 to 0.39: minimal
3.	0.40 to 0.59: weak
4.	0.60 to 0.79: moderate
5.	0.80 to 0.90: strong
6.	>0.90: almost perfect

RESULTS
Overall, 2636 triggers were identified: 405 (15.4%) 
were for MI, 1721 (65.3%) for bleeding, 199 (7.5%) 
for ST, 114 (4.3%) for stroke, and 197 (7.5%) for 
urgent target vessel revascularization. A total of 
2592 (98.3%) triggers had sufficient evidence and 
underwent formal adjudication. The proportion of 
triggers with sufficient evidence was >98% for all 
potential outcome events. The exception was MI 
(92.3%) mainly due to the absence of cardiac bio-
markers (Table 1).

The overall proportion of triggers that were eventu-
ally adjudicated as outcome events was 87.9% (1726 
of 1963) for those reported by the investigators (IR 
triggers) and 87.2% (377 of 432) for those not report-
ed by the investigators (non-IR triggers). Among the IR 
triggers, ST was confirmed by the CEC only in 75.2% 
of cases, whereas for the other types of events, con-
firmation by CEC was higher. Among the non-IR trig-
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gers, the lowest proportion of triggers adjudicated as 
outcome events was observed for MI (65.1%). Overall, 
there were 2103 confirmed outcome events (87.8% 
of the total triggers), 1726 (82%) IR, and 377 (18%) 
CEC-identified. Most (260 of 377 or 69%) CEC-iden-
tified outcome events were bleedings (Table I in the 
Data Supplement).

Diagnostic Accuracy of IR Events
The diagnostic accuracy of IR events by event type 
is reported in Figure  1, Table  2, and Table II in the 
Data Supplement. In general, the specificity and 
negative predictive values were low to very low for 
all event types, resulting in a global diagnostic accu-
racy measured by percentage agreement (95% CIs) 
that was 0.70 (0.65–0.74) for MI, 0.77 (0.75–0.79) 
for bleeding, 0.70 (0.62–0.79) for stroke, and 0.59 
(0.52–0.66) for ST.

Trigger-Level Concordance Analysis and 
Treatment Effect Estimation
The trigger-level concordance analysis by type of 
event is presented in Figure 2. It was 0.53 (95% CI, 
0.44–0.62) for MI, 0.70 (95% CI, 0.67–0.74) for 
bleeding, 0.58 (95% CI, 0.434–0.738) for stroke, 
and 0.38 (95% CI, 0.24–0.52) for ST. Within IR 
bleedings, the concordance between investigators 
and CEC on BARC classification (type 1–5) was gen-
erally weak (Table 3).

The estimation of treatment effect by event type is 
presented in Figure 3. In general, the direction between 
IR- and CEC-adjudicated outcome events of the treat-
ment effects did not differ, with point estimates favor-
ing the experimental strategy for MI and ST without any 
significant interaction.

DISCUSSION
In the present study, we observed that (1) a system-
atic CEC adjudication process within a pragmatic RCT 
is feasible, as measured by the proportion of potential 
events that could be assessed for adjudication; (2) the 
proportion of confirmed outcome events is high and 
similar between triggers reported and unreported by 
the investigators; (3) the global diagnostic accuracy of 
IR events is suboptimal, mostly due to a low specific-
ity/negative predictive values as compared with CEC-
adjudicated outcome events; (4) the event-level con-
cordance between IR and CEC-adjudicated events is 

Table 1.  Proportion of Triggers Stratified by Type With Evidence That 
Was Considered Sufficient to Be Adjudicated by the Clinical Event 
Committee

Event type  

MI 374/405 (92.3%)

Bleeding 1712/1721 (99.5%)

Stroke 112/114 (98.2%)

ST 197/199 (99.0%)

Urgent TVR 197/197 (100%)

ST indicates stent thrombosis; and TVR, target vessel revascularization.

Figure 1. Diagnostic logic metrics of investigator-reported events.
NPV indicates negative predictive value; and PPV, positive predictive value.
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generally weak, particularly for ST, and it is weak for the 
type of bleeding events.

These findings may have relevant implications to inform 
the design of future pragmatic RCTs, especially consider-
ing that GLASSY was the first of its kind investigation that 
assessed the added value of CEC adjudication processes 
within a pragmatic RCT that was originally designed not 
to rely on CEC-adjudicated outcome events.

Feasibility, Efficiency, and Impact on 
Event Rate of CEC Processes
While all-cause death is always included as an end point 
irrespective of the ascertainment of a presumed cause, 
nonfatal outcome events require a minimum amount of 
evidence to be confirmed. For this reason, in GLASSY, 
we distinguished between events that do not meet the 
end point definition due to the lack of the required data 
elements (unknown events) from those that were adjudi-
cated as negative (NO events) as a measure of study feasi-
bility. We observed that, with the exception of MI, the vast 
majority of triggers (>98%) could be assessed for adjudi-
cation, indicating excellent feasibility. The lack of cardiac 
biomarkers was the primary reason for not being able to 
adjudicate a potential MI event, but overall, this affected 
<8% of potential MIs indicating that, even for this end 
point, the proportion of unknown events (and the cor-
responding uncertainty around its estimate) was modest.9

We also observed that the proportion of triggers that 
were confirmed as events (end point-to-trigger ratio) 
was high and similar between triggers reported and 

unreported by the investigators indicating that a CRF-
based strategy validated by a dedicated cardiologist is 
efficient in identifying triggers with high likelihood of 
being later confirmed as outcome events.

Notably, almost 1 in 5 of the outcome events includ-
ed in GLASSY (377 of 2103 events; 18% of the total) 
were not reported by the investigators with 2 of 3 of 
these unreported event being bleedings. These data 
indicate that the potential underreporting of outcome 
events by investigator only could be substantial and this 
difference that may have implications not only for the 
accuracy of the event rate estimates but also for the 
accurate assessment of treatment effect.

Diagnostic Accuracy of IR Events and 
Concordance Between Investigators and 
the CEC
Using CEC-adjudicated outcome events as criterion 
standard, we observed that the diagnostic accuracy of 
the IR events analyzed was between 59% and 77%. 
These suboptimal values were mostly related to low 
true negative end point rates and corresponding nega-
tive predictive values, indicating that there is generally 
low confidence on the absence of confirmed outcome 
events when these are not reported by the investigators.

The trigger-level concordance analysis between IR 
and corresponding CEC-adjudicated events was mod-
erate for bleeding, weak for MI and stroke, and mini-
mal for ST. The lack of concordance on bleeding and 
ST has been already observed,10 may have potential 
implications for the accurate assessment of treatment 
effects, and may be related to several factors including 
the complexity of the event definitions (and the relative 

Table 2.  Comparison of IR With CEC-Adjudicated MI, Bleeding

 
CEC adjudicated (criterion 
standard) Total events

IR-MI Yes No  

 ��� Yes 232 56 288

 ��� No 56 30 86

 ��� Total 288 86 374

IR-bleeding Yes No  

 ��� Yes 1303 129 1432

 ��� No 260 20 280

 ��� TOT 1563 149 1712

IR-stroke Yes No  

 ��� Yes 76 14 90

 ��� No 19 3 22

 ��� TOT 95 17 112

IR-ST Yes No  

 ��� Yes 115 38 153

 ��� No 42 2 44

 ��� TOT 157 40 197

CEC indicates clinical event committee; IR, investigator reported; MI, 
myocardial infarction; and ST, stent thrombosis.

Figure 2. GLASSY (GLOBAL LEADERS Adjudication Sub-Study) agreement 
rate for myocardial infarction (MI), bleeding, stroke, and stent thrombo-
sis (ST) between investigators and the clinical event committee.
The intensity of the color of the point estimate and corresponding 95% CI of 
the error bars is proportional to the value of point estimate.
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novelty of some classification used such as the BARC) 
and the medical qualifications of the study staff enter-
ing the data in the CRF. Notably, as GLASSY was con-
ducted in the top recruiting sites of GLOBAL LEADERS, 
it is possible that the concordance between CEC and 
investigators in smaller sites may be even lower.

Finally, we observed that the concordance between 
IR and CEC bleeding according to the BARC classifica-
tion, with the exception of fatal bleeding events, was 
extremely poor. This may have major implications for 
the use of composite outcome events. Major bleeding 
events, usually defined as BARC type 3 or 5, sometimes 
also including BARC type 2 bleeding,11 are the most 
common safety end point in cardiovascular RCTs test-
ing antithrombotic strategies. The lack of concordance 
between investigators and CEC indicates that adjudi-
cation should be always considered when bleeding is 
included as safety outcome events.

Potential Implications for Pragmatic 
Clinical Trial Design
Pragmatism—an established concept in clinical 
research—aims at enhancing generalizability rather 

than internal validity of a study result and promotes 
clinical or policy decision-making by providing evi-
dence for the use of an intervention into real-world 
clinical practice.12–14

Therefore, pragmatic clinical trials are intended to 
determine the effectiveness of an intervention in broad 
populations representative of the disease of interest 
with minimal exclusion criteria while explanatory clini-
cal trials are designed to determine its efficacy under 
ideal conditions, usually in a highly selected population. 
These pragmatic trials are thus essential to complement 
earlier phase studies designed to explore the efficacy of 
a given intervention.

To quantify the pragmatism of a clinical trial, tools 
have been proposed to examine whether key dimen-
sions of a study, such as eligibility, recruitment, and 
primary outcome, are directly related and relevant to 
usual care.15 Importantly, the role of independent end 
point adjudication in this context is a quality rather 
than a pragmatic issue. If the quality and consistency 
of end point ascertainment can be improved by adjudi-
cation without affecting routine patient care, CECs are 
highly desirable.16

In pragmatic studies, such as the GLOBAL LEADERS, 
the use of IR outcome has been advocated, mostly for 
operational efficiency and cost minimization. A prag-
matic trial of management strategies in patients with 
chronic obstructive pulmonary disease in clinical prac-
tice used data from an established electronic health 
record system for both effectiveness and safety moni-
toring with no formal adjudication.17 The study docu-
mented a reduction of the primary outcome of moder-
ate or severe exacerbations in the interventional group 
by 8.4% ([95% CI, 1.1–15.2] P=0.02) but with an unex-
pected ≈50% increase in total mortality, with a limited 
possibility of further analyses18 lacking standardization 

Figure 3. Estimates of randomized treatment effect on outcome event components in GLASSY (GLOBAL LEADERS Adjudication Sub-Study).
BARC indicates Bleeding Academic Research Consortium; CEC, clinical event committee; IR, investigator reported; MI, myocardial infarction; and ST, stent thrombosis.

Table 3.  Agreement Rate on BARC Type of Investigator-Reported 
Bleedings

Total
Percentage 
confirmed by CEC Agreement rate

BARC 1 (n=778) 75% (n=586) Weak (0.41)

BARC 2 (n=459) 76% (n=301) None (0.10)

BARC 3 (n=163) 72% (n=118) Weak (0.43)

BARC 4 (n=6) 33% (n=2) None (0.16)

BARC 5 (n=26) 65% (n=17) Moderate (0.60)

BARC indicates Bleeding Academic Research Consortium; and CEC, clinical 
event committee.
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on the attribution of mode of death. Guimaraes et 
al19 compared the 1-year cumulative event rates when 
events were identified by medical claims as compared 
with physician adjudication. The accuracy of bill-iden-
tified events using physician adjudication as the crite-
rion standard was also assessed. They found that event 
rates at 1 year were lower for MI, stroke, and bleeding 
when medical claims were used to identify events than 
when adjudicated by physicians. They concluded that 
medical claims diagnoses were only modestly accurate 
in identifying MI and stroke admissions and also had 
limited accuracy for bleeding events and suggested that 
an alternative approach may be needed to ensure good 
safety surveillance in cardiovascular studies.

Registry-based randomized trials, one of the most 
innovative pragmatic clinical trials, are emerging as a 
potentially disruptive approach owing to their ability to 
address clinically relevant questions in large representa-
tive patient populations at limited cost. These studies, 
arguably one of the best example of pragmatic clini-
cal trials, are now promoted as paradigm for collection 
of structured clinical data in Sweden.20 Recent Swedish 
guidelines on these studies not only promoted the use 
of CEC as optimal practice for end point reporting but 
also identified pathways for continuous reporting of 
source documentation to facilitate prompt adjudication 
of study data.20

Limitations
By GLOBAL LEADERS design (ie, IR-only study), the sys-
tematic identification of potential outcome events in 
GLASSY is limited by the eCRF and relies on source doc-
umentation provided by the site, including cardiac bio-
markers to adjudicate MI, which reduces the ability to 
identify all possible potential outcome events. Also, the 
present study was designed after the initiation of the 
parent trial but before the completion of 2-year follow-
up. Therefore, part of the source documentation was 
collected after the patients had completed the study 
follow-up. Finally, to be financially sustainable, GLASSY 
was conducted in the subgroup of the highest enrolling 
sites rather than the entire parent study. This may bias 
the study toward the null hypothesis of no difference 
between IR- and CEC-adjudicated end points although 
the relatively large study sample (≈50% of the parent 
study) makes this possibility less likely.

Conclusions
Systematic implementation of CEC adjudication pro-
cesses within a pragmatic randomized controlled trial 
is feasible and efficient. Considering the modest global 
diagnostic accuracy of events reported by the investi-
gators and the generally weak concordance of investi-
gators with CEC, CEC adjudication should be routinely 

implemented to provide a standardized and indepen-
dent assessment of the effects of new treatments.

ARTICLE INFORMATION
Received March 19, 2020; accepted November 17, 2020.

The Data Supplement is available at https://www.ahajournals.org/doi/
suppl/10.1161/CIRCOUTCOMES.120.006581.

Authors
Sergio Leonardi , MD, MHS; Mattia Branca , PhD; Anna Franzone, 
MD; Eugene McFadden, MD; Raffaele Piccolo, MD; Peter Jüni, MD; Pascal 
Vranckx , MD; Philippe Gabriel Steg , MD; Patrick W. Serruys , MD; 
Edouard Benit , MD; Christoph Liebetrau , MD; Luc Janssens, MD; Maurizio 
Ferrario, MD; Aleksander Zurakowski , MD; Roberto Diletti , MD; Marcello 
Dominici, MD; Kurt Huber , MD; Ton Slagboom, MD; Pawel Buszman, MD; 
Leonardo Bolognese , MD; Carlo Tumscitz, MD; Krzysztof Bryniarski , MD; 
Adel Aminian , MD; Mathias Vrolix , MD; Ivo Petrov , MD; Scot Garg , 
MD; Cristoph Naber, MD; Janusz Prokopczuk , MD; Christian Hamm, MD; Dik 
Heg, MD; Stephan Windecker , MD; Marco Valgimigli , MD

Correspondence
Marco Valgimigli, MD, Cardiocentro Ticino, CH- 6900 Lugano, Switzerland. 
Email marco.valgimigli@cardiocentro.org

Affiliations
Department of Molecular Medicine, Cardiology Unit, University of Pavia, Italy 
(S.L.). Coronary Care Unit (S.L.) and Division of Cardiology (M.F.), Fondazione 
IRCCS Policlinico S. Matteo, Pavia, Italy. Clinical Trials Unit Bern (M.B.), Institute 
of Social and Preventive Medicine and Clinical Trials Unit (D.H.), and Department 
of Cardiology, Inselspital (S.W.), University of Bern, Switzerland. Department of 
Advanced Biomedical Sciences, Federico II University of Naples, Italy (A.F., R.P.). 
Cardialysis Core Laboratories and Clinical Trial Management, Rotterdam, the 
Netherlands (E.M.). Department of Cardiology, Cork University Hospital, Ireland 
(E.M.). Department of Medicine, Applied Health Research Centre, Li Ka Shing 
Knowledge Institute of St. Michael’s Hospital, University of Toronto, Ontario, 
Canada (P.J.). Department of Cardiology and Critical Care Medicine, Hartcen-
trum Hasselt, Jessa Ziekenhuis, Belgium (P.V.). Hôpital Bichat, AP-HP, Université 
Paris-Diderot, France (P.G.S.). Department of Cardiology, Imperial College of 
London, United Kingdom (P.W.S.). Department of Cardiology, Jessa Hospital, 
Hasselt, Belgium (E.B.). Department of Cardiology, Kerckhoff Heart and Thorax 
Center, Bad Nauheim, Germany (C.L., C.H.). German Center for Cardiovascular 
Research, Partner Site RheinMain, Frankfurt am Main, Germany (C.L., C.H.). 
Imelda Hospital, Bonheiden, Belgium (L.J.). Department of Interventional Car-
diology, American Heart of Poland SA, Chrzanów (A.Z.). Thoraxcenter, Eras-
mus Medical Center, Rotterdam, the Netherlands (R.D.). Santa Maria University 
Hospital, Terni, Italy (M.D.). 3rd Medical Department, Cardiology, Wilhelminen 
Hospital, Vienna, Austria (K.H.). Sigmund Freud University Medical School, Vi-
enna, Austria (K.H.). Onze Lieve Vrouwe Gasthuis Amsterdam, the Netherlands 
(T.S.). Center for Cardiovascular Research and Development, American Heart of 
Poland, Ustroń (P.B.). Department of Epidemiology and Statistics, Medical Uni-
versity of Silesia, Katowice, Poland (P.B.). Azienda Toscana Usl Sudest, Arezzo, 
Italy (L.B.). Cardiology Unit Sant’Anna Hospital, Ferrara, Italy (C.T.). Jagiellonian 
University Medical College, John Paul II Hospital, Krakow, Poland (K.B.). De-
partment of Cardiology, Centre Hospitalier Universitaire de Charleroi, Belgium 
(A.A.). Ziekenhuis Oost Limburg, Genk, Belgium (M. Vrolix). Acibadem City 
Clinic Cardiovascular Center, Sofia, Bulgaria (I.P.). East Lancashire Hospitals NHS 
Trust, Blackburn, United Kingdom (S.G.). Contilia Heart and Vascular Centre, 
Stadtspital Triemli, Zürich, Switzerland (C.N.). Polsko-Amerykańskie Kliniki Serca 
Kozle, Poland (J.P.). Department of Cardiology, Cardiocentro Ticino, Lugano, 
Switzerland (M. Valgimigli).

Sources of Funding
None.

Disclosures
Dr Leonardi reports grants and personal fees from AstraZeneca and personal 
fees from Bayer, BMS/PFIZER, and CHIESI, outside the submitted work. Dr 

D
ow

nloaded from
 http://ahajournals.org by on July 13, 2022



Leonardi et al; Outcome Event Assessment in GLASSY

Circ Cardiovasc Qual Outcomes. 2021;14:e006581. DOI: 10.1161/CIRCOUTCOMES.120.006581� February 2021 151

McFadden reports personal fees and nonfinancial support from the University 
of Bern and Daiichi Sankyo Europe and other from AstraZeneca and Menarini 
Ireland, outside the submitted work. Dr Jüni serves as an unpaid member of 
the steering group of trials funded by AstraZeneca, Biotronik, Biosensors, St. 
Jude Medical, and The Medicines Company; has received research grants to 
the institution from AstraZeneca, Biotronik, Biosensors International, Eli Lilly, 
and The Medicines Company; and reports honoraria to the institution for 
participation in advisory boards and consulting from Amgen, Ava, and Frese-
nius but has not received personal payments by any pharmaceutical company 
or device manufacturer. Dr Vranckx reports personal fees from AstraZeneca 
during the conduct of the study and personal fees from Daiichi Sankyo, Bayer 
AG, and CSL Behring, outside the submitted work. Dr Steg reports grants 
from Bayer/Janssen; grants and personal fees from Merck, Sanofi, Servier, and 
Amarin; and personal fees from Amgen, Bayer/Janssen, Bristol-Myers Squibb, 
Idorsia, Boehringer Ingelheim, Pfizer, Novartis, Regeneron, Eli Lilly, Novo-
Nordisk, and AstraZeneca, outside the submitted work. Dr Serruys reports 
personal fees and other from Abbott, Biosensor, Cardialysis, Medtronic, Sino 
Medical Sciences, Philips/Volcano, Xeltis, and HeartFlow, outside the submit-
ted work. Dr Diletti reports grants from AstraZeneca, outside the submit-
ted work. Dr Naber reports personal fees from Abbott, Biosensors, Biotronik, 
and Medtronic, outside the submitted work. Dr Windecker reports grants 
from Amgen, Abbott, BMS, Boston Scientific, CSL Behring, Bayer, Biotronik, 
Medtronic, Edwards Lifesciences, Polares, and Sinomed, outside the submit-
ted work. Dr Valgimigli reports grants from Abbott and Medicure; grants and 
personal fees from AstraZeneca and Terumo; and personal fees from Chiesi, 
Bayer, Daiichi-Sankyo, Amgen, Alvimedica, Biosensors, and Idorsia, outside 
the submitted work.

Supplemental Material
Methods
Tables I and II

REFERENCES
	 1.	 Vranckx P, Valgimigli M, Jüni P, Hamm C, Steg PG, Heg D,  

van Es GA, McFadden EP, Onuma Y, van Meijeren C, et al. GLOBAL 
LEADERS Investigators. Ticagrelor plus aspirin for 1 month, followed by 
ticagrelor monotherapy for 23 months vs aspirin plus clopidogrel or ti-
cagrelor for 12 months, followed by aspirin monotherapy for 12 months 
after implantation of a drug-eluting stent: a multicentre, open-label, 
randomised superiority trial. Lancet. 2018;392:940–949. doi: 10.1016/ 
S0140-6736(18)31858-0

	 2.	 Vranckx P, Valgimigli M, Windecker S, Steg PG, Hamm C, Jüni P, 
Garcia-Garcia HM, van Es GA, Serruys PW. Long-term ticagrelor mono-
therapy versus standard dual antiplatelet therapy followed by aspirin 
monotherapy in patients undergoing biolimus-eluting stent implantation: 
rationale and design of the GLOBAL LEADERS trial. EuroIntervention. 
2016;12:1239–1245. doi: 10.4244/EIJY15M11_07

	 3.	 Leonardi S, Franzone A, Piccolo R, McFadden E, Vranckx P, Serruys P, 
Benit E, Liebetrau C, Janssens L, Ferrario M, et al. Rationale and design of a 
prospective substudy of clinical endpoint adjudication processes within an 
investigator-reported randomised controlled trial in patients with coronary 
artery disease: the GLOBAL LEADERS Adjudication Sub-Study (GLASSY). 
BMJ Open. 2019;9:e026053. doi: 10.1136/bmjopen-2018-026053

	 4.	 Franzone A, McFadden E, Leonardi S, Piccolo R, Vranckx P, Serruys PW, 
Benit E, Liebetrau C, Janssens L, Ferrario M, et al. GLASSY Investigators. 
Ticagrelor alone versus dual antiplatelet therapy from 1 month after drug-
eluting coronary stenting. J Am Coll Cardiol. 2019;74:2223–2234. doi: 
10.1016/j.jacc.2019.08.1038

	 5.	 Jones WS, Roe MT, Antman EM, Pletcher MJ, Harrington RA, Rothman RL, 
Oetgen WJ, Rao SV, Krucoff MW, Curtis LH, et al. The changing landscape 
of randomized clinical trials in cardiovascular disease. J Am Coll Cardiol. 
2016;68:1898–1907. doi: 10.1016/j.jacc.2016.07.781

	 6.	 Hicks KA, Mahaffey KW, Mehran R, Nissen SE, Wiviott SD, Dunn B, Solomon  
SD, Marler JR, Teerlink JR, Farb A, et al. Standardized Data Collection for 
Cardiovascular Trials Initiative (SCTI). 2017 cardiovascular and stroke end-
point definitions for clinical trials. Circulation. 2018;137:961–972. doi: 
10.1161/CIRCULATIONAHA.117.033502

	 7.	 Wongpakaran N, Wongpakaran T, Wedding D, Gwet KL. A comparison 
of Cohen’s Kappa and Gwet’s AC1 when calculating inter-rater reliability 
coefficients: a study conducted with personality disorder samples. BMC 
Med Res Methodol. 2013;13:61. doi: 10.1186/1471-2288-13-61

	 8.	 McHugh ML. Interrater reliability: the kappa statistic. Biochem Med (Za-
greb). 2012;22:276–282.

	 9.	 Leonardi S, Truffa AA, Neely ML, Tricoci P, White HD, Gibson CM, 
Wilson M, Stone GW, Harrington RA, Bhatt DL, Mahaffey KW. A novel 
approach to systematically implement the universal definition of myo-
cardial infarction: insights from the CHAMPION PLATFORM trial. Heart. 
2013;99:1282–1287. doi: 10.1136/heartjnl-2012-303103

	10.	 Popma CJ, Sheng S, Korjian S, Daaboul Y, Chi G, Tricoci P, Huang Z, 
Moliterno DJ, White HD, Van de Werf F, et al. Lack of concordance be-
tween local investigators, angiographic core laboratory, and clinical event 
committee in the assessment of stent thrombosis: results from the TRAC-
ER Angiographic Substudy. Circ Cardiovasc Interv. 2016;9:e003114. doi: 
10.1161/CIRCINTERVENTIONS.115.003114

	11.	 Baber U, Dangas G, Cohen DJ, Gibson CM, Mehta SR, Angiolillo DJ, 
Pocock SJ, Krucoff MW, Kastrati A, Ohman EM, et al. Ticagrelor with as-
pirin or alone in high-risk patients after coronary intervention: rationale 
and design of the TWILIGHT study. Am Heart J. 2016;182:125–134. doi: 
10.1016/j.ahj.2016.09.006

	12.	 Sacristán JA, Dilla T. Generalizability in pragmatic trials. JAMA. 
2017;317:87–88. doi: 10.1001/jama.2016.18332

	13.	 Fröbert O, Lagerqvist B, Olivecrona GK, Omerovic E, Gudnason T, 
Maeng M, Aasa M, Angerås O, Calais F, Danielewicz M, et al. TASTE Trial. 
Thrombus aspiration during ST-segment elevation myocardial infarction. N 
Engl J Med. 2013;369:1587–1597. doi: 10.1056/NEJMoa1308789

	14.	 Bauer MS, D’Agostino RB Sr. The randomized registry trial–the next dis-
ruptive technology in clinical research? N Engl J Med. 2013;369:1579–81. 
doi: 10.1056/NEJMp1310102.

	15.	 Loudon K, Treweek S, Sullivan F, Donnan P, Thorpe KE, Zwarenstein M. 
The PRECIS-2 tool: designing trials that are fit for purpose. BMJ. 2015; 
350:h2147. doi: 10.1136/bmj.h2147

	16.	 Ford I, Norrie J. Pragmatic trials. N Engl J Med. 2016;375:454–463. doi: 
10.1056/NEJMra1510059

	17.	 Vestbo J, Leather D, Diar Bakerly N, New J, Gibson JM, McCorkindale S, 
Collier S, Crawford J, Frith L, Harvey C, Svedsater H, Woodcock A; Salford 
Lung Study Investigators. Effectiveness of fluticasone furoate-vilanterol 
for COPD in clinical practice. N Engl J Med. 2016;375:1253–1260. doi: 
10.1056/NEJMoa1608033

	18.	 Vestbo J; Salford Lung Study Investigators. Effectiveness of flutica-
sone furoate-vilanterol in COPD. N Engl J Med. 2016;375:2607. doi: 
10.1056/NEJMc1613713

	19.	 Guimarães PO, Krishnamoorthy A, Kaltenbach LA, Anstrom KJ, Effron MB, 
Mark DB, McCollam PL, Davidson-Ray L, Peterson ED, Wang TY. Accuracy 
of medical claims for identifying cardiovascular and bleeding events after 
myocardial infarction: a secondary analysis of the TRANSLATE-ACS study. 
JAMA Cardiol. 2017;2:750–757. doi: 10.1001/jamacardio.2017.1460

	20.	 Nyberg K, Hedman P. Swedish guidelines for registry-based random-
ized clinical trials. Ups J Med Sci. 2019;124:33–36. doi: 10.1080/ 
03009734.2018.1550453

D
ow

nloaded from
 http://ahajournals.org by on July 13, 2022


