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HEALTHCARE OPTIMIZATION

Health Systems bear
substantial opportunitycost
in using interventions
deemedlower-value.

Quantifyingthe utilisation of

this type of care and its

systematic variation across
policy-relevant geographical
units offers at a kgnce

insight about the local
potential for enhancing
efficiency (i.e. valubased

provision of care).

In addition, geographical
RATFSNByOSa
exposure to lowewalue care
might signal inequities in
access to quality and safe
care that should b tackled.

EXECUTIVE SUMMARY

This report analyses the magnitude and the geographical variation of
utilisation of five procedures deemed lowealue cae in international
literature: adenadectomy andbr tonsilectomy, esection in low risk
deliveries, hysterectomy in neoncologic conditions, ncenonservative
surgery in breast cancer and prostatectomy in benign prostatic hyperplasia
(BPH)

These procedures arbighly sensitive to clinical practicetyle (signature
phenomenon, learning cascades) and supply factors (csgtomal and
financial incentives)

With the exception of adertonsillectomy andprostatectomy in benign
prostatic hyperplasia utilisation rates of lowervalue care inSpain are
relatively low comparel to other ECHO countries. In terms of volume
adendonsillectomyand hysterectony in non-oncologic conditions seem to
be the most relevant

t NEOSRdAzNBE& St A3IAGES a af 26SNI Ol
- Thosesuperseded by more cosfffective alternatives(non-conservative
breast cancer surgery, Hysterectomy in ramcologic conditions);

- There are defined types of patients for whom evidence of value igeanc
(prostatectomy in BPH;gection);

- Relativelyneffective procedureprone to oveuse (adenotonsillectomy, ¢

section in lowrisk births).

Atlas Rationale The report analyses the actual utilisation rate per 10,00
inhabitants in each geographical areand compares two scenarios of
GYAYAYAAl G-@R2fydz& F/ | 1936 Sded S¢ Y
1. All the areas in the country behave as thas@ercentile 10th of LVC
utilisation (90% ofareas will exhibit rateabove that threshold).
2. All the areas in the country behave a®#e in the first quartile of LVC
utilisation (75% of areawsill exhibit ratesabove that threshold).

The potential for realignment is assessed as the difference between
number of procedures observed and those expected if LVC utilisation w
minimisedto either level.
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1 Though wariation issignificant forall LVC procedures axined, ranging from
3 to 35-fold difference the systematic component ofariationis relevant for
certain ones, such assection in low risk deliveriewith 1.26 times more
variation than would be expected by chancer adendonsillectany and
prostatectomy in BPH exceeding B1 and 18% the variation deemed
random.In turn, the behaviouracross areasf the other procedureseems
to be more homogeneous, with a baBto 11% of the observed variation
abovewhat would be expected by chance

1 Non-conservative breast surgery and pragetomies in benign hyperplasia
utilisation raes have tended to be stablslightly decreaisg over the period
of analysis (2002009). A bit more substantial was thel% decrease in
hysterectomy in noroncologic conditions and the 23% iease in
adendonsillectomies. Additionally, esection use inlow risk deliveries
showed an irregular profile over time, althouglith a net increaseof 7%.

1 The systematic variation acrosgealthcare areashas not stfered great
changes either and in most coitidns stayed at moderate levels over timét
is worth noting that variation not deemed random irsection use in low risk
deliveries was extremely higlxceeding by far what would be expected by
chance. This, together with thdistinct rates detected across heaticare
areas, poins out an unevenvariation of exposurdo this procedureacross
women residingn different areas.

 The distribution of lowewalue care utilisation seems to be quite
homogeneous across different quintiles loéalthcare areaaverage wealth.
Only prostatectomy in BPH surgery showed statistically significant differences
between better and worseff areas:from 2006 to 2009the rate was
significantly higher in wealthiehealthcare areasThus for this procedure
higher average income seemsiticrease exposure to lower value care.

1 In principle, utilisation of LVC is more often explained by local medical
practices; however, regional framing may still play some role in other factors
such as services availabilitprganisation of care paths, omcentives
framework which may affect decisions mads local level Interestingly, the
percentage of variation explained by the region is ahty 13 % forc-section
in low risk births, adertonsillectomyand non conservative surgery inreast
cancer; but it goes up to 16% in the case of prostatectoiny benign
hyperplasiaand 22% fonon-oncologic hysterectomy
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1 The analysis condudde suggests that there is stitbr enhancing value for
money in the Spanishsystem. AlthoughSain shows relative low rates
compared with the other ECHO countries, LVC utilisation have tended to
remain unchanged over the period of analysis well as variation not
deemed random staying at moderate leveissidingthe main driver at local
level. In spite of this, postatecomy in BPH high rates and
adenaonsillectomy increasing trendvould deserve special consideration.
Focusing on local practices, particularly learning cascades and established
medical practice styles, together with patient information and empowerment
in dedsionmaking, and in some specific cases, on regional policiesll
potentially have a major impact.

9 Further analysis on institutional factors underpinning @wgrosureto LVC at
healthcare aredevel, as well organisational and budgetary local contamts
regional framing will serve as basis for recommendations to guide relevant
decision makers in tackling this allocative inefficiencgavings are not
warranted G KS FAY A& F2alSNAy3 -dfigiént dzS
public expenditure
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Themagnitudeand
variationof lower-value
care utilisationn ECHO

health systems provides a
wider perspective in
assessing the relative

need for specific activities
focused in enhancing the
value of health care
provided, compared to
other relevant countries.
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II. INTERNATIONAL COMPARISON

This section lays out the utilisation of selecteder-value care (VG procedures
in Spaincomparedto the other countries in the ECHO project.

Two dimensions are explored: the magnitude of the phenomenon, and the
variation across the policyelevant administrative areas in each country

Adenoidectomy and/or tonsillectomy

Spainshows thethird highestagestandardisedate of adenotonsillectomyacross
ECHO countriegfigure 1a), around 1 in 185 children below 14 years ol
underwent the procedure in 2009 his value iabout61% highethan that found
in Denmark,the country with thelowest rate wherel in 300 children were
intervened in 2004table 1 inAppendix )

The ratio betweerthe highest and lowest rates iSpainis the highestfor ECHO
countries: there isabout a5-fold chance of getting the procedure for children
living in high ratehealthcare areas Denmark and Portugalgo next with
differences,larger than 3while England and Slovenia remain in the area of 2.5
fold probability,comparing children living at high intensity areas to those at low
The systematic component of this variation has proven relevaml countries
examinedexcept Englandranging from21%to 66 % beyondvhat would be
randomly expectedfigure 1b, e also table 1 iAppendix 1).

Standardised utilisation rate per 10,000

-1.57

T

T T T T T T T T T
Denmark England Portugal Slovenia Spain Denmark England Portugal Slovenia Spain

Figure 1a. Standardised rates of adenoidectomy and/or Figure 1b. Standardised rates of adenoidectomy and/or
tonsillectomy per 10,000 children (natural scale). Year 2009 tonsillectomy per 10,000 children (normalised sca¥gar 2009

Each dot represents the relevant administrative area in the country (healthcare areas for Spainpxigheharts the rate per 10,000 inhabitants (women
fertile age 1555). The figure is built on the total number of interventions in 26GBose countries. In Figure 2b, utilisation rates have been normalised to
comparison of the degree of variation across countries. 4
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Caesarean section in low risk pregnancies and deliveries

Gsection is considered a highly effective procedure in avoiding maternal and
child mortality at birth as well as complications derived from &edistress.
However, in the last decade, literature is abounding in evidence of overuse, and,
particularly, misuse in loweralue indications such as low risk and normal births.

Spain, with9 c-sectiorsin low risk birthgper 10,000 women in reproductivagye

lays at the bottom of the rangeacross ECHO countries. This rdtmiblesthe
Portugueseone, halvesthe English and Slovenigandisup to 5 times less than

the Danishrate (figure 2.aand Table 1 irAppendix ) Interestingly, regardless
the sizeof the rate, variation for this procedure across the territory seems to be
remarkable in all countriedn this caseSpanish healthcare areas range between
null cases and figuremisingclose to Danislkommuners as a result the ratio of
variation rockéng up to50 (figure 2.b)

The gstematiccomponent of thisvariation isalso large acrossthe countries
examined, exceeding that expected by chance in a range frévit&onore than
6 times(figure 2. b andtable 1 inAppendixl).
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Figure2a. Standadised Rates ofG-Sectionin low-risk caseper Figure2b. Standardied Rates oSectionin low-risk caseper 10,000
10,000 women in reproductive ageatural scale)Year 2009 women in reproductive agénormalised scale) Year 2009

Each dot representhe relevant administrative area in the counthe@lthcare areaor Spain). The-gxischarts therate per 10,000 inhabitets (women in fertile

age 1555). The figure is built on the total number of interventions in 200%hose countries In Figure 2butilisation rates have been normalised to ease
comparison of the degree of variation across countries
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Hysterectomy in non-oncologic conditions

Spainshows thelowestrate of hysterectomy in nowncologic conditiongone in
677 adult women in a yedr48%lower than those found in Denmarkne in 458
women the country with the highest ratfigure 3.a and table 1 in Appendix 1)

Compared to other cases of LVC presented in this report, the variation of
utilisation across countries seems less markeahhging from 148 to 21.8
hysterectomies per 10,000 adult women; likewise, within country variation is
smaller than other LVC procedures, though stilhi§igant, particularly in Spain,
where women face differences close to 3 timasross the territory(figure 3.b

and table 1 Appendix)}However, the systematic component of this variation
(variationbeyondchancg is low to moderate
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Figure 3a. Standardised Rates of Hysterectomy inammologic Figure 3b. Standardised Rates of Hysterectomy inararologic
conditions per 10,000 women (natural scale). Year 2009 conditions per 10,000 womefnormalised scale)Year R09

Each dot represents the relevant administrative area in the country (healthcare areas for SpainpxEhehgrts the rate per 10,000 inhabitants (womer
fertile age 1555). The figure is built on the total number of interventions in 2009 in those countries. In Figure 2b, utilisation etesemavormalised to ea:
comparison of the degree of variatioerass countries.
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Non-conservative surgery in breast cancer

The rate of norconservativebreast surgery inSpainis the lowest although
aligned withthat in Slovenia andPortugal(4.31 per 10,000 wome)j isfar from
that in Denmark8.14 per 10,000 wome(figure 4a and table 1Appendix 1 In
addition, women living inthose healthcare areaswith the highest rateshave
close tofour timesmore chance®f getting na-conservative surgerthan those
living at the bottom of the utilisation rangevery similar to what happens in
Slovenia. In turn, in Portugal, Denmaskd Englandextreme differencesare
smaller, around twicedepending on theareaof residencegfigure 4b and table 1
Appendix L

However, the systematic componeaof this variation is uniformlypelow 10%in
all countries but Denmark, where almost 60% of the observed variation
compared to ECHO areesuld notbe deemedandom(table 1Appendix L

Standardised utilisation rate per 10,000
~
1

Standardised utilisation rate per 10,000

0 ‘ _ -2.51
Denmark  England  Portugal Slovenia  Spain Denmark England Portugal Slovenia  Spain
Figue 4a. Standardised Rates of roonservative surgery in Figure 4b. Standardised Rates of rmomservative surgery in
breast cancer per 10,000 women (natural scakgar 2009 breast cancer per 10,000 women (normalised scafejpr 2009

Each dot represents the relevant administrative area in the country (healthcare areas for Spainpxiheharts the rate per 10,000 inhabitants (womel
fertile age 1555). The figure is built on the total number of interventions in 2608 dse countries. In Figure 2b, utilisation rates have been normalised t
comparison of the degree of variation across countries.
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Prostatectomy in benign prostatic hyperplasia

Spainshows the second highesigestandardisedates ofprostatectomy in BPH,

1 intervention in549 adult men each year, far from the numbers observed in the
countries with the lowest rates, Portugal and Slovenjalose tol in 800 adult
men (Figure 5a and table Appendix 1 Regarding the ratio between extreme
areas, Slovenia shows the highestfdil difference followed by Denmark and
Spain with adult men limg in the highest rate areasearing4 times more
chances of getting a prostatectomfFigure 5b and table JAppendix The
systematic component of this variation was relevant across all countries
examined, ranging from 10 to almost 5086t amenable to radomness

Standardised utilisation rate per 10,000
Standardised utilisation rate per 10,000

-1.51

T T T T T T T
Denmark England Portugal Slovenia Spain Denmark  England Portugal Slovenia Spain

Figue 5a. Standardised Rates of prostatectomBPHoer 10,000 Figure 5b. Standardised Rates of prostatectomBPHper 10,000
men (natural scale)Year 2009 men (normalised scale)Year 2009

Each dot represents the relevant administrative area in the country (healthcare areas for Spainpxiheharts the rate per 1@00 inhabitants (women i
fertile age 1555). The figure is built on the total number of interventions in 2009 in those countries. In Figure 2b, utilisation eteselmavormalised to ea:
comparison of the degree of variation across countries.
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[lI.  IN COUNTRY VARIATION

With the exception ofprostatectomy in benign prostatic hyperplagBPH)and
The higher the ratef adendonsillectomy, utilisation rates of lower-value care inrSpain are relatively
utilisation of low value low comparel to other ECHO countriesn terms of volumgadendonsillectomy

care, the higher the room . )
for enhancing efficiency. and non-oncologic hysterectomy seem to bethe most relevant(table 2 in

Appendix 2)
The higher the systematic
variation across areas, the Although ariation issignificant forall LVC procedures @mined -ranging from3
ir:::qgu?tratt?lz Z?(Zrc])(s:i?eotfo to 35-fold chances of getting the procedure pending on thehealthcare areaf
Eremaie e e e residence, the systematic component is particularly relevant for certain ones,
the place of residence such asc-section in low risk deliveriesadendonsillectomy or prostatectomy in

BPHfor the remaining procedures.g. non conservative suegy in breast cancer
and hysterectomy in noconcologic conditionsthe behaviour across areseems
to be quite homogeneous

Along the following pages, thgeographicalpattern of utilisation for each
procedure will be presentednapping outthe two relevant tiers in theSpanish
health system organisatioftnealthcare areasind Comunidades Auténomdalso
named as Bgions.

2 KSYS@OSNJ) LlraaArot Sy LINPEASAE 2F &odaNRSy
alternative procedures have been included in @rgalyss to better characterise
the observed phenomena

The potential for minimisation of LVQtilisation is alsomapped out; each
geographical are#s identifiedby their distancan excessasesto the desirable
benchmark to this end, wo scenarios have beeadopted: the first takes as
reference the behaviour of théealthcare areasn the 10" percentile of rates
distribution (90% of thel99 healthcare areasvill be above that thresholgl the
other scenarig more conservativebenchmarks against th25%lowest rates in
the country {5th of the areas will have highettilisation).

Variation in utilisation of each LVC procedure is representd using two
geographial units: healthcare areaand regionsThe firstmappingis composed of
199 units and the second comprisel? regions. Analysis by healthcare area

would be more linked to local medical practiceshilst regions ould be
considereda surrogate for regional policies fatting all the healthcare areas
within.
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Adenoidectomy and/or tonsillectomy

These are still very frequent paediatric surgeries, despite their indication being
restricted to a relative small fraction ofchildren: those \th significant
obstructive apnoedadenotonsillectomy)recurrent otitis media and ventilatien
tube placement, or with chronic/recurrent sinusitis and failure of appropriate
antibiotic therapy (adenoidectomy)and children with severe acute recurrent
tonsilitis (tonsillectomy) Unwarranted @ographical variability has been
recorded for these procedures since 198&howadays.

The highest quintile of agstandardised utilisation rates includdsealthcare
areasranging betweer6l and 113 interventions per 100 children while the
lowest goes fronv to 32 (figure 6. Variation across areas with extreme rates is
considerableclose to 5fold between percentile 95 and™s21%the variation is
beyond thatexpected by chanceable 2in Appendix2.

Values range

No cases
Q1(7.21-32.09)
Q2 (32.21-38.78)
Q3 (39.42-47.83)
Q4 (47.85-59.45)
Q5 (60.97-112.64)

Madrid Area

Barcelona Area

Figure 6. Agsex standardised adenoidectomy and/or tonsillectomy utilisation rate per 10,000 children up to 14 years old.
199 healthcare areas. Year 2009

The darker the brown the higher the exposure to adenotonsillectoglthdare areasare clustered into 5 quintiles according to their rate value (Q1 tocQ*
legend provides the range of standardised rates wittdch quintile.

10
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When the analysis is performed by regiddanary Islands, Extremadura and
Navarra stand out, followed by Castilladn, Cantabria and La Rioja turn,
Madrid, Asturias, Murcia and Balearic Islands show the lowest (fitpge 7).
The regional level @kain 13% of the observed variation, suggestiagminor
regional role irthismedical practicdtable 2 in Appendix 2)

Values range
.| Nocases
. Q1 (27.96-41.28)
TP | Q2 (41.41-44.07)
3 Q3 (45.93-49.05)
y Q4 (51.62-53.62)
Q5 (57.17-72.39)

Figure 7. Agsex standardised adeidectomyand/or tonsillectomy utilisation rate per 10,000 children up to 14 years old.
17 regions. Year 2009

The larger opportunities for minimising the use of adenotonsillectomy tend to be
found where the highest rates were previdysdetected(figures 7 and 8)In the

most conservative scenario, those areas more in need of intervention to decrease
utilisation would be performing up to541 adenddectomies and /or
tonsillectomies in excess per yea63@8 when using the more demanding
benchmark in scenario I). The overall number of excess interventions in the
country in 2009 can be conservatively estimated arour®j003 (table 3 in
Appendix2); half of them concentrated inAndalucia, Cataluiia, Valencia and
Canariasegions(figure 9b).

11
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Values range
| No cases

Q1(4.03,36.42)

P10 Reference value

Q2 (37.76,76.65)
Q3 (77.05,139.89)
Q4 (141.00,632.90)

Madrid Area Barcelona Area

Figure 8.a. Excess casesadenotonsillectomy per healthcare
area.Scenario Iminimisation to p10199 healthcare areas. Year

Values range
| No cases
| P25 Reference value
|1 Q1(2.16,31.46)
Q2 (32.01,64.54)
Q3 (64.74,123.39)
Q4 (123.78,540.91)

Madrid Area Barcelona Area
Figure 8.b. Excess ca$esadenotorsillectomy per healthcare
area. Scenario:lininimisation to p25. 199 healthcare areas. Yea

The darker thédlue the larger the difference between the observed bemof cases and the benchmaskcess cases if arebehaved as thoshealthcare area
with the lowest utilisation rategp10 and p25Healthcare areasare clustered into 5 quintiles according to thé&vel ofexcess casg€1 to Q% ¢legend provide

the range within each quintile.

LA RIOJA (159)
MURCIA (215)
ASTURIAS (252)
MURCIA (259)
BALEARES (377)
ARAGON (408)
NAVARRA (486)
GALICIA (753)

PAIS VASCO (786)
EXTREMADURA (822)
CANTABRIA (938)
CASTILLA-LEON (973)
MADRID (1082)
CANARIAS (1170)
VALENCIA (2158)
CATALUNA (2935)
ANDALUCIA (3729)

Figure 9.a. Excess casesadenotonsillectomyScenario I:
minimisation to p10. 17 regions. Year 2009

" MURCIA (81)

. MURCIA (203)

LA RIOJA (126)
ASTURIAS (175)

BALEARES (248)
ARAGON (310)
NAVARRA (416)
GALICIA (498)
MADRID (500)

PAIS VASCO (561)
CANTABRIA (680)
EXTREMADURA (710)
CASTILLA-LEON (730)
CANARIAS (965)
VALENCIA (1678)
CATALUNA (2020)
ANDALUCIA (2596)

Figure 9.b. Excess casesadenotonsillectomyScenario II:
minimisation top25. 17 regions. Year 2009

The darker the green the larger timumber ofexcess cases estited at region level, if alhiealthcare areadehaved as the benchmark of minimal utilisat

(p10 and p25) legend provides valudsr each region.

12
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Caesarean section in low risk births

Gsection is considered a highly effective procedure in avoiding maternal and
child mortality at birth as well as complications derived fréoetal distress.
However, in the last deale literature is abounding in evidence of overuse,
particularly misuse ifower-valueindications such as low risk and normal births.

First, a glance at-sectionusein any conditionin Spainand how itrelates to
burden of diseasemeasured as rate dbirths with complications per 10,000
women (see definitions in Appendix.Figuras 9 and 1 illustrate how burden of
disease maps out acrogealthcare areasboth in absolute terms (standardised
rates) and expressed in relative risk of expos(redio dbserved to expected)
Relative risk appearquite polarised with most healthcare areas presenting
either more plue shades in figure J@r fewer birthswith complications than
expected(pink areadn figure 10)

Values range Observed to expected
No cases . below 50% less

[ Q1(0.10-2.36) 20-50% less

| Q2(2.36-4.91) | 20% less

not significant
20% more

Q3 (4.97- 8.39)
. Q4 (8.61-13.64) g 20-50% more
223, above 50% more

Q5 (13.65-39.80)

Madrid Area Barcelona Area Madrid Area Barcelona Area
Figure9. Age standardiseBirths with complicatiomate per Figure D. Admissions Ratio Observed/expectitths with
10,000 women199 healthcare areasfear 2009 complication 199 healthcare areasrear 2009

Map on the left: The darker the brown, the higher the rate of births with complications among women living in that ardacareaieas are clustered inta
quintiles according to their rate value (Q1 to @QEgend provides the range of standardised gatgthin each quintile. Map on the right: births with complicatit
in the areas compared to the expected average burden. Blue shades flag areas with excess risk (overexposure); pinkoshaidésbedow the expectation, tht
relative protection or uner-exposure compared to the rest of the country. White areas correspond to average relative risk (observed/expected=1).

13
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An overlappingeven if imperfect, betweethe mapping ohigherrelative risk of
births with complications andnore intensity in utilisation of €ections can be
reasonably expected. However, the pattern revealed in figurestidws a great
deal of incongruence when coraped with those arising in figure 9 and 10. The
conclusion that can be drawn is that the intensity edection performance in
severalhealthcare area# the country seems to be driven by factors other than
need.

Exploring the degree of overlappibgtween c-sectionutilisation patterns and ¢
section in low risk deliveriedower value cargyields a more congruent picture
(figures 11 and 12)This suggesthat in most of those areaswith high esection

in low risk deliveriesates womenmight bebearinga higher rate ot-sections in
general However it is also worth noting that there aralso areas with low
medium intensity of eectionusethat seem to suffer high levels of exposure to
lower-valueinterventions.

Values range Values range
No cases No cases

Q1 (23.49-52.96) Q1(0.10- 2.36)
Q2 (53.05-62.84) [ Q2(236-4.91)
Q3 (63.54-70.99) Q3 (4.97-8.39)
Q4 (71.15-85.43) Q4 (8.61-13.64)
Q5 (85.45-170.30) i, Q5 (13.65-39.80)
=) o

—

Madrid Area Barcelona Area Madrid Area Barcelona Area

Figure 1. Age standardised-sectionrate per 10,000vomen aged Figure 12Age standardised-sectionrate in low risk deliverieper
15-55. 199 healthcare aas Year 2009 10,000women aged 155. 199 healthcare areasrear 2009

The darker the brown, the higher the probability of getting the procedure among women in reproductive age living in twddemithcare areas are cluster
into 5 quintiles according to their rate value (Q1 to @Bpend provides the range of standardised rates within each quintile.

14
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Variation for this procedure across the territory is remarkablepaBish
healthcare areas, range between null cases and figures close tagks per
10,000 womenas a resultvomen living in areas with the highest ratesar up

to 35 times more chances of undergg a lower valuec-section Besides,
variation not deemed random is 1.3 times above that expected by chariee.
regional level seems to explain a sma¥ 7f the detected variation across
healthcare areastgble 2 inAppendix 2. Thusmain drver in varidility seems to
lay on local medical practiceThis high level of heterogeneity in the provision of
this lower value care proceduresuggest that there iglenty of room for
enhancing appropriateness in tipeovision of esection.

When the analysis is condted at regional levelthere is certain correlation
between burden of births with complications and intensity in use -section
particularly inthe southern regions witlihe highed rates of complicated births
and with rates of esection amongthe highest (figures 13 to 1h But, certain
mismatching is also observed in regions as Navarr@amariasvith high burden
of complications and low intensity in-€&ction; converselyCastillaLeén with
low rate of complicated births, exhibitse ofthe highest of csection.

The regional pattern of lower valuesections seemmto somehowdepart from

the overall intensity(figures 15 and 16 in Pais Vasco, Cantabria, Asturias and
Galicia relativeaveragelow rates of esection correspond to the highest regidna
level of lowervalue procedures. The opposite pattern can be detected in Murcia,
La Rioja and to a lesser extent Andalucia, showing among the largesbfate
section, but among the smallest for the lowesilue indication

15
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Values range
| Nocases
~ Q1(114.49-119.75)
Q2 (120.74-127.50)
Q3 (129.84-147.70)
Q4 (159.99-167.49)
Q5 (170.07-194.98)

: “

.
% ’
-
< ] J
Figure B. Age standardiseBirths with complicationsate per Figure #. Admissions Ratio Observed/expectitths with
10,000 womenl7 regions Year 2009 complication 17 regions Year 2009

Map on the left: The darker the brown, the higher #agrosureto complications among women in reproductive age living in that regiegend provides th
actual values of the standardised rate. Map on the right: relative ofdhirth with complicatiorin the region compared to the expected average exposure.
shades flag areas with excess risk (overexposure); pink shades denote risk below the expibcitielative protection or undexxposure compared to the re
of the country. White areas correspond to average relative risk (observed/expected=1)

Figure b. Age standardised-sectionrate per 10,000vomen aged Hgure 16 Age standardised-sectionrate in low risk deliverieper
15-55. 17 regions Year 2009 10,000women aged 155. 17 regions Year 2009

The darker the brown, the higher the probability of getting the procedure among women in uepvedage living in that region. Healthcare areas are clust
into 5 quintiles according to their rate value (Q1 to @Bpend provides the range of standardised rates within each quintile.
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