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INTRODUCTION

Transparency and objective data: two key pillars of

decision-making

The year 2016 is especially important for the RESA
(Healthcare Outcomes) Study, as it marks the
fifth anniversary of the report. The presentation
of private healthcare outcomes using recognised,
measurable, quantifiable, comparable and fully
representative indicators in an open format,

with an objective and transparent model, is
essential, and clearly aims to achieve the best
health outcomes through continuous quality
improvement and improving the quality of
healthcare as a whole.

Everybody knows that the outcomes for private
healthcare are as good or better than those of
any health system in our geographic area based
on validated and verifiable data. But to put it

into black and white we have been publishing

this study —the first of its kind in Spain— since
2011, including a series of standard indicators that
present the public with the current landscape of
private healthcare, a sector that adds enormous
value to our society.

Each year, and this year is no exception, we have
been demonstrating how private healthcare has
excellent outcomes in terms of health results,
quality and patient safety, accessibility and
efficiency, and that these significantly contribute
towards creating a healthcare system underpinned
by the excellent work of our professionals, the
quality of our health centres, the innovativeness
of our facilities, and, of course, by our patients,
who are the ultimate goal of all our activity and
our raison d'etre.

Five years after the first edition of this study
we can see how initiatives of this magnitude
contribute to improving the concept of the
empowered patient, who is proactive in their
decision-making and jointly responsible for
managing their own health. In terms of the IDIS
Foundation's commitment to transparency and
objectivity through our analysis, reports and
constantly-updated data, we are aware of the
contribution that projects like the RESA study
make towards understanding what private
healthcare is and means in our country.

This year's outcomes again demonstrate the
commitment of private healthcare towards health
professionals and patients —an unbreakable and
essential pairing— with results commensurate
with those of the world's most advanced
healthcare systems.

The successful participation rate of health centres
in the study confirms their interest in this project:
after five years the participation of hospitals and
outpatient centres has increased and each has
continued to provide a larger volume of data.

The analysis, a summary of which is included in
this document, presents an encouraging picture.
On the one hand, the RESA study is part of a
clear international trend towards improving the
transparency of healthcare systems through
public reporting of data on quality, patient safety,
health results, efficiency and accessibility for
decision-making based on knowledge-based
predictive models. On the other hand, experience
shows that the greatest impact of these types of
initiatives is predominantly through becoming an
incentive to improve competitiveness, given that
the health centres tend to promote procedures
and continuous improvement processes that allow
them to achieve higher levels of excellence.



The RESA Study is part of a series of projects
that demonstrate the enormous value added by
private healthcare in our country; we publish
these studies periodically as proof of concept
of our strong commitment to transparency and
knowledge generation in society and in the
scientific community.

The "Private Healthcare, adding value” report,

an in-depth look at the private healthcare

sector in our country; the "Barometer of Private
Healthcare", a qualitative measure of the
perception of our insured patients and their
families; the “Innovation in the private sector”
report, a result of the Farmaindustria BEST study,
which shows private healthcare's commitment
to preclinical and clinical research; and this RESA
health outcomes report are the best evidence that
robust and traceable data is the best basis for
making decisions to benefit society at large.

INTRODUCTION

These publications join other reports and projects,
such as the Interoperability report, the report
recognising efforts made by health centres and
services to improve quality through the IDIS

QH (Quality Healthcare) accreditation, and the
report on socio-healthcare framed in the private
sector's commitment to elderly care. Together
they comprise a wide range of publications that
undoubtedly define the robust commitment

and positioning of an institution, the IDIS
Foundation, whose mission is not only to help
society understand the current landscape but

to contribute towards improving the health and
well-being of all people.

We would like to thank all the participants for
what we know is a painstaking effort to provide
information over the course of five years without
any other compensation than the recognition

of the results. We are therefore proud to present
for the fifth consecutive year this RESA study
which confirms the importance of always keeping
private healthcare in consideration, especially
given the international trend of transparency and
continuous quality improvement in pursuit of
results.

Adolfo Fernandez-Valmayor
President of the Institute for Development and
Integration of Healthcare (IDIS)

o
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EXECUTIVE SUMMARY

Private healthcare serves approximately 9.3
million people, a fifth of the Spanish population,
including the 7.4 million who voluntarily hold
double insurance and the nearly 2 million civil
servants who year after year choose private
healthcare through the administrative mutualism
model. It also provides healthcare coverage

to other segments of the population through
different partnership models, agreements and
concessions.

In this context we can see the importance of
providing objective and transparent data to
citizens about the health outcomes of our
extensive network of health centres, all of which
provide efficient, accredited, reputable and quality
private healthcare management that enables
them to achieve the most stringent indicators and
compare them with the most advanced countries
in our geographical area; this ensures continual
improvements to the quality of care we offer our
patients and their families.

The RESA (Private Health Outcomes Indicators)
Study is now in its fifth edition. The growing
participation of prestigious health centres, the
transparency of the information provided and the
reliability of the results means that it is currently
a fully representative study of Private Healthcare
and stands among studies and reports from the
leading Spanish and international observatories
that document health outcomes.

The health centres that participated in this fifth
edition account for more than 15,000 hospital
beds (two-thirds of the private beds for acute
care) and nearly 80% of hospital discharges for all
private hospitals offering acute care. In terms of
the Spanish healthcare system as a whole (public
and private), nearly one in five hospital discharges
for acute care occurs in a private hospital that
participates in the RESA Study.

The outcomes included in this new report
reconfirm our trust in Spanish private healthcare:

m Efficiency, maintained over the five years of
study with average stays of around 3.2 days,
is consistent throughout the year with little
variation.

m Accessibility to care, a known value of private
care, is clearly ratified with outcomes such as:

o Average waiting time for scheduling
additional tests does not exceed 9 days,
with results of under 1 week for many tests
(4.7 days for a CAT scan and 7 days for
musculoskeletal NMR).

o Waiting time for additional test reports under
4 days (2 in the case of mammograms).

o Average waiting times for consultations with
the busiest specialists are between 10 and 11
days.

o Waiting time for surgeries with 90% of
patients being treated in under 30 days.

m This accessibility is specially interesting in
cases of cancer care, where it was observed
that participating private health centres start
treatment in under 2 or 3 weeks from the
confirmed diagnosis for the most frequent
cancers.



m One area that we put special emphasis on is
quality of care, where the study shows excellent
outcomes:

o The private health sector has a network
of health centres and services accredited
or certified by leading or international
institutions.

o Patient safety is a priority of private
healthcare, as part of its commitment to
quality. The implementation of modern safety
policies and practices is clearly on the rise and
has now become common practice in most
health centres.

o Quantitative indicators show excellent
outcomes like the survival rate for acute
cardiac syndrome, hip replacement surgery
in under 48 hours, and the implementation
of the surgical check-list in line with the best
international standards.

o Patient comfort with rates of performing
endoscopies under deep sedation above 90%.

In general we can confirm that the outcomes
obtained in this edition of the RESA Study are
once again very satisfactory, and there are some
aspects that have contributed to this success. We
would like to highlight the following:

m A more detailed analysis also shows that
these outcomes are not just an average but
reflect a trend of decreased variability among
participating health centres.

m The reduction in this variability between the
health centres over the years of the study, the
analysis of case distribution, and the distribution
of the indicators over time show that the
outcomes are very consistent.

EXECUTIVE SUMMARY

It is important to highlight here that this year

the 2016 RESA Study has expanded its coverage
to include three indicators for haemodialysis. The
fact that 29 health centres have submitted results
for these indicators speaks to the likelihood of it
being well received in future editions of the study.

But in addition to analysing data, this fifth edition
allowed us to reflect on the positioning of the
RESA Study in the context of the Spanish and
international Quality and Outcomes Observatories
that we reviewed when preparing it.

This reflection led to some important conclusions:

m The RESA Study is part of a clearly growing
international trend to foster the transparency of
healthcare institutions by presenting their health
outcomes to the public.

m This experience may be considered unique, as it
is an initiative carried out voluntarily by a large
group of private health centres.

All'in all, this reflection confirms the initiative we
set into motion five years ago when we took on
the challenge of publishing this study with key
quality data, and it motivates us to expand its use
as an instrument to continuously improve quality
of care.

Over these five years we have not only confirmed
that Spanish private healthcare has quality
standards comparable with the best national and
international health centres and systems, but have
also observed that the private sector makes great
efforts to continually improve quality of care

for the benefit of patients, their families and the
overall image of the Spanish healthcare system.



STUDY
OBJECTIVES




For the fifth year in a row the RESA Study
presents society with private healthcare outcomes
as part of an initiative of the Institute for
Development and Integration of Healthcare (IDIS).

IDIS is an institution that brings together the
private healthcare sector with the essential
mission of promoting better health in the Spanish
population within an integrated health system.
To do so it launches studies like this that have a
major impact in the field of health.

Over the course of these five years the RESA
Study has been making significant efforts to
continually increase the number of indicators and
participating health centres. The overall goal is to
obtain reliable and objective representative data
on quality of care through indicators that are
easily understood by the lay public. This involves
measuring the quality, efficiency, accessibility,
health results and safety that private centres
provide to patients and their families.

STUDY OBJECTIVES

In this context, the specific objectives of this year's
edition are:

m Continue the RESA Study in order to observe
improvement efforts in the private sector.

m Continue to progressively increase the
participation of health centre, both in terms of
the total number of centres and the percentage
of indicators provided by each one.

m Further exploit the data by crossing variables like
age, month and health centre to improve the
understanding and interpretation of the results
obtained.

m Position and assess the RESA Study on the
Spanish and international map of quality
observatories for public and private health
centres, including a thorough review of existing
observatories.
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METHODOLOGY

2.1. Participants

As has now become routine, the RESA clinics and outpatient centres this year. This
Study increased the number of participating is an overall gain of +8.2% participation,
health centres for the fourth year in a row, which can be considered a major success.

with 211 health centres including hospitals,

Representation of the number of health centres participating in the 2016 RESA Study 7

. . Variation in
Difference in PP
2015 2016 . . participation
participants (%)
Hospitals - +78 .
- Study Ogtel:lat?eesnt ° +8.9 .
This year's gain is due to an increase in the 8% increase in participating
number of both hospitals and outpatient centres
centres.
If we look at each of the segments, this
In the 2012 RESA Study, the first year year there were 51 more hospitals than
the report was published, there were 87 the initial 87 (a 59% increase) and the
centres participating. Since then, the total participation of outpatient centres went
participation has more than doubled to from zero the first year to 73 outpatient
the 211 centres included in the 2016 RESA centres participating in 2016.
Study.
FIGURE 1
EVOLUTION OF THE PARTICIPATION OF HEALTH CENTRES IN THE 2016 RESA STUDY Vs. 2012
Health centres RESA 2012
160
mRESA 2013
4o ¢ RESA 2014
120 | m RESA 2015
RESA 2016

100

80 | + 630 %
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40
20
) [ |
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2.2.Representation of the private sector

High participation levels means that Practically 1 in every 5 hospital
the RESA Study has become highly discharges for acute care
representative of the private sector: [pUbUC and private] occurs at a

private centre that participates
In terms of the global data available in the in the study

ESCRI", the health centres that participated
in the 2016 RESA Study account for, in

terms of acute-care hospitals: These high proportions in a voluntary
study clearly demonstrate that the

n 61% of all private hospital beds. RESA Study has achieved ample overall
representativeness of the Spanish private

n79.8% of all private hospital discharges. sector. Although not all health centres
participate, it is clear that practically all

mNearly 1in 5 of all hospital discharges those that have the capacity and structure

for acute care (public and private). and a high volume of activity do so.

2.3.Regional distribution

On the other hand, it is also worth mentioning that the sample is representative of private
healthcare at national level, and that the data analysed is from health centres in 15
autonomous communities.

FIGURE 2
REPRESENTATION OF THE NUMBER OF HEALTH CENTRES PARTICIPATING IN THE 2016 RESA STUDY BY
AUTONOMOUS COMMUNITY (INPATIENT / OUTPATIENT CENTRES)

[*) MSSI. Statistics of Health Establishments with Inpatient Care, 2013.



24 Growth in participcrtion

In addition to the number of centres, in
most cases there has also been continuous

growth in the amount of data provided
for each indicator. The centres that

participate in the RESA Study belong to
different organisations, each with their
own computer systems and data collection
criteria. This makes comparing information

with common characteristics a much

greater effort in many cases.

FIGURE 3

METHODOLOGY

Yet the involvement of health centres in
providing information grows each year,
meaning that the current database is quite
extensive. The increased participation in
2016 compared to the first year that data
was collected for each of the indicators is

as follows:

MOST NOTABLE PARTICIPATION INCREASES FOR THE 2016 RESA STUDY INDICATORS

e e e e

Efficiency

Accessibility

Healthcare results

Quality and patient safety

Average stay adjusted by

I 133,279

Average stay pre-surgery -
Rate of outpatient surgeries =
Average waiting time for

scheduling additional tests 71,996
(mammograms)

Average waiting time for

scheduling additional tests 179,604
(magnetic resonances)

Average waiting time for

scheduling additional tests 96,682
(CAT)

Average waiting time for

additional test reports 70,255
(mammograms)

Average waiting time for

additional test reports 168,906

(magnetic resonances)

Average waiting time for

additional test reports 98,630
(CAT)

Average waiting time for

specialist consultations -
(traumatology)

Average waiting time for

specialist consultations -
(gynaecology)

Average time in emergency
triage care

Average waiting time for
medical treatment in A&E
Average surgery waiting
time

Average time between
diagnosis and starting -
treatment for colon cancer

Average time between

diagnosis and starting -
treatment for lung cancer

Rate of return to A&E

within 72 hours of

discharge for the same

diagnosis

Hospital readmission rate

30 days from discharge

Rate of complications

within 3 days of cataract -
surgery

Accreditation and

certification of hospital 59
units and services

Rate of safe surgeries -
Rate of colonoscopies

performed under sedation

Rate of gastroscopies

performed under sedation
Readmission rate for

outpatient surgery at 30 =
days

1,298,027
1,298,027

45,915

285,697

96,140

183,501

110,969

95,665

191,290

140,495

305,520

182,490

1,621,722
1,621,722

50,022

646

611

65

77,788

27,217

6,037

432,984
411,428
443,890

139,294

369,046

255,022

130,766

345,172

241,355

391,637

220,446

1,840,125
1,840,125

75,189

979

791

892,634

687,819

37,792

68

79,689
50,454

31,473

288,150

470,788

475,465
482,551

184,399

480,310

343,985

168,021

447,394

327,108

472,676

321,957

2,555,436
2,555,436

91,493

1,108

881

1,323,185

772,531

41,692

71

195,949
59,405

35,599

296,505

546,840

454,262
487,283

224,532

567,870

410,901

204,780

529,110

390,859

431,025

218,293

2,653,621
2,653,621

93,122

1,576

1,118

1,339,500

801,833

37,214

101

149,329
57,828

39,490

315,439

% variation 2016

vs. 1st year
+310.3 %

+10.4 %
+9.8 %

+211.9 %

+216.2 %

+325.0 %

+191.5 %

+213.2 %

+296.3 %

+41.1 %

+19.6 %

+104.4 %
+104.4 %

+102.8 %

+144.0 %

+83.0 %

+50.1%

+16.6%

-1.5%

+71.2 %

+92.0 %

+112.5 %

+554.1%

+9.5%
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FIGURE 4

EVOLUTION OF THE INFORMATION PROVIDED IN THE RESA STUDY 2011-2015

3,000,000 8]
< ©
0
8 R 2011 m2012 =2013 m2014 =2015
2,500,000 o
[Ye]
o
Qg
2,000,000 =
= 58
N e -
82 8
1,500,000 SR N
- -~
gSgmT
1 o 8
,000,000 <83 S RN
~ g ~N o % o 39
Zaed 893
[ R IR
500,000 NI I ~
o N
|| I I
0
Hospital discharges Specialist Emergencies attended Surgical procedures
consultations to

The RESA Report database now has quite a
significant volume of information

25, Basic information on participating health centres

The healthcare organisations that Activity and resources of all inpatient
participated in the 2016 RESA Study are the centres participating in the 2016 RESA
largest private health centres and groups Study:

operating in Spain, as shown by the data
about their structure and activity:

FIGURE 5
BASIC DATA ON INPATIENT CENTRES PARTICIPATING IN THE 2016 RESA STUDY.

Deekheaes sty I T I Y R

Hospital discharges 586,587 706,086 843,864 894,546 929,290 +3.9 %
Surgeries using general anaesthesia 240,639 245,764 268,664 284,123 543,599 +91.3 %
Emergencies attended to 3,263,959 3,581,312 3,672,205 3,939,363 4,989,552 +26.7 %
% Variation
Hospital resources 2011 2012 2013 2015 .
2015/2014
No. of conventional hospital beds 8,729 10,548 11,071 11,692 14,349 +22.7 %
Adult ICU beds 507 684 696 732 925 +26.4 %
Neonatal and paediatric beds 274 376 372 383 505 +31.8 %
Operating rooms for major surgery 495 565 575 604 823 +36.2 %
Delivery rooms 111 137 146 154 190 +23.4 %



2.6. Indicctor selection process

For this year's report, the 2016 RESA Study
Committee agreed to consolidate and
maintain the indicators from last year’s

report.

report.

At the initiative of several haemodialysis

centres, four indicators were selected for
their field this year. These indicators were

collected by 29 volunteer centres and the the following table:
experience was used as a pilot for including

FIGURE 6
2016 RESA STUDY INDICATORS

type

a A~ W N =

(o)}

~

10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27

Average stay adjusted by case
Average stay pre-surgery

Rate of outpatient surgeries

Average waiting time for scheduling additional tests (Mammogram, MRI and CAT)
Average waiting time for additional test reports (Mammogram, MRI and CAT)

Average waiting time for a first consultation with a specialist (Ophthalmology,

Dermatology, Traumatology, Gynaecology and Obstetrics)

Average time in emergency triage care

Average waiting time for initial medical treatment in A&E

Average surgery waiting time

Average time between diagnosis and starting treatment for breast cancer
Average time between diagnosis and starting treatment for colon cancer
Average time between diagnosis and starting treatment for lung cancer
Rate of return to A&E within 72 hours of discharge for the same diagnosis
Hospital readmission rate 30 days from discharge

Rate of complications within 3 days of cataract surgery

Accreditation and certification of hospital units and services

Policies and procedures implemented for patient safety

Rate of safe surgical procedures (surgical check list)

Survival rate for patients hospitalised for Acute Coronary Syndrome
Rate of hip replacement surgery within 48 hours of hospital admission
Rate of colonoscopies performed under sedation

Rate of gastroscopies performed under sedation

Readmission rate for outpatient surgery at 30 days

Crude mortality rate in haemodialysis

Percentage of patients with target Kt/V

Percentage of patients with Albumin >3.5 g/dl

Percentage of prevalent patients with autologous AVF

METHODOLOGY

them in the next year's RESA Study.
Although the information was not collected
systematically across all the centres, the
results of the pilot study are included in this

Thus, the 27 indicators that were analysed
in the 2016 RESA Study are those listed in

Result
Result
Result
Process

Process
Process

Process
Process
Process
Process
Process
Process
Result
Result
Result
Process
Process
Process
Result
Result
Process
Process
Result
Result
Result
Result
Result
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The 27 general indicators are
broken down into 48 to include
more specific indicators to give
a better picture of the private
healthcare outcomes

After five editions, the RESA report
continues to include new indicators each
year. To prevent the report from getting too
long, it was decided that some indicators
can be published every two years.
Specifically, this will impact indicators for
very specialised areas that provided stable
data in earlier editions. Thus, the indicators
related to fertility treatments were not
published this year.

All data refer to 2015.

The fieldwork to collect the necessary
information for the study was conducted in
March and April, requesting standardised
databases from the health centres. The
quantitative indicators were collected
using anonymous databases that are not
traceable at patient level, and only those
that met pre-set requirements were
included. Strict compliance with these
terms means that for some indicators
there may be numerical differences in the
denominators used.

These 27 general indicators are broken
down into 48, as several of them include
other more specific indicators for certain
areas, specialities, etc.

In general they are quantitative indicators
taken from detailed databases provided
by hospitals. Additionally, there are 16
qualitative indicators that use standard
criteria to assess the documentation
provided by health centres regarding the
accreditation of centres and services, and
patient safety policies.

2.7. Indicator collection and processing

All the health centres were invited to
participate in all the indicators, except
those that do not apply to specific centres
because of their type of activity.

The source for many of the indicators is
the Basic Minimum Data Set (CMBD] for
hospitalisation, which is collected and
coded at patient discharge at all health
centres, and which must be sent to the
corresponding health administration as a
formal declaration of their activity.

Graphics always include the number of
cases in question. Data from 2015 was
collected for all indicators: overall value
and standard deviation of individual values
for centres. Graphics also specify the
evolution of the data published in previous
studies.



METHODOLOGY

2.8. Analysis of quality and outcome observatories

As it is the fifth version of the study, the
Committee proposed making a qualitative
reflection on the role and positioning of the
RESA Study. To this end it was agreed to
perform an international review of existing
observatories that publish quality data on
hospitals.

The outcomes of the study are presented
below, grouped by the aspects that formed
the basis of the selection criteria:

1 Efficiency.

2 Accessibility [response time for different
types of care).

3 Health results (patient return rate).

4 Quality and patient safety (in terms of
quality and safety policies and care
quality indicators).
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3.1

EFFICIENCY

The efficiency of private hospitals is a value recognised by society. Although it is widely
recognised, we consider it necessary to objectify it by presenting some key indicators.

Average stay adjusted by case

The average stay adjusted by case
measures the average number of days

that patients are hospitalised (eliminating
extreme cases, or “outliers”). The case
adjustment is done by classifying patients
into Diagnosis-Related Groups (DRG] to
ensure that differences are not due to

each hospital treating a different type of
patient. In other words, for each hospital we
calculated the average stay that would have
resulted if all the health centres had an
identical make-up of patients.

Like in previous years, the indicator for
average stay adjusted by case continues to
show a high level of efficiency: the outcome
for 2015 is even slightly lower than the
previous year, meaning that management of
hospitalised patients continues to put forth
excellent results.

INDICATOR 1
AVERAGE STAY ADJUSTED BY CASE (2011-2015, MEASURED IN DAYS)

This indicator again shows
high efficiency

It is worth noting that this outcome
continues to improve, with more than 16.2%
increased participation. The participation

of health centres in this indicator requires
them to have licenses to group cases by
DRG, so the increased participation signals
an upward trend in this sense.

NUMBER OF HOSPITAL ADMISSIONS 2011: 133,279; 2012: 285,697; 2013: 432,984; 2014: 470,788; AND 2015: 546,840

2014/2015 VARIATION: +16.2 %
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The average stay adjusted by case for the most frequent medical specialisations follows
a similar pattern to last year, with the longest hospitalisations in oncology and internal
medicine and the shortest ones in general surgery, traumatology and urology.

AVERAGE STAY ADJUSTED BY CASE BY DISCHARGE SERVICE (2015, MEASURED IN DAYS)




In terms of a seasonal distribution, the
average differences in stay are minimum
between the months of the year (two-
tenths). Many healthcare systems show
longer stays in periods of peak demand

EFFICIENCY

(winters), which is practically unnoticeable
in our study. There are excellent outcomes
for average stay throughout the year with
very few seasonal variations.

AVERAGE STAY ADJUSTED BY CASE BY MONTH (2015, MEASURED IN DAYS)
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3.2. Average stay pre-surgery

The average stay pre-surgery measures The outcomes show that patients are

the efficiency of the hospitalisation process hospitalised an average of 9 hours before

prior to surgery. surgery, allowing them to be properly
prepared and avoiding unnecessary

Values are similar to prior years, with a hospitalisation time.

slight increase.

Pre-surgery hospitalisation
averages at just 9 hours

INDICATOR 2
AVERAGE STAY PRE-SURGERY (2013-2015, MEASURED IN DAYS])

NUMBER OF SURGICAL PROCEDURES 2013: 411,428; 2014: 475,465; AND 2015: 385,933
2014/2015 VARIATION: -18.8 %
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This indicator is widespread in the
healthcare field to measure the existing
level of outpatient surgery. It is calculated
using the ratio of outpatient procedures
performed by health centres, taking the
denominator to be the total number of
surgical procedures performed during the
year.

We should point out that the number

of cases analysed for this indicator has
increased without significantly impacting
the data from last year’s study.

INDICATOR 3
RATE OF OUTPATIENT SURGICAL PROCEDURES (2013-2015, %)

EFFICIENCY

3.3.Rate of outpatient surgeries

The results are in line with those from last
year. Outpatient levels of around 50% are
considered an excellent outcome, and even
more so considering that a large number of
surgeries in private practice are performed
in the afternoon, making it more likely that
patients will stay overnight at the health
centre.

Levels of outpatient surgical
procedures are at around 50%

NUMBER OF SURGICAL PROCEDURES 2013: 443,890; 2014: 482,551; AND 2015: 487,283

2014/2015 VARIATION: +1.0 %
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IN HEALTHCARE




tests

The waiting time for scheduling additional
tests is an indicator that is broken down
for the three main diagnostic imaging
tests: Mammogram, Magnetic Resonance
Imaging (MRI) and Computerised Axial
Tomography [CAT) scan.

The average waiting times for scheduling
appointments include tests performed on
a priority basis, regular check-ups, and
non-urgent tests scheduled at the patient’s
convenience.

There was a major increase in the data
provided by health centres for the three
types of tests, ranging from 18.2% for MRlIs
to 21.8% for mammograms.

ACCESSIBILITY IN HEALTHCARE

4]. Average waiting time for scheduling additional

The waiting time once the appointment
was scheduled improved in all three cases,
with a reduction of more than 3 days for
mammograms, and average times of under
1 week for MRIs and under 5 days for CAT
scans.

In more than 30% of cases
mammogram and MR
appointments are made the
same day
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4.1.1.Mammograms

The waiting time for a mammogram
appointment has gone down by three days
in the 2016 RESA Study. This is, in part,
due to the addition of new health centres
with shorter waiting times. But that is not
the only reason: if we look at the variance
of indicators between health centres, we
see that it has been significantly reduced;
this means that most health centres that
participated last year have improved their
times significantly.

This effect, that we have seen demonstrated
across many indicators, confirms the
qualitative impression that the publication
of the RESA Study is an incentive for health
centres to improve their indicators.

INDICATOR 4
AVERAGE WAITING TIME FOR SCHEDULING ADDITIONAL TESTS

INDICATOR 4.1.

Average waiting time for scheduling additional tests (2011-2015, time in days)
Number of mammograms 2011: 71,996; 2012: 96,140; 2013: 139,294; 2014: 184,399; and 2015: 224,532

2014/2015 variation: +21.8 %
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Looking at the distribution in following
chart we can see that this average is due to
appointments being scheduled immediately
for the day requested in 30% of cases, more
than 60% of patients having the diagnostic
test within 7 days and only 10% having to

ACCESSIBILITY IN HEALTHCARE

wait more than 22 days. Only small portions
of patients have larger time differences,
with three small peaks around 7, 14 and 20
days, which we interpret as being generally
due to patients” own convenience.

AVERAGE WAITING TIME FOR SCHEDULING ADDITIONAL TESTS - MAMMOGRAMS (2015, TIME IN DAYS]
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In terms of monthly variability, by
comparing the proportion of mammograms
performed the same month they were
requested, we can see that in the winter
months and July there tends to be a higher
proportion of tests within the same month
they were requested, while in the summer
months, except July, the tests are usually
performed after the month they were
requested. The pattern is therefore very

similar, with a slight variation caused by
holiday months, where it seems that tests
are moved forward in order to perform
them before the start of holidays.

We understand this effect to be another
characteristic of private healthcare: the
flexibility to adapt to demand through
increased activity in preparation for holiday
months.

AVERAGE WAITING TIME FOR ADDITIONAL TESTS -MAMMOGRAMS (2015) PERCENTAGE OF REQUESTED

TESTS PERFORMED IN THE SAME MONTH
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4.1.2.Magnetic Resonance Imaging

The average time decreased by nearly three days, especially attributable to the addition
of health centres with shorter waiting times this year, however, like last year, there was
also a slight decrease in the waiting times for centres that had participated in the study
previously.

The indicator stands at 6.97 days, slightly under a week.

INDICATOR 4.2.
Average waiting time for scheduling additional tests (2011-2015, time in days)

Number of magnetic resonances 2011: 179,604; 2012: 183,501; 2013: 369,046; 2014: 480,310; and 2015: 567,870
2014/2015 variation: +18.2 %
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As can be seen in the following chart, more than a third are performed on the same day, with
up to 70% in under 7 days and only 10% in over 18 days.

AVERAGE WAITING TIME FOR SCHEDULING ADDITIONAL TESTS - MAGNETIC RESONANCES
(2015, TIME IN DAYS)
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The ratio of demand to resolution shows less waiting time for performing tests in December,
July and September, and longer times in April and May.

AVERAGE WAITING TIME FOR ADDITIONAL TESTS ~-MAGNETIC RESONANCES (2015) PERCENTAGE OF
REQUESTED TESTS PERFORMED IN THE SAME MONTH
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4.1.3.Computerised Axial Tomography Scan

For CAT scans we notice a very significant Just as has occurred in the previous cases,
decrease in times that were already rather the reduction in times is due to the addition
good: the waiting time went down by more of health centres with shorter waiting

than two days between 2014 and 2015, with times and reduced waiting times for health
the average waiting time standing at 4.75 centres that participated in this indicator
days. last year.

INDICATOR 4.3.

Average waiting time for scheduling additional tests (2011-2015, time in days)

Number of computerised axial tomography scans 2011: 96,682; 2012: 110,969; 2013: 255,022; 2014: 343,985;
and 2015: 410,901
2014/2015 variation: +19.4 %

Computerised axial Tomography scan (days)
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In this case the distribution graph shows a More than half of CAT SCANS

much higher concentratiun; in more than are performed on the same day
half of the cases the test is performed they are requested

the same day it is requested and only very
small proportions of patients have longer
waiting times: 70% do not wait more than
5 days and under 10% of patients receive

appointments in more than 14 days.

AVERAGE WAITING TIME FOR SCHEDULING ADDITIONAL TESTS - CAT SCANS (2015, TIME IN DAYS)
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Submission of results in the same month as the test follows a very uniform pattern with
little variation between months; most results are submitted within the month in August and
December.

AVERAGE WAITING TIME FOR ADDITIONAL TESTS
- CAT SCANS (2015) PERCENTAGE OF REQUESTED TESTS PERFORMED IN THE SAME MONTH
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As we can see, the general pattern of | health h .
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4.2. Average waiting time for additional test reports

Another important component in the The outcome for the indicator shows that

accessibility of additional tests is the health centres are maintaining waiting

process of preparing and submitting the times for additional test reports under

medical report after the test is performed. four days, and two days in the case of
mammograms.

This indicator measures the time between
when the test is performed and when the
report is submitted with the results and is
available to the patient or doctor.

4.2.1.Average waiting time for mammogram reports

Mammogram reports are submitted in an when the test is performed, with 90%
average of 2.27 days. These are shorter available in four days, and only marginal
waiting times than in most previous years, cases where reports are not available
although slightly longer than last year sooner.

which were the lowest in all the years of
the study. Variability between centres is

somewhat lower than last year. The average vvaiting time
for additional test results is
As we can see, 70% of mammogram between 2 and 4 days

reports are available in under a day from

INDICATOR 5
AVERAGE WAITING TIME FOR ADDITIONAL TEST REPORTS

INDICATOR 5.1.

Average waiting time for additional test reports (2011-2015, time in days)

Number of mammograms 2011: 70,255; 2012: 95,665; 2013: 130,766; 2014: 168,021; and 2015: 204,780
2014/2015 variation: +21.9 %

Mammograms (days)
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Source: RESA 2012, RESA 2013, RESA 2014 and RESA 2015 Studies, data from 2011, 2012; 2013, 2014, 2015. IDIS Foundation.
Data provided by the hospital groups/centres participating in the 2016 RESA Study. Analysis and graphs by Antares Consulting.
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4.2.2.Average waiting time for magnetic resonance
imaging reports

Magnetic resonance imaging (MRI) reports In the break-down of the information we
are available in an average of just over 4 can see that in the case of MRIs 50% of
days. This time has increased by a half day reports are available in one day, 70% in an
compared to last year, but is not the longest average of three days, and only in 10% of
time observed over the years of the study. cases are reports delayed 9 or more days.

Looking back across the entire study, the
trend seems to be steady at an average of
between 3.5 and 4 days.

INDICATOR 5.2.
Average waiting time for additional test reports (2011-2015, time in days)

Number of magnetic resonances 2011: 168,906; 2012: 191,290; 2013: 345,172; 2014: 447,394; and 2015: 529,410
2014/2015 variation: +18.3 %
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4.2.3.Average waiting time for CAT scan reports

The average waiting time for CAT scan Going into more detail, in 50% of cases the
reports this year is 3.33 days, slightly higher test reports are submitted within 24 hours
than in 2014 and lower than in 2013. The of performing the test. In 80% of cases the
trend stands steady at around 3 days over test report is submitted in under 6 days.

the course of the study.

INDICATOR 5.3.
Average waiting time for additional test reports (2011-2015, time in days)

Number of computerised axial tomography scans 2011: 98,630; 2012: 140,495; 2013: 241,355; 2014: 327,108; and 2015: 390,859
2014/2015 variation: +19.5 %
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4.3. Average waiting time for specialist consultctions

The analysis of the ratio that measures The average time for al of the four

the average time for scheduling specialist specialists only very slightly exceeds ten
consultations shows the flexibility that days in the case of dermatology; this shows
private healthcare centres have in meeting how flexible private healthcare centres are
patients” demand for this type of services. in their ability to meet patients” demand for

this type of service.
This year all the specialist appointments
analysed —ophthalmology, dermatology,
traumatology and gynaecology and
obstetrics— have reduced or maintained
their waiting times from last year and show
a downward trend over the four years of the
study.

The average waiting time for
a specialist consultation is
around 10-11 days

INDICATOR 6
AVERAGE WAITING TIME FOR SPECIALIST CONSULTATIONS (2012-2015, TIME IN DAYS)
NUMBER OF OPHTHALMOLOGY CONSULTATIONS 2012: 153,998; 2013: 214,835; 2014: 215,353; AND 2015: 242,289 (+12.5 %)

NUMBER OF DERMATOLOGY CONSULTATIONS 2012: 186,158; 2013: 265,584; 2014: 261,661; AND 2015: 231,992 (-11.3 %)
NUMBER OF TRAUMATOLOGY CONSULTATIONS 2012: 305,520; 2013: 391,637; 2014: 472,676; AND 2015: 431,025 (-8.8 %)
NUMBER OF GYNAECOLOGY CONSULTATIONS 2012: 182,490; 2013: 220,446; 2014: 321,957; AND 2015: 218,293 (-32.2 %)
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4.3.1.0phthalmology

The average waiting time for ophthalmology In the chart we can see that more than 40%
appointments is 10.01 days, breaking the of ophthalmology appointments are made
upward trend observed prior to 2014. within 1T and 5 days, and only 15% are made

in more than 20 days.

AVERAGE WAITING TIME FOR OPHTHALMOLOGY CONSULTATIONS (2015, TIME IN DAYS)

Percentage
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Finally, if we analyse the distribution by very good. There are increased waiting
month, we can confirm that there are an times at a very particular time of year:
average of three days’ variation between October to February.

the months with the longest and shortest
waiting times, although the times remain

AVERAGE WAITING TIME FOR OPHTHALMOLOGY CONSULTATIONS BY MONTH (2015, TIME IN DAYS)
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4.3.2.Dermatology

The average waiting time in 2015 was 11.25
days, in line with previous years and a
significant improvement over 2012 (13.9).

ACCESSIBILITY IN HEALTHCARE

Moreover, more than 45% of requests are
handled in under 7 days, and in 80% of
cases the wait is under 20 days.

The waiting time for dermatology therefore
seems rather stable at around 11 days.

AVERAGE WAITING TIME FOR DERMATOLOGY CONSULTATIONS (2015, TIME IN DAYS)
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stands at three days, so most months are
quite similar, although August stands out
with the shortest waiting time (9.21 days)
and May with the longest of all (12.65 days).
Peak waiting times are from April to June.

The analysis of the average waiting time
between requesting an appointment

and seeing a dermatologist ends with
describing how it varies based on the
month the request is made. The variation

AVERAGE WAITING TIME FOR DERMATOLOGY CONSULTATIONS BY MONTH (2015, TIME IN DAYS)
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4.3.3.Traumatology

The average waiting time is 8.85 days, down More than 43% of patients are seen within
by more than a day from last year. five days, and 64% within 10 days.

AVERAGE WAITING TIME FOR TRAUMATOLOGY CONSULTATIONS (2015, TIME IN DAYS)
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By months, the average waiting times vary between 7.75 and 9.5 days (just over two days of
variation) with peak waiting times between April and June and the shortest waiting times in
August.

AVERAGE WAITING TIME FOR TRAUMATOLOGY CONSULTATIONS BY MONTH (2015, TIME IN DAYS)
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4.3.4.Gynaecology and Obstetrics

The average waiting time for gynaecology
and obstetrics appointments is, just like
last year, 10.2 days.

Forty-four percent of requests are met in
five days. Twenty percent of appointments
are scheduled in over 20 days, which is
probably due to follow-up appointments.

AVERAGE WAITING TIME FOR GYNAECOLOGY AND OBSTETRICS CONSULTATIONS BY HEALTH CENTRE

(2015, TIME IN DAYS)
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The analysis of the average waiting time
between requesting an appointment and
seeing a gynaecologist ends with describing
how it varies based on the month the

AVERAGE WAITING TIME FOR GYNAECOLOGY AND OBSTETRICS CONSULTATIONS BY MONTH (2015, TIME IN DAYS)
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request is made. It is one of the specialist
areas with the lowest seasonal variation.
April stands out for having the longest
waiting times and July the shortest.
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The analysis of the types of health centres
based on their activity providing additional
services for the public sector is of some
interest. Once again this year we can observe
that average waiting times for appointments
are, in some of the health centres with
publicly-funded activities (concessions and
health centres with global agreements),
higher than the average for all private health

June July
Months

August September October November December

centres, but almost never more than one
month. This occurs in some, but not all,
privately-managed public health centres,
given that in most of them waiting times are
similar to overall averages for private health
centres. As a whole, it seems that this effect
of accessibility and minimum waiting times
does not depend so much on the type of

patients as on a flexible management model.



This year participation in this indicator
increased around 4%, both due to more
health centres providing information and a
growing number of A&E services in health
centres that had already participated.

The indicator this year is derived from
evaluating 2.7 million A&E visits to the
hospitals participating in this study.

We break the average waiting time in A&E
into two sections: patient assessment when
they arrive at A&E and classifying them
based on the priority/seriousness of the
case to be seen (a phase called triage);

and the time between triage and receiving
medical care from the attending doctor.

INDICATOR 7-8

RESA 2016 STUDY FIVE YEARS OF THE PRIVATE HEALTHCARE OUTCOMES STUDY

4.4 Average waiting time in A&E

Again this year, the average times
obtained for triage and for being seen

by the attending doctor demonstrate the
healthcare results for the emergency
services of the health centres participating
in the study. The total average time that
patients wait in A&E before being seen by
a doctor is around 29 minutes for the 2.7
million emergency cases analysed in 2015.

The time in triage is very similar to previous
years. The waiting time for being seen

by a doctor has increased slightly by four
minutes.

Average time in emergency
medical care stands at under
30 minutes (8.10 minutes in
triage)

AVERAGE WAITING TIME FOR EMERGENCY CARE (2011-2015, TIME IN MINUTES)
NUMBER OF EMERGENCIES 2011: 1,298,027; 2012: 1,621,722; 2013: 1,840,125; 2014: 2,555,436; AND 2015: 2,653,621

2014/2015 VARIATION: +3.8 %

08:10

=
(=}
o
=
w
42|
g
=
<

Average time in emergency triage care

Minutes

01:00:00

00:09:04  00:07:35 00:06:59 00:07:13 ©00:08:10

2012 2013 2014 2015
Years

00:00:00

2011

Emergency

-

21:01

Average waiting time for medical

treatment in A&E
Minutes

01:00:00

00:21:01

00:16:14  00:16:46  (p:15:17  00:16:39

2012 2013 2014
Years

00:00:00

2011



ACCESSIBILITY IN HEALTHCARE

Time considerations have a strong influence The distribution of the average time

on a service with major peaks of activity in triage by weeks of the year shows
overload during certain times of year, days a variability of very few minutes, with

of the week or hours of the day. somewhat higher times during weeks of

emergency peaks like in winter (weeks 50,
52, 1,2 and 4) and in August (weeks 31 to 33].

AVERAGE TIME IN EMERGENCY TRIAGE BY WEEK OF THE YEAR (2015, TIME IN MINUTES)
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The waiting time to be seen by a doctor also remains steady, although it is affected
somewhat more than triage time during months of emergency peaks, with a variation of four
minutes.

AVERAGE WAITING TIME FOR MEDICAL TREATMENT IN A&E BY WEEK OF THE YEAR
(2015, TIME IN MINUTES)
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Waiting times by day of the week are basically stable except in the case of Monday, where
there is a 0.5 minute increase in triage and a 1.5 minute increase to see a doctor.

AVERAGE TIME IN EMERGENCY TRIAGE BY DAY OF THE WEEK (2015, TIME IN MINUTES)
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AVERAGE WAITING TIME FOR MEDICAL TREATMENT IN A&E BY DAY OF THE WEEK (2015, TIME IN MINUTES)
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ACCESSIBILITY IN HEALTHCARE

The distribution by times in emergency care with the greatest peaks cause an increase
show the usual peaks between 9 and 12 in in waiting time of barely two minutes in
the morning and after 7 in the evening. As triage and of three to four minutes to see a
can be seen in the chart, these demand doctor.

peaks barely affect waiting times: the times

AVERAGE TIME IN EMERGENCY TRIAGE BY HOUR OF THE DAY (2015, TIME IN MINUTES)
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Time of triage

. Hourly average . Daily average

AVERAGE WAITING TIME FOR MEDICAL TREATMENT IN A&E BY HOUR OF THE DAY (2015, TIME IN MINUTES]
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Allin all, the data present an image of great demand, which is something they must
accessibility in A&E as well as flexibility of adapt to. It is important to note how these
resources: as we know, emergency services major fluctuations in demand impact
vary greatly by hour, day and season of waiting times by just a few minutes.
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This indicator shows the time between the
patient's pre-anaesthesia consultation (pre-
surgical assessment] and the date of the
procedure.

In order to participate in this indicator,
health centres must record the pre-
anaesthesia date in their computer
systems, making it difficult to collect data
because in many cases the pre-anaesthesia
occurs outside the health centre.

This year, there was a major reduction of 14
days for this indicator compared to the 2014
figure, which itself had been much higher
than in previous years. The 2015 figure

is the lowest of the entire study. Detailed
analysis of the data indicates that the
health centres who were added last year
with higher averages have since adapted to
the group average.

INDICATOR 9
AVERAGE SURGERY WAITING TIME (2011-2015, TIME IN DAYS)

4.5. Average surgery waiting time

The standard deviation for this year is lower
than in previous years, which suggests that
improvements were made by all centres
and especially those who had higher times
last year.

The historical data seems to show a
baseline of around 30 days, which should
be considered an excellent time given that
most were elective surgeries.

NUMBER OF SURGICAL PROCEDURES 2011: 45,915; 2012: 50,022; 2013: 75,189; 2014: 91,493; AND 2015: 93,122

2014/2015 VARIATION: +1.8 %
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cancer treatment

The average time to start
cancer treatment is far below
the 8 weeks recommended by
International programmes

The time to start cancer treatment is one
of the most important quality indicators.
It is a type of care that, although not
urgent, requires priority attention with no
unnecessary delays.

Every year the RESA Study includes

the average waiting time between the
confirmation of the diagnosis and starting
treatment, whether it be medical or
surgical.

INDICATOR 10

ACCESSIBILITY IN HEALTHCARE

4.6. Average time between diagnosis and starting

The average time between diagnosis and
treatment of breast cancer has varied over
the course of the RESA Study between 12
days (under 2 weeks) and 19 days (under 3
weeks). This year's outcome shows a slight
increase, although it is still under 3 weeks,
which is not significant for the prognostic
variation range.

The average time to start
oncology treatments is 15 days
for colon cancer and around
20 days for breast and lung
cancer

AVERAGE TIME BETWEEN DIAGNOSIS AND TREATMENT FOR BREAST CANCER

(2011-2015, TIME IN DAYS)
NUMBER OF PATIENTS 2011: 1,993; 2012: 2,168; 2013: 2,165; 2014: 2,164; AND 2015: 2,962
2014/2015 VARIATION: +36.9 %
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The time between diagnosis and treatment of colon cancer has remained under two weeks

throughout the entire study.
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INDICATOR 11
AVERAGE TIME BETWEEN DIAGNOSIS AND TREATMENT FOR COLON CANCER

(2012-2015, TIME IN DAYS)

NUMBER OF PATIENTS 2012: 646; 2013: 979; 2014: 1,108; AND 2015: 1,576
2014/2015 VARIATION: +42.2 %
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In the case of lung cancer treatment, the waiting time remains under three weeks.




ACCESSIBILITY IN HEALTHCARE

INDICATOR 12
AVERAGE TIME BETWEEN DIAGNOSIS AND TREATMENT FOR LUNG CANCER

(2012-2015, TIME IN DAYS)
NUMBER OF PATIENTS 2012: 611; 2013: 791; 2014: 881; AND 2015: 1,118
2014/2015 VARIATION: +26.9 %
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The waiting times this year for treating the excellent outcome far below the 8 weeks
most common cancers are between two often recommended by international
and three weeks, which is undoubtedly an oncology treatment programmes.
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HEALTHCARE RESULTS

B.1.Rate of return to A&E within 72 hours of

discharge for the same diagnosis

The indicator measures the proportion of The rate falls within
patients who return to A&E with the same international standards

I;tft diagnosis within 3 days of receiving and shows a trend towards
' Improvement

This year's outcome continues the
downward trend we have seen since 2012.
This trend is due to improvements made
by some health centres, as the standard
deviation is slightly higher than last year.

INDICATOR 13
RATE OF RETURN TO A&E WITHIN 72 HOURS OF DISCHARGE FOR THE SAME DIAGNOSIS (2011-2015, IN %)

NUMBER OF EMERGENCIES 2011: 785,513; 2012: 764,569; 2013: 892,634; 2014: 1,323,185; AND 2015: 1,339,500
2015/2014 INCREASE: +1.2%
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5.2.Hospital readmission rate 30 days from

discharge

One indicator that has been receiving much In this year's study the outcome is 5.1%,
attention lately in terms of improving the very similar to previous years. In general,
quality of care is the hospital readmission over the course of the five years of the
rate. Here, readmissions for the same study, the indicator has stayed stable
problem indicate the possibility that between 4.7% and 5.1%. This outcome
the original pathology was not resolved is comparable with most developed
properly. healthcare systems which have rates that

usually range between 4% and 8%.
This indicator measures the proportion of
patients who are readmitted to the hospital
for a similar diagnosis. This indicator is
calculated for several periods (readmission
within 48 hours, 72 hours, 30 days, etc.).
In the RESA Study we use the indicator
for readmission within 30 days, as it is the
most commonly used and so there are
more possibilities to compare it with other
outcomes.

INDICATOR 14
HOSPITAL READMISSION RATE 30 DAYS FROM DISCHARGE (2009-2015, IN %)

NUMBER OF ADMISSIONS 2011: 485,871; 2012: 699,762; 2013: 687,819; 2014: 772,531; AND 2015: 801,833
2015/2014 INCREASE: +3.8%
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HEALTHCARE RESULTS

5.3.Rate of complications within 3 days of cataract

Surgery

This indicator calculates the cases that On[y 2 of every 1,000 cataract
have complications within 72 hours of surgeries experience

cataract surgery. complications within 3 days

The indicator again shows an excellent
outcome in that only 2 of every

1,000 cataract surgeries experience
complications, far better than usual results.

INDICATOR 15
COMPLICATIONS IN THE THREE DAYS FOLLOWING CATARACT SURGERY (2013-2015, IN %)

NUMBER OF CATARACT SURGERIES 2013: 37,792; 2014: 41,692; AND 2015: 37,214
2014/2015 VARIATION: -10.7 %
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QUALITY AND
PATIENT
SAFETY




The RESA Study focuses on the quality

of private health centres. For that reason
it was decided that in addition to the

long list of quantitative quality outcome
indicators, we would add some qualitative
assessments of the processes carried
out by the health centres in the pursuit of
continuous quality improvements.

There are two types of assessments in this
section:

m Certifications and accreditations obtained
by each hospital from international
organisations of renowned calibre.

and services

Health centres were asked to send a copy
of any certificates they had obtained. Only
the most common certifications from
international organisations and/or those of
renowned calibre were accepted.

In analysing this indicator we observed
that having accreditations and quality
certifications has become standard in

INDICATOR 16
ACCREDITATION AND CERTIFICATION OF HOSPITAL UNITS AND SERVICES

QUALITY AND PATIENT SAFETY

mPolicies and procedures implemented by
hospitals to ensure patient safety.

This year we can see a considerable
increase in participation for these
indicators: Thirty new health centres
submitted their accreditations and
certifications and there was also a
significant increase in the provision of
documentation on patient safety policies.

Considerable increase in
participation for these quality
and patient safety indicators

6.1. Accreditation and certification of hospital units

private healthcare. Almost all of the
health centres submitted accreditations
or certifications for their central diagnosis
and treatment services, their patient
admissions and care processes, the
outpatient and emergency unit, and
especially for hospitalisation