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We read the article by Caballer and colla-
borators Impact of Morbidity on Health Care 
Costs of a Department of Health through Cli-
nical Risk Groups. Valencian Community, 
Spain(1) with great interest. We would like to 
make some relevant comments based on our 
experience using similar methods in an inte-
grated health organisation (OSI).

In 2013 the OSI Serveis de Salut Integrats 
Baix Empordà (SSIBE) had 92,007 people 
affiliated with its service (average age 41.04 
years; 19.3% under 18 years and 17.9% over 
64 years). Table 1, which is structured in the 
same way as one of the tables in the afore-
mentioned article, shows the distribution by 
health status (CRG), sex and healthcare costs 
in SSIBE. The method used, described pre-
viously by our group, is similar to that of the 
article in question.(2-4)  Healthcare expenditu-
re was 65,940,605.80€, with a median cost 
of 176.6€. 17.6% of the population did not 
incur any healthcare costs and for 19.4% of 
the population spending was higher than the 

average (716.69€ CI95%: ± 15.99€). A com-
parison of the two territories highlights some 
key points.

The population affiliated with the SSIBE 
is slightly younger, even though the disease 
burden found is higher (table 1). A primary 
cause for this could be the version of the 
grouping software used, which is not speci-
fied in Caballer´s article. In SSIBE is version 
1.9.1, concurrent model, that includes phar-
macy information (ATC codes).(5) The clinical 
codification styles and early knowledge of the 
disease burden of the population, a phenome-
non described previously by our group, could 
also explain the variations.(2) Or ultimately, 
the differences detected could in fact be a re-
flection of a different disease burden in the 
two territories. 

A comparison of the healthcare costs in the 
two organisations also highlights some impor-
tant differences: the average cost per person 
in SSIBE is 716€, which is noticeably lower 
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Table 1
Population affiliated with the Integrated Health Service Baix Empordà (SSIBE). Distribution by Health Status (CRG), Sex 

and Healthcare Costs. Year 2013.  *CRG: 3M© Clinical Risk Groups software v 1.9.1
Health status (CRG*) Men

(%) Average Women
(%) Average Population

(%)
Total cost (€)

(%)
Average cost 

(€) person
Average cost 

(€) men
Average cost 
(€) women

1. Healthy 25,472
(55.2% 30.79 21,431

(46.7%) 29.95  46,903
  (51.0%) 

7,481,728.81
(11.3%) 159.51 121.49 204.71

2. Significant acute disease 2,996
(6.5%) 29.21 3,341

(7.3%) 30.00  6,337
(6.9%)   

4,245,943.02
(6.4%) 670.02 446.72 870.27

3. Single minor chronic disease 3,341
(7.2%) 38.87 4,845

(10.6%) 41.26 8,186
(8.9%)   

3,526,168.96
(5.3%) 430.76 427.94 432.70

4. Minor chronic disease in multiple organ systems 652
(1.4%) 50.40 1,932

(4.2%) 51.49 2,584
(2.8%)

1,909,063.18
(2.9%) 738.80 868.01 695.20

5. Single dominant or moderate chronic disease 6,043
(13.1%) 49.44 5,799

(12.6%) 52.11 11,842
(12.9%)   

8,798,227.67
(13.3%) 742.97 702.61 785.02

6. Significant chronic disease in multiple organ systems 6,408
(13.9%) 66.04 7,522

(16.4%) 68.66 13,930
(15.1%)   

26,574,483.26
(40.3%) 1,907.72 1,836.16 1,968.68

7. Dominant chronic disease in three or more organ systems 685
(1.5%) 75.01 644

(1.4%) 80.05 1,329
(1.4%)   

6,573,960.35
(10.0%) 4,946.55 4,890.34 5,006.33

8. Dominant and metastatic malignancies 352
(0.8%) 71.54 245

(0.5%) 67.18 597
(0.6%)   

3,540,365.48
(5.4%) 5,930.26 6,238.86 5,486.89

9. Catastrophic conditions 206
(0.4%) 49.39 93

(0.2%) 49.96   299
(0.3%)   

3,290,665.07
(5.0%) 11,005.57 11,470.16 9,976.48

Total 46,155 39.94 45,852 42.15 92,007 65,940,605.80 716.69 657.55 776.22
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(27.2%) than the 983€ per person in Denia. 
Furthermore, expenditure by overall health 
status for both sexes is also lower in SSIBE. 
Healthcare costs in SSIBE correspond exclu-
sively to the analytical accounting of the orga-
nisation, while in Denia base rates are used in 
some activities. It also appears that the costs 
of the healthcare of their population outside 
their territory are included in the figures for 
Denia, but not for SSIBE. Our group, howe-
ver, has estimated these figures for SSIBE to 
be 2% of the healthcare visits and 17% of the 
healthcare costs.4 On the other hand, costs for 
medium and long-term socio-sanitary stays 
are included in the figures for SSIBE, while 
we don’t know if are included in the Denia 
study. Once the previously described causes 
have been disregarded, the observed diffe-
rences would correspond to variations in cost 
efficiency according to morbidity.

The general coincidences of the data pre-
sented are also worth highlighting. Thus, with 
very slight differences, a similar distribution 
of the disease burden of the population and 
similar behaviour for the additional health-
care costs associated with an increase in the 
disease burden is observed. There are also 
coincidences in the size of the segments of 
the population where healthcare spending is 
concentrated and in the unequal distribution 
of healthcare costs between men and women 
during their lives.(3,4)

Minimum Basic Data Sets (CMBD) simi-
lar to those for hospital services must be de-
fined and put into place for the other health 
resources (primary healthcare, mental health-
care, etc.) so that a CMBD for the population 
can be defined in order to move forward with 
allocating budgets based on people´s needs 
(according to morbidity) rather than setting 
them structurally. To achieve this, agreement 
must also be reached on the use of homoge-
nous classification systems for the morbidity 
of the population, which are internationally 
recognised in the literature and reinforced by 
experiences undergone when implemented in 
our country.(1,2,4,6)

We consider that an advance in this direc-
tion will allow benchmarking models simi-
lar to the ones developed from experiences 
like those of the Results Centre in Catalonia  
and the Atlas of Variations in Medical Prac-
tice in Spain (VPM project)(7,8) to be created, 
in order to be able to compare specific terri-
tories and organisations and improve health-
care for the population. 
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