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LETTERS TO THE EDITOR

Hospitalization Cost for Chronic
Obstructive Pulmonary Disease in
Andalusia, Spain: 1998 Through
2002

To the editor:
The detailed study by Masa et al1 on the cost

of chronic obstructive pulmonary disease
(COPD) in Spain updated published studies
with varying amounts of information on the
costs of providing health care.2,3 Approaching
the use of so-called administrative databases
from the contrasting viewpoints of healthcare
managers and clinicians—even studying them
in mixed teams in countries where these
databases are rigorously maintained—has
made it possible to calculate the costs and
quality of health care provision with previously
unknown depth and clarity.4 It is worth bearing
in mind that these databases were created with
the aim of facilitating and fine-tuning a system
of funding based on treatment processes.
Record-keeping systems have been carefully
designed for calculating costs arising from
admissions, which are the ones institutions use
for billing, and so they are amply validated.

The coding system for illnesses established
in the International Classification of Diseases,
Ninth Edition (Clinical Modification), and the
classification of hospital stays by Diagnosis-
Related Groups (DRGs) are so extensively and
carefully implemented in Spain that it now
seems safe to make calculations based on these
data. While records may contain data that has
been incorrectly input, the sheer volume of
data should compensate for such defects. 

At the same time, accounting systems have
been developed that are efficient enough to
provide reliable cost estimates.5

We have been given the opportunity to
access the Minimum Basic Data Set of the
Andalusian Public Health Service from 1998
through 2002. Over the 5-year period being
studied this data set codifies 2 700 000 hospital
discharge records, of which 83 722 (3%)
correspond to the following DRGs: 88 (COPD),
15 688 records; 541 (respiratory problems other
than infection, bronchitis and asthma with
severe complications), 16 722; 96 (bronchitis
and asthma with complications in patients over
17 years old), 17 195; 97 (bronchitis and asthma
without complications in patients over 17 years
old), 16 458; 542 (bronchitis and asthma with
severe complications in patients over 17 years
old), 17 659. 

The weighting for each DRG was taken
from the Spanish National Health Service
official figures (available on www.msc.es/
estadisticas_sanitarias/inventario.asp) and from
the Health Care Financial Administrator
(version AP14), which was used for comparison
during this period both in Andalusia and in the
other Spanish autonomous communities.

The information on costs incurred by the
hospitals of the Andalusian Public Health
Service during the period being studied was
obtained from the actual costs published in the
service’s annual reports, except for the costs for
2002, which had not then been published. For
2002, budgeted costs adjusted for past mean
deviations were used. The cost of hospital stays
was estimated as 70% of the total costs of the
hospital in accordance with studies by the
Spanish National Health Care System published
in 1995.5 All costs have been expressed in euro
to make comparisons possible.

According to the weighting used by the
Spanish National Health Care System, the cost
of hospitalization for COPD in the 5-year
period 1998-1902 ranged from e 52 350 000 in
1998 to e 69532 375 in 2002 and accounted for
3.55% of total hospitalization costs. According
to the weighting used by the Health Care
Financial Administrator for 1998 to 2002, COPD
costs ranged from e 62314 000 to e 81950 000
and accounted for 4.17% of total hospitalization
costs.

The cost of a single hospital stay for each
DRG in 2002 is shown in the table.

The databases were ceded by the Health Service
Product Department of the Specialized Healthcare
Section of the Health Service of Andalusia. We
would like to thank the staff of this department for
their cooperation and generosity.

C.M. de San Román y Terán,a R. Guijarro
Merino,b and J.M. Pérez Díaza

aServicio de Medicina Interna, Hospital
Comarcal de la Anarquía, Vélez-Málaga,

Málaga, Spain.
bServicio de Medicina Interna, Hospital

Regional Universitario Carlos Haya, Málaga,
Spain.

Grupo de Eficiencia de los Servicios de
Medicina Interna de Andalucía, Plan

Estratégico de la SADEMI (Sociedad
Andaluza de Medicina Interna).

1. Masa JF, Sobradillo V, Villasante C, Jiménez-
Ruiz CA, Fernández-Fau L, Viejo JL, et al.
Costes de la EPOC en España. Estimación a
partir de un estudio epidemiológico poblacional.
Arch Bronconeumol. 2004;40:72-9.

2. Miravitlles M, Figueras M. El coste de la
enfermedad pulmonar obstructiva crónica en
España. Opciones para una optimización de
recursos. Arch Bronconeumol. 2001;37:388-
93.

3. Miravitlles M, Murio C, Guerrero T, Gisbert
R (DAFNE Study Group). Costs of chronic
bronchitis and COPD. A year follow-up
study. Chest. 2003;123:784-91.

4. Frances CD, Shlipak MG, Noguchi H,
Heidenreich PA, McClellan M. Does
physician specialty affect the survival of
elderly patients with myocardial infarction?
HSR Health Services Research. 2000;35:
1093-116.

5. Alonso Cuesta P, Ayala Luna S, coordinators.
Proyecto coste por proceso. Hospitales
Insalud. Madrid: Instituto Nacional de la
Salud. Servicio de Documentación y
Publicaciones (publicación no. 1.675); 1995.

Intraosseous Lipoma of Rib

To the editor:
Lipoma is defined as a benign tumor

consisting of a circumscribed mass of adipose
tissue. Intraosseous lipomas represent fewer
than 0.1% of all primary bone tumors. They
are organized into 3 groups according to their
histopathologic characteristics: group 1
tumors contain mainly viable adipocytes;
group 2 tumors contain, in addition, areas of
fat necrosis and calcifications; and group
3 tumors contain ischemic areas of new
bone formation, calcifications, and viable
adipocytes, with or without areas of fat
necrosis.1 We present a case of intraosseous
lipoma in a rib. This is a very rare type of
benign tumor that is even less frequent in this
location, being more commonly encountered
in long bones.

The patient, a 58-year-old man, was a
nonsmoker who had previously undergone surgery
for cerebellopontine angle neurinoma and was
without other relevant medical or surgical history.
The patient was referred by the traumatology
department for evaluation of a tumor of the left rib,
diagnosed more than 5 years previously, that was
asymptomatic but displayed progressive growth.
The results of the physical examination were
normal except for the sequelae of the surgery for
neurinoma that had affected the facial nerve,
causing oral commissure deviation and left
palpebral ptosis. A fixed tumor of approximately 12
cm in diameter that did not cause pain was observed
in the left dorsal region. Analytic parameters fell
within the normal range. Chest radiograph and a
computed tomography scan without contrast
enhancement (Figure) revealed an expansive lesion
adjacent to the chest wall (eighth rib) containing
areas of bone density and intermediate density as
well as hypodense areas. The lesion caused
muscular displacement and a fissure was visible
between the tumor and the adjacent rib. Despite the
radiographic and clinical indications that the lesion
was benign, and with the patient’s consent, the
tumor was removed along with the posterior section
of the eighth left rib; the pleural cavity was not
opened and the operation was performed under
general anesthesia. Recovery was satisfactory and
the patient was discharged on the third day
following the procedure. Histologic analysis
provided a definitive diagnosis of intraosseous
lipoma with calcified capsule.

TABLE
Weighting of Selected Hospital Stays by Diagnosis-Related Groups 

and Cost Per Stay. Based on Data for 2002



Although intraosseous lipoma is usually
asymptomatic, it can occasionally present
with localized pain or discomfort.2

Radiographs reveal an osteolytic lesion with
slight bone expansion. Areas of sclerosis may
be observed in the margin or there may be
central calcification.3 Reports have described
intraosseous lipoma in patients of all ages,
both sexes, and although it has been observed
in various bones, it is normally located in the
metaphyses or epiphyses of the long bones
(femur, tibia, and humerus), pelvis, or heel.
Lipoma is normally subcutaneous. Since
intraosseous lipoma occurs inside the bone
trabecula, it causes a series of secondary
changes upon proliferation of the adipocytes
and those changes influence the morphology
and progression of the lesion.4 Diagnosis is
based on histologic evidence, and differential
diagnosis should be undertaken to rule out
various bone tumors (enchondroma,
osteoblastoma, and chondrosarcoma), bone
infarct, or fibrous dysplasia.5 The presence of
fat density in a computed tomography scan is
also useful in diagnosis. When symptoms are
present, treatment consists of surgical
excision of the tumor.
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Algorithms Are Always Useful 
for the Diagnosis of Pulmonary
Embolism

To the editor:
With great interest, I have read the

recommendations of the Spanish Society of
Pulmonology and Thoracic Surgery (SEPAR)
on the diagnosis, treatment, and follow up of
pulmonary embolism (PE) by Uresand et al1

in the December 2004 issue of ARCHIVOS DE

BRONCONEUMOLOGÍA. The guidelines contain
much information that is useful for daily
clinical practice. Since I thought that the
guidelines would be worth citing for many
reasons, I could not help being disappointed
when I noticed an error in the algorithm
given in Figure 1. Possibly, it might be just a
typing error and might be easily recognized
by other readers. However, it can also turn
the flow of clinical decision making the
wrong way for some new learners.

When someone follows the algorithm
based on clinical suspicion and applies
computed tomography (CT) angiography, the
second round of testing with CT angiography
is supposed to confirm the diagnosis of PE.
This aim is being addressed in these
guidelines as the basic objective of the
noninvasive tests referred to in that part of
the algorithm. In a case in which CT
angiography is positive for PE, the physician
can come to a diagnosis and start the
appropriate treatment. On the other hand, if
the CT angiography is negative, venous
ultrasound is needed to rule out or confirm
PE since the moderate clinical probability of

PE has been suggested by pretest evaluation.
To my knowledge, this is a logical approach.
It is also given in the literature.2 Furthermore,
in a very recent publication on this topic, the
Institute for Clinical Systems Improvement
has given an algorithm consistent with my
view.3 In Figure 1 of SEPAR’s guidelines,
however, the signs for negative and positive
CT angiographic findings were reversed.1

Additionally, in Table 8, which gives
dosages of systemic thrombolytic agents
approved by the United States Food and Drug
Administration for PE, the dosage after the
first 30 minutes and 250 000 U has been given
inaccurately as 100 000 U/kg/h. It should be
given as 100 000 U/h without reference to an
amount per kilogram of body weight.4

Herewith, I want to take advantage of this
opportunity to thank the authors once more
for their elegant review on such a frequent
and important condition. I hope that my letter
will be helpful for leading to correction in the
interest of preventing misunderstanding.
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NOTE FROM THE EDITORIAL
BOARD

We are grateful to Dr Kiter for her close
and careful reading of the SEPAR guidelines
recently published in ARCHIVOS DE

BRONCONEUMOLOGÍA.
The errors detected indeed appeared

during the preparation of our journal’s own
edition of the guidelines and were not present
in the SEPAR Guidelines, number 35,
published previously by Ediciones Doyma.

For the online English version of the article,
the errors have been corrected.

We thank the correspondent for her
comments and for the kind interest shown by
our colleagues in Turkey.
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Figure. Computed tomography
scan showing an expansive
lesion with areas of bone
density in the left subscapular
region.


