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Introduction

The work carried out by the Swedish Hip Arthroplasty Regis-
ter and other National Quality Registers is attracting more and
more attention within all parts of the Swedish healthcare esta-
blishment — from politicians, employees and the various profes-
sions. Focus on the Register has increased so radically in the past
years, that this year we chose to provide information about the
interests of the vatious players for register-based improvements
and clinical research in the following section: Vision of the fu-
ture for National Quality Registers (page 6).

The Swedish Hip Arthroplasty Register has now been active for
more than 31 years. Analyses of the significance of different ty-
pes of prostheses and techniques on the frequency of reopera-
tions in the short and long-term remain as a central task for the
registry. The registry’s continuous feedback to the profession,
has resulted in nationwide adjustment to optimal technique and
use of a few and well-documented types of prostheses, which
has resulted in continuous improved prosthesis survival.

However, it is the principal task of the registry to analyse the
whole process surrounding hip replacement surgery — ie. to
identify predictors for both good and poor results in a multi-
dimensional and individual based manner. In 2002 the registry
started to include patient reported results (PROM = patient re-
ported outcome measure) in its set of variables — a measure
adopted by several other registries. As the indication for hip
replacement surgery, in the first instance, is pain and low health-
related quality of life, today it must be seen as obligatory to
register and follow these parameters. The 10-year survival of
our most common and best-documented prostheses is today
over 95% and there is potential for improvement mainly within
certain patient groups. There is probably a greater possibility to
improve the results seen from the patient perspective by opti-
mising the indication work and implementing non-surgical early
care of patients with osteoarthritis of the hip —i.e. to operate on
the right patient at the right time.

The structural change within Swedish orthopaedics with deve-
lopment of a few but major elective units and the guarantee of
care has contributed to the continued interest for budget driven
productivity thinking, Decision-makers have their focus on av-
ailability measured as time to treatment irrespective of where it
is carried out or the result. These process measures say nothing
of the results as experienced by patients, long-term quality and
prosthesis function or about the cost-effectiveness of the treat-
ment. Therefore the work of the Hip Arthroplasty Register with
both early and late measures of results is of major importance
for the future quality of Swedish hip replacement surgery.

The Swedish Hip Arthroplasty Register is now a merger of two
registers: one for procedures with total hip prosthesis with os-
teoarthritis/arthritis as a main indication and one for procedu-
res with so-called hemi-prosthesis with hip fracture as a main
indication. The patient groups differ widely: a relatively healthy
population with an average age of approximately 70 and a group
of patients with an average age of more than 80 with pronoun-
ced medical co-morbidity and limited expected survival. Hemi-
arthroplasty has increased significantly from around 300/year
nationally to 4,500/year, as a result of the changed trecatment
algorithm, for primarily the dislocated femoral neck fracture.
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Open reporting

The Hip Arthroplasty Register openly reports a large number
of result variables at unit and aggregated county council level.
Three of these variables: patient reported health gains (EQ-5D
index gain after 1 year), short-term complications of 2-year and
10-year prosthesis survival, are included as national quality indi-
cators in reports issued by Swedish Association of Local Aut-
horities and Regions (SALAR) and the Swedish National Board
of Health and Welfare’s Oppna jimforelser (Open comparisons),
which now include 124 indicators.

Open reporting of the hospitals’ results is important as a driving
force for clinical improvement. However, the interpretation of
the results is sometimes difficult and can lead to simplistic and
unscientific debate. As quality registry reporting is used more
and more for control and planning within the care services,
there is a desire on the part of decision-makers to create easily
accessible ways of summarising difficult to interpret results in
the form of indexation (of several variables) and the ranking of
hospitals. This shall then, in turn, be used in a ‘choice of care
perspective’ for the patient. This type of reporting has major
statistical methodological problems (mainly dropouts, patient
demography and co-morbidity). The Hip Arthroplasty Regis-
ter avoids totally ranking outcomes but encourages all clinics to
analyse their own results as a step in the process of continual
improvements.

This year’s areas of development

Collaboration with the Nordic Arthroplasty Register Associa-
tion (NARA) during the year has strengthened. A joint database
(Denmark, Norway and Sweden) for hip replacement surgery
from 1995 onward has been created, and the first scientific re-
port published. A further 5 manuscripts have been submitted
and Finland has announced that they will be joining the orga-
nisation. During the year the registry has continued its colla-
boration with the Epidemiological Centre (EpC, the Swedish
National Board of Health and Welfare). A data merging with
the Patient Register (PAR) at individual level has also this year
been used for analysis of the degree of cover in hospitals and
at individual level. Three chapters of this Annual Report build
upon material from PAR and several collaborations are, follo-
wing ethical approval, in preparation.

In last year’s report we published cost and cost-effectiveness
analysis at hospital level. This year we have abandoned this
owing to completely unstandardised cost calculations but will
return with this type of analysis when the CPP (cost per patient)
system is implemented at all hospitals.

This year’s in-depth analyses

The registry’s continuous registration and regular reports of
standard results ate important for maintaining high quality of
hip arthroplasty surgery. We have also, for several years, carried
out and reported a number of in-depth analyses of different
issues. These analyses are not only aimed at clinical improve-
ments but are important for new development and publication
of scientific reports.
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* The importance of the surgical incision for prosthesis survi-
val, frequency of dislocation and patient reported outcome

* Cups with hydroxylapatite — revision frequency

* Reversed hybrid — revision frequency

* Resurfacing prostheses — revision frequency

e Optimal antibiotic prophylaxis

* Hemi-arthroplasties:

* Posterior versus anterior incision — revision frequency

* Bipolar versus unipolar heads — revision frequency

Degree of completeness

All units (79 hospitals), public and private, that carry out hip
replacement surgery are included in the register. All 58 hospitals
petforming hemi-arthroplasties are also included in the regis-
ter. The Hip Arthroplasty Register thus has 100% degree of
coverage of hospitals (coverage). The degree of coverage for
primary replacement at individual level (completeness) is this
year controlled via co-processing with the Patient registry at
EpC and is reported in detail on page 8. The degree of coverage
at national level was 98% for total arthroplasties and 96% for
hemi-arthroplasties.

Checking of the degree of coverage for reoperations has still not
been implemented owing to the fact that the profession shows
a very mixed quality in use of ICD-10 with regard to diagno-
sis and measure codes. Just as in last year’s annual report, we
would encourage all hospitals and colleagues to improve within
this area. The benefit of high qualitative reporting cannot be
overestimated and each unit should strive for “zero-vision” with
regard to dropouts. Patient-reported outcome was reported
during 2008 from all hospitals with the exception of two.

Reporting

Most units report via the web application. Copies of medical
records from reoperations are sent during the year with vary-
ing levels of delay. Going through copies of medical records
and systemised data collection is necessary for the registration
analysis.

Feedback

All publications, annual reports and scientific exhibitions are
shown on our website. This year’s Report is seriously delayed
owing to a number of interacting factors.

The Swedish Hip Arthroplasty Register in collaboration with the

g;@m oMo

Goran Garellick JohanKirrholm
Assistant Professor, MD, PhD  Professor, MD, PhD
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Numbers of primary total hip arthroplasties performed in Sweden
between 1967 (6 operations) and 2008 (14,105 operations), inclusive.

Swedish Knee Arthroplasty Register invites all hospitals to an
annual user meeting at Arlanda.

Center of Registers in Region Vdistra
Gotaland

The Swedish Hip Arthroplasty Register moved in late autumn
2008 to new premises at Nordiska Hogskolan f6r Folkhilsove-
tenskap (NHV) (the Nordic School for Public Health) and to-
gether with the Swedish National Diabetes Register and support
from Region Vistra Gotaland (VGR), established the Center
of Registers in Region Vistra Gotaland. On August 24, 2009,
the Decision Group for National Quality Registers decided to
designate the Center of Registers in Region Vistra Gétaland
Sweden’s fifth quality register centre of expertise.

Thank you to all employees

The Hip Arthroplasty Register builds upon decentralised data
capture, which is why the hospitals’ contact secretaries’ and doc-
tors’ input are indispensable and invaluable for the functioning
of the register.

Many thanks for all your help during the past year!

P
% /?//?f; é’f‘—’!z{

Cecilia Rogmark Peter Herberts
Assistant Professor, MD, PhD  Professor Emeritus, MD, PhD
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Vision of the future for National Quality Registers

During 2008 and 2009 many different players in the community,
within politics, health and medical services, academics and busi-
ness have shown an increased interest in the Swedish National
Quality Registers. During the more than 30 years that the Swe-
dish Hip Arthroplasty Register has been in operation interest in
its activities and other quality registers has never been as great
as NOw.

This account doesn’t have so much to do with the results of
Swedish Hip replacement surgery, but we believe that the reader
of this report may have a general interest in the following:

* The report Open comparisons of the quality of health and med-
ical services will be published for the 4th time in late autumn
2009. 22 national quality registers will contribute this time
with 40 quality indicators. The report involves a paradigm
shift within Swedish health and medical care, as, instead of
budget-driven medical care, it focuses on process and prima-
rily performance measurements, i.c. that medical care in the
future will be driven via efficiency rather than productivity.
This is something to which the Swedish National Quality Re-
gistry has devoted its time over many years but it is actually
only now that via the impact of Open comparisons (as a broad
national assembled report) it has resulted in decision-makers
and the professions slowly changing their focus.

* Within the area of Research and Development there has
been an increased interest in observation studies (register
studies) as a complement to the previous golden standard,
i.e. the randomised studies. First and foremost this applies to
the surgical disciplines. Both the Delegation for Collabora-
tion within clinical research (the Ministry of Enterprise, En-
ergy and Communications), the Swedish Research Council
and the report from the Boston Consulting Group (BCG, see
below) highlight the Swedish National Quality Register as an
unexploited goldmine of clinical research.

* The possibility in Sweden (after ethical vetting) to carry out
data merging between all the personal ID number based sta-
tistic databases to which we have access, is unique. As examp-
les, we can mention the health data register which is adminis-
tered at the Swedish National Board of Health and Welfare,
such as the Patient Register (previously the Inpatient Care
Register), Cancer, Cause of Death (not ethically protected)
and the National Register of Pharmaceutical Products) and
the CPP (cost per patient) database of Swedish Association
of Local Authorities and Regions.

One of the most important components in a register’s aim
for a good degree of coverage is that consensus be reached
on registering as few variables as possible but still describes
adequate process and performance measurements within the
disease group. The collaborations in accordance with the
above can result in that fewer variables need to be included in
the quality registry’s continual data capture.

* Since 2006 Sweden has used a National IT strategy for healt-
hcare. The purpose is e.g. to create a uniform information
structure and an enhanced technical infrastructure to facilita-
te time saving and safe information transfer between systems,

such as e.g. a direct transfer of data from the medical notes
system to the quality register’s databases. Pilot projects with
this as a goal have already begun. Only when direct transfer is
fully implemented (a number of years from now) and when
using touchscreen technology and online questionnaires can
the registry’s data capture be simplified, double registration
avoided and the amount of variables increased.

Direct transfer is no longer a utopia, but it is important to
remember that it will take several years before all registries
and medical record systems are adapted to this labour-saving
function. Direct transfer will probably not work fully for re-
gisters within medical technical areas, such as e.g. The Swe-
dish Hip Arthroplasty Register. In this type of register it is
obligatory to generically describe implants, which are not al-
ways described in surgery reports. In operating departments,
reading off the barcodes on the prosthesis packaging would
be an ideal solution — unfortunately, howevert, there is still no
international standard for these barcode descriptions.

In spring 2009 the international Boston Consulting Group
was commissioned by Carl Bennet AB and AstraZeneca, to
investigate the role of the Swedish National Quality Registers
within Swedish clinical research. This commission resulted in
the report: Value guided healtheare as a platform for industrial deve-
lopment in Sweden... The report has e.g. been commented upon
in Dagens Industri and Svenska Dagbladet. In the report it
was concluded that the Swedish register covers 25-30% of
the medical care and that there was a possibility for an ex-
pansion to a degree of coverage of approx. 60% of the area.
Furthermore, that the register is under-exploited for clinical
research, business development and for implementation of
best practice. To a large extent this under-utilisation is due to
under-financing of the register. The Boston Consulting Gro-
up proposes a tenfold increase in the financial support for
development of the existing register and for establishing new
ones. A part of the finance should come from the pharma-
ceuticals industry but also from the med-tech area. However,
this possible involvement requires an overhaul of legal regu-
lations and the role of the registry as independent auditor.

The report maintains, with examples from a number of regis-
ters, that high quality medical care is cheap medical care, i.c.
that an increased financial involvement in the register should
be cost-effective. A case study from the report shows that the
effect would be a slowing down of the future estimated cost
increase regarding healthcare and medical services in Swe-
den — a commitment of SEK 5 billion over a ten-year period
would reduce the cost increase by 1.5%, which expressed in
financial terms would be SEK 50 billion. See diagram on fol-
lowing page.

The report points out 10 of the current registers (69) as
leaders in the development (“...exceptional level of quality’)
and the Swedish Hip Arthroplasty Register is one of these
registers. The report has had a major influence on politics,
employees and government authorities within the healthcare
and medical services sector. An expedited investigation (SA-
LAR-initiated) during the first half year 2010 will have great
significance for improved long-term financing of the register
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and possibilities for improved clinical research in Sweden.

“The third instance’. The present government is currently in-
vestigating a ‘third instance’ outside SALAR and the Swedish
National Board of Health and Welfare, which would be given
the task of taking responsibility for outcome measurement

registry management face to face with tactful pedagogical
commissions. In order to achieve adequate and fair patient
orientated information requires an increased resource for the
use of advanced biostatisticians, communicators and prefera-
bly also professional medical journalists. Already, a website,
(OmVard.se), financed by the Confederation of Swedish En-

within health and medical services as well as social services.
On June 26, 2009 the Swedish Ministry of Health and Social

terprise, has published three national quality registers results
for use for choice of cate. The current registry’s annual re-
ports are written with the profession as a target group and
are not ‘case-mix’ adjusted, which is why we consider that
this web application can only lead to unjust comparisons and
is directly misleading for a confused patient in a choice of

Value based model driving
annual savings of =1.5% in medical costs...

BSEK care situation.

300 4

o * SALAR and the decision group for the national quality re-
280 =

gisters, published in 2008 a vision document for continued
development of existing and newly established registers:

* The national quality registers follow-up the quality in nursing
and healthcare in a multidimensional manner: medical qua-
lity (survival, complications, pharmaceuticals etc.), functio-
nal quality (whether the patient can walk, dress him/herself,

The figure shows a prognostic calculation from the BCG-report. A tenfold
increase of the resources to the national quality registers will result in a 5%
decrease of cost development during a 10-year period within the health- and
medical care system. An investment of 5 billions during this period wonld
according o the prognosis reduce the cost development with 50 billions. This
is under the assumption that the registries cover 60% (today aronnd 30%)
of Swedish healtheare system. The fignre is published with permission from
the Boston Consulting Group.

Affairs published a memorandum: National strategy for quality
development through open comparisons within the social services and
health and medical services. An important source for Open compa-
risons is given as the National Quality Registers. It is therefore
possible that the ongoing investigation will propose that the
‘third instance’” will then administer the register. In the me-
morandum it points out, precisely as in the BCG report, the
profession’s crucial role in development, management and
interpretation rights of the register.

The choice of cate perspective. Within politics there has for
some time been a desire for open reporting from the national
quality registers and it will be possible for Open comparisons
to be used by the patients in a free choice of cate situation.
This will probably be a requirement in the future and put

shop etc.) and patient-experienced quality (the patient’s as-
sessment of the medical result, pain, treatment, health related
quality of life, etc.).

The national quality registers work actively within measure-
ment-based, patient-focused constant improvement.

The national quality registers follow the patient through their
care and bridge over organisational and professional boun-
daries.

The established national quality registers contribute to pre-
senting their results openly, accessibly and adapted to the
medical professions, the general public and the management
bodies within health and medical services.

The national quality registers are I'T integrated with the medi-
cal note system.
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Degree of coverage

A high degree of coverage is perhaps the most important of
all factors that decide a quality register’s success, reliability and
possibility of carrying out qualitative improvements and clinical
research. Degree of coverage should be stated at individual le-
vel (completeness). Degree of coverage in respect of participating
clinics (coverage) is, of course, an important variable, but if the
respective participating unit under-reports at individual level,
analyses and feedback will be misleading. All units performing
hip arthroplasties in Sweden, both public and private, have for
many years, participated in reporting to the registry so that the
aim of current analyses, is to highlight the degree of coverage
at individual level.

In last year’s report, the departments’ degree of coverage was re-
ported as an open variable, after a collaboration with the Patient
Register (PAR, formerly the Inpatient Care Registry), which is
one of several health registries in the Epidemiological Centre
(EpC) at the Swedish National Board of Health and Welfare. It
is a legally compulsory to register with PAR.

Method

After collaborations between the register’s databases with the
Patient Register (NFB 29, 39, 49 and 99 for total prosthesis;
NFB 09 and NFB 19 for hemi-prosthesis) at individual level
(personal ID number) there are three different outcomes:

1. Matching of individuals, i.e. patients that were registered in
both registers.

2. Individuals who were only registered in the Hip Arthroplasty
Register.

3. Individuals who were only registered in PAR.

Degtee of coverage for the Hip Arthroplasty Register is stated
in the following table as the sum of outcome 1 + 2 and the de-
gree of coverage for PAR as the sum of 1 + 3. We do not know
if these results reflect the true degrees as patients may have been
operated on with a hip prosthesis without the respective care
unit having registered the measure in either of the registries. The
number of such cases should be very low in Sweden in 2008.

Weak points in the analyses

1. Laterality. In most cases the Patient Register lacks laterality,
i.e. right/left do not exist as unique variables, which is the case
in the Hip Arthroplasty Register. Patients operated bilaterally in
one stage and patients operated on both hips during 2008 may
disappear from the Patient Register with the selection criteria
chosen in the co-processing. The majority of national and local
care registries lack laterality, which should be changed in order
to improve the quality of these registers if it is wished to analyse
illnesses /operations involving pair otgans.

2. Time lag in registration. Certain units are chronic ‘Tlag-
gers’ — frequently from one year to the next, which is a great

disadvantage in this type of necessary quality assurance. Last
year’s analysis was carried out on the previous year’s business
year, i.e. 20006, in order to avoid incorrect values owing to ‘lag-
ging’. In this year’s analysis we have chosen to test the current
year (2008). From experience we know that a further 250 to
300 operations will be registered during the following year. The
probability is that if we change the co-processing of a year in
respect of 2008 the individual based degree of coverage, at least
at national level, will increase by a further 1-2%.

3. Administrative mergers of hospitals and the opposite,
i.e. operations carried out at ‘satellite hospitals’. Both these
results of structural changes within orthopaedics constitute an
interpretation problem in open reporting. Difference in degree
of coverage can then be due to non-medical logistical reasons,
such as e.g. that a hospital reports to PAR via ‘the main hospital’
and to the registry via the unit where surgery was carried out.
The Karolinska University Hospital/Solna is such an example.
KS/Solna takes care of registration to the Swedish National
Board of Health and Welfare (PAR). A number of the Karo-
linska University Hospital/Solna’s elective total arthroplasties
are carried out at the Ortho Centre (Lowenstrémska) and from
there reported to the Hip Arthroplasty Register. The registry is
always open and will always require that the procedure regist-
ration takes place from the hospital body at which the patient
has been operated owing to the fact that only then do we have
the possibilities to analyse and provide feedback on short-term
complications such as infections and dislocations. These com-
plications can be due to process faults / technical faults connec-
ted to the current operating unit.

Another example is Trelleborg, where three hospitals (Lund,
Malmoé and Ystad) carry out operations on the majority of their
elective cases. At the last analysis Trelleborg had almost 100%
reports to PAR (financial incentive) but only 88.5% degree of
coverage to the registry. For local analysis it was found that it
was one of the operating units, that at this ‘satellite unit’, lacked
procedures for reporting to the registry. This has now been ac-
tioned.

Results

Total arthroplasties. The registry management can, with great
satisfaction, establish that in 2008 the participating units further
improved their reporting of primary procedures to the register.
We think that the open accounting of degree of coverage has
had the anticipated effect, i.c. the pressure for local improve-
ment becomes more obvious with open reporting. Hospitals
with values under a standard deviation from the national average
are matked red in the table. Only five clinics have such a mark.

Just as in the previous analysis, the private units were poor at
reporting to PAR; 6 out of 10 were cleatly under the standard
value and some large units on the whole did not report to the
Swedish National Board of Health and Welfare. This fact is no-
table as registration to PAR is statutory — see last year’s report!
Only one public hospital was given the red mark for low degree
of reporting to this official register.
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Hemi-arthroplasties. Hemi-arthroplasty registration has only
been in operation for four years. It is therefore noteworthy that
the degree of coverage at national level is already up at 96%.
Many national quality registers with many years of history only
achieve degrees of coverage of 60—80%. There are eight hospi-
tals that fall below the standard value for reporting. It is note-
worthy that five hospitals did not achieve the goals for registra-
tion to the patient administrative system as these form the basis
of the county councils’ financial compensation system.

Reoperations and revisions. In a good degree of coverage
for this type of intervention register is, of course, included de-
gree of coverage regarding reporting of reoperations/revisions.
Analysis of secondary interventions, however, appears to be
much more difficult owing to low quality with regard to coding
of diagnosis and procedure at the reoperation. Unfortunately,
we must state that the situation remains unchanged compared
with last year, which is why we cannot account for the units’ do-
cility with regard to this important reporting, Again, the registry
management would like to encourage all surgeons to devote
time and consideration to the code categorisation. This, for sta-
tistics and financial compensation such important issues should
be included as a defined part of the specialist training.

Degtee of fill for new variables. One of the most important
parameters with regard to docility to a national register is that
as few variables as possible are included in the routine and de-
centralised data capture. The Hip Arthroplasty Register had fe-
wer than 10 variables up until 2002 when we started including
patient reported results. The pressure for new in-depth analy-
ses meant that we, following discussion at a user meeting two
years ago, decided to further expand the variables and added
length and weight (BMI) and ASA degree for all individual re-
gistrations. The registry management is aware of the difficulty
of rearranging the input procedures which is why we chose to
present degree of coverage/degree of fill of these new vatiables
this year. The national average value for the new variables lies
between 80-90%, which must be regarded as a good result but
approximately 15 hospitals are wavering somewhat and six have
refrained completely from registering. We are hoping for a gra-
dual improvement!

Discussion

We are planning in the future to carry out an annual degree of
coverage analysis and to publish the results openly at hospital
level in the annual report. This is important for several reasons:

* The new Patient Data Act, which, for the quality registers
was introduced on 1 July 2009, places increased demands on
registered units to inform patients that they are registered in
a national quality register. This could result in more patients
choosing not to be included. Therefore the individual hospi-
tals are being set with a pedagogical challenge: to have a pro-
cedure for satisfactorily explaining to the patient about the
benefit of a national register and that its task is to give each
patient optimal treatment. It will probably increase the need
for such information in a time of increased public debate
about the integrity of the individual in society.

* The continued structural change within Swedish orthopaedic
places increased demands on the fact that the patient’s opera-
tion is registered at the right unit.

*  Open reporting and recurrent discussions about the data
quality of the register are included as a successful part of
a general strategy for increased degree of coverage for all
national quality registers.

* The hospital’s degree of coverage reimburses costs in the
year’s hospital specific value compasses (page 80)

* An important part of improving a unit’s degree of coverage
is to appoint an interested contact doctor and above all, that
the current contact secretary is given a job description where
it states that he/she be given allocated working time to take
care of input in the registry, as well as to allow him/her to
visit the Hip Arthroplasty Register for training. The latter is
particularly important when the unit for some reason or an-
other changes contact secretary and in the event of reorga-
nisations.

Use the correct ICD-10 diagnosis and measure code!
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Degree of coverage for total arthroplasties

registrations during 2008
f 1) 2) 3)
i) a2 Ll D 191 94%  98.9%
University/Regional Hospitals Kdping 70 100.0% 98.6%
KS/Huddinge 223 98.2% 974%  Lindesherg 153 100.0% 98.7%
KS/Solna 261 92.9% 99.3% Ljungby 104 100.0% 98.1%
Linképing 58 100.0% 948%  Lycksele 228 99.5% 99.5%
Lund 95 91.3% 88.5% Mora 196 97.5% 98.5%
Malmd 96 100.0% 91.7% Motala 352 98.0% 98.8%
SU/Sahlgrenska-+ MaIndal + Ostra 4 404 95.5% 950%  Norrtilie 119 96.7% 99.2%
Umed 85  977%  954%  Nykdping 173 983  98B2%
Uppsala 285 98.0% 98.0% Oskarshamn 07 98.7% 97.8%
Orebro 164 100.0% 97.6% Pited 332 98.3% 96.8%
Central Hospitals Skellefted 91 98.9% 95.7%
Bords+ Skene * M 958%  9.1%  Sollefted 116 98.0%
Danderyd 407 99.0% 98.3% Sodertdlje 108 97.3% 96.4%
Eksjo 207 981%  99.1%  Torshy 79 1000%  975%
Eskilstuna 103 1000%  932% Trelleborg 585 99.6%  989%
Falun 290 98.0% 98.6%  Visby 131 95.6% 96.4%
Givle 133 97.8%  100.0%  Vdrnamo 150 98.1% 98.1%
Halmstad 202 98.0% 98.0% Vistervik 110 99.1% 99.1%
Helsingborg 49 96.1% 98.0% Ornskaldsvik 189 95.5% 94.9%
Hassleholm-Kristianstad 854 99.8% 99.5% Private Hospitals
Jonkoping 198 99.0% 98.5% Carlanderska 44 100.0% 0.0%
Kalmar 165 99.4% 99 4% Elisabethsjukhuset 143 100.0% 0.0%
Karlskrona -+ Karlshamn 199 93.0% 95.3% Movement 190 97.9% 99.0%
Karlstad 234 99.9% 98.3% Nacka Nérsjukhus Proxima 13 100.0% 61.5%
Norrkoping 265 99.3% 98.1% Ortho Center Stockholm 208 97.2% 98.1% =
S:t Goran 360 98.3% 98.0%  OrthoCenter IFK-kliniken 91 100.0% fi
Skovde + Lidképing + Falksping ? 445 98.2% 97.8%  Ortopediska Huset 500 97.6% H
Sunderby 45 979%  97.9% Sophiahemmet 178 100.0% i
Sundsvall 12 974%  983% Spenshult 152 969%  956% F
Sodersjukhuset 445 97.4% 99.1%  Nafion 14411 97.6% 93.3%
Uddevalla 309 98.1% 98.7% Red marking indicates values one standard deviation below nationwide average.
Varberg 203 99.5% 99.5% 1) Refers to the number of registrations in the Swedish Hip Arthroplasty
Visterds 237 94.8% 97.6%  Register
Vixjo 142 94.0% Uin ) Refers to the proportion of registrations in both registers or only in
Ystad 6 .Z!:z I 100.0% the Swedish Hip Arthroplasty Register
Ostersund 183 98.9% 95.7% 3) Refers to proportion of registrations in both registers or only in the
Rural Hospitals National Patient Register
lingss 208 99.1% 91.7% 4) These departments are in the National Patient Register combined to
Arvika 146 91.9% 96.3% Sablgrenska University Hospital’
= 0 0

BO||.I.IU.S £ %'40/0 99'20/0 5) These departments are in the National Patient Register combined to
Enképing 220 99.6% BT% i pmedival care’
Frélunda Specialistsjukhus 78 89.6% 96.5% ) o ) ) )

- 6) These departments are in the National Patient Register combined to
Gdllivare 102 100.0% 90%  tinee Hospital

ospital

Hudiksvall 0 1000%  982% o
Karlskoga 100 99.0% 99.0% 7) These departments are in the National Patient Register combined to

Skaraborg Hospital’
Katrineholm 250 97.6% 96.4%
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Degree of coverage for hemi-arthroplasties

registrations during 2008
Hospital No. " SHAR? PAR?)
University/Regional Hospitals
KS/Huddinge 67 95.7% 98.6%
KS/Solna 58 92.0% 93.6%
Linkdping 57 80.3% 100.0%
Lund 170 92.9% 90.7%
Malmd 220 99.6% 94.2%
SU/Sahlgrenska-+ MéIndal + Ostra 4 328 96.5% 90.9%
Umed 69 97.2% 95.8%
Uppsala 144 97.3% 91.2%
Orebro 106 100.0% 95.3%
Central Hospitals
Bords+ Skene * 108 95.6% 94.7%
Danderyd 105 97.2% 93.5%
Eksjo 47 94.0% 96.0%
Eskilstuna 65 98.5% 97.0%
Falun 113 94.9% 94.9%
Givle 124 100.0% 89.5%
Halmstad 78 100.0% 97.4%
Helsingborg 146 96.1% 94.7%
Hassleholm-Kristianstad 130 100.0% 96.9%
Jonképing 60 96.8% 90.3%
Kalmar 119 98.4% 95.1%
Karlskrona+ Karlshamn ¢ 103 92.0%
Karlstad 46 95.9% 93.8%
Norrkdping 62 98.4% 96.8%
S:t Géran 166 97.6% 95.9%
Skovde+ Lidképing + Falképing 7 112 96.5% 89.6%
Sunderby 140 99.3% 97.2%
Sundsvall 55 100.0% 96.4%
Sodersjukhuset 236 97.1% 93.0%
Uddevalla 235 97.1% 95.5%
Varberg 67 91.7% 97.2%
Visterds 128 92.1% 88.5%
Viixjo 57 82.6% 94.2%
Ystad 43 89.6% 89.6%
Ostersund 72 9%0%  88.0%
Rural Hospitals
Alingsds 35 94.6% 94.6%
Arvika 16 88.9% 88.9%
Gillivare 5 100.0% 100.0%
Hudiksvall 61 100.0% 95.1%
Karlskoga 24 100.0% 95.8%
Katrineholm 1 100.0% 100.0%
Kungilv 57 96.7% 84.8%
Lindesberg 14 87.5% 100.0%
Ljungby 31 100.0% 96.8%

Mora 8 B0%  959%
Motala 3 974% [JEEED
Norrilje H  72.2% D
Nyképing B NT%  902%
Skellefed a7 9%60%  919%
Sollefted 46 959%
Sedertlje 30 968%  1000%
Torsby 0 9B8%  90T%
Trelleborg 4
Vishy 2 1000%  95.2%
Vérnamo 3B 1000%  943%
Viistervik 7 B1%  1000%
Ornskéldsvik 30
Nation 4487 959%  931%

Red marking indicates values one standard deviation below nationwide average.

1) Refers to the number of registrations in the Swedish Hip Arthroplasty
Register
2) Refers to the proportion of registrations in both registers or only in

the Swedish Hip Arthroplasty Register

3) Refers to proportion of registrations in both registers or only in the
National Patient Register

4) These departments are in the National Patient Register combined to
Sablgrenska University Hospital’
5) These departments are in the National Patient Register combined to

S A medi