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Table 3. Variation in number of surgical pro-
cedures performed per 10,000 persons for the
13 Vermont hospital service areas and com-
parison populations, Vermont, 1969. (Rates
adjusted to Vermont age composition.)

Low En- High-
Surgical est ti?e est
procedure two state two
areas areas
Tonsillectomy 13 32 43 85 151
Appendectomy 10 15 18 27 32
Hemorrhoidectomy 2 4 6 9 10
Males
Hernioplasty 29 38 41 47 48
Prostatectomy 1 13 20 28 38
Females
Cholecystectomy 17 19 27 46 57
Hysterectomy 20 22 30 34 60
Mastectomy 12 14 18 28 33
Dilation and
curcttage 30 42 55 108 141
Varicose veins 6 7 12 24 28

unerklarbare
Variationen ...
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be. At least 44,000 people, and perhaps as many as 98,000 people, die

in hospitals each year as a result of medical errors that could have
been prevented, according to estimates from two major studies. Even using
the lower estimate, preventable medical errors in hospitals exceed attributable
deaths to such feared threats as motor-vehicle wrecks, breast cancer, and
AIDS.
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Table. Estimates of Annual US Health Care Waste, by Category?

$ in Billions

I
Annual Cost to Medicare and Medicaid in 20112
I 1

1
Annual Cost to US Health Care System in 2011
f 1

Low Midpoint High Low Midpoint High
l N » Failures of care delivery 26 36 45 102 128 154
! 1 y l 1 ( 3(‘t] \’(‘ rl () SS Failures of care coordination 21 30 39 25 35 45
Qvertreatment 67 " 87 158 192 226
an ( l Administrative complexity 16 36 56 107 248 389
3 . Pricing failures 36 56 7 84 131 178
» 3 "’
O | 1 1C1ency Fraud and abuse 30 64 28 82 177 570
A Total® 197 300 402 558 910 1263
% of Total Spending 21 34 a7

A | Lous Socolow,? we did not attempt to estimate interactions between or among the categories.
! ! J ( ocnrane blnc\uding both state and federal costs.
CTotals may not match the sum of components due to rounding.

Verschwendung,

BUILDING A SAFER HEALTH SYSTEM

ealth care in the United States is not as safe as it should be--and can 10 LR 1§ HUmAN

be. At least 44,000 people, and perhaps as many as 98,000 people, die '

in hospitals each year as a result of medical errors that could have
been prevented, according to estimates from two major studies. Even using
the lower estimate, preventable medical errors in hospitals exceed attributable
deaths to such feared threats as motor-vehicle wrecks, breast cancer, and
AIDS.

@Table enfries represent the range of estimates of waste in each category from sources cited in the text. The total waste estimates are simply the sums of the category-level estimates.
This simple summing is feasible because the categories are defined in such a way that wasteful behaviors could be assigned to at most 1 category and because, like Pacala and

Table 3. Variation in number of surgical pro-
cedures performed per 10,000 persons for the
13 Vermont hospital service areas and com-
parison populations, Vermont, 1969. (Rates
adjusted to Vermont age composition.)
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procedure two state two
areas areas
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Cholecystectomy 17 19 27 46 57
Hysterectomy 20 22 30 34 60

Mastectomy 12 14 18 28 33
Dilation and
curcttage 30 42 55 108 141

Varicose veins 6 7 12 24 28

unerklarbare
Variationen ...




nicht nur woanders ... sondern auch bei uns A T.E

Gesundheitswesen

PTCA

Rates of PTCA (standardised for age and sex) Rates of Coronary Artery Bypass Grafting
per 100,000 population, 2011 (or earliest (standardised for age and sex) per 100,000
available) population, 2011 (or earliest available)
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Natirlich hat der Gesetzgeber reagiert ... A 1 |

e Externe Qualitatssicherung

e Gemeinsamer Bundesausschuss mit Qualitatsmandat
 IQWIG

e Versorgungsforschung

e |nstitut fuir Qualitatssicherung und Transparenz (IQuT) ...

... aber fuhrt das zu einem evidenzbasierten Gesundheitssystem?
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Reicht das? Nein ...
wir missen unsere Herangehensweise an
Evidenzgenerierung erweitern
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Krankenhaus-Sterblichkeit beim Akuten Herzinfarkt, A -I.E
2001-2011: Deutschland weit hinten

Rates per 100 admissions
2001 2006 m2011

20 -

Eine Senkung auf OECD-Mittelwert wiirde >2000 Sterbefalle/ Jahr
verhindern, eine Senkung auf danisches Niveau sogar 13.000!

Source: OECD Health Statistics 2013, http://dx.doi.org/10.1787/health-data-en.



Nach unseren Daten sind praktisch alle deutschen Krankenhauser
billiger und schlechter als solche in anderen Landern!
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Zeit der Aufnahme bzw. Normal- vs. Bereitschaftsdienst
(hier Daten des Berliner Herzinfarkt-Registers 2004-2007)

Hospital mortality for STEMI patients with PCI,
differentiated for patients with and without physician-

_escorted EMS in %
8 7
& !
0 In-hours
> m Off-hours
5 N
X,
£ *
3 -
2 ol
14
Off-hours
0 =
STEMI patients In-hours

with PCI with physician-
(p=0.020) escorted EMS without physician-
(p=0.128) escorted EMS

+ 60% +40%  (°=0.066)+ 90%

Maier et al., Clin Res Cardiol 2010
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Evidenz-Stiick 1: die Fallmenge is, tm, ﬂﬁ
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Zusammenhang 2>
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Noch ein Beispiel: Krankenhaus-Sterblichkeit o Lo, -I.E
beim ischamischem Schlaganfall, 2001-2011:
Deutschland besser als Mittelwert, aber nicht an der Spitze
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Source: OECD Health Statistics 2013, http://dx.doi.org/10.1787/health-data-en.
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. Management im
M | G Gesundheitswesen

Analysis I.I. Comparison | Organised stroke unit care versus alternative service, Outcome | Death by the % *™ ﬂﬁ

end of scheduled follow-up.
Review: Organised inpatient (stroke unit) care for stroke
Comparison: | Organised stroke unit care versus alternative service

Outcome: | Death by the end of scheduled follow-up

Peto Peto
Study or subgroup Treatment Control ©Odds Ratic Weight QOdds Ratio
n/MN n/M Peto, Fixed, 95% Cl Peto,Fixed,?5% Cl
| Stroke ward versus general medical ward
Athens 1995 103/302 127/302 = 285 % 071 [051,099]
Beijing 2004 12/195 19/197 ™ 5.7 % 0621030, 1.29]
Dover 1984 (GMW) 34/98 35/89 - 8.7 % 082045, 1.48]
Edinburgh 1980 48/155 55/156 1 13.8 % 0821051, 1.32]
Goteborg-Ostra [988 |6/215 12/202 52% .27 [ 059, 273 ]
Goteborg-Sahlgren 1994 45/166 19/83 ™ 8.5 % 1.25 [ 068, 227 ]
Guangdong 2009 2/100 5/100 - 1.4 % 041009 1.86]
Huaihua 2004 10/324 10773 23% 0.11[003035]
Joinville 2003 9/35 12/39 - 3.0% 078029 214]
Nottingham 1996 (GMW) 14/98 10776 -1 4.1 % I.I0[ 046, 261 ]
Orpington 1393 (GMW) 3/53 6/48 -1 1.7 % 043[0.11, 1.70]
Orpington 1995 7134 | 7/37 — 32% 033[0.12,087]
Perth 1997 4/29 6/30 T 1.7 % 065[0.17,250]
Svendborg 1995 14/31 12/34 T 32% .50 [056,4.02]
Trondheim 1991 27110 36/110 - 9.0% 067 [037, 1.20]
Subtotal (95% CI) 1945 1576 N 100.0 % 0.75 [ 0.63, 0.90 ]
Total events: 348 (Treatment), 381 (Control)
Heterogeneity: Chi2 = 2254, df = 14 (P = 0.07); I? =38%
Test for overall effect Z = 3.16 (P = 0.0016) Cochrane Review 2013
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Vielleicht ist es aber auch noch banaler —und es liegt  wis =2e. -I.E
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Ein notwendigerweise unvollstandiges Fazit A 1 |

eeeeeeeeeeeeeeee

e Wir haben — trotz aller MalBnahmen und Institutionen —
noch kein wahrhaft evidenzbasiertes Gesundheitssystem

e Wir brauchen Klarheit, welche Technologien/
Interventionen in Zukunft evidenzbasiert sein sollen

e Wir sollten auch bisher ungenutzte Evidenzquellen nutzen
(bzw. aus solchen Daten neue Fragestellungen generieren)

e Kompetenzen, wer fiur was auf dem Weg zu einem
evidenzbasierten Gesundheitssystem zustandig ist, missen
klar(er) sein

— Folien unter www.mig.tu-berlin.de —



