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Die Entwicklung der Ausgaben: mehr Nottdlle ....
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Evidence for overuse of medical services around the world
Shannon Brownlee, Kalipso Chalkidou, Jenny Doust, Adam G Elshaug, Paul Glasziou, lona Heath*, Somil Nagpal, Vikas Saini, Divya Srivastava,
Kelsey Chalmers, Deborah Korenstein
_% _ O 21-5%} TK/‘:\ after knee arthlroscopy [76] I o
g A @ 10-8%, 21.9 Low-risk surgery patients with chest radiography [80,85]
& ® 22 Contrast material use in abdomen CT [85]
@ 224 Early radiographs for LBP [77]
o . Imaging for LBP [70]
A 23.2% Low-risk surgery patients with chest x-ray [88]
® 233 Localised papillary thyroid tumour patients with RAI [74]
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Evidence for underuse of effective medical services around
the world

Paul Glasziou, Sharon Straus, Shannon Brownlee, Lyndal Trevena, Leonila Dans, Gordon Guyatt, Adam G Elshaug, Robert Janett, Vikas Saini

@ MEDICAL UNIVERSITY
OF VIENNA Lancet 2017; 390: 169-77



Qualitat braucht doch viel Zeit
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Glasziou P et al. Evidence for underuse of effective medical services
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Gesundheitsleistungen offentlich machen

® Wer will etwas wissen?¢
» Patienten & Patientinnen
» Angehadrige
» Juristen
» Bezahler=Staat/Versicherungen
» Medien

® Wer darf etwas wissene
® Wer muss etwas wissene
® Wer tragt die Verantwortung?

MEDICAL UNIVERSITY
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Public release of performance data?

Information Needs Attitudes Resources

Performance Data for Public Release
Content

sl Presentation Format

Rigor

Mode of Release

Use by Organizational Use by Group
Providers Purchasers

/|

@ \ » | Impact on Quality of Care Outcomes

Use by Physicians [«— «—| Use by Consumers

Marshall MN et al JAMA 2000; 283: 1866-74



Themen

® Korrektes Bild der ,,Realitat”

® Verstandliches Bild
» Fassbares Thema
» Einfache Darstellung/Vergleichbarkeit

® Missverstandenes Bild
» Keine Gesundheitseinrichtung gleicht der anderen

» Unterschiedliche Sprache

m Daten
m Stafistik
m Graphik/Text
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Drivers of poor medical care

Money, finance, and organisation

Regulatery regime

Delivery system
configuration

@ MEDICAL UNIVERSITY
HEs Saini V et al Drivers of poor medical care Lancet 2017; 370: 178-90
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Drivers of poor medical care

Money, finance, and organisation
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Drivers of poor medical care

MEDICAL UNIVERSITY
OF VIENNA

Power

Global
Medical industrial complex Mass media

National
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WEISSE == |
LISTE , | BertelsmannStiftung

Arzt - Krankenhaus Pflege Entscheidungshilfen Service

Arztsuche oder Krankenhaussuche:
Wir geben Ihnen Orientierung

Weisse Liste - Ihr Wegweiser im Gesundheitswesen

Arzt suchen Krankenhaus suchen
Sicher - Informativ Unabhéangig
Alle Daten geschiitzt vor 1 Methodik und Ergebnisse 3 Kosten- und werbefrei. Kein
Manipulationen. wissenschaftlich fundiert. kommerzieller Hintergrund.
Die Schirmherrschaft
* Der Beauftragte der Bundesregierung Dr. Ralf Brauksiepe, der Bevolimachtigte der Bundesregierung fur Patienten, ist der
fur die Belange der Patientinnen und Patienten

Schirmherr der Weissen Liste.
Er unterstiitzt den Ansatz der Weissen Liste, Burgern im Gesundheitswesen
Orientierung zu bieten und fundierte Wahlentscheidungen fir Leistungsanbieter zu

ermoglichen.
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Public Reporting: Wirkungsmodell

Public
Reporting

YIAHT | BertelsmannStiftung

MEDICAL UNIVERSITY
OF VIENNA



PCIl Mortalitat: reporting vs hon-reporting

PCI -
P<0.00]

Non-PCl .

| L) ) ' || ' ) ' | I | 1 |

0.4 0.6 0.8 1.0 1.2 1.4 1.6
Adjusted Odds Ratios

= Ower in Reporting Higher in Reporting ==

@ MEDICAL UNIVERSITY
S Klein LW et al Catheter Cardiovasc Interv 2017; 89: 269-79.



Risikovermeidung

2.50%

2.28%

2.00%

1.50%

1.00%

0.50%

0.00%

MEDICAL UNIVERSITY
OF VIENNA

1.49%
I 129%
2003 2004 2005

Figure 1 Proportion of Patients Undergoing PCI in Massachu-
setts for Cardiogenic Shock, 2003 Through 2005

Likelihood of Survival from Procedure

ocalCAD
w/o Angina

ocal CAD
w/ Angina

Unstable
Angina

55yo with

NSTEMI

Incremental Patient Health Benefit

m Potential for “Risk Avoidance Creep”

Resnic et al JACC 2009; 53: 825-30




PCIl Mortalitat: reporting vs non-reporfing

Summary of SCAI recommendations to improve public reporting

In the future, PCI public reporting programs should:
. Transition from procedure based to disease based reporting

O Include the risk adjusted survival statistics for those patients undergoing PCI and those patients not undergoing PCI for a
given presenting diagnosis

. De-emphasize the importance of RAMR as a summary metric
. Avoid rank ordering of programs based on RAMR point estimates
. Patients suffering out-of-hospital cardiac arrest and those patients with pre-existing DNR orders should be excluded from all

public reports of PCI outcomes.

O Adjudication of high-risk classification should be made at the local facility level

. Hospital specific risk adjusted mortality should be reported in two ways: including and excluding specific high-risk patient
cohorts.

. Refrain from reporting physician-specific RAMR following PCI

. Incorporate quality of care measures beyond RAMR (as shown in Table IV)

@ MEDICAL UNIVERSITY
S Klein LW et al Catheter Cardiovasc Interv 2017; 89: 269-79.



Use and misuse of process and outcome data in managing
performance of acute medical care: avoiding institutional stigma

Richard Lilford, Mohammed A Mohammed, David Spiegelhalter, Richard Thomson

The history of monitoring the outcomes of health care by external agencies can be traced to ancient times. However,
the danger, now as then, is that in the search for improvement, comparative measures of mortality and morbidity are
often overinterpreted, resulting in judgments about the underlying quality of care. Such judgments can translate into
performance management strategies in the form of capricious sanctions (such as star ratings) and unjustified rewards
(such as special freedoms or financial allocations). The resulting risk of stigmatising an entire institution injects huge
tensions into health-care organisations and can divert attention from genuine improvement towards superficial
improvement or even gaming behaviour (ie, manipulating the system). These dangers apply particularly to measures of

outcome and throughput. We argue that comparative outcome data (league tables) should not be used by external
agents to make judgments about quality of hospital care. Although they might provide a reasonable measure of quality
in some high-risk surgical situations, they have little validity in acute medical settings. Their use to support a system
of reward and punishment is unfair and, unsurprisingly, often resisted by clinicians and managers. We argue further
that although outcome data are useful for research and monitoring trends within an organisation, those who wish to
improve care for patients and not penalise doctors and managers, should concentrate on direct measurement of
adherence to clinical and managerial standards.

(s Lancet 2004; 363: 1147-54
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Relevante Befrachtungen

® /weck der Performance
Veroffentlichung

® Infegration in andere
Qualitatsverbesserungs-
stfrategien

® Auswahl der Indikatoren

® Beteiligung aller interessierten
Gruppen

® Ausbildung von Medien &
Offentlichkeit

MEDICAL UNIVERSITY
OF VIENNA

Vorteile der Veroffentlichung
Nachteile der Verdffentlichung
Finanzieller Einsatz

Abwdagen Prozess oder
Outcome Indikatoren

Risk adjustment fur Outcome
Indikatoren

Reporting Granularitat (Level)
Format
Forschung Uber Effekte

Nach Marshall MN et al Quality in Health Care 2000; 9: 53-57



Geschlechte
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Patientenkollektiv
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Bevorzugung oder Risikoe 'ICU HHU: 70% Ménner |
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Warten mit der Erndhrung ist ¢

Enterale Erndhrung: Latenzzeit bis enteraler Erndhrungsbeginn

Entlassungskollektiv (TISS-28-bereinigt): Patienten mit enteraler Erndhrung
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Prozess mit Risiko?¢

Reintubation: Anteil Patienten
Entlassungskollektiv (TISS-28-bereinigt): Intubierte Patienten
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ICU KMU
Reintubation 1:5
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Ressourcene

@

Reintubation: Aufenthaltsdauer IBS

Entlassungskollektiv (TISS-28-bereinigt): Reintubierte Patienten

3 ICU rXy:
=
g Doppelte
Aufenthaltsdauer?
R e Ty

ICU KMU

4 x Aufenthaltsdauer
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Risiko: spielt keine Rolle oder doche

Reintubation: Risiko—-adjustierte Mortalitdt (SAPS 3)

SAPS 3-Kollektiv (TISS-28-bereinigt): Reintubierte Patienten

ICU rXy:
Davon stirbt man nichte

O/E Ratio (95% CI)

@MEDICALUNWERSITY Lf(Jr ist das nicht wirklich riskant!
OF VIENNA



/usammentassung

® Veroffentlichung kann nuizlich sein wenn
» Von den verschiedenen Betroffenen getragen
» Transparent
» Verlasslich = wahrhaftig
» Verstanden = fair
® Veroffentlichung kann schaden, wenn
» Stigmatisierung
» Verbindung mit Ressourcenverlust
» Risikkovermeidung

Ich als Patient?

MEDICAL UNIVERSITY
OF VIENNA



