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	Textfeld 6: The description of medical practice variations, geographic or other, usually ends with the question: who is „right“, the unit with many or that with few services? There are at least two approaches to address the problem. The first (in silver) uses aggregate data (e.g. % of elderly patients with permanent atrial fibrillation (AF) currently under effective anticoagulants) and specifies a priori a threshold or range (“normative prevalence”, e.g. 80%) below which a unit is deemed to provide substandard care. The second approach (in gold) capitalises on prespecified indication rules, uses clinically relevant data from individual patients and compares the clinical characteristics of each case with the indication criteria. The cases can then be evaluated as – more or less - over-, adequately or under-treated. 
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