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Hospital populations revealed large significant differences in
many respects .
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Crude hospital mortalities also differed considerably between
departments (3.1%-21.7%).

After adjustment for the differences in patients’ characteristics, the
range was reduced to 5.3%—-12.2%. The order of the hospitals was

considerably shuffled as compared to the order of the crude means.

Conclusion: The analysis demonstrates that the naive comparison of hospitals by crude means (here: mortalities) may be unfair and misleading. A statistical

analysis that takes population differences and random effects into account may result in different conclusions. Two-years of data collection may not be enough to
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demonstrate relevant differences between average-size German city hospitals. We suggest a minimum of three years of data collection for mortality comparisons.
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