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“Big data” in health care

Assessment of the performance of Greek NHS
hospitals using key performance and clinical
workload indicators

OBJECTIVE To examine how common key performance indicators (KPIs) change
when clinical workload indicators of hospitals, based on diagnosis-related
group (DRG) data, are incorporated in the measurement analysis. From the
data and knowledge management perspective the available data fulfill all
four“V” challenges (volume, velocity, variety, veracity) and the “D” challenge
(distribution of data sources) that characterize the “big data” era. METHOD
Analysis was made of the annual detailed financial, operational and patient
data as recorded by the ESY.net web application, for 129 Greek National Health
System (NHS) hospitals. Four KPIs were calculated based on the hospital finan-
cial and patient data. The indicators were then adjusted to the case mix (i.e.,
clinical workload) of the units, using a hospital clinical weight (HCW) indicator
based on the DRG data. RESULTS Significant changes in the KPIs resulted from
adjustment according to DRG, in both percentages and the relative ranking of
hospitals as efficient and inefficient. After adjustment, improvement in indica-
tors and relative ranking was observed for hospitals with more severe than
average incidents, such as cancer hospitals, cardiac surgery centers, etc., but
also for some general hospitals and health centers, while other small health
centers and regional hospitals ranked lower after adjustment. CONCLUSIONS
The significant changes in the performance ranking of hospitals observed after
adjustment of the KPIs according to the clinical workload of the units, render
this tool inappropriate for use by decision makers in the health care sector, i.e.,
the Ministry of Health (MoH), as they provide misleading information when
the diversity in the HCW is not taken into account. The results of the study
support the need for re-evaluation of the assessment methodology of Greek
NHS hospitals, in order to identify the weaknesses in the system, improve its
efficiency and achieve improvement.
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Greece is suffering from a financial crisis of unprec-
edented intensity, the impact of which on the health care
sector is prominent. Continuous efforts by the government
to reduce public spending have unsurprisingly led to reduc-
tions in health care funding and thus in hospital budgets.
Optimal utilization of the limited health care resources is
therefore imperative. The measurement of hospital perfor-
mance has become a primary objective for the Ministry of
Health (MoH) in its attempts to identify weaknesses and to
reform the Greek National Health System (NHS).

Measurement of hospital performance in the Greek
NHS has not yet reached a satisfactory level, as reliable
and well-documented research in this area is limited. A

common omission in the estimation of the performance
indicators that have been used is that the diverse nature
of the case mix of the hospitals is not taken into account,
resulting in misleading results and faulty recommendations
to the policy makers.

Computerization of the Greek NHS hospitals is now at
an adequate level, with systematic, real time recording and
monitoring of operational and financial indicators, through
hospital information systems (ESY.net) providing key per-
formance indicators (KPIs). In addition, the introduction of
diagnosis-related groups (DRGs), which can quantitatively
describe the case mix of hospitals, provides the possibility
of adjusting the performance indicators taking into account
the hospital clinical workload (HCW).
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From the perspective of data and knowledge manage-
ment it is argued that the available data fulfills all four “V”
challenges (volume, velocity, variety, veracity) and the “D”
challenge (distribution of data sources) that characterize
the “big data” era.’?

In medical informatics, which can be considered one
of the pillars of the big data era, the recent inception
of large scale database technologies, patient monitor-
ing and sensor technologies results in huge amounts of
medical data being generated by hospitals and medical
organizations at unprecedented speed. These data are of
a heterogeneous nature, and the daily rate of appending
new data is rapidly increasing. These data provide a valuable
resource for use in improving health, health care delivery
and medical decision-making. The unique characteristics
of contemporary medical data call for new data manage-
ment and analysis techniques that are based on a scalable
processing model’ and can identify interesting patterns or
hidden knowledge effectively.?

The aim of this study was to calculate performance in-
dicators for the Greek NHS hospitals, adjusted according to
their clinical workload using the DRG data, thus providing
corrections to the current assessment of hospital perfor-
mance and allowing comparison between the various dif-
ferent types of hospitals. The study also examined whether
and to what degree the initial indicators are affected by the
introduction of the DRG data. Interpretation of the find-
ings provided useful feedback for policy makers regarding
evaluation of Greek NHS hospitals and identified potential
weaknesses that undermine the system’s performance.

The current study is the first to estimate KPIs for Greek
NHS hospitals adjusted according to their clinical workload,
thus allowing comparison between hospitals of different
types. In this process of adjusting the KPIs, unique clinical
weight indicators were assigned to each hospital represent-
ing the severity of the incidents dealt with by the hospital
as a single number, which is innovative for the Greek NHS.

MATERIAL AND METHOD

The data used for this study were the annual detailed financial
and operational data for the year 2013, as recorded by the web
application ESY.net, which are available in processable form on
the website of the MoH at the hospital, Health Care Region (HCR)
and nationwide levels.>*

Financial indicators and hospital activity data

The financial indicators include annual expenditure for raw
and auxiliary materials (pharmaceuticals, hygiene supplies, or-
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thopedic equipment, reagents, etc.), consumables (gas, fuel, etc.)
and detailed data on salaries, payments and revenues for every
hospital, health center, HCR and the entire NHS.#

The hospital activity data include the number of inpatients
and the total hospitalization days, the number of outpatients and
the emergency services for every hospital and health center, HCR
and the entire NHS.?

Diagnosis-related group data

In cooperation with the company that manages the informa-
tion systems of the hospitals, primary DRG data were collected
directly from hospital databases. These data include the incidence
of each DRG for each hospital, its name and code, its associated
indicative and actual duration of hospitalization, its indicative and
actual costand, and its cost weight.

Categorization of hospitals

To ensure comparability with previous studies, the 129 hospitals
in the study were divided into four categories based on their size
(number of beds) as follows: <100 beds (35 hospitals),101-250
beds (44 hospitals), 251-400 beds (21 hospitals), >400 beds (29
hospitals).

It should be noted that in contrast with previous studies,
the hospitals were not grouped by type, as their workload was
subsequently adjusted using the DRG data.

Key performance indicators

In order to evaluate the performance of the health care units,
a set of appropriate KPIs was adopted. Such indicators are widely
used for the identification of gaps in the quality or efficiency of
the services provided.

This study estimated and examined the following KPIs: mean
cost per patient, defined as the total expenditure (expenditure for
raw and auxiliary materials and consumables etc., excluding payroll)
of a hospital, divided by the number of hospitalized patients, for
2013; mean cost per hospital day, defined as the total expenditure
(expenditure for raw and auxiliary materials and consumables etc.,
excluding payroll*) of a hospital, divided by the total number of
hospital days, for 2013; mean drug cost per patient, defined as the
total pharmaceutical expenditure of the hospital, divided by the
number of hospitalized patients, for 2013; mean laboratory cost per
patient, defined as the hospital’s total expenditure for reagents,
divided by the number of hospitalized patients, for 2013.

Diagnosis-related group-based adjustment
of key performance indicators

In order to adjust the indicators according to the workload

*  Asreported in the second section, the hospital payroll is covered by
subsidies from the Ministry of Health (MoH) and is completely separate
from the hospital’s global budget. Due to this special condition, the
payroll is excluded from the measurement of the indicators.
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of the hospitals, for each health care unit a single indicator, the
hospital clinical weight (HCW, representing the clinical weight of
all incidents dealt with by the hospital in 2013) was calculated,
as follows:

Zor alt rGs (fiprG *weightprg)  for all hospitals i
Z}br all DRGs (ﬁnkc)

where is the number of occurences (i.e. frequency) of a specific

DRG for hospital i and is the relative cost weight for that DRG.

HCW,; = (3.3.1)

Indicatively, the above procedure is presented in the Appen-
dix, for the “KAT” General Hospital of Attica. The estimated HCW
indicators for the 7 HCRs and for the entire NHS are shown in the
Appendix (tab. 1).

The adjustment of the KPIs to the clinical workload of hospitals
results from division of the initial indicators by the HCW, namely:

adjusted KPI; = KPI, / HWC; = KPI; / HWC, for each hospital i

In order to evaluate the effect of the severity of incidents (case
mix) on the KPIs, the percentage change of indicators after adjust-
ment was calculated. In addition, the ranking of the hospitals, with
respect to a particular indicator for each category, was considered
before and after the adjustment.

Limitations of the study

The main limitation of the current study is that when estimat-
ing the KPIs, potential differences in clinical outcome (clinical
effectiveness) across hospitals were not taken into account, as it
was assumed that incidents that belong to the same diagnostic
category have the same outcomes. This assumption can be con-
sidered valid, as the classification of incidents in DRGs integrates to
a significant extent similar cases, so long as outlier cases, the cost
of which differs significantly from the average of the category, are
taken into account. In addition, the assumption was based on the
treatment of a specificincident being consistent with the medical
protocols of the MoH, to which the providers adhere, although
this does not correspond to the common Greek practice, where
protocols may have only an indicative role.

Table 1. Number of beds, patients, hospital days and hospital clinical
weight values for the 7 Health Care Regions (HCR) and in the National
Health System (NHS) in total.

Healthcare Number Number Hospital Hospital clinical
region of beds of patients days weight
HCR1 8,982 630,889 2,438,569 1.233

HCR 2 6,223 307,761 1,757,046 1.297
HCR3 4,064 265,890 1,040,872 0.917

HCR 4 4,693 341,405 1,054,407 0.846

HCR 5 2,510 206,464 617,899 0.732

HCR 6 5,344 370,709 1,328,560 0.884
HCR7 2,275 150,633 544,881 0.995

Total 34,092 2,273,751 8,782,234 1.029
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A further limitation of the study is the fact that other di-
mensions of hospital performance, as defined by World Health
Organization (WHO),® were not taken into account. For example,
patient centeredness, client orientation (i.e., access, information
and empowerment, continuity) and appropriateness of services
were not considered in the evaluation of the health units.

RESULTS

The performance indicators were first calculated for
the 4 hospital categories according to their size (number
of beds), without taking into account the severity of the
incidents, and then adjusted, using the HCW indicators. The
most important findings of the study are presented here.

Hospital efficiency based on key performance
indicators

In order to ensure comparability with the earlier reports
of the MoH,* the 10 “best” hospitals of each category are
presented graphically, along with the aggregated results
for the 7 HCRs and the entire NHS, based on each of the
indicators examined, after adjustment according to the
HCW indicators.

The 10 hospitals with the lowest mean cost per patient,
the lowest mean cost per hospital day, the lowest mean
drug cost per patient and the lowest mean laboratory cost
per patient, for the 4 size categories, for 2013, after adjust-
ment according to the HCW indicators, are illustrated in
figures 1 to 4, respectively.

After adjustment, it is evident that changes in both
ranking of hospitals, and the percentage change of the
indicators are significant. In addition, considerable differ-
ences can be observed from comparison with the results of
the MoH ranking the “best” hospitals.® In the next section,
several specific cases of hospitals and health centers with
remarkable changes in indicators or ranking on adjustment
are presented and analyzed.

How key performance indicators are affected
by adjustment for hospital clinical weight

This section shows the effect on the performance indi-
cators of the severity of cases (i.e., the differences in case
mix) that a hospital deals with. The goal is to assess whether
such indicators, which are considered a basic criterion of
evaluation of hospital performance, can provide reliable
results for the MoH.

Figure 5 presents the mean cost per patient, before and
after adjustment according to HCW, and its percentage
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Figure 1. The 10 hospitals with the lowest cost per patient (<100, 100-250, 251-400, >400 beds).
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Figure 2. The 10 hospitals with the lowest cost per hospital day (<100, 100-250, 251-400, >400 beds).
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Figure 3. The 10 hospitals with the lowest drug cost per patient (<100, 100-250, 251-400, >400 beds).
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Figure 4. The 10 hospitals with the lowest laboratory cost per patient (<100, 100-250, 251-400, >400 beds).
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Mean Cost per Patient (Health Care Regions,
before-after)

BOO00C “m“—'yg']“;

HCR1  HCR2 HCRY  H(R4 HCRS WRE  HWCRT  TOTAL

Figure 5. Mean cost per patient for the 7 Health Care Regions (HCR)
and the National Health System in total, before and after adjustment
(before-after).

change, for the 7 HCRs and the NHS in total. The percentage
change after adjustment is the same for the other indica-
tors, as they were divided by the same number, namely
the HCW of each hospital.

As can be seen, the change in the indicators after ad-
justment was significant for most regions, ranging from
a 36.66% increase for the 5th HCR, to a 22.92% decline
for the 2nd HCR. For the NHS as a whole, there was a
slight decrease of 2.79%, which was expected, as the cost
weight trends towards 1 (average case), as the sample size
increases. Although small, the fact that there is a change
of indicators for the NHS in total can be interpreted as a
nationwide reduction in the severity of cases overall, which
is consistent with the Ministry’s report,” suggesting thatin
2013 there was a reduction in patient visits.

At this point, we present some specific cases of hospitals
and health centers that showed a remarkable change in
indicators, either in percentage or in a change of ranking
after adjustment for HCW. It should be noted that in the pres-
ent study the hospitals were not divided according to their
type, thus allowing greater fluctuations in their rankings.

Figure 6 shows the mean cost per patient for selected
hospitals with less than 100 beds. In this category, an
interesting case is that of the Krestena General Hospital-
Health Center (GH-HC), which had a mean cost per patient
of 807.80 €, before adjustment of the indicators, and was
in the 34th place, with the second highest cost per patient,
while after adjustment the cost was 248.39 € per patient, a
reduction of 69.25%, the second lowest in its category. This
is justified because the HCW of this hospital was 3.252, i.e., it
recorded incidents more than three times costlier than the
average. A similar case is that of the Athens Spiliopouleio
Hospital “Aghia Eleni’, with a cost per patient of 788.92 €
before adjustment, the third highest, and 347.88 € after
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Figure 6. Cost per patient for selected hospitals with less than 100 beds
before and after adjustment (before-after).

the adjustment, the fourth lowest, showing a decrease of
55.9%. On the other hand, the Goumenissa GH-HC had a
mean cost per patient of 261.34 € before adjustment, the
6th lowest in its category, and 657.17 € after adjustment,
becoming the 6th highest, showing an increase of 151.46%.

As estimated following adjustment for HCW, only 4 of
the 10 hospitals with the lowest cost per patient before
adjustment remained in the top 10 after adjustment.

The results for the mean cost per hospital day, the mean
drug cost per patient and the mean laboratory cost per
patient show similar changes to those described above
for the mean cost per patient, in all the unit size categories
examined.

DISCUSSION

The analysis of the “big data” in the health care sector
in this study, with adjustment of the indicators according
to the clinical workload of the hospitals and the severity
of the incidents they treat, are of particular importance.
As reported above, the change in the indicators and the
ranking of the hospitals, with differentiation of the more
and less efficient hospitals, were highly significant for all
categories of health care unit and all indicators.

This change is directly related to the case mix of hos-
pitals, which is indicated by the estimated HCW. The HCW
reflects how many resources are required by a hospital,
based on the incidents it deals with. As expected, these
indicators were very high for cardiac surgery and cancer
hospitals, hospitals for venereal and skin diseases and ac-
cident rehabilitation centers, as by definition such hospitals
are specialized in treating severe cases. The effect of the
adjustment, therefore, was a significant improvement
(decrease) in the KPIs for these hospitals. Conversely, the
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HCWs were mainly lower for the smaller health centers and
regional hospitals, as the severe incidents of these hospitals
are typically forwarded to the nearest larger urban hospital.
Adjustment thus resulted in an increase in KPIs for these
hospitals and a drop in their ranking.

At this point, it is of note that the findings of the study
verify the poorer performance of several health center and
smaller regional hospital, compared with the initial esti-
mates, in contrast to the improved performance of larger
hospitals in Athens and other large cities, after adjustment
of the indicators according to DRG data.” This phenomenon
had not been previously detected by the studies and reports
of the MoH,® with significant negative implications for the
performance of the current MoH assessment system. One
possible interpretation is that economies of scale are in
operation, which increase the efficiency of health units
dealing with incidents that occur more frequently. In other
words, an unusual incident, challenging in resources, is more
costly when treated in a small health center thanin a large
hospital with experience in dealing with similar incidents.

In addition, the fact that for this study the hospitals
were not separated by type, but only in terms of their size,
measured by their number of beds, played an important
role in the significant change in their ranking. This does
not mean, however, that there were no significant changes
in indicators and rankings in general hospitals and health
centers. Many hospitals with a high severity of incidents,
which were excluded from previous studies, were appar-
ently at the bottom of the rankings in their categories
before adjusting the indicators, but showed a considerable
improvement when the indicators were adjusted according
to the clinical workload.

Another example of the incorporation of the HCW is
that before adjusting the results, the lowest cost per patient
was 145.28 € in the Thessaloniki Mental Diseases Hospital
and the highest was 2,488.15 € in“Onassis” Cardiac Surgery
Center. The sample average was 548.11 €, with a standard
deviation (SD) of 285.06 €. After adjustment of the indica-
tors according to HCW, the lowest cost per patient was
213.77 € for the National Rehabilitation Center, and the
highest 1,502.4 € for the 7th Hospital of IKA (Social Security
Foundation). The sample average was 579.72 €, with SD
139.58 €, greatly reduced from the SD before adjustment.
The results for the other indicators were similar, with the SD
being reduced significantly on adjustment in all categories.
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A possible interpretation is that a considerable part of the
apparent differences in the performance of the various
hospitals was due to the differences in their case mix.

Policy implications

These findings have important implications for the
policy makers. It is evident that the earlier results of the
MoH, which were based solely on financial and patient
activity data, are unreliable. They do not provide useful and
accurate information about real hospital performance, nor
the possibility of identifying potential weaknesses of the
system or achieving the desired improvement in efficiency.”?
It can be concluded that the estimation of KPIs alone is not
an appropriate tool on which to base decision-making for
the health sector, as it provides misleading information.

Hence, in the wider environment of economic crisis,
where the reduction of funding for health care requires
the optimal utilization of scarce resources for the benefit
of patients, the attention of policy makers should be refo-
cused in the right direction. In other words, corrective and
structural changes need to be made in the organization of
those hospitals that present inefficiencies, but only after
taking into account the severity of the incidents that these
hospitals deal with, so that interventions are targeted at
the real problems. This means that efforts should be made
to improve the performance of the remote regional health
centers and small hospitals, appear on the adjusted data
to have the worst performance.

It is appropriate to reassess the medical, nursing and
administrative personnel of the small hospitals through an
evaluation process, in order to optimally utilize the pres-
ent human resources and if necessary provide additional
specialized, high-level personnel. A possible re-evaluation
of the services provided by small health centers would
be useful, to ensure that they do not provide inefficient
services because of their small scale. Certain services can
be provided more efficiently by larger urban hospitals due
to the greater number of incidents they deal with, without
undermining the quality of services provided or affecting
patient safety. Finally, possible mergers of certain hospitals
and or health centers could possibly improve some of the
inefficiencies of the system. The primary concern when
planning such changes should be to ensure first the optimal
population coverage and then improvement in efficiency.
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«Meydala Sedopéva vyegiag»: A IoAOynon anédoong VoGoKopegiwv Tou EOviKoU ZuoTtrpatog Yyeiag
He tn Xprion KPls kat S€IKTWV KAVIKOU £épyou
A. XPIZTOAOYAAKHZ," X. KAPANIKAX,2 A. MIMIAAHPHZ," E. ©HPAIOX,® N. MEAEKHX*
'Datamed AE, ABriva, 2EBvikd kai Kammodiotpiakd lMNavemotruio ABnvwy, ABriva, ’latpikn Etaipeia ABnvwyv, Abrjva,

*“Mavemotruio MNeipaid, lMNeipaidg

Apxeia EAAnvIknG latpikric 2016, 33(4):489-497

ZKOMOX >1nv mapovoa PeAETN SlepeuvriOnKe Katd mooo ol Baocikoi Seikteg anddoong (KPIs) Twv voookoueiwv Tou
EOvikoU Zuotrpatog Yyeiag (EXY) petaBdilovtal, 6Tav YivETal TIPOCAPHOYH OTO KAIVIKO TOUG £pYO, KAVOVTAG XPrion
SeSopévwv KAEIOTWV evoTioinpévwy voonAegiwv (KEN). Ta mapovta dedopéva IKavoTiololV TIG TECOEPILS “V” TIPOKAR-
o&lg: Volume (6ykog), velocity (taxutnta), variety (moikiAia) kat veracity (Befaidétnta rj akpif3ry otolxeia), KabBwg Kal
TNV mpokAnon “D”: distribution of data sources (katavoun Twv mNywv Se50UéVwY), TTOL ATTOTEAOVV TNV EMOXN «UEYA-
Awv Sedopévwvy». YAIKO-MEGOAOZX Ta Sebopéva TTou xpnolporolriOnkav mepIAApBavay €T o1a OIKOVOULKA KAl AEL-
TOUPYIKA OTOIXEIO TWV VOOOKOMEIWY, OTIWG auTd Kataypdgovtav otn Stadiktuakn epappoyn ESY.net, yia 129 vooco-
KouEia Tou EXY. Xt peNétn umoloyiotnKkav T€ooeplg Bactkoi Seikteg amdodoongc. Na KAOe VOoOKOUEIO LTTOAOYIOTNKE
évag Seiktng BaplTNTAG TTEPIOTATIKWY, WG 0 0TaBUIoUEVOG péoog Twv KEN mou kataypd@nkav yia to 2013, ue Bdon
TN OXETIKNA BapUTNTA TWV ETH{ HEPOUG TTEPIOTATIKWY. ME XPrON TOU CUYKEKPIPMEVOL SEIKTN EPAPUOOTNKE N TTPOCAP-
poyn twv KPIs o0to KAWVIkS €pyo Twv povadwy. AMMOTEAEZMATA Ta euprjpata tTnG HEAETNG KATESEIEAV ONUAVTIKEG
HETABOAEG, TOOO OE TOCOOTO, OCO KAl OTN OXETIKN KATATAEN TWV VOCOKOUEIWV WG TIPO¢G TNV anddoor| Toug. Ot onua-
VTIKOTEPEG METAPBOAEG TTAPOUCIACTNKAV OTA AVTIKAPKIVIKA VOCOKOUEIA KAl OTA KAPSIOXEIPOUPYIKA KEVTPA, AAAA Kalt
O€ OPLOUEVA YEVIKA VOOOKOUEIA KAl KEVTPA LYEIAG, TTOU BeATiwoav Toug SeiKTeG TOUG. AVTIOETa, LIKPA KAl ATTOMOKPU-
OMéVa KEVTPA LYEIDG, AANA KAl VOOOKOUEIO OTNV TIEPIPEPELQ, TTAPOLTIACAV XEIPOTEPA ATTOTEAECUATA UETA TNV TIPO-
cappoyn Twv SelkTwv. EYMIMEPAZMATA A1d Tn HEAETN CUUTTEPAIVETAL OTIL Ol CNMAVTIKEG LETABOAEG OTN OXETIKN KO-
TATagn TWV povAadwv vyeiag, mou eMYABavV VOTEPA ATTO TIPOCAPHOYH TWV SEIKTWV TOUG OTO KAVIKO £pY0, KAOIoTA TN
XPon Twv Bactkwv SEIKTWV amdédoong akAatAAANAN yia tTn APn amo@Acewy OTOV XWPEO TNG LYEiag (Ymoupyeio Yyei-
ag), OTNV MEPIMTWON KATA TNV or1oid N SIAPOPETIKOTNTA TOU KAWVIKOU £€pyou Sev AapBdvetat utt’ oyn. Ta anmoTteAéopa-
TA TNG MEAETNG EVIOXVOULV TNV AVAYKN Yla EMAVAEIOAOYNON TNG armdSoonG TwV VOOOKOMEIWV Tou EXY, mpokelpévou va
EVTOTIOTOUV aSUVANIEG TOU CUCTAMATOC Kal vVa BeATIWOEl N amoSoTikoTNTA Tou.

Né&eig evpeTnpiov: ATGSooN voookopeiwy, Agikteg amodoong, KAvikog deiktng anddoong, Meydha Sedopéva Yyseiag
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APPENDIX

An example of calculating hospital clinical weight

At this point, the calculation procedure of the HCW, using indicatively the “KAT” General Hospital of Attika, is pre-
sented. Detailed data of the incidents recorded for year 2013 were collected from the hospital database. Specifically,
the occurrence of each DRG and the cost weight assigned to it are shown in table 2.

Equation (3.3.1) was applied to the data, as follows:

Zfor all prcd fiprc*WElghipac)  656+0.240+61144.422+57640.500+ . +00¢1.041 +02+1 506+02¢1.404 _ 11,400.12
Zfor all pros(fi.ore) - 656 +611+576+ .. +88+82+82 7847

HCW; = 2 =1.552

The above procedure was applied to all hospitals in the study.

Table 2. Diagnosis-related group (DRG) frequency and cost weights for
the “KAT” General Hospital of Attika, for the year 2013.

DRG coding Frequencies of DRGs DRG cost weight
A27X 656 0.240
MO08X 611 4.423
M71X 576 0.589
NO5A 540 0.400
M22A 398 2.399
M68A 356 0.242
MO03X 273 4.799
M74A 271 0.560
M46A 261 0.523
X24X 260 0.283
MO04X 244 6.398
M75X 242 0.589
M30A 233 1.131
M23A 214 0.560
M66M 195 3.542
M1ox 186 1.388
K46X 182 0.710
K44A 168 0.496
M66X 158 0.656
M68X 155 1.169
M28M 133 3.837
M69X 129 0.680
M27X 126 1.312
M13M 118 1.740
M20A 114 1.723
K20A 103 1.105
M76X 101 0.622
K37X 92 0.568
025X 88 1.041
M19X 82 1.596

024X 82 1.494
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