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M(dicalisation de la gestion hospitalidre aux H@itaux 
de l'Assistance publique de Paris qui drnoncent avec 
virulence la <<vision monofactorielle>> des DRG. Ils 
proposent de mieux tenir compte de la complexit6 des 
cas, des circonstances de l'hospitalisation, de l'rvolu- 
tion de la maladie et du degr6 de certitude des diagnos- 
tics. 
~<Les exigences fondamentales prralables ~t toute crra- 
tion d'une forme intelligible sont la logique et la coh(- 
rence,,, 6crivait le compositeur Arnold Schoenberg. 
Les DRG n'rchappent pas h cette r~gle: la logique et la 
coh6rence clinique des DRG sont essentielles pour 
rencontrer l'adhrsion du corps mrdical. Dans ce but, 
et  suite aux nombreuses critiques adressres aux DRG, 
l'rquipe de R. B. Fetter a drvelopp6 de nouvelles ver- 
sions (The Evolution of  DRGs and Clinical Informa- 
tion Systems). Une prise en considrration plus diffr- 
renci6e des diagnostics secondaires et de la srv6rit6 a 
6t6 introduite, une version prdiatrique des DRG a 6t6 
drveloppre, des programmes de contr61e de la qualit6 
du codage sont maintenant proposrs. Des indicateurs 
cliniques ont 6galement 6t6 mis sur pied pour faciliter 
les contr61es de qualit6 dans les h6pitaux. 

Les indicateurs de qualit6 se heurtent souvent ~ une 
difficult6 majeure: comment mesurer l'efficacit6 d'un 
traitement en se limitant au seul srjour hospitalier? 
Des indicateurs tels que les taux de rradmissions ou de 
mortalit6 ajustrs par la structure des clientrles hospita- 
li~res pourraient ~tre drvelopprs, ~ condition de 
recueillir quelques informations supplrmentaires per- 
mettant de faire le lien entre les statistiques de morbi- 
dit6 hospitalirre et celles de mortalit6 (Data require- 
ment for a continuous monitoring of  the quality of  care 
using DRG). 
Les recommandations concernant l'utilisation des sta- 
tistiques hospitali~res (dernier article) 6manent de 
l'rtude Casemix qui vient de se terminer en Suisse. 
Bien que ces recommandations s'adressent plus parti- 
culi~rement ~ la situation helvrtique, une part impor- 
tante d'entre elles restent pertinentes pour la plupart 
des pays. Les applications retenues dans ces diffrrents 
pays n'auront pas toutes les mrmes prioritrs, mais 
partout, les DRG auront pour fonction premiere de 
faciliter le rapprochement de professionnels de forma- 
tions et de sensibilitrs diffrrentes. 

Yves Eggli, Lausanne 

Editorial 

What Future for Diagnosis Related Groups? 

While important progress have been realized in public 
health and clinical medicine since the Second World 
War, the management of hospitals has evolved com- 
paratively little during the same period. Decision mak- 
ing processes remained the same, in spite of deep 
mutations in hospital structures and activities. For 
about twenty years, researchers tried to develop 
descriptive methods enabling them to grasp the com- 
plex nature of hospital activity. An important and 
inventive effort to medicalize the description of the 
hospital Casemix has been lead in the United States by 
R. B. Fetter's team (University of Yale): the Diagnosis 
Related Groups (DRGs), originally developed to 
assess hospital production. 
DRGs are now being evaluated and are beginning to 
be used in most European countries. This issue gives 
an insight into the recent developments as well as the 
perspectives for use of DRGs in Western Europe. The 
progress of different national or regional DRG 
experiences is described in the first article, which pre- 
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sents possible ways of harmonizing the use of DRGs in 
Europe ("L'Europe des DRG "). 
What are the reasons for the success of DRGs? On the 
one hand, DRGs use available, centralized routine 
hospital statistics. No additional information is 
needed. On the other hand, the limited number of 
groups (less than 500 DRGs are enough to group the 
whole set of in-patients) make them particularly attrac- 
tive. These two conditions-available routine informa- 
tion and a limited number of groups-are not sufficient 
to make DRGs useful. They must also be homogene- 
ous in terms of medical meaningfulness and of costs 
(similar length of stay and resource consumption). 
These homogeneity questions are widely discussed in 
the Swiss and Belgian studies ("Principaux r(sultats de 
l'~tude suisse sur les DRG" and "Perspectives d'utilisa- 
tion des DRG en Belgique"), which show that although 
DRGs have been developed in the United States, they 
can be used in both countries. Perspectives for DRG 
use are different, however. For the Swiss study, the 
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priority is placed on management applications (calcu- 
lation of costs, standardized comparisons of length of 
stay, planning of hospital beds) before looking at a 
partiall;r DRG-based financing process. The authors 
admit that the quality and reliability of medical statis- 
tics and costs would be better if the financing process 
Were not the only incentive for collecting this informa- 
tion. It will be interesting to see if hospital managers in 
this country will adopt DRGs as a management tool 
without direct financial incentive. On the contrary, the 
Belgian Ministry of Public health is keen on using 
DRGs as a criterion for hospital budgeting as soon as 
possible. In order to master application difficulties, the 
Belgian team is considering reinforcing the control of 
coding quality and improving the predictive perform- 
ance of the DRGs on hospital costs, by collecting 
further information such as the number of physiologi- 
cal systems involved, the kind of admission and reani- 
mation services. 
If the introduction of the prospective payment system 
by DRGs for American hospitals in 1983 made DRGs 
famous, they probably did not facilitate introduction of 
DRGs in European countries. Choosing to consider 
the hospital stay as a financial unit (rather the hospital 
day or medico-technical services) will encourage hospi- 
tals to limit their costs. However, the American 
experience showed that prospective financing by DRG 
is not devoid of perverse effects, which explains the 
Sf!rong hesitations, observed in Europe, regarding this 
mancing system. In order to resolve these antithetic 

Proposals, the article about hospital financing 
("Financement des hOpitaux et information sur les 
clienteles hospitalibres"), suggests some interesting 
rules which might help find an original way to reconcile 
the interest of the concerned parties. 
Hospital production cannot be reduced to 500 DRGs 
without difficulty: within DRGs, important residual 
Variation remains. Reductio ad absurdum, each group 
WOuld include one patient only, so that we would have 
.Perfect homogeneous groups, but for which economic 
interpretation would be impossible. The validity of the 
descriptive process increases with the number of 
categories (because of increasing homogeneity of the 
groups), but the handling of numerous groups quickly 

becomes impracticable, especially because many 
categories gather too few hospital stays. Are DRGs an 
oversimplification? That is the opinion expressed in 
the article "Mgdiealisation de la gestion hospitaliOre des 
htpitaux de l'Assistance publique de Paris', which vio- 
lently criticizes the "mono-factorial" view of DRGs. It 
suggests taking into account the complexity of cases, 
circumstances of the hospitalization, the evolution of 
the illness and the degree of certainty of the diagnoses. 
"Logic and consistency are the preliminary and funda- 
mental requirements of any intelligible form of crea- 
tion", wrote the composer Arnold Schoenberg. DRGs 
do not escape this rule: the logic and clinical meaning- 
fulness of DRGs are essential if they are to meet with 
the support of physicians. With this in mind, and after 
the numerous criticisms against DRG, R. B. Fetter's 
team made new developments ("The evolution of 
DRG and clinical information systems"). A closer con- 
sideration of complications and comorbidities, as well 
as a better integration of severity has been introduced. 
Furthermore, a pediatric version of DRGs has been 
developed. Quality control programs of the coding 
process are now available and clinical indicators have 
been elaborated to make quality controls easier, 
Quality indicators are often encountering great dif- 
ficulties: how can the efficacity of treatment be mea- 
sured by taking into account the hospital stay only? 
Indicators such as readmission or mortality adjusted by 
Casemix rates could be developed, as long as one 
collects some additional information, which make the 
linkage between morbidity and mortality statistics pos- 
sible. 
The recommendations related to the use of hospital 
statistics (last article) proceed from the Casemix study, 
which has recently been completed in Switzerland. 
Although these recommendations apply more directly 
to the Swiss scene, most of them are relevant to other 
countries. The applications selected by these countries 
will not necessarily have the same priorities, but every- 
where the major role if DRGs will be to bring together 
professionals from various backgrounds and sen- 
sibilities. 

Yves Eggli, Lausanne 
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