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Abstract: Public health services in Romania are in a compled continuous process of reform, a major
priority of government. In the light of future trds of development of health care, we can say thaltlicare

is becoming more and more a "market" operating t@n grinciple of supply and demand. The patient
becomes a consumer; he is interested in healthac@tevants to be adept at maintaining and improtisg
health. Therefore, the Romanian health sector mtestsify efforts to develop management becauseesisc
and even its existence depend exclusively on arogppte management system that continuously ingsov
to the needs of the patient (customer) and to theket economy. Thus, we considered it necessary for
costing approach in the health sector in Roman&tduthe high complexity of health services andhtiggh
consumption of resources.
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1. Introduction

Hospitals in Romania are currently facing a probtgniow financing services, which no longer keep
pace with medical technology, demand for servicesvong and more diverse, need for salary
increases in public sector and the need to aligumpean standards for medical assistance. Given
that the national level has not yet performed aystof hospital care costs, indicating the need for
funding, cannot say with certainty that hospitas @nderfunded or not.

On the other hand, neither hospital providers hdeeeloped a well-documented offer of services,
defining health care packages, which could helprfaler and patients in the purchase of services.
Bridge between the two poles (supplier and buyesenfices) can be achieved by better defining the
types of services, manner and quality standardghioh they should be provided and the appropriate
level of funding. If into a private health systethese elements come by itself, because the sesvice
defined first, then how much delivery, and thersset price, in the public system, the principle of
universality and gratuity access to medical ses/it@kes this approach to come much later, or never
come (Haraga&urlea, 2009).

The purpose of our study is the one of the maircems in lately of the hospital managers, namtely:
demonstrate that the Romanian public system of hospital services must estimate the economic
efficiency through a coherent system of costing. The approach it is not unrealistic in the contaxthe
emergence of profitable health care systems, sooaaically efficient, even if they are the majordfy
hospital services under private management.

By appeal to the particularities of the health sgstin Romania, we present model costing hospital
services currently used in hospitals, based othgnosis Related Groups System (DRGS).
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2. Diagnosis Related Groups System (DRGS)

The Diagnosis Related Groups is a classificatidves® for patients based on diagnosis. This system
is similar to International Classification of Dises (ICD) in which diagnoses are classified into
classes and subclasses. In contrast, the DRG systeged an additional criterion for classificatida

the cost of consumed resources for patient care. Thus, through the DRG system, patients may be
simultaneously classified as pathology and costo#, which provides the ability to associate typles
patients with hospital costs incurred. For patietassified in the same group of diagnoses, praesdu
performed and costs are similar.

DRGs are assigned by an application "groupéeised on the characteristics of each discharged
patient: age, sex, duration of hospitalizationpyany and secondary diagnoses, procedures, status at
discharge and birth weight (for neonates), and rabeg to them, the patients are classified in a
distinct category (a group of diagnoses).drg.ro)

The DRG system is conceptually orientedhie standard cost. There are many papers of specialty
literature describing the process of estimating d@tierage cost of medical services. However, very
little has been written about the estimation ohdtad health care costs, by "standard" meaningthos
costs which would consume resources when treattigrgs in an efficient manner by a well managed
team of clinicians, and taking account the existiaglities, including resource constraints whichyma
limit providing the best care. Knowing standardtcastually means knowing the "expected" cost of
the supplier for a patient when he falls into a pwn and agreed treatment scheme (Hardgala,
2009).

DRG system moves the paradigm functioning of a iaisfrom the resources and the process
conducted to the results of activities, reflectedhdspital patients. The system provides a "pittafe
the hospital results. Diagnostic groups are designdhe light of standardization of hospital résul
(results expressed in terms of patients discharemmogenized" within these groups) and go in a
direction opposite to the aphoristinére are no diseases but sick people.”

3. How to fund hospitals based on DRG system?

For each patient discharged and sent in a diagngisiup was established a charge which will be paid
to the hospital, regardless of the resources coeduy the patient. From this point we can say ithat
intervenes on resulted "photo” of hospital, becdwspitals will changes activity to achieve a "miot

to bring them more income.

Specifically, the DRG is a complex mechanism ofaficing of hospitals based on what actually
happens in the hospital. It establishes a methagmdrting. Suppose it performed surgery "A" and
maneuver medical "B"; the hospital will report, addpending on the reporting, resulting severity an
complexity of a case. Each patient is more or ksgere. Number of patients is a criterion for
payment. Gravity of the case is another criterion fayment. And multiplied these two, gives the
budget, i.e. funding.

DRG system is the best tool for evaluating theltesi a hospital, which is why it was taken oveda
adapted to be used to finance hospitals. Many doetod hospital managers in the Romanian health
system have criticized and still criticize the attuction of the DRG system in Romania. Most of them
do not know in detail the DRG system, which are Hiternatives to it, the advantages and
disadvantages. They do not know the direction iiciwthe DRG started in Romania, how it has come
and what's left from this path, how it will looki@f completion of the reform system.

! Grouper - software that allows automatic alloqatid a patient in a DRG based on data that chaiaeteach discharged
case.
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It is considered that the DRG is responsible fareeted financial crises of the hospitals, although
DRG does not bring more money to Romanian heakteay, but no money removing from there, and

just divide the amounts available, whether manfearthey are.

4. SWOT analysis

The SWOT analysis is a strategic planning methaoaedi at evaluating th8trengths,Weaknesses,
Opportunities andThreats underlying a particular project/strategyéotiye. Each management tool

for estimating the cost has strengths and weaksessg their effect may vary depending on the
specific sector. On the one hand DRG has beewrizet as not adequately accounting for severity of

illness, but on the other, paying by DRGs improteshnical efficiency and productivity within
hospitals.

Internal Evaluation

Strengths Weaknesses

* It is a patient classification system based|enLack of self-management - the question ar
discharge diagnosis; within each diagnostic growhether hospital managers will have the stren
are included patients with similar pathology aremhd motivation to intervene in order to incre
treatment costs, achieving a better match betwesficiency, in terms of achieving a "photo” of t
services provided to patients and hospitedsults, it is necessary that hospital manager
resources used. can have sufficient autonomy to intervene in s
éﬂf)deling services to increase efficiency &

* It examines the characteristics of each pati %ality of healthcare provided.

discharged and, according to them, patients
classified in a distinct diagnoses group, DRGsUncertainty on the responsibility of hospi
provides a more transparent in terms of hospitahnagement - the question is to whom will go
activity. The key word in the DRG system |isesponsibility, if the measures are unpopular
discharged patient (case solved). not at the expense of patients) for increasing

ficiency of hospital, or if it is decide
reorganization of departments which prodl
I|é>Isses (but community are required).

* It starts from the hospital results, expresse
number and type of patients effectively treate
hospital and not from hospital structures (numb
of beds, staff). * Uncertainty in the management of profit / losg
. It is a useful tool in increasing hospi he hospital - must be regulated how to man

L : e : fit (surplus) generated by an increasg
efficiency (by identifying the resources require e pro .
for each type of patient), improving the quality q fflgle;(;yi/csnd how to manage the hospitals v
services provided (by assessing the quality and ( ):

activity and  structure  modeling (staffhospitals tend to have short term benefits and
departments) and in achieving a results-badedsacrificing the quality of services provided {
management rather than resources or processesncrease efficiency; in this way, unless DR
gnonitors quality of service can be reached
extreme thatyou will die in the hospital, but you
will die more efficiently”.

» Allow fair comparison between hospital
(although not the same type), department
physicians.

» Through DRGs, hospitals that will have costs|for
a specific DRG, lower than tariff established|in

that category, will earn resources to that category
of patients and those with higher costs than tariff
established for a specific DRG will lose resources
in that category of patients.
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Strengths

Weaknesses

patient” - the basic principle of health insurance

* Allows hospital to clearly highlight the types pf
patients and resources attracted to them, ig the
hospital is able to know the types of patients|for
whom lose resources (and to intervene in ongoing
processes to reduce costs) and patients for whom
have financial benefit (and try to attract as many
patients of this type). Hospitals are stimulated to
keep costs at a lower price for each type| of
patient, in order to save resources and use
for different purposes for the benefit of patients.
The method allows hospitals to clearly outline the
types of patients and resources attracted for them,
and through comparison with the costs required, it
generates the framework for the greatest possible
efficiency (savings are kept in the hospital).

 Implies transparency in the use of resources -
financing is "on sight" and is known by everyone
(patients, hospitals, home insurance, mini
unions).

» Shows weaknesses of previous method
funding, per day of hospitalization, which takes

into account the number and complexity of cases,
but also the number of days in hospital - hospitals
were encouraged to hospitalized milder cases in
departments with higher tariffs and keep patients
as many days in these departments.

* Funding is not differentiated by type hospital,
but according to complexity of cases, so that
hospitals will not search for change permanently
the structure and name in order to attract more
money, but will get more just for more complex
cases.

» Through DRG, at the same hospital for a patient,
for example, with myocardial infarction will be
pay more than for one with hypertension, eyen
where the two patients stay in hospital the same
number of days.

» The hospital is stimulated to treat patients faster
and in the best conditions because tariff recejved
depends on the patient (diagnosis) and not by the
number of days of hospitalization.

* Lead to a more objective allocation of money
between hospitals (if a hospital has few patients o
has no patients with severe disease, will have
reduced funding).

 Data reported by DRG system allow fan
assessment of clinical activity of hospital (at the
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Strengths Weaknesses
level of department and even at the doctor).
External Evaluation
Opportunities Threats

» At central level, through this system there i
transparency of hospital resource use (whicl
over 60% of total health funds), which leads t

corruption in the process of allocating funds.

* DRG allows the global assessment of hosy
activity in a geographical area or a specific a
Thus, information about patients, collected fr

can be used to assess the accessibility
appropriateness of services provided (for exam
can generate reports about the number and tyj
patients who did not have suffered surge
although  were hospitalized in  surgid
departments), to compare departments
hospitals, concerning the average length of sta
type of patients, to analyze the existence
suppliers in terms of services provided. |
example, university clinics with very simp

in inadequate hospitals. In this way, decisions
be made for better access of patients to hospita

* DRG helps modeling hospitals by type of pati
charges, based on the idea thau'have what you
pay". Thus, it can intervene when setting tariffs
stimulate supply of certain services and
decrease providing other services. For exan
you will pay less for a surgery that can
provided in excess by hospitals, only to rd

patient.

5

;-'Existence or emer

better use of resources and reduce the potential 9

hospitals, underlying the hospital activity repp 2

pathology, or pathology and procedures performeervices, so hospitals have been forced to

funds, even if it was not required to be made & s

*d_egislative and financial instability.

gence of other hospitals on
Ralth services market - potential health ser
providers.

» Policy of the National Health Insurance Hol
L@DHIH) - by which hospital budgets are set
centralized way, without taking into account {
Tttual  achievements of hospitals and
stablished tariff, has undermined th
alization process and increased the inequi
Jeggfj ng.
eryhere were counties in which NHIH gross
alnderestimated the amount realized, and in g
districts, hospitals have had big budgets and s
y tfythem have failed to cover the services thro
biidget allocations. Another obstacle to the smg
Fdunctioning of hospital funding has been NH
allocation of a very small budget for hospi

D
t

cemntracts to 70-80% of the number of dischar
lfrom the previous year. With these policies, NH
undermines the functioning of DRG, a
"managers of hospitals who do not know th
tdetails better, blame the DRG method

rganizational and financial
%stem.

D
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bActually it comes to two main criteria of a finangi

iSystem:sustainability andequity. How should a systerj
be ideal? From the perspective of the financie
better method of financing must be sustainable ¢
does not really succeeded in Romania in recentsy
neither in hospitals, neither to drugs), fair foottp
providers and for patients (the greatest deficienfape
Romanian health system is almost complete lach
equity), to motivate for quality services and
efficient. Inequity is inherited from the past, astall

above arising from this.
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5. Practice use of DRG method

It is said that the DRG-based financing systemtiga of 'money follows the patient” - that hospitals
which have many patients with complex pathologyt vdéteive more resources and those with fewer
patients will have fewer resources. Thus, the atioa of financial resources is based on the resilt
the hospital and less its structure. From reveosthis principle resulting in practice a number of
issues frequently encountered that prevents olgeatiocation of resources to hospitals:

» Incorrectness of tariffs per DRG - in this sense it is necessary that DRG tariffcdver costs
largely for different types of patients; in additjiche quality of services must be evaluated, leay v
expensive services should be clearly defined. H®GRIoes not directly assess the quality of hospital
services and it just analyzing the number and tyfpgatients discharged, can hide big differences in
quality of services provided to patients of the sanpe, and thus resulting tariffs unrelated to the
costs allocated to case;

» Reporting false or altered - also experience shows that, when knowactixthe types of patients
receiving better funding, hospitals will try to fange" the data reported to benefit for "more" gyats
(false reports) or "more complicated" patients (ified reports). This phenomenon is commonly
found in systems using DRGs to finance and is ddlERG creep” and can generate even fraud by
reporting data for non-existent patients, by reagion of patients, by "complication” the patient.
DRG creep is a well-recognized means of boostirgpital income, by obtaining more reimbursement
than would otherwise be due (the reclassificatibpatients to more profitable categories);

» Choice of prospective or retrospective payment - through retrospective system should be
considered all the weaknesses of a model of paympentpatient, the most important being the
tendency to admit as many patients and, if possiflehose for which funding is higher; through
prospective system is induced rather a selectiortasks, ie those consume less resources, for
compliance in the budget negotiated with the Helalsirance House (HIH);

* DRG isa financing method of output type, ie are funded the outputs, achievements of halsbit

the case of DRG, discharged patient means outputhé complexity of each case discharged differs,
the same, the cost of treatment varies. For thasam, it is important that funding also take into
account to the resources consumed during treatniteist.a matter for specialists and authorities,
which must find a method of funding to be correctaat also simple to implement and manage.

As long as the DRG system is used in real modéy data really performed by hospitals, it is really
management tool to estimate and control costs of hospital services (Table 3). In practice of the health
sector in Romania, DRG system is used onlg a®thod of financing hospitals (Table 2), because it
uses standard data, imperative imposed by legislatibviously for reasons of saving all extremely
limited resources, with serious consequences ®mRbmanian health system, highly publicized and
well-known.

DRGs are not used solely for payment purposes. Maspitals, even if they are not reimbursed on a
DRG basis, will use a DRG grouper for budgetingynpant evaluation and to conduct hospital
utilization review and quality assurance activitiesupport their operations (www.iha.org).

For these reasons we used the DRG method frompgeotpectives through a calculation system on
medical departments in the City Hospital Targu Bualati, a system that allows quantification of

economic efficiency and highlighting the performanachieved by each department taken in the
analysis.

To understand the specific terms for hospitals BRI system, we will do the following comments
(www.drg.ro):

*  Number of cases contracted with HIH: humber of patients (cases discharged) which Hiyskand
pays them to the hospitéllumber of cases discharged and validated DRG: the effective number of
patients treated and discharged from hospital,scasge validated by the National School of Public
Health, Management and Development in Health BesiaiSNSPMPDSB) - the body that check,
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validate and quantify in DRG system all cases aisgdd in public hospitals in Romania. Validated
results are transmitted by SNSPMPD to HIH for eettnt to the hospitals (www.snspms.ro).

» The complexity of the cases (Case-mix): types of patients treated in a hospital, depending
diagnosis and severitfase-Mix Index (CMI) - index of complexity of cases: number (without Jnit
expressing the hospital resources, in accordanttepatients. For a hospital: CMI = Total number of
weighted cases + Total number of cases solved. BNtHe measurement of the average severity of
illness of patients treated by a hospital. BasicallMI helps determine the amount assigned to a
diagnosis related group (DRG).

* CMI contracted with HIH: index of complexity of cases settled (imposed)uatiyg to each
hospital by the Framework Agreement on the conaitiof the medical assistance provision within the
social health insurance syste@MI achieved: index of complexity of cases effective achieved for
patients discharged from hospital, CMI validatedSNNSPMPDSB.

» Discharged cases (solved cases): all cases discharged from hospital, regardlessheftype of
discharge (discharged, discharged on requestféranieceased).

* Normal cases. discharged cases, classified in the same DRG, withilar duration of
hospitalization of statistically.

» Extreme cases (such as duration of hospitalization) - "outliers": discharged cases classified in the
same DRG with very different durations of hospi#afion than that of normal cases: "low outliers"
and "high outliers" Coefficient K of extreme cases. a coefficient reflecting the financial impact of

"outliers" in the hospital. This coefficient is calated quarterly by SNSPMPDSB based on
discharged cases reported and validated by eaglitd&los

» \Weighted cases. "virtual" cases, results by adjusting the disckdrgcases, depending on
complexity. For a hospital: Cases weighted = Numdfecases resolved x CMRate per Weighted
Case (RWC): reimbursement value for the weighted case atethe lof hospital. The value of rate per
weighted case is fixed for each hospital separaely is set annually by the Framework Agreement
on the conditions of the medical assistance prowisiithin the social health insurance syst&uost

per Weighted Case: a reference value that reflects the cost of a metjcase. For a hospital: Cost per
case weighted = Budget for acute cases + Total puwioweighted cases.

Evaluating the economic efficiency of the hospisaimpossible in the absence of methods to quantify
the economic efficiency of the current system adgi@l services. The approach will be used only to
study the economic efficiency of hospital servicgggorted in the DRG system. Thus, using data from
the City Hospital Targu Bujor Galati, through thpphcation DRG, will be assessing the total
economic efficiency of the hospital, as the sunsudfsystems that provide hospital services (medical
departments).

447



European Integration - Realities and Perspectives 2012

Table 1 Indicator sachieved and actual expenditurein 2010

Indicators HIH Hospital
contracte effectively achieve
Number of cases discharged 2,790 patients 4,19ents
Number of readmitted and transferred ¢ 0 patient 40 patient
Case-Mix Index (CMI) January-March 0.601% 0.6793
April-December 0.64171 0.742p
Rate per Weighted Case (RWC) January-March 1,222 lgi 1,222 lgi
April-December 1,390 le 1,390 lei
Coefficient of extreme cases (K) January-March 1.000p 0.9978
April-December 1.0000 0.986pH
The amount of cases 2,327,096 lei 3,954,897 lei
Actual expenditures Lei
Total actual expenditures of financing sources 3,918,462
1. Health actions financed from state budget 122,827
2. Capital expenditure 1,017,187
3. Costs for medical services, of which: 2,778,448
| a) Direct Costs 2,351,775
« Identifiable per patient 232,890
- medicines 113,734
- sanitary materials 29,786
- laboratory reagents 26,940
- materials laboratory 10,258
- food for patients 52,172
« Unidentifiable per patient 2,118,885
| - staff costs 2,118,885
| b) Indirect Costs 425,739
- office supplies 10,120
- cleaning materia 5,92:
- lighting, heating and motive power 141,526
- water, sewerage and sanita 19,89%
- fuels and lubricants 15,300
- parts medical equipment 2,671
- transport patients 2,865
- post, telecommunications, internet 16,309
- functional materials and services 110,659
- current repairs 55,549
- disinfectants 6,507
- linen and bedding 2,522
- inventory items 3,628
- internal displacements 423
- books and publications 206
- consulting and expertise 29,740
- professional training 1,066
- advertising and publicity 1,457
- other expenditure 305
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Table 2 DRG system asa method of financing

Rate per

] Nugr;l;grs of CMI Number of ] Coefficient Amount
Medical contracted weighted weighted K of extreme financed
Departments contracted | ™" case by HIH
with HIH with HIH cases (le) cases (lei)
1 2 3 4=2x% 5 6 7=4x5x¢€
< |General Surge 234 0,6015 141 1,229 1.0000 171,998
% Internal 27¢ 0,601t 16¢ 1,222 1.000( 205,07«
E Neonatology 51 0,601% 3L 1,222 1.0000 37,487
§ Obstetric 234 0,601t 141 1,222 1.000( 171,99¢
§ Pediatrics 231 0,6016 139 1,222 1.0000 169,[793
Total period 1,029 0,6016 619 1,222 1.0000 756,849
5 General Surge 387 0,6417 248 1,390 1.0000 345,190
-g Internal 490 0,6417 314 1,390 1.0000 437,062
§ Neonatology 79 0,641Y 5 1,390 1.0000 70,465
O |Obstetrics 411 0,641y 264 1,390 1.0000 366,697
S [Pediatrics 394 0,641y 253 1,390 1.0000 351,433
< Total period 1,761 0,641y 1,130 1,390 1.0000 15BY0
Total year 2010 2,79 1,749 X 1.0000 2,327,096
Table 3DRG system as a management tool
'\(ljlljsr?:gg;;dc {;?1?15 Numbe;:;‘ev;/elghted Rate per Coefficient Amount
Medical validated DRG oMl ep K _
Departments Total, | Readmitted| achieved | 145 | Readmitted weighted | ot exireme | "e31Zed
of and of and case (lei) cases (lei)
which: | {ransferred which: | transferred
0 1 2 3 4=1x3 5=2x3 6 7 (széggff/z;)
< | General Surgery 284 0.5409 164 0 1,222 1.0028 ,2284
% Internal Medicing 349 0 0.8362 292 1,22p 0.9926 353,982
E Neonatology 39 0 0.66038 26 0 1,292 1.0026 31,650
§ Obstetrics 242 g 0.683¢4 165 0 1,2p2 1.0000 202/098
'5)% Pediatrics 200 (0 0.597p 119 0 1,2p2 1.0000 145907
Total period 1,114 Q 0.6798 756 0 1,2p2 0.9978 e
5 General Surgery 719 1 0.6067 4B6 8 1,390 0.9897 4,25@
-E Internal Medicing 897 17 0.8816 791 15 1,390 0.9762 1,062,876
§ Neonatology 144 Q 0.773B 111 0 1,3P0 0.9987 154|583
O | Obstetrics 681 g 0.8114 553 4 1,390 0.9953 761/647
= [Pediatrics 558 4 0.6028 336 2 1,390 0.9877 459]756
< Total period 2,999 44 0.7426 2,227 BO 1,390 0.9863,033,116
Total year 201 4,11% 40 X 2,98: 30 X X | 3,954,89
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Table 4 Achievements and actual costs of medical departmentsin 2010

Patients Cost per
dical Nu(r)nfber Number existing Averag 'IBed' day of Total
Medica oatients | Patient of and elength| Ut 'rzﬁt‘gon hospitali- costs
departments| discharge days hospital | remaining |  of stay zation .
p beds in (ALOS) (%) . (lei)
hospital* (lei)

0 1 2 3 4 5=0+4 6d=a2y+53;fg§ 7 8=2x7
General 1,024 2,884 14 1,039 2.78 79.01 20493 591,018
Surgery
Internal 1,261 6,815 20 1,261 5.40 93.36 119/96 817,527
Medicine
Neonatology 184 1,118 ) 190 5.88 6126 121.32 BB6|6
Obstetrics 932 2,937 1D 041 312 80/47 20357  B9/|8
Pediatrics 762 3,264 15 764 407 59/62 190497  ©28)3
;(‘)’ig' year 4165 | 17,018 60 4195 406 77 168.95 2'778'43

* Patients at the start of the period + Patients entering in the period + Patients transferred from other department during the period

Thus in the table no. 1 by the formyig}, resulting amount of 2,327,096 lei, representinghbspital
services bought by HIH from the analyzed hospital.

[a Number of casesx CM1 x Coefficient K x RWC

In the table no. 2 by the formuld] resulting amount of 3,954,897 lei, representing #xact
guantification of the amount achieved by each depant in part by funding of cases discharged.

[b] (Number of discharged cases - 50% x Number of cases readmitted and transferred) x CMI x K x RWC

In the table no. 3, costs of each department caratlweilated simply by using the following formula,
proposed further: The result of this calculatiBnamount of 2,778,448 lei, represents the actost ¢
which patients treated and discharged from eachrtiepnt have generated in the hospital analyzed.

[c] Rate per day of hospitalization x ALOS x Number of cases discharged

The advantage of the analyzed hospital is thathaswerful Integrated Medical Information System,
purchased under a project funded by external gravitech allows calculation of costs per patient,
respectively on each hospital observation form (asion episode), and thus, calculating the taaff f
a day of hospitalization in each departmént.

The difference between the amount realized thesadéti[b] and the amount contracted with H[&l
is clearly positive (+1,627,801 lei) and is the amthat the hospital would have had to cash in
addition to contracted budget, because, regardieize resources consumed by patients discharged,

the amount of 3,954,897 lei reflects the actuading of cases discharged in the hospital analyzed
according to the DRG mechanism.

! The rate per day of continuous hospitalizatioritides the value of medicines, medical materialseovices that can not be
identified at the patient level.
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By comparing the actual value of discharged cfisksvith the cost to treat patienfs], it results a
surplus of 1,176,449 lei - savings achieved whiduld have been kept in the hospital for investment
activity.

The difference between the contracted budigetind the costs incurred to resolve all cqspss a
negative (- 451,353 lei), representing a deficsuteng from the fact that the hospital has treaded
total of 4195 patients, and charged the equivaénhly 2790 of cases.

In concrete terms, although the hospital activityprofitable, so economically efficient, resultiimg
more than 50% (4195 realized cases to 2790 coatthdhe hospital received 17% less than it spent
(2,327,096 lei cashed to 2,778,448 lei expended)d®b less than realized (2,327,096 lei cashed to
3,954,897 lei realized).

The situation is almost unreal and unfairly, asofek: the hospital has treated 4195 patients, o€hvh
only 4113 cases validated by DRG and only 2790scpa@ by HIH(!) Therefore, it results a number
of 1405 cases discharged from hospital, for whinkré was no "leu" returned from the National
Unique Health Insurance Fund (FNUASS), patientadptieated from the hospital savings.

If the HIH, as a customer of the hospital, wouldiddought all medical services performed by the
hospital, we can say with conviction that healtb¢cded by a management team well prepared, is a
very profitable activity: the value of all casesaharged and validated in 2010 ie 4113 cases, mean
revenues totaling 3,954,897 lei, plus the 82 casegidated by DRG (4195 realized casdsus 4113
validated).

To obtain at leadictional this revenue, the hospital performed treetual expenditures 2,778,448 lei,
resulting in a surplus of 1,176,449 lei, the abolamount sufficient to purchase modern medical
equipment, for example, a chapter that most hdspiteRomania are very poorly. In fact, although th
hospital has spent 2,778,448 lei for 4195 disclarggeses, the revenue from HIH, under contract,
were 2,327,096 lei cashed for only 2790 cases.

Extrapolating, if the hospital would be treatedyo2¥90 patients (cases reimbursed by HIH), thescost
were worth 1,909,795 lei, and the surplus wouldehiasen 868,654 lei, as follows:

Table 1 Costsfor casescontracted with HIH

Medical N omtacted | hospraizaton | pagentaays | T O
departments with HIH (lei) (lei)
1 2 3 4 5=3x4
General Surgery 62 204.93 1,786 366,005
Internal Medicine 769 119.96 4,206 504,5p2
Neonatology 130 121.32 795 96,449
Obstetrics&Gynecology 645 203.57 2,053 417,929
Pediatrics 625 194.9y 2,692 524,869
Total year 2010 2,790 168.95 11,532 1,909,795

6. Conclusion

Our approach generates only type sintetico-anallytiesults and is not therefore in the category of
high-performance solutions. But no matter how catirig conclusions reached, it seems, however,
very little credible that in a hospital in Roman@abe a real economic efficiency so great. Prakctica
experience makes experts to affirm that such atsito can be caused by several possible causes [2]:

a) The absence of certain costs from general calomatif efficiency of hospital, such as those
generated in departments that do not report digelsaf~or example, Emergency Room costs are not
included in the cost of hospitalization day caltedafor each medical department from within DRG.
The simplest solution would be the breakdown ofeexiture made by ER evenly over all the beds

451



European Integration - Realities and Per spectives 2012

that are reported in DRG. The correct solution hewever, the distribution of those costs to
departments they belong the patients who stayékeirER. This method however requires dedicated
software.

b) Some deficiencies in monitoring DRG: tariffs by gps of specialties are not consistent with the
complexity of disease and thus laborious medicaleusers such as malformations of the neonate, are
undervalued. Also, the cases of admissions undéro4s or children without personal identification
number are not scored. Failing a real score basdtieddegree of difficulty and complexity of cases
resolved is another impediment to accurate assessyhbospital efficiency.

¢) Reducing deliberate, for various reasons, of exjpered commitments by the credit holder, but
with compromised quality of healthcare, is a sitwatwhere economic efficiency is only apparent;
option of credit holder is based on the need tcegie financial resources, or for payment of prior
debt, or for commitment to infrastructure expenditabsolutely necessary in the absence of dedicated
funding (eg, lack of participation by the Countyu@ail or the City Hall, as owners, to capital repai

or investments necessary for the strategic devedopwf the hospital).

d) Application of statistical calculations on smathg intervals (monthly versus quarterly or annually)
can generate the emergence of significant errovgas found that the maximum distortion of method
is due to the calculated average length of stayd8), which is highly negatively influenced by the
number of patients (patients existing and remaininghospital) during the reporting month.

Specifically, the average length of stay is caleday the following formula:

Patient days for patients discharged

ALOS gepariment= Patients at the start of the period + Patientsrigigtén the period +

Patients transferred from other department dutiegoeriod

Returning to our example, we emphasize the differemetween «number of patients discharged»
(4195) and «number of patients at the start ofpreod + patients entering in the period + patients
transferred from other department during the perigtl65). The difference in 30 patients can give
distortions in DRG monthly calculations.

Therefore, economic efficiency calculated montishhigher than the real one. The manager, as direct
beneficiary of the data, must know, however, thalugs of economic efficiency will regulate
constantly, having the exact value at the end efitiancial year.

It is clear that the factors explained above cdluémce major the economic efficiency analysis of
activity in a hospital, so it is mandatory to bealissed with the utmost honesty.

Most of these deficiencies in estimating the ecapaefficiency of hospital services can be remedied
by using costing tools provided by management atibog.
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