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Section 1: Background / Context of hospital payments     

1) What proportion of total (national) hospital payment is determined by DRGs? Please fill in the 

table below. 

Table: National hospital payments 

 Local Currency  
% of total acute care 

hospital payments 

Total national hospital payment (Year)   

 Hospital payment determined by DRGs   

 Hospital payments for outliers   

 Hospital payments for excluded patient groups (e.g. 

for DRGs without a cost weight) 

  

 Hospital payments for excluded services (e.g. 

additional FFS payments, unbundled payment) 

  

 Hospital payments for excluded 

departments/hospitals (e.g. ICU, palliative care) 

  

 Other hospital payment mechanisms (please specify)   

 

2) Development and updates: Is there a database of costs or length of stay data to inform updates 

of the DRG catalogue?  

a. What information does it include? 

b. How many hospitals provide data for this database? 

c. How long is the time-lag between data collection and use of the data for payment? 
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Section 2: Exclusion from DRG-based payment system     

1) The exclusion of patient groups 

a. Which patient groups are excluded from the DRG-based payment system? (If there 

is a list, please provide it as an appendix.) 

b. Determining the list of excluded patient groups : 

i. Responsibilities: Which institution is responsible? Which actors are involved in 

the process?  

ii. Process: Is the list of excluded patient groups regularly revised (how often)? 

Or was it defined only once (and how)? Is there a formal process for updating 

the list? For example, can medical specialties apply/suggest patient groups to 

be excluded? Who takes the final decision and how? 

iii. Empirical basis: Is the list of excluded patient groups defined on an empirical 

basis? For example, is there a (cost or length of stay) data base, where patients 

with highly variable costs are identified. If this is the case, please explain also 

the rules that are used to identify patient groups that are to be excluded? (For 

example, a rule could be that patient groups for which the standard deviation 

is larger than the mean of costs are to be excluded.) 

c. What is the percentage of all patients/cases that is excluded? Please provide the total 

number of hospital cases (in year xxxx) and the number of cases for which hospitals 

were not paid on the basis of DRGs. 

d. How are hospitals paid for these patients? Please explain:  

i. The payment system, i.e. whether hospitals receive a budget/fee-for-service 

payments or per diems; 

ii. How the size of the payment is determined, e.g. based on historic costs of 

individual providers or average costs across similar providers;  

iii. The scope of the payment, i.e. what services are covered by the payment. 
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2) The exclusion of services and products 

a. Which products or services are excluded? (If there is a list of excluded 

products/services, please provide it as an appendix.) 

b. Determining the products/services that are to be excluded 

i. Responsibilities: Which institution is responsible? Which actors are involved in 

the process?  

ii. Process: Is the list of excluded services/products regularly revised (how 

often)? Or was it defined only once (and how)? Is there a formal process for 

updating the list? For example, can medical specialties apply/suggest that 

certain procedures are to be excluded? Who takes the final decision and how? 

iii. Empirical basis: Is the list of excluded services/products defined on an 

empirical basis? For example, is there a (cost or length of stay) data base, 

where high cost services/products are identified. If this is the case, please 

explain also the rules that are used to identify services/products that are to be 

excluded? (For example, a rule could be that services, which account for more 

than half of the costs of an inpatient stay and which are provided as part of at 

least three different DRGs are to be excluded.) 

c. How are hospitals paid for these products/services? Please explain 

i. The payment system, i.e. whether hospitals receive a budget/fee-for-service 

payments or per diems 

ii. How the size of the payment is determined, e.g. based on historic costs of 

individual providers or average costs across similar providers?   
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3) The exclusion of certain hospitals or hospital departments 

a. Which hospitals or departments are excluded? (If there is a list of excluded hospitals 

and/or hospital departments please provide it as an appendix.) 

b. Determining the list of hospitals/departments that are to be excluded 

i. Responsibilities: Which institution is responsible for determining excluded 

hospitals / departments? What actors are involved? 

ii. Process: Is the list of excluded hospitals / departments regularly revised (how 

often)? Or was it defined only once (and how)? Is there a formal process for 

updating the list? For example, can medical specialties apply/suggest that 

departments are to be excluded? Who takes the final decision and how? 

iii. Empirical basis: Is the list of excluded hospitals / departments defined on an 

empirical basis? For example, is there a data base, where cost data from 

hospitals / departments shows that cost are high variable? If this is the case, 

please explain also the rules that are used to identify hospitals / departments 

that are to be excluded? (For example, a rule could be that hospital 

departments for which the standard deviation is larger than the mean of costs 

are to be excluded.) 

c. What is the percentage of excluded hospitals/departments? Please provide the 

total number of hospitals (in year xxxx) and the number of hospitals that were not 

paid on the basis of DRGs. 

d. How are excluded hospitals/departments paid?  

i. The payment system, i.e. whether hospitals receive a budget/fee-for-service 

payments or per diems; 

ii. How the size of the payment is determined, e.g. based on historic costs of 

individual departments or average costs across similar departments; 
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4) Outliers 

a. How are outliers defined? (based on which data) 

b. Which institution is responsible for determining the outlier definition? 

c. What payment mechanisms exist to take outliers into account? 

d. How are outliers paid? 

 

5) Other 

a. Are there other mechanisms used to pay for highly complex or specialised care 

outside the DRG-based payment system? 

b. If yes, what is excluded? 
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Section 3. Main challenges, debates and reforms 

Please focus on challenges and debates related to the problem of patients with high variability of costs 

(if this is an issue in your country).  

1) Main Challenges 

a. What are the main challenges for the hospital payment system?  

2) Debates 

a. Are there any current debates about the DRG-based payment system? 

b. What are the debates about? In particular, we would be interested to know if the 

payment of hospitals for highly complex/highly variable patients has been an issue.  

c. Who is taking part in the debates? 

3) Reforms 

a. Have there been recent reforms of the DRG-based hospital payment system? 

b. Have there been reforms introducing standardised care pathways involving multiple 

hospitals? If yes, how are these reflected by the hospital payment system? For 

example, stroke patients may be systematically transferred from an initial hospital to 

a more specialised hospital (or vice versa), and there may be rules for splitting the 

payment.  

c. Have there been evaluation studies on the impact of reforms that excluded 

patients/services/hospitals from the DRG-payment system? (E.g. is there a bias 

towards/against smaller hospitals?) 


