
and thorough evaluation by an ear, nose, and throat specialist
is mandatory as surgery with radiotherapy cures some of these
patients.'4 Similarly, squamous tumours in the inguinal
lymph nodes should prompt a careful search for perianal or
genital primaries and treatment for these.
A small but important group of patients with responsive

tumours has been identified by Hainsworth and colleagues.'5
They report a 56% response rate (including 22% complete
responses) to combination chemotherapy based on cisplatin
in patients with poorly differentiated carcinoma or adeno-
carcinoma with one or more of the following features: age less
than 50; tumours affecting primarily midline structures (the
mediastinum and retroperitoneum), lungs, or lymph nodes;
increased serum a fetoprotein or 3 subunit of human
chorionic gonadotrophin concentrations; clinical evidence of
rapid tumour growth; and tumour very responsive to previous
radiotherapy or chemotherapy. They reported that 13% of
their patients were alive and free of disease five years after
treatment. Young patients with disease mainly in lymph
nodes seemed to have the best outcomes.
The same group also reported a 78% response rate and some

long term survivors among patients with poorly differentiated
carcinoma with neuroendocrine features on electron micro-
scopy (dense core vesicles) or immunocytochemical staining. 16
Small cell lung cancers and carcinoid tumours were excluded
from this series. Unlike most adults with neuroendocrine
diseases (for example, islet cell tumours and paragangliomas)
the patients had rapidly progressive diseases. This entity is rare
but important therapeutically.
For patients who fall into subgroups known to respond to

treatment the argument for a trial of appropriate treatment
is compelling. Specific drug treatment for the larger number
with well differentiated or moderately differentiated adeno-
carcinoma in whom the primary site is not established is not
mandatory and must be judged by the doctor for the individual
patient in consultation with the patient and his or her family.
For many, symptomatic care alone is indicated, but some
patients should receive a more active approach. Although low,
the expected response rate to chemotherapy is not substantially

different from thatwhich some patients and doctors consider to
be acceptable for other cancers. The goal oftreatment in these
patients is palliation. With currently available antiemetics and
other supportive measures a short trial of carefully monitored
treatment can be worth while in selected patients with
symptoms.
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Reconsidering compensation for medical accidents

Concentrate on those with the severest disabilities, whatever the cause

No fault compensation is in retreat. The victors in the British
election, the Conservatives, were the one major party that
did not propose a no fault system for compensating medical
accidents. The New Zealanders, who run a no fault scheme
that has attracted international admiration, have just revised
their scheme in a way that is likely to destroy it. The limited
but successful schemes operating in Sweden and Finland
are increasingly recognised not really to be no fault schemes,
as they incorporate many notions that are close to fault.
And there is a feeling-sstrongly expressed at a conference
on alternative systems for compensating the victims of
medical accidents held in Oxford earlier this month-that
it may be better to concentrate resources on those who
are severely disabled regardless of the cause of their
disablement.
Almost nobody at the conference had a good word to say

about tort as a means of compensating those injured in
medical accidents. It is slow, capricious, and hugely wasteful
of resources. Jeffrey O'Connell, professor of law at the
University of Virginia, described it as offering "a ticket to a

prize fight in which the victim gets punched by both sides."
The aim in reforming the tort system must be, said Professor
O'Connell, to shift the resources now wasted on transaction
costs, compensating non-economic loss (pain and suffering),
and duplicating funds met from collateral sources into the
pockets of those who are severely injured. Most systems-
including many no fault schemes- overcompensate the mildly
injured and undercompensate the seriously injured. Professor
O'Connell warned, however, about being too ambitious when
trying to reform existing systems. He quoted the American
senator Daniel Moynihan, who said, "We live in a world of
competing sorrows" and pointed out that not all of those
sorrows can be compensated.
One of the most difficult problems with no fault schemes is

to define those events that should be compensated. Professor
O'Connell described the failure of a Virginian scheme that
aimed at compensating those children injured in birth
accidents: the definition drawn up by a multidisciplinary team
proved so exclusive that there has never been a successful
claim. The New Zealand scheme, said Margaret Vennell from
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the law faculty in Auckland, now includes a definition of
medical misadventure that covers a couple of pages. Most of
those at the conference thought that resorting to such
complexity was a prelude to disintegration of the scheme.
The usual reason for resisting no fault schemes is their

expected high cost together with the fact that the funds come
from public expenditure. The New Zealand scheme has been
a scapegoat for the collapse of the country's economy, and
many North American and European economies are running
up large budget deficits because governments are not contain-
ing public expenditure yet are unwilling to raise taxes. No
fault compensation schemes are unlikely to flourish in such
circumstances, and in Britain calculations from Paul Fenn of
Oxford University suggest that the present tort system costs
the NHS about £60m whereas a no fault scheme would cost
between £235m and £350m. NHS costs may well rise steeply
and a no fault scheme would compensate many more people
more efficiently than a tort scheme, but, with Britain heading
for a disastrous budget deficit, funding for a scheme is
unlikely to be forthcoming.

Another potential problem with no fault schemes is that
they do not provide accountability. Yet this, says Arnold
Simanowitz, the director of Action for the Victims of Medical
Accidents, is what accident victims want most. Donald
Harris, director of the Centre for Sociolegal Studies in
Oxford, argued that it was impossible for one system to
supply efficiently both compensation and accountability.
Other systems like practice guidelines, audit, education and
licensing, complaints procedures, and disciplining or retrain-

ing of the incompetent are needed to maintain accountability.
But economists at the meeting were bothered that replacing
tort with a no fault system removed financial incentives for
keeping up standards, and this anxiety has been important in
the revision of the New Zealand scheme.

So if the tort system is hopeless and no fault schemes
flawed, what options are there for compensating the injured?
The best system may be a development of social security
schemes for helping the severely disabled. Pauline Thompson,
director of the Disablement Income Group, described how
the costs of disablement have been grossly underestimated in
Britain and how social security provision for disabled people
is inadequate. But after the revision of the social security
system in Britain in 1988 the government introduced the
independent living fund for severely disabled people on low
incomes, and the fund's expenditure has increased from £5m
in the first year to about £100m in 1992-3. This growth shows
the scale of need-much of it, judging by regional variations
in payout from the fund, still unmet-and most of those at the
conference agreed that a scheme that got funds to such people
and avoided arguments over causation was better than a
scheme that allocated funds to particular categories of the
disabled, some of whom had relatively minor injuries.
Professor Harris suggested that if a no fault scheme for
victims of medical accidents is ever introduced in Britain it
should be reserved for those with high degrees of disablement
that last for a long time.

RICHARD SMITH
Editor, BMJ

Measuring case mix

Essentialfor managing resources; of less usefor managingpatients

"The care you provide for your patients costs too much."
"Your length of stay is longer than the regional average."
"The cost per patient is greater than it was last year, and we
are going to overspend."

Such statements are common in the fight to balance
budgets, and doctors find them difficult to respond to. How
may we ensure that the comparisons are fair? Are different
kinds of patients being treated? Are the patients in our unit
more likely to require expensive care because they have more
complicated illnesses? If they are then some of the difference
in costs may be due to the kinds of patients rather than to
differences in the efficiency of care. The problem is how to
determine the proportion that is due to the variation in clinical
case mix.

In principle, the solution should be easy. The population of
patients should be broken down into a few groups consuming
similar amounts of health care ("isoresource" groups). Com-
parison could then be made between groups after they had
been standardised to take account of the differing age mixes of
the populations (in much the same way as standardised
mortality ratios are calculated).

In practice, constructing satisfactory groups is not that
simple, and teams of researchers have been working on these
problems for at least the past 20 years. A history of their
endeavours in the United Kingdom has recently been pub-
lished.'

Early developments in this topic and much of the subse-
quent research have come from the United States. Among the
early pioneers a team at Yale, led by Bob Fetter and John
Thompson, developed a grouping system known as diagnosis

related groups (DRGs).2 The 467 groups were based on
diagnoses, procedures, and other information available in the
computerised hospital discharge record. The system was
therefore cheap and simple to apply and performed reason-
ably well in producing groups that consumed similar amounts
of resources. For these reasons it was adopted by the Medicare
administration as a pricing schedule for reimbursing hospitals
and has since been the focus of vigorous debate.

Until the introduction of resource management in 19863
interest in the use of case mix groupings in Britain was largely
confined to groups of researchers who wanted either to
explain variations in lengths of stay between hospitals' or to
examine the effect of introducing changes in management on
the mix of cases treated.5 The central philosophy of resource
management was the devolution of responsibility for the
budget to clinical directors. This required the development of
directorate budgets and monitoring expenditure against those
budgets. Directors rapidly realised that to develop budgets
that would meet their clinical work plans they needed
information on the resources each patient would be likely to
use. Equally, when monitoring expenditure directors needed
to know the expected costs of the patient's treatment. Only
then could the reasons for variances in budgets be deter-
mined. All this implied a grouping of patients into "similar
resource use" groups. The feasibility of using diagnosis
related groups for this purpose was evaluated and confirmed
in the pilot sites. As doctors began to understand diagnosis
related groups and the properties of the groups were examined
in more detail, however, it became clear that in England some
groups contained mixtures of patients that were not similar
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