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Value-based health care lately has been discussed widely 
among health and social care decision makers. The time 
also has come to take steps toward a value-based system. 
Modern technology finally has enabled continuous 
measurement of outcomes, and the consumerisation 
megatrend will increase patient-relevant outcomes’ 
importance.
 
Effectiveness is an established concept within health 
economics, addressing health care services’ effects on 
people’s health, functioning or well-being, i.e., outcomes. 
On the other hand, cost-effectiveness addresses the 
relation of outcomes relative to monetary investment. 
Cost-effectiveness is fundamental when explaining 
value-based health care, as it shows how much health the 
system has produced per euros spent. 
 
Michael Porter’s concept of value-based health care 
(VBHC) concerns a health care management system 
that aims to maximise cost-effectiveness. It originated in 
the US, but it has begun to be adapted to the European 
context. The VBHC concept focuses on the patient or 
customer, as the outcomes being monitored are relevant 
for patients. The rise of value-based management is part 
of a larger megatrend of individualism, with the patient 
perspective becoming more relevant than ever before. 
 
From a societal perspective, it is important to gather 
and benchmark cost and outcome data, which make 
it possible to allocate resources in a cost-effective 
manner. Cost-effectiveness should be the aim at all 
levels of the health and social care system. Outcomes 
also should be integrated into reimbursement systems. 
With value-based reimbursement, the health care 
organiser pays for health care outcomes, but not outputs. 
Outcomes can be measured from different perspectives.  

At this moment, the biggest blind spot is the 
measurement of patient-reported outcomes 
(PROMs) and patient-reported experience 
measures (PREMs). Outcomes still are 
measured mostly through general qualities, 
like mortality, while neglecting the patient 
perspective. 
 
While some good examples of outcome-based 
management implementation exist, it has 
yet to be implemented on a national health 
care system level. However, every health 
care organisation can do its part to support 
the movement toward an outcome-based 
system. For example, continuous monitoring 
of functioning and PREMs is possible now with 
current technology. 
 
Many organisations worldwide are starting 
to measure outcomes and are struggling 
with choosing the right measurements. To 
benchmark the results, we need a mutual 
understanding of what to measure, but 
instead of aiming for perfection, we encourage 
every organisation to start working and accept 
imperfect measurements, which are better 
than no measurements at all.

SUMMARY
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1 The challenge of  
outcome-based care

Health care decision makers always have 
been fascinated by the idea of paying the 
service provider for health, not sickness. 
According to a legend, even in ancient China, 
the emperor’s personal doctor was paid as 
long as the emperor remained healthy. 
When the emperor got sick, payments ended. 
If the emperor died, the doctor lost his head.
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The aim of health and social care is to produce health 
and well-being with scarce resources. Therefore, the 
most important question is how to allocate resources to 
achieve desired outcomes with minimum effort, i.e., how 
to be as cost-effective as possible. From a public health 
perspective, the goal is to provide cost-effective care for 
the entire population while simultaneously addressing 
various demographic groups and individuals’ differences 
and special needs, which will be better-addressed 
through outcome-based health care than through 
current services.
 
Different health and social care development initiatives’ 
aim often has been to narrow differences in health 
and well-being, increase equality and availability of 
services, and curb rising costs. Effectiveness and cost-
effectiveness align national, economic and public health 
interests. With the help of cost-effectiveness analysis, 
it can be estimated what kinds of health and well-
being outcomes are achieved with different resources/
investments among different demographic groups and in 
different demographic locations.
 

Internationally, cost-effectiveness has been 
recognised as a central focus of health care 
(Porter & Guth 2012). Even the Organisation 
for Economic Cooperation and Development’s 
(OECD) ministerial council emphasises value 
and its impact on citizens in a 2017 statement, 
in which outcome measurement is recognised, 
and organisations are encouraged to develop 
and implement new practices and methods 
related to value-based health care (OECD 
2017). Many organisations worldwide have 
made cost-effectiveness one of their strategic 
guidelines (Hillary et al. 2016) and have started 
to work toward enabling its measurement. 
In Nordic countries, measurement of real-
world effectiveness and utilisation of such 
data remain quite limited, as outcomes are 
measured mostly through clinical metrics, such 
as mortality, complications and readmissions.
 
This white paper defines the basic concepts 
related to value-based management and 
presents practical examples of how to 
measure and manage value-based health 
care in the Nordic context. The aim is to 
produce knowledge on value-based health 
and social care, clarify the concepts related 
to value-based health care and offer concrete 
suggestions on how to move toward outcome-
based social and health care and how to 
develop service production toward outcome-
based care. We hope that this white paper 
serves as an introduction to political decision 
makers, health and social care organisers and 
providers, and anyone who is interested in 
outcome-based health and social care.
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2 Effectiveness as a concept
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Effectiveness is an established concept in health 
economics, and it is used to describe the changes in one’s 
health condition caused by an intervention (Malmivaara 
2013, Sintonen & Pekurinen 2006, Drummond et al. 2005).  
Cost-effectiveness is the relation between effectiveness
and the cost of achieving these effects. In many 
instances, the terms outcome, effect, effectiveness and 
cost-effectiveness are used interchangeably. The term 
cost-effectiveness is used particularly to emphasise 
the cost factor.
 
Value-based health care is a management system of 
health (and social) care, in which cost-effectiveness (or 
value) is set as the primary goal (Porter 2009). Porter uses 
the term value to describe cost-effectiveness and value-
based health care to describe the management system. 
However, the concept of value-based management also 
is suitable for the social care context. Furthermore, in 
British English, the prevalent term is outcome-based 
health care, which means roughly the same thing. 
 

Emphasising effectiveness does not mean 
that other health care measures are no longer 
relevant. On the contrary, outcome-based 
management is built on previous work and 
especially refines productivity measurements 
further. To achieve a holistic picture of the 
health care system, it also remains relevant 
to measure the quality of the processes, 
customer satisfaction, safety, availability and 
productivity, among other qualities.
 
Figure 1 presents the value chain of health and 
social care, and clarifies the relations between 
output and outcome, and productivity and 
cost-effectiveness.

Figure 1: Healthcare value chain
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Outcome is the change in a patient’s condition, i.e., health, 
well-being, quality of life or functioning. However, utility 
(or benefit) is a more subjective measurement that asks: 
How does the patient benefit from or utilise an outcome 
in his or her own life?
 
Even though (cost-)effectiveness, now known as value, 
has gained much attention in health care after Porter and 
Teisberg (2006) coined the term, similar concepts have 
been launched before and since then (e.g., Brimer 1997). 
Finnish researcher Antti Malmivaara (2013) coined the 
concept of Real-Effectiveness Medicine, which emphasises 
knowledge and skills when aiming to produce the best 
outcomes possible in a real-life context (as opposed to 
clinical research settings). However, a wider trend aims to 
acknowledge patients’ individual needs in the context of 
both personalised medicine and personalised health care.  
The rise of the concept of value in health care can be 
viewed as part of this megatrend, in which patients are 
viewed as individuals with individual needs and goals 
(Lindblad et al. 2017), in contrast to the traditional 
system, in which health care has been designed to serve 
patients according to their diagnoses or demographic 
groups (e.g., diabetes or adolescents). Also, the ongoing 
discussion about making patients more actively 
involved in their care (McColl-Kennedy et al. 2017) 
goes hand in hand with outcome-focussed health care. 

 

The concept of value-based health care is 
fundamentally patient-centric; the idea is to 
measure patient-relevant outcomes (Porter 
2010). In practice, this means that patients 
participate in choosing the measurements 
that are relevant to them and all patients 
in the same diagnostic groups. Similarly, 
measurements from the long-term care 
Adult Social Care Outcome Toolkit (ASCOT) 
questionnaire are weighted on a population 
basis to correspond with preferences observed 
in research (Netten et al. 2012).
 
Thus, in value-based health care, a patient-
centric culture is achieved on the patient-
segment level. However, it also could be 
achieved on the patient level. For example, 
when measuring PROMs, one could ask the 
patient to assess each question’s relevance, 
e.g., on a scale from 0 to 1. Using this scale, 
the average could be weighted for relevance. 
Of course, the results also could be analysed 
without relevance-weighting, e.g., when 
benchmarking different organisations’ 
outcomes.
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3 Measuring outcomes
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The fundamental problem is the relation between output 
and outcome, which is not straightforward. Confounding 
factors always exist, such as the validity of the diagnosis, 
genetics and the patient’s motivations and adherence 
to the treatment. Furthermore, the patient’s lifestyle 
significantly impacts many conditions. Huttunen (2018) 
delineates six factors that affect health: genes; inner world 
(experiences, attitudes and values); physical and social 
environment; lifestyle; care interventions and prevention; 
and random factors. Moreover, several different services 
and service providers may contribute to a single patient’s 
outcomes, making it difficult to identify each service or 
service provider’s contributions. 
 
Outcomes should be measured on the patient level. 
Patient-level outcomes can be aggregated and utilised 
on a management level, and the comparability of patient-
level data can be increased through risk adjustments, i.e., 
considering patients’ other diagnoses and risks. When 
benchmarking between service providers, case-mix 
adjustment is vital. 
 

Outcomes can be measured from different 
perspectives that partly serve different 
information needs on the societal and patient 
levels. The key factor is to measure from 
different perspectives, including the patient 
perspective. Outcomes should be relevant for 
patients. (Baumhauer & Bozic 2016, Porter 
2010.) 
 
Measuring outcomes traditionally has been 
viewed as challenging in health care, and 
patient-reported measures require new 
technological tools to enable daily data  
collection. 
 
Outcome measures have been categorised 
in extant literature in many different ways. 
We present a synthesis of these different 
categorisations in Table 1. 

3 .  M E A S U R I N G  O U T C O M E S

Table 1: Classification of outcome measures
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To achieve a holistic picture of the outcomes, different 
perspectives are needed, including clinician-reported 
outcome measures, clinical measures and patient-
reported outcome measures. In the following chapters, 
we go through these measurement categories in more 
detail. Moreover, to measure cost-effectiveness, care 
costs should be measured over the entire service chain.

 
PROMs 

Patient-Reported Outcome Measures (PROMs) gauge 
health or functioning (Black 2013). Effectiveness is the 
difference between two measurements at different 
time points, e.g., the difference between the outcome 
and baseline. PROMs include many familiar measures 
that already are widely in use, such as pain on the Visual 
Analogue Scale (VAS). Also, traditional quality-of-life 
measures (e.g., EQ-5D, RAND-36/SF-36 and WHODAS) 
also are PROMs. PROMs can be divided into general and 
diagnosis or condition-specific measures (Nilsson et al. 
2016, Black 2013). Black (2013) provides examples: EQ-5D 
is a general measure, and the Oxford Hip Score is specific 
to hip surgery.
 
Netten et al. (2012) developed the Adult Social Care 
Outcome Toolkit (ASCOT) questionnaire, which measures 
social care-related quality of life (SCRQoL) and specifically 
aims to evaluate cost-effectiveness on a societal level. 
Also, other general quality-of-life measurements––such 
as EQ-5D, RAND-36/SF-36 and PROMIS-10––could be 
valid for measuring effectiveness in social care.
 

Health care traditionally has tended to favour 
very specific measurements. Diagnosis-
specific measurements usually have a long 
history in clinical work and research and, thus, 
solid evidence of their validity. However, from 
a comparability perspective, these measures 
can prove problematic, e.g., if pain is measured 
on a different scale in each diagnosis. One 
way to tackle this is to use symptom-specific 
measures (such as PROMIS; see below) instead 
of (or in addition to) diagnosis-specific ones. 
For comparability, international standardised 
measures are highly recommended.

Another often-addressed challenge in 
measuring patient-reported outcomes is the 
total number of items: If a patient is asked 
questions related to general quality of life, 
along with symptom-related measures, 
the number of items can be in the dozens. 
One solution for this challenge might be 
to use PROMIS measurements using CAT 
functionality (see on next page).

3 .1 . 	 PAT I E N T- R E P O R T E D	
O U T C O M E  M E A S U R E M E N T S
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PROMIS

The Patient-Reported Outcomes Measurement 
Information System (PROMIS®) is a joint initiative  
between the US National Institutes of Health (NIH), 
several research departments and the scientific 
community. PROMIS® measures health in a very 
broad sense as health-related quality of life, including 
functioning. It is suitable for all patient/customer 
segments in both the health and social care contexts. 
The measurements have been calibrated to the entire 
population, not any particular patient group; are sensitive 
to even small changes; and are even suitable for healthy 
people. 
 
The PROMIS® measures are symptom-specific 
(pain, anxiety, etc.) and are based on the World 
Health Organisation’s (WHO) definition of health as a 
multidimensional (physical, social and mental) entity 
(Cella et al. 2010). PROMIS® comprises item banks for 
each symptom, and each item bank comprises dozens or 
hundreds of items. Short forms also exist as fixed sets of 
4-10 items.
 
Item banks can be utilised digitally with computer  
adaptive testing (CAT) measurement functionality, which 
is based on item response theory (IRT): The algorithm 
chooses the questions individually based on previous 
answers, e.g., a patient who is bedridden is not asked 
whether he or she can run 10 kilometres. CAT enables a 
more accurate and reliable measurement with a smaller 
number of questions compared with short forms (Cook et 
al. 2005).
 
In addition to item banks and short forms, general 
questionnaires also are used, such as PROMIS-10 (PROMIS 
Global Health), which measures physical, psychological 
and social functionality using 10 items.
 
PROMIS measures have been implemented in several 
organisations in the US, Spain, the Netherlands and 
Sweden (Economist Intelligence Unit 2016). Each country 
has a national PROMIS centre that is responsible for 
translating measures and administering licenses. More 
information can be found at www.healthmeasures.com.

PREMs

Patient-Reported Experience Measures 
(PREMs) gauge patients’ experiences with care. 
The most frequently used PREM probably is the 
Net Promoter Score (NPS). However, PREMs can 
be much more in-depth than a simple promoter 
score, e.g., the patient/customer can be asked 
whether he or she felt they were being heard or 
had received enough information about their 
care. These kinds of questions are included, 
for example, in the Patient Assessment of 
Chronic Illness Care (PACIC) questionnaire. 
 
A positive correlation between patient 
experience and clinical outcomes has been 
found (Doyle et al. 2013). The mechanism 
probably entails greater commitment and 
adherence to care, as these factors also 
correlate positively with patient experience 
(Doyle et al. 2013). Of course, the possibility 
always exists that the care is effective, but 
that the patient experience is lacking, or that 
the patient experience is good, but the care is 
ineffective. When both of these perspectives 
are measured and developed on a systematic 
basis, it will increase the quality of the 
processes and effectiveness.
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Health care operations’ effectiveness traditionally has 
been evaluated through clinical outcome measures such 
as mortality, which can be calculated using data from 
electronic medical records (EMRs). These measurements 
are extremely important, but insufficient as such. For 
example, if mortality in a medical procedure is 2%, we are 
completely lacking information on what happens to the 
other 98% of patients.
 
Social care operations’ effectiveness also has been 
measured with register-based measures, such as the 
ratio of the elderly population living at home compared 
with those living in nursing homes or the unemployment 
rate.
 
In health care, clinical outcomes often are measured and 
followed up on a single-patient level (e.g., joint mobility, 
laboratory results, etc.), and decisions are made based on 
these measurements. However, for the purposes of value-
based management, this is insufficient for two reasons. 
First, these patient-level measurements usually are 
registered in EMRs in an unstructured way. Second, joint 
mobility often is more relevant to the clinician than to 
the patient, who is unlikely to be interested in how many 
degrees his or her joint can move, but rather in whether 
he or she can walk, do gardening or exercise, i.e., whatever 
activities are relevant to him or her.
 
That being said, clinical-outcome measures play a vital 
role in assessing effectiveness. For example, if PROMs 
were to improve, but the mortality rate increased, that 
obviously would be quite alarming. This is why PROMs are 
insufficient by themselves.

Clinician-reported outcome measures 
(ClinROMs, sometimes also called CROMs) 
include all assessments that a clinician 
conducts on a patient, such as ability to 
work or care-dependency assessments. The 
Resident Assessment Instrument (RAI), a very 
commonly used measurement in elderly care, 
mostly is based on clinician assessments. 
ClinROMs suffer from the same shortcomings 
that clinical outcome measures do: They rarely 
are recorded in a structured manner, making 
data utilisation difficult.

To conclude, several different outcome 
measures are available, and it is recommended 
strongly that existing measures be used to 
enable benchmarking. Ultimate objectives 
and the patient segment should guide 
how measures are chosen. For example, 
diabetes care and social rehabilitation differ 
significantly in terms of goals and, thus, also in 
terms of appropriate measures.

3 . 2 .  C L I N I C A L 
O U T C O M E  M E A S U R E S

3 . 3 . 	 C L I N I C I A N -
R E P O R T E D 	 M E A S U R E S

3 . 4 .  C H O O S I N G  M E A S U R E S
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ICHOM

The International Consortium for Health Outcomes 
Measurement (ICHOM) is a non-profit with a wide range 
of members from different organisations within health 
care and research. ICHOM creates Standard Sets for 
different patient populations (e.g., elderly populations) 
and diagnostic groups (e.g., stroke patients) based on 
Michael Porter’s framework. By 2018, 24 Standard Sets 
had been developed, covering over 50% of the global 
disease burden (ICHOM 2018a). 
 
ICHOM does not develop measures, but creates Standard 
Sets by choosing existing measures. A multi-professional 
team that includes patient representatives creates each 
Standard Set, which includes both clinical and patient-
reported outcomes, and often also clinician-reported 
outcomes. Measures are chosen with a particular 
emphasis on patient relevance. 
 
ICHOM Standard Sets have been implemented in 
over 650 organisations in 32 different countries 
(ICHOM 2018b). ICHOM also currently is developing 
a benchmarking platform to allow organisations that 
use ICHOM Standard Sets to benchmark their results 
against those of other organisations. ICHOM Standard 
Sets are by no means perfect, but are the closest thing 
to global standards that we currently have available. 

 
 
 

 
In short, outcomes can be measured via functioning, 
health or quality-of-life measures. An outcome alone 
does not provide information on effectiveness, but the 
effect is, by definition, a change. Therefore, we need a 
comparison. Good effectiveness also could mean that 
the condition does not worsen, or it worsens slower than 
expected. After all, many measures of well-being (e.g., 
physical functioning) slowly decline with age; therefore, 
the objective is always context-dependent. 
 
First, achieved outcomes can be compared with a scenario 
in which no interventions would have been done. Second, 
the comparison could be a predetermined prediction, i.e., 
a desired computational value, that typically describes a 
specific service or intervention’s outcome. 

Third, one can use benchmarking and compare 
outcomes to other service providers or a national 
average. Even positive effectiveness can turn 
out to be insufficient if other service providers 
reach better outcomes with similar resources. 

From an outcome perspective, patient 
processes traditionally have been divided into 
finite and infinite. From the health care system’s 
perspective, these are clearly insufficient. For 
example, outcomes from preventive services 
(such as vaccination visits by healthy people) 
hardly can be measured in terms of functioning 
or quality of life. Therefore, a more detailed 
segmentation framework is needed.
 
Even in infinite processes, the time dimension 
should be taken into consideration. For 
instance, surgical patients’ status can be 
measured when the final stitch has been 
sutured, in the recovery room, at discharge, 
two weeks after discharge or a year after 
discharge. Therefore, outcomes should be 
measured and recorded at different time 
points, both short and long term. Short-term 
outcomes provide instant information for 
management, but the information may be 
less reliable. On the other hand, long-term 
outcomes are more reliable, but from a daily 
operations management perspective, the 
information may be dated.
 
Similarly, in social services, objectives and 
measurement time points differ in finite and 
infinite processes, e.g., social rehabilitation 
is finite, while elderly care usually lasts for 
the rest of a person’s life. Therefore, the 
goal-setting and measurement regimes are 
very different with these types of services. 

When creating follow-up regimes in health 
care, specialist doctors and other professionals 
are central, but early indicators often predict 
how outcomes will develop in the long run, 
i.e., short-term outcomes may be sufficient to 
predict long-term outcomes.

3 . 5 .  C H O O S I N G  P O I N T 
O F  C O M P A R I S O N
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4 Effectiveness as an objective
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Many objectives exist in health and social care. Productivity, efficiency, availability and patient safety are all 
important, but value-based health care is based on the idea that cost-effectiveness is the most important 
measurement. Cost-effectiveness aligns economic (the payer) and population (the patient) objectives.  
Value-based health care necessitates outcome-based steering of all service providers.
 
Value-based management also emphasises the customer’s role in his or her own care, i.e., the customer plays 
an important role in achieving outcomes. The correlation between output and outcome is not straightforward,  
as the customer’s own actions significantly impact final outcomes, e.g., through exercise and nutrition.
 
Porter provides detailed advice on moving toward value-based health care (Porter & Kaplan 2013), but as health 
care systems worldwide differ from each other, local context is key. The following is a freely modified version 
of Porter’s advice, made with the European system in mind, but readers still are advised to use their discretion  
vis-á-vis local context:

The first point means that service production should 
be organised around the customer’s health problem or 
service needs, not around the organisation of medical 
specialty. For example, in a traditional speciality-driven 
system, a headache patient must navigate between 
neurology, pain management (anaesthesiology), 
orthopaedics, psychiatry and physiatrist. According to 
Porter, service production should be arranged instead as 
a headache centre, in which all necessary professionals 
are present to care for the patient. However, it 
should be noted that patient volumes in the US can 
be vastly larger than, say, in Nordic nations, possibly 
limiting possibilities for such extreme specialisation.  
                                                                                                                                                                                                                                                                                   
 
 
 
The measuring of outcomes and costs, according to 
Porter, should be done on a customer level: One should not 
be satisfied with mere averages. Clearly, an average can 
comprise countless different combinations of individual 
values. Therefore, a favourable change in the average does 
not guarantee a favourable change on a single patient 
level. The average also does not account for differences 
in health and well-being among the population.  
 
 

Rewarding the achievement of effectiveness goals can 
mean rewarding both the individual employee and the 
service provider organisation. On an individual level, the 
reward can be monetary or non-monetary. For a service 
provider organisation, the reward can be a monetary 
bonus or something with monetary value, such as an 
additional year of an outsourcing contract. 

For the service provider, value-based 
reimbursement can mean a change in its 
revenue model. Often the same or better 
outcomes are achieved with fewer outputs. 
For example, research published in 2013 on 
the treatment of knee osteoarthrosis led 
to a decrease in knee surgeries in Finland 
(Sihvonen et al. 2013). In value-based 
management, productivity is secondary to 
cost-effectiveness: The priority is to conduct 
the right interventions. Conducting these 
interventions correctly, e.g., with a high 
utilisation rate for operating theatres, is 
secondary to the main goal.
 

 
 
 
IT infrastructure’s impact is important for 
value-based management, as measuring 
outcomes and costs on a customer level 
requires more interoperable IT systems. One 
of the main challenges is how to integrate 
customer-level information. Currently, the 
data often reside in the EMRs of several 
separate service providers, and integrating the 
data to measure an entire service pathway’s 
cost-effectiveness is challenging.

1 . 	 O R G A N I S E 	 S E R V I C E 	 P R O D U C T I O N	
A R O U N D 	 T H E 	 C U S TOM E R ’ S 	 H E A LT H	
P R O B L E M 	 O R 	 S E R V I C E 	 N E E D

4 . 	 B U I L D 	 A N 	 I T 	 I N F R A - 
S T R U C T U R E  T O  E N A B L E  
M E A S U R EM E N T 	 O F 	 C O S T- 
E F F E C T I V E N E S S

2 . 	 M E A S U R E 	 O U T C OM E S 	 A N D	
C O S T S  F O R  E V E R Y  C U S T O M E R

3 . 	 R E WA R D 	 A C H I E V E M E N T 	 O F	  
E F F E C T I V E N E S S  G O A L S
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5 Practical examples of  
outcome-based health care
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The value-based approach can be utilised on many 
different levels. In theory, from population health and 
economic perspectives, the most optimal solution 
probably would be to base the entire health and social 
care system on cost-effectiveness, but currently, no 
case examples of such value-based national health care 
systems exist. Implementing value-based health care 
into an entire system obviously would require decision 
making on a national level. Meanwhile, many actions can 
be taken by both the service commissioner (payer) and 
service provider to move toward a more value-based 
health care system. This chapter will shed light on what 
each stakeholder can do and what kind of challenges 
might occur.
 

One of the key principles of economics is scarcity, as 
resources always are limited. Therefore, using resources 
always should be considered critically. Without measuring 
cost-effectiveness, one cannot fully assess cost-effective 
use of resources, as it is impossible to observe which 
interventions produce desired outcomes. Therefore, 
without cost-effectiveness data, it is impossible to 
recognise the under- or overuse of services on a societal 
level, as well as evaluate their quality and outcomes across 
various demographic groups, areas or service providers.

Very few countries currently have clear goals cost-
effectiveness. In many countries, multi-channel financing 
also has slowed down the movement toward a value-
based system. Multi-channel financing entails several 
payers involved in a care path (e.g., governments, local 
municipalities, insurance companies, employers, patients, 
etc.) While evaluating a care path’s cost-effectiveness, 
one always should take into account all services that the 
individual uses, but the information often is scattered in 
different health and social care IT systems, and sometimes 
laws may forbid combining data from multiple sources.
 
In the European context, one domain in which cost-
effectiveness is assessed routinely is pharmaceuticals. 
For a new pharmaceutical to enter the European market, 
its cost-effectiveness must be evaluated. This could prove 
to be a useful framework for assessing interventions’ 
cost-effectiveness in a wider context (FIMEA 2018). 

Examples of early adopters of value-based 
health care include Sweden, the Netherlands 
and Great Britain. While an entirely value-
based health and social care system has 
not been implemented anywhere, different 
countries have emphasised different 
perspectives as part of their development 
initiatives. For example, Sweden has over 
100 quality registries that record quality and 
outcomes (Emilsson et al. 2014), and many of 
them also include patient-reported outcome 
data. However, Nilsson et al. (2016) remark 
that the data are seldom used in development 
projects. Publishing different service providers’ 
outcomes would advance the development of 
best practices and guide patients in choosing 
their service providers. Moreover, both the 
service organiser and provider could utilise 
outcome data on value-based procurement.
 
In Great Britain, value-based thinking is utilised 
as part of the health and social care system. 
For example, a cost-effectiveness analysis 
that the National Institute for Health and 
Care Excellence (NICE) conducted––related 
to drugs, care interventions and practices––
suggests that stakeholders across Great 
Britain act cost-effectively (NICE 2018). Also, 
PROMs are used quite frequently. Britain’s 
National Health Service (NHS) has obligated 
service providers to collect PROM information 
on certain procedures since 2009 (Nilsson et 
al. 2016). NHS uses PROM data for example to 
map the benefits from hip-joint replacement 
surgery in different parts of England (NHS 
England 2016). 
 
By adopting the most cost-effective practices 
on illnesses that are the most expensive to 
treat, and that have the biggest volumes, one 
could achieve remarkable cost savings while 
improving population health. 

5 . 	 P R AC T I C A L 	 E X A M P L E S 	 O F 	 VA L U E - B A S E D 	 H E A LT H 	 C A R E

5 .1 . 	 C O S T- E F F E C T I V E N E S S	
O N  A  S O C I E T A L  L E V E L
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The service provider can utilise value-based health 
care principles in multiple ways. Compared with the 
payer, who may need to steer another organisation 
toward producing outcomes, aiming to increase cost-
effectiveness is rather straightforward for the producer. 
Many examples of value-based health care can be found 
in the field of insurance-financed service production, 
as the incentive to increase cost-effectiveness is clear 
there (as opposed to a tax-funded system, for example). 

Santeon Hospitals, a Dutch chain comprising seven 
hospitals, implemented a structured, value-based 
operating model. From March 2016 onward, the chain 
implemented relevant sets of measures for five different 
patient groups (breast cancer, prostate cancer, lung 
cancer, cerebrovascular circulatory disorders and hip-
joint arthrosis) to measure outcomes. The collected 
information is utilised first in internal development, then 
for benchmarking purposes afterward between different 
hospitals. 

Santeon’s entire operation has been organised 
according to value-based health care as 
much as possible: Multiprofessional teams 
have been organised around patient groups, 
and the hospitals use scorecards to monitor 
the 15-20 most relevant outcomes, costs 
and process measurements. Santeon also 
has utilised many ICHOM Standard Sets (see 
Section 3.4. Choosing measures). Santeon also 
forged value-based contracts with insurance 
companies for breast cancer care. (Okunade et 
al. 2017.) The key is that Santeon first started to 
measure outcomes, then turned this practice 
into a financial model.
 
One of the results from this value-based 
model in breast cancer care is that Santeon 
Hospitals decreased its number of inpatients 
by 30% and its number of reoperations caused 
by complications by 74% (BCG 2018).

5 . 2 . 	 C O S T- E F F E C T I V E N E S S
AT 	 T H E 	 S E R V I C E 	 P R OV I D E R 	 L E V E L
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Cost-effectiveness increasingly is vital when developing 
the future health and social care system, as it links 
societal, payers, service providers and citizens’ needs. 
Cost-effectiveness data enable us to recognise the 
most cost-effective interventions and, thus, improve 
resource allocation. Even though current management, 
reimbursement and IT systems do not always 
support a transition toward value-based health and 
social care, every organisation can start measuring 
outcomes and improving outcome-based decision 
making. Positive experiences often are followed by 
wider development of value-based health care, as 
demonstrated in the Santeon Hospitals example. 

Bringing cost-effectiveness into the core of health and 
social care offers answers to many current challenges 
across developed nations (see Section 1. The challenge 
of value-based care). The health and social care sectors 
simultaneously are facing pressure to cut costs and 
satisfy increasing demand in an equitable manner.
 

Many elements needed when moving toward 
a value-based system already are available, 
e.g., standardised PROM questionnaires have 
been translated into many languages, and 
the technology needed to collect PROMs and 
analyse and visualise the data for management 
purposes already is available. 

Value-based health care’s theoretical basis is 
solid, and empirical evidence of its usefulness 
keeps accumulating. The most significant 
benefit of value-based management in 
health and social care would be utilising it on 
all levels, from the national to the individual 
organisational level. The NHS example shows 
that collecting PROMs also can be mandated 
on a national level if desired. Much unlocked 
potential exists in utilising value-based health 
and social care on all levels.
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The practical steps toward value-based health and social 
care can be summarised as follows (Figure 2):

Figure 2:  Steps towards a value-based system

A clear vision and concrete goals are key. 
 
Outcome measures cannot be the same for all patients/
customers and all services, but they cannot be tailor-made 
completely either. Therefore, patients/customers must 
be segmented, with measurements chosen separately for 
each segment. In practice, it is probably easier to choose 
one or two customer/patient segments first, then start 
measuring cost-effectiveness for them. The relevant 
segments can be chosen based on total costs, process 
clarity or disease burden. 
 
The objectives drive the choice of measures. It is essential 
to measure outcomes from different perspectives, 
including the patient/customer perspective (e.g., PROMs). 
Measuring can be started with just one general measure, 
and the set of measures can be expanded later. 
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For data to turn into actions, management and leadership 
are required. Outcome data should be utilised in 
management and steering, including reimbursements 
for both individuals and organisations. The management 
system and processes should be developed continuously 
to support value-based decision-making. 
 
To enable value-based management, cost-effectiveness 
data should be turned into knowledge. This requires 
analytics and data visualisation to give management an 
integrated view of each patient/customer segment’s 
outcomes and costs (Figure 3).

Figure 3: The components of cost-effectiveness must be combined in a management dashboard
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