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Abstract
The term ‘Value Based Healthcare’ was first used in 2001 
to describe a situation where payor demands that only 
services providing the best health outcomes for patients 
are offered. Since then, it evolved to include safety of 
services, equity in healthcare access, mutual respect be-
tween caregivers and patients and improvement of work 
life of healthcare professionals. In this article, we present 
a history of Value-Based Healthcare concepts and high-
light the main differences between successive models. 
Then we proceed to point out the main constraints and 
problems with the implementation of VBHC. In the end, 
we evaluate the implementation of this concept in Poland.

Introduction 
Recent decades have brought an incredible development 
in medicine thanks to technological improvements and 
increased funds for healthcare.[1] OECD Health Statis-
tics show a constant growth in health spending with  
an average of 8.8% of GDP since 2017.[2]  In the world 
where new and better ways of treatment constantly 
emerge, increasing demand is put on the episode-of-care 
payment systems to spend more and more.[2] But with the 
progressive informatization improving outcomes togeth-
er with controlling costs at a reasonable level is more like-
ly than before.[2,3]

Therefore, quality is becoming increasingly more im-
portant than quantity. This article provides an analysis of 
Value Based Healthcare models and possibilities of their 
implementation in Poland. 

Methodology of systematic 
review 
A systematic search was carried out in two electronic da-
tabases (PubMed and Scopus) to identify published stud-

ies on value based healthcare, its implementation, main 
objectives and outcomes. Used key words included “value 
based healthcare”, “healthcare organization”, “health-
care quality”, “healthcare policy” and “implementation”. 
Initial search was performed on 15.12.2019. We exclud-
ed articles a) in languages other than Polish and English,  
b) focusing on a specific group of patients (e.g. only
diabetic patients), c) focusing on singular disease,
d) published more than 5 years before the search. We per-
formed additional search on 10.03.2021, using the same
key words and performing search in the same databases
to identify newly published studies and reviews. In addi-
tion, we reviewed the references of analyzed articles in
order to identify additional studies or reports not found
by the initial searches.

Considering a commercial and widely discussed nature of 
the subject, a Google search was performed as a supple-
mentary strategy of identifying articles. First five pages 
of results were scanned for relevance. From that search, 
OECD and EIU reports and EXPH opinion were included 
in the analysis. 

A total of 4376 citations were identified in the initial 
search, followed by 479 identified during second search. 
After assessment of titles and abstracts and later a full 
text analysis, we decided to include 24 articles. 

Evidence Based Medicine 
vs. Value Based Healthcare
Importance of quality in healthcare emerged first in 
1980 when Avedis Donabedian developed a concept of 
the point of optimality which is the most advantageous 
balance of patient’s benefits and provider’s costs. Increas-
ing spending beyond that point still generates additional 
value to the patient, but the costs outweigh the benefits.[3] 

According to OECD, at last 10% of health spending is in-
effective or wasted.[4]  Effective management of health-
care system finances requires evaluation of costs and 
outcomes of medical services. Scientific literature uses 
three terms to define the value related to these services: 
efficacy, effectiveness and efficiency. Efficiency means 
performance or functioning that produces the most val-
ue and is the least wasteful of time, money and effort.[7]  
Effectiveness describes the level of accomplishment of 
goals of clinical practice in comparison to intended or 
expected results.[5]

Efficacy is the ability to achieve an intended result by using 
a particular pharmaceutical product or health practice.[7]
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Evidence Based Medicine is a concept according to which 
only the most efficacious interventions and medicines, 
that is those based on the best available external evi-
dence and individual clinical expertise, are used to treat 
patients.[6] The term ‘Value Based Healthcare’ was first 
used in 2001 to describe a situation where payor demands 
that only services providing the best health outcomes for 
patients are offered.[7] Michael Porter and Elizabeth Teis-
berg helped to spread this concept by publishing Rede-
fining Healthcare in 2006.  They defined value as health 
outcomes that matter to a patient in relation to the cost of 
delivering those outcomes. Main principles of this model 
involve: 

• focus on the value for patients, not only costs
reduction,

• unrestricted competition (national and local)
based on the health outcomes for patients over the
full care cycle,

• value driven by provider’s experience, scale of
performed services and constant improvement
based on observation of patients,

• public and widely available information about
outcomes and costs of certain medical services,

• rewarding innovation which aim at increasing
value.[8]

Under agreements based on value-based healthcare, pro-
viders are rewarded for short-term and long-term results 
that are the most relevant to patients. Porter proposed 
measuring outcomes for a single medical condition using 
three hierarchical tiers:

• health status achieved or retained,
• process of recovery,
• sustainability of health.

Care for medical condition is usually associated with 
multiple specialties and interventions. Responsibility for 
value should be shared by all providers involved, creating 
a base for the coordinated care concept.[9] Combination of 
these two approaches creates a chance for healthcare sys-
tem improvement, regardless of a country or the model of 
healthcare functioning. 

Triple Aim in value-based 
healthcare 
The model proposed by Porter and Teisberg focused on 
a single patient and showed to have limitations when ap-
plied to the universal healthcare system, which has to meet 
the needs of the entire population using a finite budget.[10]

In 2008, the Institute for Healthcare Improvement (IHI) 
defined a new healthcare model: the Triple Aim. It owes 
its name to three major goals that it promises to accom-
plish: improvement of patient’s satisfaction and experi-
ence of care, improvement of populations’ health and re-
duction of the cost of care for whole populations. These 
objectives are mutually interdependent and change with-
in one of them inf luences the other two in a positive or 
negative way. The main constraint in the implementation 
of this model should be the equity in access to medical 
services in every subpopulation.[11]

Implementation of the Triple Aim model requires three 
basic elements: 

• a suitable foundation for population management,
• management of services while considering the

whole population,
• an educational system that “will drive and sustain

work over time”.[12]

Triple Aim framework looks at the value from three dif-
ferent perspectives: 

1. allocative value (at the level of the population) – al-
location of resources to different groups in a way
that maximizes value for the whole population,

2. technical value (at the level of the intervention) –
improvement of quality and safety of services to in-
crease the value derived from resources allocated to
particular services,

3. personal value (at the level of the patient) – making
decisions based on best current evidence,  careful
assessment of an individual's clinical condition and
an individual's values.[13]

Healthcare centers that successfully introduced the Tri-
ple Aim in the care for specific populations observed re-
duced spending on that particular subpopulation.[12] 

In the IHI model, the value is measured in relation to a 
defined population, whereas in Porter’s and Teisberg’s 
model it refers to a single medical condition. Quality im-
provement is achieved through the collaboration between 
patients and healthcare providers, not by unconstrained 
competition between healthcare centers. Transformation 
is a result of a culture change instead of reorganization 
and additional financial recourses.[10] 

Discussions about the Triple Aim often revolve around 
the qualities that healthcare providers should demon-
strate while delivering their services. Authors of the “Tri-
ple C” describe those qualities as “compassionate, col-
laborative care”[14] or care aimed at sustaining patient’s 
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functional capabilities, relieving a patient from physical 
and psychological pain and facilitating a therapy, so that 
a patient can continue to live life in peace.[15] Both these 
definitions focus on the way the interventions are car-
ried out, not only on the results of the interventions. Tri-
ple C calls for a shift from a physician-centered model 
with a healthcare professional in the position of power 
to a model fostering cooperation between physician and 
patient, that is a partnership between two equal parties. 
It is crucial to recognize the three C’s qualities as equally 
important. According to Lown et al. (2016), „Compas-
sion without collaboration may result in uncoordinated 
care, while collaboration without compassion may result 
in technically correct but depersonalized care that fails 
to meet the unique emotional and psychosocial needs 
of all involved”.[14] Extensive research shows that there 
is a link between empathy in patient-physician com-
munication and patient’s satisfaction and stress level.[16]

The remaining question is whether empathy and compas-
sion inf luence patient’s health outcomes, not only patient’s 
perception of a physician. Results obtained by Hojat et al. 
indicate that there is such a relationship in diabetic pa-
tients, as physicians with high empathy scores were associ-
ated with good control of hemoglobin A1c and LDL-C [17], 
although these results were not confirmed in another re-
search group.[18]

Shifting to patient-centered care requires numerous 
changes in the healthcare system. A wide gap between 
the expectations for healthcare providers and the reali-
ty causes a burn-out in a significant share of healthcare 
professionals. Research shows that burn-out is correlated 
with lower patient satisfaction and decreased quality and 
safety of care.[19, 20] It has also been implied to cause higher 
costs due to the overuse of resources, e.g. increased rates 
of referrals for diagnostic tests and specialist clinics.[21]

Value Based Healthcare execution is undoubtfully con-
nected with the improvement of the work life of health-
care professionals, which constitutes the fourth dimen-
sion of this model. While the first three values justify the 
existence of  the universal health system, the fourth one 
is fundamental to their implementation.[22, 23] When the 
European Union Expert Panel on effective ways of invest-
ing in Health (EXPH) issued an opinion on Value Based 
Healthcare in 2019, it noted the imperative of introduc-
ing fourth value in healthcare described as societal value. 
This value is based on “solidarity, mutual respect and in-
clusion of diversity in healthcare”.[1]

Elizabeth Teisberg et al. have recently proposed a mod-
el based on comprehensive solutions to patients’ needs, 
which are organized in clusters concerning common 
set of needs, such as “people with knee pain” or “elder-
ly people with multiple chronic conditions”. The model 
strongly supports the notion of creating integrated mul-
tidisciplinary teams and creating additional value from 

partnerships with clinical organizations. Authors suggest 
that health outcomes for every patient group should be 
measured by 3 to 5 indexes which correspond to patients’ 
definition of health - capability, comfort and calm.[24]

Value Based Healthcare is currently becoming one of the 
most important concepts of healthcare functioning and 
management. Nevertheless, existing literature still lacks 
in-depth research on the subject. Frederiksson et al. notes 
that none of analyzed texts presented understanding of 
the idea of VBHC at the level sufficient to implement that 
concept. Researchers suggest that the essence of VBHC is 
undergoing a process of dilution rather than diffusion.[25] 

Because of the Porter’s definition of value (benefit to cost 
ratio), Value Based Healthcare is often referred to as a 
financing model, not a culture change. Lack of under-
standing of VBHC concept can be best illustrated by the 
example of rural hospitals in Maryland, USA. The main 
goal of Total Patient Revenue (TRP) program was effi-
cient management of resources by hospitals. The objec-
tive was to decrease spending while disposing of finite 
global budget. Hospitals which treated fewer patients or 
performed fewer services than planned, could increase 
prices in the following year to recompense the shortfall. 
Hospitals were not rewarded for providing additional ser-
vices or treating more patients. As the result, TRP hospi-
tals admitted less patients compared with control hospi-
tals, even though they had provided more services than 
control hospitals before the program started.[26] Based 
on those results, experts drew a conclusion that fee for 
service method payment is ineffective and often leads to 
overconsumption.[27]

Moving from fee for service to value-based systems very 
often involve bundled payments as a way of optimizing 
healthcare costs. Time-driven activity-based costing 
(TDABC) is another cost-assessment method. It allows 
evaluation of real healthcare costs by measuring two pa-
rameters: unit cost of resource inputs and the time and 
quantity of resources required to perform a transaction 
or an activity. In successful implementation, TDABC can 
identify and reduce resources used based on patient de-
mand and therefore improve efficiency of patient care. 
Recent systematic review concluded that TDABC was 
adequately applied in all analyzed studies to improve 
cost-effectiveness of care.[28]

Implementation of VBHC 
in Poland 
There are many discussions on the topic of Value Based 
Healthcare in Poland. VBHC is one of the topics ad-
dressed at the majority of healthcare conferences. Only 
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in 2019, there were two new extensive reports published in 
this area: “New definition of Healthcare and its inf luence 
on the quality of care”[29] and „The road to Value-Based 
Healthcare”[30], which proves how important and current 
this topic is. 

Some elements of VBHC like implementation of the elec-
tronic sick leave certificates are already being implement-
ed into the Polish healthcare system[31] and elements of the 
institutional framework have been studied.[32] The Agen-
cy for Health Technology Assessment and Tariff System 
(AOTMiT) is working on new methods of reimbursement, 
the so-called bundle payments, which would cover the full 
care cycle, e.g. cardiovascular procedures. However, as re-
searchers have noticed, hospital payments based on Di-
agnosis Related Groups (DRG), launched mid-2008 have 
not resulted in significant differences in stroke outcomes 
between incentivized and non-incentivized units. More-
over, authors point out the possibility of up-coding and 
reclassifying patients into more expensive groups, which 
can have negative consequences of patients health while 
it sustains hospitals’ need for higher reimbursement.[33] 
Another example of change is coordinated care, aiming 
to “provide care for the patients at the different levels and 
sites of care within the health system, and according to 
their needs, throughout their whole life”.[34] Outcome de-
terminants of implementation of coordinated care have 
been studied in Poland.[35] The authors concluded that in-
dispensable factors to achieve success of implementation 
of a new integrated healthcare delivery system should be 
defined in advance to avoid failure.

Programs currently running in Poland include: Fast On-
cological Therapy[36], coordinated care over pregnant 
women[37] and POZ PLUS (Expanded Primary Healthcare 
Program) [38-40]. Some disease-specific coordinated care 
programs are running in Poland like in cardiovascular 
disease[41] and in diabetes.[42] Empirical validation of out-
come determinants of the success of the implementation 
was also conducted.[43]

Health Technology Assessment plays an important role 
in delivering best health technologies to patients. In Pol-
ish setting, authors like Orlewska have been evaluating 
cost-effectiveness of therapeutic strategies in different con-
ditions, e.g. treatments for hepatitis B and C, heparin use 
in acute coronary syndrome, somatostatin analogues in 
acromegaly and multiple sclerosis. Kolasa et al. have been 
reviewing HTA assessments of public health programs 
and drug therapies.[44, 45] Most recently they have analyzed 
potential of multiple-criteria decision analysis (MCDA) 
to replace standard HTA assessment of orphan drugs.[46]

Only in 2020 an extensive report was published on the 
topic and use of MCDA in reimbursement processes in 
Poland and in the world.[47] MCDA has higher potential 
for meeting the needs of patients as, apart from clinical 

and cost effectiveness, it considers multiple criteria by 
quantifying and weighing decision items.

Despite great interest, Economist Intelligence Unit report 
shows that Poland demonstrates moderate alignment with 
value-based care approaches. The report highlights that 
the country lacks high-level policy or plan enabling im-
plementation of VBHC as well as education and training 
of healthcare professionals in this matter. Existing exam-
ples that enable implementation of VBHC include bun-
dled payments, quality standardization, development of 
Electronic Health Records and national policy that sup-
ports organizing healthcare delivery into integrated and 
patient-focused units. EIU indicates that evidence-based 
guidelines for healthcare, and methods of measuring out-
comes and costs are the areas that still need improvement. 
The report shows that only Sweden has implemented Val-
ue-Based Healthcare approach with very high alignment, 
whereas the UK is the only country with high alignment.[48] 

Limitations
While we believe that this review contributes to under-
standing of Value Based Healthcare concepts, it has lim-
itations. Firstly, the article focuses on implementation 
models of Value Based Healthcare and discusses their 
benefits and constraints. Therefore, our review does not 
focus on real-life evidence analysis and comparison of 
those models based on literature data. As a result, none 
of the analyzed models could be presented as the most 
desirable for implementation in Poland. Secondly, our 
highly theoretical approach caused difficulty in analyzing 
existing literature data from Poland as authors of those 
studies focus on analyzing cost-effectiveness of therapeu-
tic strategies rather than implementation of Value Based 
Healthcare models.  

Conclusions
The Value-Based Healthcare model has been changed 
many times since the beginning of this concept in order to 
better cover the need of everyone involved in healthcare: 
from individual patients to whole populations to health 
professionals. The straightforward outcomes to cost ratio 
was augmented with new pillars: safety of services, equi-
ty in healthcare access, mutual respect and improvement 
of work life of healthcare professionals. Although VBHC 
concept has existed for almost 20 years, only a few coun-
tries in the world have managed to implement this model. 
The road to complete the implementation of VBHC in all 
countries is still long. Discussions on that topic are un-
doubtfully an important contribution to the completion 
of the process. One must not forget though that a cul-
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ture change is an imperative to the proper functioning of 
VBHC. Without appropriate tools for their development, 
healthcare professionals are exposed to burn-out. Simi-
larly, lack of correct use of EBM, knowledge sharing, and 
cooperation does not contribute to value improvement.  
If these preconditions are not met, the idea of Value-Based 
Healthcare will only remain a slogan that has little to do 
with reality. 

Conflict of interest: none declared
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