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Abstract 
 
This thesis explores the sustainable implementation of Value-Based Health Care (VBHC) by 

developing a self-guiding, adaptive framework tailored to global healthcare contexts. Existing 

linear approaches have resulted in fragmented adoption due to systemic barriers and lack of 

sustainable integration. The proposed 'hammer-throw model' addresses these challenges with a 

flexible, evolving strategy that emphasizes iterative processes, including contracting, financial 

incentives, communication and cultural change. Based on a literature review and 12 high-level 

expert interviews, this model offers hospitals as well as  health care organisations a roadmap 

for transitioning from volume-based to value-based care, with a focus on sustainability and 

patient-centred outcomes. 
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1. Introduction  

“A leader must be easy to follow. The leader embraces himself as an equal, so 
it´s not about the leader anymore – its about them, plural! And it takes guts to 
be a first follower.”(Sivers, 2014) 

 

In healthcare transformation initiatives, the journey often begins with a single step, a leader and 

the first followers, similar to the “dancing man” metaphor described by Sally Lewis in our 

interview. Imagine a lone person who, despite initial scepticism, starts dancing at a gathering. 

At first, he stands alone, but as the audience sees his enthusiasm and conviction - one by one -

they join in until the whole crowd is dancing in unison. This image captures the essence of 

Value-Based Health Care (VBHC): an approach that, once its potential is fully understood, 

inspires widespread adoption and systemic change across healthcare institutions globally. Pio-

neered by Michael Porter and Elizabeth Teisberg in 2006, VBHC seeks to shift the focus of 

healthcare systems from the volume of services provided to the value generated for patients, 

thereby improving outcomes while controlling costs. 

 

As healthcare systems around the world struggle with rising costs, inconsistent quality and var-

ying access to care, a paradigm shift is urgently needed. Despite numerous attempts to integrate 

VBHC principles into practice, it´s realization has often been piecemeal and unsustainable due 

to a lack of a coherent strategy that considers the different challenges faced by hospitals in 

different regions. The fragmented nature of healthcare, coupled with resistance to change and 

misaligned financial incentives, has led to a slow uptake of VBHC. 

 

However, the goal is not only for hospitals around the world to begin “dancing” to VBHC 

principles, but also to ensure that this dance is sustainable - continuous, adaptable and resilient. 

While prior research has introduced various approaches to VBHC implementation, these are 

predominantly linear models that fail to account for the dynamic, culturally diverse, and rapidly 

changing landscape of healthcare systems. To address these limitations, this thesis aims to 
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answer the research question "what core practices contribute to the sustainable effectiveness of 

value-based healthcare?". Through a comprehensive literature review and 12 in-depth inter-

views with stakeholders, including hospital administrators, physicians, legal experts and re-

nowned academics, we will outline a revolutionary approach to the sustainable implementation 

of VBHC. The aim is to develop a self-guiding, adaptive framework that is tailored to the com-

plex realities of healthcare organisations worldwide and ensures that, once started, hospitals 

continue to 'dance' to the rhythm of value and patient-centred outcomes. 

The proposed "Hammer-Throw Model" is designed to evolve with the unique needs and con-

texts of different healthcare settings. Drawing inspiration from the hammer throw discipline, 

where precision, technique, and continuous adjustments are crucial, this model offers a flexible 

approach that integrates theoretical foundations with practical insights from high-profile ex-

perts like Elizabeth Teisberg and Scott Wallace. With this, we aim to provide a roadmap for 

hospitals to transition sustainably from volume-based to value-driven care in standardized 

chronical diseases. Ultimately, the aspiration is that, like the dancers who follow the first bold 

steps of the dancing man, hospitals around the world will be inspired to embrace VBHC, not 

just as a fleeting trend but as a lasting transformation that redefines the future of healthcare. 

2. Literature Review: Theoretical Foundations of VBHC  

2.1.  It is Time for a fundamentally new Strategy – Overview of VBHC  

“In health care, the days of business as usual are over” (Porter & Lee, 2013). Every health care 

system around the world is grappling with increasing costs and inconsistent quality, despite the 

diligent efforts of well-intentioned and well-trained clinicians. The realization that the processes 

in the US health care system suffer from a variety of disruptions was the basis for the develop-

ment of the VBHC concept by the US economist and management researcher Michael Porter 

from Harvard University and the engineer and health ecologist Elizabeth Teisberg from the 

University of Texas. The foundations of their approach can be found in the book "Redefining 
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Health Care: Creating Value-Based Competition on Results", published in 2006. Porter & Teis-

berg (2006) identify a lack of congruence between the goals pursued by the individual players 

in the health care system as a fundamental problem of the health care system such as rising 

health care costs and inconsistent quality.  

As Porter & Teisberg (2006) point out, the health care system faces significant challenges, in-

cluding preventable errors, wide variations in cost and quality across providers and geographic 

regions, slow adoption of best practices, and resistance to innovation. In addition, access to 

needed services is often limited, resulting in substandard care. Conversely, some services are 

characterized by overprovision and overuse, adherence to established standards of care is in-

consistent, and preventable errors of care are common. Further, they point out the wide varia-

tions in the quality and cost of health care between different providers and geographical loca-

tions. The spread of best practices is slow, and there is a reluctance to adopt innovative health 

care solutions. These problems highlight the urgent need for systemic reform of health care 

delivery and a fundamentally new strategy. 

To address those problems, VBHC aims to further improve quality and performance of care as 

well as the equitable, sustainable, and transparent use of resources (Hurst et al. 2019). Currently, 

there is no universally agreed-upon definition of Value-Based Health Care. However, Van 

Engen et al., (2022) highlight that most VBHC programs share a multifaceted approach that 

prioritizes patient-reported quality and performance indicators in addition to clinical outcomes. 

Examples of these indicators include Patient Reported Outcome Measures (PROMs) and Pa-

tient Reported Experience Measures (PREMs). The primary objectives of Value-Based Health 

Care centers on five key areas: (1) enhancing patient health outcomes, (2) improving patient 

experiences, (3) elevating the well-being and the experience of health care professionals, (4) 

lowering health care costs, and (5) ensuring the efficiency of health care delivery. Compared to 

conventional care approaches, VBHC can transform the work of health care professionals by 

emphasizing activities that promote value and encourage team-based care. Bohmer (2011) 
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highlights that this includes engaging in discussions about value with patients, making decisions 

collaboratively, and ultimately aligning on a common goal.  Crucially, the definition of this 

goal must consider the perspective of those affected, namely their expectations of the outcome 

of a therapy. Porter & Teisberg (2006) highlight the shift from what physicians do to what the 

patient needs. It is about focusing on continuous learning and improvement through quality and 

performance metrics and organizing care along specific pathways. While some of these prac-

tices may not be entirely novel, the distinction lies in utilizing each activity as a tool for creating 

value (Porter & Lee, 2013).  A crucial component of the strategy for delivering value-based 

health care is collecting outcome data, analyzing it, and reporting on it. The International Con-

sortium for Health Outcomes Measurement (ICHOM) recruited an international working group 

of clinical heart failure experts, researchers, and patient representatives to define a standard set 

of outcomes and risk-adjustment variables, introducing the ICHOM questionnaire (Burns et al., 

2020). Standardization is important as it enables scalability. Outcomes, which are the numerator 

of the value equation, are inherently multifaceted and condition-specific (Porter, 2010). There-

fore, the standard-set helps to provide a solid basement for outcome measurement, which can 

and should be complemented by context- and geographically-specific questions. Measuring 

outcomes requires a dedicated team and significant effort, which can be challenging to integrate 

into the busy schedules of health care facilities due to their rigid IT infrastructures (Dacheva et 

al., 2022).  The extent to which countries have already implemented VBHC can be determined 

by comparing their progress in the following areas: (1) Organize care into IPUs (2) Measure 

outcomes and costs for every patient, (3) Move to VBHC payments for care cycles such as 

bundled payments, Pay-for-Performance and Value-Based Pricing, (4) Integrate Care Delivery 

across separate facilities, (5) Expand excellent services across geography and (6) Building an 

enabling information technology platform. 
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2.2.  The Value-Based Health Care Formula  

With their concept, Porter & Teisberg (2006) propose a change in the approach to daily medical 

practice. They suggest comprehensive structural reforms that incentivize actions focused on 

patient well-being. They argue against surgical departments being compensated based on the 

number of operations performed. Instead, the success of the therapy should be the decisive 

factor, based on how many patients achieved the predefined objective of their operations. This 

approach can be explained in a mathematical formula, where the value of a medical intervention 

is determined by its outcome relative to its necessary costs. By including the economic dimen-

sion, they aim to improve the efficiency of the health care system. 

 

It is important to note that within the framework of VBHC, scholars and practitioners do not 

calculate the mentioned ratio (Lindgren & Althin, 2021). Rather, it can be used as an illustration 

to show that value can be increased in different ways. By either decreasing costs while main-

taining the same outcomes or by improving outcomes while keeping costs constant, both of 

these scenarios would lead to an increase in value. Additionally, the model's outcome is not 

limited to a single point in time, but rather should be viewed in the long term. Therefore, max-

imizing the outcome requires a focus on the long-term health development of patients, rather 

than just the success of individual interventions. This statement highlights the importance of 

considering outcomes as multidimensional values that are co-defined by patients, rather than 

solely by health care professionals (Porter, 2010). 

Similarly, the costs represented in the formula below the line should be viewed in the long-term 

context, encompassing not just the expense of a single procedure, such as a short hospital stay, 

but the total costs across the entire treatment cycle (Scott et al., 2018). This underlines Porter 

and Teisberg's thesis that the 'Patient Journey' should be viewed as a cohesive process, not in 

fragmented parts. So, enhancing the value of treatment can be achieved in two ways: by 
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improving outcomes or/and by reducing costs. However, Porter (2006) cautions against inter-

preting the value definition merely as a prompt to broadly push for reduced spending. Instead, 

it's emphasized that the efficiency of medical interventions plays a crucial role, expressed math-

ematically by relating quality to costs. This implies that resources should ideally be allocated 

where they have the greatest impact, leading to the call for correcting misincentives in the health 

care system (Scott et al., 2018). Porter & Teisberg (2006) argue that value in health care is 

determined by what matters most to the patient. However, different patients may have varying 

preferences, and providers or payers may interpret patients' values differently. Despite this lack 

of consensus, having a clearly defined outcome measure is critical for carrying out VBHC and 

building incentives around the relevant outcomes. Overall, there are three underlying axioms in 

VBHC: (1) the goal is to improve value, (2) the unit of measurement is the medical condition 

(along with Integrated Practice Units (IPUs)), and (3) the measurement is across the entire pa-

tient care cycle.  

 

2.3.  Systematic Review of Implementation Frameworks in VBHC 

Between 2013 and 2023, extensive research has identified several critical components that are 

essential for the successful implementation of VBHC and various implementation frameworks. 

The following elements are central to the effective embedding of VBHC principles within 

healthcare systems, as they directly address common barriers and enhance the adaptability of 

the system to a value-based approach: 

(1) Organization of care into integrated care units: Structuring healthcare delivery into 

integrated care units (ICUs) is foundational for VBHC frameworks, as it enables multi-

disciplinary teams to manage entire patient care cycles under a unified structure (Porter 

& Teisberg, 2006). This approach minimizes fragmentation by fostering communication 

across departments and ensuring continuity of care throughout the patient journey (Fer-

nández-Salido et al., 2024). During implementation, transitioning to ICUs requires 
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reconfiguring resources and workflows, but this integration streamlines care delivery, 

improves data consistency, and reduces redundant treatments. Additionally, ICUs allow 

healthcare providers to align treatments and objectives according to specific patient 

needs and medical conditions, ultimately resulting in higher-quality, patient-centered 

outcomes (Nilsson, Bååthe, Erichsen Andersson, et al., 2017).  

(2) Identification and standardization of outcome measures: In their roadmap for im-

plementing VBHC in European University Hospitals, (Cossio-Gil et al. 2022) empha-

size on the standardized outcome measures as they allow healthcare providers to evalu-

ate and quantify the value generated through care processes. The implementation of 

these measures requires healthcare systems to adopt a robust data infrastructure and 

engage in continuous training to ensure data accuracy and consistency (Fernández-

Salido et al., 2024). Standardized outcomes also enable benchmarking and inter-hospital 

comparisons, promoting transparency and accountability across institutions. However, 

integrating outcome measures into the daily practices of healthcare teams poses chal-

lenges, particularly in aligning new evaluation methods with existing workflows. Suc-

cessful frameworks must therefore include tools for data management, clear guidelines 

on outcome reporting, and a phased approach to implementing these measures, ensuring 

they become intrinsic to the VBHC model rather than additional administrative burdens 

(Porter, 2005).  

(3) Inclusion of patient perspective: The emphasis on patient-centeredness is integral to 

VBHC implementation, with patient perspectives providing a lens through which value 

is defined and measured (Porter et al., 2016). Frameworks for implementing VBHC 

prioritize mechanisms to systematically collect and incorporate patient-reported out-

comes and experiences into the care process (Fernández-Salido et al., 2024). In practice, 

this means embedding shared decision-making processes and training providers to en-

gage patients actively in setting health goals, which may require shifts in both culture 
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and policy within healthcare organizations. Patient inclusion challenges traditional, pro-

vider-centered care models and demands a focus on empathy, communication, and 

transparency (Steinmann et al., 2022).  

Despite the promising implementation plans of VBHC, significant challenges continue to limit 

its broad adoption across healthcare systems. Therefore, research has also highlighted four ma-

jor reasons for this limited, unsustainable success:  

(1) Insufficient knowledge: The lack of knowledge regarding the VBHC concept stems 

from its relative novelty and multifaceted approach to health care delivery. Health care 

professionals and patients are yet not fully aware of VBHC's principles or how they can 

be applied in practice, leading to resistance or indifference toward adopting VBHC meth-

odologies (Van Staalduinen et al., 2022). 

(2) Limited Leadership: Effective leadership as the next step is crucial for the implemen-

tation of VBHC (Widyaputri, 2022). It drives change, sets a vision and engages staff in 

new initiatives. Without strong leadership, VBHC transformation efforts can become 

fragmented and directionless. As a result, initiatives can stall or fail to get off the ground 

because there is no driving force to overcome institutional inertia and the challenges of 

adopting new practices. 

(3) Low staff motivation: This is closely linked to the success of any new initiative. In the 

context of VBHC, the lack of motivation among health care workers can be attributed to 

several factors, including a perceived increase in workload without clear benefits, a lack 

of recognition for their efforts, and insufficient alignment with their professional goals 

and values (Dacheva et al., 2022). Without motivation, staff may not invest the necessary 

effort to learn about, support, or implement VBHC practices effectively.  

(4) Inadequate Incentives: A crucial issue that hinders the wider adoption of VBHC. Tra-

ditional healthcare systems often reward volume over value, providing little financial or 

professional incentive for practitioners to focus on outcomes rather than the number of 
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procedures performed (Gerber, 2022). Without appropriate incentives that align financial 

and professional rewards with VBHC goals, there might be little motivation for individ-

uals and institutions to change established practices (Widyaputri, 2022). 

The execution of these implementation plans often follows a similar approach, resulting in 

a linear "value agenda" that offers initial guidance on incorporating VBHC within healthcare 

organizations. However, this agenda frequently lacks comprehensive detail on the practical 

application of VBHC strategies. Consequently, Daniels et al., (2022) highlight the need for 

a more in-depth examination of specific methodologies and approaches customized to indi-

vidual healthcare settings to facilitate a successful shift towards a value-driven model. Thus, 

a fully adaptable and responsive implementation framework, which is somewhat dynamic, 

has not yet been fully introduced and remains underdeveloped. 

 

2.4. Key Drivers in Sustainable VBHC Implementation  

A long-term successful project implementation generally involves carefully balancing diverse 

objectives, which often requires simultaneous attention to various human, budgetary, and tech-

nical variables (Pinto & Slevin, 1997). Similarly, sustainable implementation of VBHC de-

mands a long-term perspective to balance innovative change with stable structures that allow 

healthcare systems to prioritize patient outcomes while maintaining operational efficiency 

(Kaplan & Porter, 2011; Porter & Lee, 2013). This balance resonates with the concept of ex-

ploring new possibilities while exploiting existing strengths, as March (1991) notes: “The basic 

problem confronting an organization is to engage in sufficient exploitation to ensure its current 

viability and, at the same time, devote enough energy to exploration to ensure its future viabil-

ity.” Overemphasizing exploration can lead to excessive experimentation with limited benefits, 

while an exclusive focus on exploitation may result in diminishing returns (March, 1991:71). 

Effective VBHC adoption requires embedding these principles within organizational processes 

and culture, fostering both resilience and adaptability. Studies underscore that VBHC strategies 
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must extend beyond initial adoption to encompass systemic changes that support continuous 

improvement and value-driven care (Kaplan & Porter, 2011; Porter & Lee, 2013). 

 

An extensive study, which explored key success factors for a sustainable VBHC implementa-

tion highlights first of all, the importance of targeting both cost-reduction and patient-centered 

outcomes simultaneously, as these objectives reinforce each other in creating sustainable value 

in healthcare delivery, underlined by a robust IT infrastructure, essential for tracking outcomes 

and costs effectively. They also suggest that without adequate IT support, VBHC initiatives 

face significant barriers, whereas well-integrated systems allow for continuous evaluation and 

adaptation, which are essential to the success of VBHC initiatives (Renting et al., 2022). 

 

Additionally, aligning financial incentives with health outcomes is crucial, as financial models 

directly influence provider behavior. Teisberg et al. (2020) argue that incentive structures like 

bundled payments and value-based contracting foster accountability and efficiency by reward-

ing improved patient outcomes rather than volume-based services  (Teisberg et al., 2020). The 

shift to VBHC requires strategic communication and cultural transformation within institutions. 

Effective communication aligns stakeholders and supports relationship-centered care, bridging 

technical needs with patient-centered interactions (Rider et al., 2014). Multidisciplinary teams 

that integrate diverse perspectives foster innovation for VBHC implementation (Hinds et al., 

2011). Additionally, creating a culture that prioritizes patient outcomes over volume-driven 

care is crucial. Leadership plays a pivotal role in embedding VBHC principles, ensuring that 

quality, outcomes, and cost-effectiveness become core organizational values (Fernández-Salido 

et al., 2024; Santos et al., 2022). 

 

These elements collectively underscore the need for a comprehensive approach to ensure the 

long-term success of VBHC implementation, which will be depicted in more depth in the fol-

lowing subchapters.  
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2.4.1. Cost and Outcome Measurement 

The primary issue in healthcare is the inability to accurately ascertain the actual costs associated 

with providing care. The majority of contemporary cost measurements are based on aggregate 

data and reimbursement-driven systems, which are inadequate for accurately reflecting the true 

costs of resources utilized in patient care. The accurate measurement of costs, particularly 

through the implementation of time-driven activity-based costing (TDABC), is a crucial ele-

ment in the long-term viability of VBHC. The application of TDABC enables healthcare pro-

viders to monitor costs throughout the entirety of the care cycle, from the initial diagnosis to 

the ultimate recovery of the patient. This allows for the optimal allocation of resources towards 

activities that enhance patient outcomes. As Kaplan and Porter (2011) observed, the inability 

to measure costs effectively hinders the implementation of cost reductions in VBHC (Kaplan 

& Porter, 2011). 

 

A focus on the total costs across a patient's care cycle, rather than on isolated departments, 

allows healthcare providers to understand the value of their services by assessing the outcomes 

relative to the costs incurred. Porter (2011) further asserts that this approach enables structural 

cost reduction by reallocating spending, eliminating non-value-adding services, and optimizing 

resource use. By associating cost data with each stage of the care process, healthcare organiza-

tions can make well-informed decisions that enhance patient outcomes and reduce unnecessary 

expenses (Porter, 2010). In addition, TDABC facilitates the transition to bundled payments by 

providing accurate cost data that enables the implementation of equitable payment structures 

across the care cycle, aligning financial incentives with patient outcomes. This payment model 

uncovers inefficiencies in resource utilization, enabling organizations to optimize processes, 

eliminate redundancies and prevent cost inflation. These operational improvements, supported 

by robust IT systems, ensure that VBHCs remain financially sustainable and focused on 
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outcomes-based care. Thus, TDABC facilitates data-driven decision-making, providing 

healthcare leaders with insights for continuous adaptation and process refinement (Kaplan & 

Porter, 2011).  

 

Outcome measurement, specifically through Patient-Reported Outcome Measures (PROMs) 

and Patient-Reported Experience Measures (PREMs), is equally as crucial for sustainability 

within the VBHC framework, as these measures directly patient-centered outcomes that align 

with long-term health improvements and resource efficiency. PROMs and PREMs ensure that 

healthcare delivery is responsive to patients' health status and experiences, providing insights 

into the actual benefits of treatments beyond clinical indicators alone (Nilsson, Bååthe, Anders-

son, et al., 2017). By focusing on outcomes that patients value, healthcare providers can prior-

itize interventions that improve quality of life and functional health, which are essential for 

minimizing costly, repeated treatments or hospital readmissions (Daniels et al., 2022). This 

approach not only enhances patient satisfaction but also conserves resources over time, as 

healthcare systems are guided toward value-creating services rather than volume-based care 

(Steinmann et al., 2022). Therefore, PROMs and PREMs are indispensable in promoting a sus-

tainable VBHC model, as they bridge patient-centered care with cost-effective, resilient 

healthcare delivery. 

 

2.4.2. Role of Financial Incentives in Promoting VBHC  

Drivers for a sustainable and constant shift to VBHC models are, among others, but most im-

portantly, the practitioners and hospital leaders themselves. Employing agency theory in VBHC 

helps mitigate information asymmetry between patients (principals) and health care providers 

(agents), structuring incentives that compel providers to act in the best interests of patients, and 

emphasizing health outcomes over service volume (Conrad, 2015). Therefore, medical leaders 

must be convinced and intrinsically motivated to change their payment system. This shift is 
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essential to move away from traditional volume-based models, which often link physician sal-

aries to the number of procedures performed, potentially leading to unnecessary expansion of 

services, increased health care costs, and increased patient risk. Financial incentives based on 

the quality of patient outcomes, such as bonus payments for high quality outcomes, are a viable 

solution to mitigate the problems of unnecessary procedures and excessive costs (Hänel et al., 

2013). Hence, to meet the needs of management and society to improve the quality and effec-

tiveness of medical care, learning- and performance targets are the essence of VBHC.  

The transition to value-based health care represents a clear shift away from fee-for-service “vol-

ume-based” health care towards payment and rewards based on quality improvement and cost 

savings (Scott et al., 2018). Scott et al., (2018) discuss the shift from a volume-based to a value-

based approach epitomized by the introduction of Value-Based Purchasing (VBP), a policy 

framework that defines and compensates health care services based on the quality, outcomes, 

and cost of care. VBP encapsulates a variety of models, including Pay for Performance (P4P) 

schemes and shared savings models, prevalent in Accountable Care Organizations (ACOs) in 

the United States. This approach discourages unnecessary procedures that do not contribute to 

patient health and may lead to increased risks and expenses (Hänel et al., 2013). Interestingly, 

Scott et al., (2018) discovered that there were no significant variations in outcomes between 

studies conducted in the United States and those performed in other countries, which indicates 

the effectiveness of such an approach isolated from culture and operational environment.  

 

Building upon the understanding of financial incentives as pivotal mechanisms within VBHC, 

we identified seven different incentive models (explained in detail in Appendix 1): Pay-for-

Performance (P4P), Capitation Payments, Bundled Payments, Shared Saving Programs, Global 

Budgets, Value-Based Pricing, and Fee-for-Service with Quality Adjustments. Each of these 

incentive models plays a significant role in the operational dynamics of health care systems 
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transitioning to VBHC, affecting both the strategic behavior of health care providers and the 

overall management of health care quality and costs.  

 

Based on a comprehensive analysis (Appendix 2), three payment models—Pay for Perfor-

mance, Bundled Payments, and Value-Based Pricing—emerge as particularly effective in pro-

moting VBHC. These systems are favored because they establish a direct link between financial 

incentives and the quality and outcomes of care, encouraging providers to focus on what truly 

benefits patients. For instance, Pay for Performance and Value-Based Pricing incentivize high-

quality care and improve patient outcomes by making payments conditional on meeting specific 

performance benchmarks. Similarly, Bundled Payments foster collaboration among health care 

providers to enhance care quality within fixed cost parameters for defined treatment episodes. 

The discussion underscores the potential benefits of employing a mixed payment model. The 

blending of elements from different systems can address the inherent limitations of any single 

approach. For instance, combining Capitation (which encourages preventive care) with perfor-

mance-based incentives from Pay for Performance can drive both cost efficiency and high-

quality care. Such hybrid models can provide a balanced incentive structure that fosters both 

efficiency and quality improvement (Scott et al., 2018).  

 

Moreover, the effectiveness of financial incentives is not straightforward. As noted by Scott, 

Liu, and Yong (2018), the impact of incentive schemes on quality and cost metrics is mixed 

and largely dependent on the design of the incentive model. Clarity in performance metrics and 

appropriate sizing of financial incentives relative to provider revenue are critical factors. Incen-

tives that support direct quality improvement activities are more likely to yield significant pos-

itive outcomes (Scott et al., 2018). 

 

While Pay for Performance, Bundled Payments, and Value-Based Pricing have been identified 

as particularly effective in aligning with VBHC goals, no single payment model is universally 

applicable. A combination of different systems, tailored to specific health care settings and 
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goals, can provide the best results. This approach supports the notion that a "one size fits all" 

strategy is less effective in the complex landscape of health care. 

 

2.4.3. (Value-Based) Contracting  

Value-based contracting (VBC) in healthcare is a strategic approach that shifts financial risk 

and accountability from healthcare payers, like insurers, to healthcare providers. Providers are 

incentivized to improve the quality of care and reduce costs. Each type of value-based contract 

involves different levels of financial responsibility and care coverage for providers, who must 

balance both clinical outcomes and economic goals. Effective value-based contracting relies on 

rigorous data analysis, risk assessment, and continuous performance monitoring to ensure that 

providers meet targeted cost savings and quality metrics (Duncan, 2022). 

 

One component within VBC is Bundled Payments, which consolidate payments for a defined 

episode of care, encouraging providers to coordinate care efficiently and limit unnecessary ser-

vices. Bundled Payments are an essential part of VBC because they incentivize providers to 

manage the full continuum of care for specific conditions or treatment cycles. However, VBC 

goes beyond Bundled Payments to include additional components. The three main components 

of VBC include outcome-based pricing, where payments are tied directly to the achievement 

of predetermined health outcomes; risk-sharing, which allows providers and payers to share 

the financial risk associated with patient outcomes, e.g., costs are adjusted based on success or 

failure in achieving health goals; and evidence-based metrics that guide treatment decisions 

and measure value by comparing expected patient improvements with actual outcomes. These 

components aim to create a more sustainable health care system by aligning incentives with 

patient health rather than volume of services (Cohen, 2020; McCombs et al., 2019). 
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2.4.4. Communication  

Transforming a vision or an idea of innovation into an actual effective outcome requires besides 

technological requirements and a formal contract also a high performing team within any or-

ganization or hospital. Especially in healthcare, human aspects are indispensable, encompassing 

core values such as compassion, ethics, and patient contact. This emphasis on relationship-

centered care makes effective communication paramount in every healthcare interaction and in 

the implementation of value based health care (Rider et al., 2014). Smircich & Stubbart (1985) 

characterize an organizational team as “a set of people who share many beliefs, values, and 

assumptions that encourage them to make mutually-reinforcing interpretations of their own acts 

and the acts of others.” Recent literature discussed this definition and argued it on the contrary. 

According to scholars, the highest performing teams are those that encourage different perspec-

tives and ways of thinking (Cronin et al., 2011). Debating in detail and therefore taking a wider 

array of alternatives into consideration enables the emergence of new approaches. Therefore, 

many companies cooperate with other organizations bringing together people of diverse insti-

tutional environments. 

The Formation of Multidisciplinary Teams in Hospitals that share and combine their unique 

expertise and stimulate innovation by exchanging knowledge is crucial in the early stages of 

VBHC implementation (Hinds et al., 2011). Whether on the macro level of the cooperating 

organizations or on the microlevel of new teams, possible complications might originate from 

differences between cooperating parties and from the ambiguity and uncertainty that usually 

prevail in the early stages of an expert team creation (Vlaar et al., 2006). 

Sandoff & Nilsson (2016) emphasize in this context on the importance of communication and 

collaboration when working as a team “against the grain” in a hierarchical organizational struc-

ture. People involved in the process and managers at different levels need to be aware of these 

difficulties. Bååthe & Erik Norbäck (2013) suggest recognition, continuity, task and role clarity 

are central organizing principles to facilitate engagement in improvement processes. 
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Overcoming the gap between managers and clinical leaders on different levels calls for com-

munication and cooperation.  

Working in a diverse expert team means to share and combine expertise across organizational 

as well as cultural boundaries (Hajro et al., 2017). This facilitates to establish and mobilize new 

abilities and can result in the development and creation of new innovative ideas. In the end, it 

is an advantage for all partners involved as it supports the sharing of resources and risks, which 

are associated with innovation projects (Hagedoorn & Duysters, 2002). Knowledge exchange, 

therefore, within the initiation phase is a key element for an effective outcome. In order for all 

team participants to be “on the same page”, they have to construct an approximately equal 

mindset, create norms and rules that define legitimate behavior through accepted regulations. 

These so-called institutions are socially constructed intangible shared understandings of a social 

process (Kostova et al., 2008). Institutions develop in an ongoing process starting with the 

emergence, the rise, the establishment, and then the consolidation within the IOR process. 

(Faems et al., 2005) illustrate the process as a repetitive sequence of a) negotiation, b) commit-

ment, and c) execution stages. Not only within the initiation of an expert team on the macro 

level but also with an initial placement of every new innovation goal such as VBHC on the 

micro level, participants need to communicate joint expectations about their motivations, pos-

sible investments, and divide responsibilities rather than repress them. During the implementa-

tion process a mutual understanding between all persons involved can set the way to implement 

VBHC and carry it into effect. With the final state of full-institutionalization, all individuals 

share sufficient common understanding which is a major condition for innovation. 

 

2.4.5. Institutional Cultural Change  

Although the VBHC management strategy may serve as an initiator for improvements, it is not 

enough for the sustainable implementation of the concept. Regardless of strategy, managers and 

clinical leaders need to develop increased competence in change management (Nilsson, Bååthe, 
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Erichsen Andersson, et al., 2017). However, Nilsson et al., (2017) have no answers as yet to the 

questions of how successful some of their improvements were or whether they are sustainable 

and have a chance of surviving. We suggest three aspects that are crucial for a sustainable, long-

lasting implementation with a high success factor.  

(1) Leadership Commitment and Vision 

Realigning and adopting new strategies and structures in response to evolving environmental 

conditions is critical for organizational leaders seeking long-term success in value-based 

healthcare (Santos et al., 2022). During periods of industry transformation and market transi-

tions, leaders must demonstrate the willingness to dismantle existing business structures and 

realign strategies as needed. These shifts are often realized through discontinuous changes, 

which involve simultaneous adjustments in strategy, organizational structure, skill sets, and 

culture (Lillo et al., 2017). Such changes highlight the complex managerial demands that re-

quire leaders to periodically deconstruct what was previously established in order to rebuild a 

more agile and competitive organizational model, capable of addressing new demands. 

Machiavelli’s centuries-old observation remains relevant today, as he remarked, "there is no 

more delicate matter to take in hand, nor more dangerous to conduct, nor more doubtful in its 

success, than to be a leader in the introduction of changes" (O’Reilly & Tushman, 2013). Lead-

ers face an inherent tension between exploration and exploitation, and finding the optimal bal-

ance between these two can be difficult, as it largely depends on shifting environmental factors. 

Each hospital or healthcare institution presents its own unique characteristics, management cul-

ture, and internal dynamics among employees, further complicating this balance. 

In the context of VBHC, strong, visionary leadership is indispensable. Leaders must be com-

mitted to embedding value-based principles into the institution's culture, fostering an organiza-

tional environment that prioritizes patient outcomes, cost-effectiveness, and quality over vol-

ume-driven models of care (Fernández-Salido et al., 2024). This shared vision, actively pro-

moted by leadership, serves as the cornerstone of sustainable success. By guiding the institution 
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through these complex shifts, leaders not only navigate the challenges posed by market and 

industry changes but also ensure that their organizations are better positioned to meet future 

demands while maintaining the core values of compassionate, patient-centered care. Therefore, 

leaders must appoint change champions to serve as representatives of their vision, ensuring 

these individuals act as role models and actively promote the adoption of VBHC principles 

throughout the institution (Santos et al., 2022). 

 

(2) Continuous Education and Motivation 

Continuous education and training programs are critical for embedding the principles of value-

based healthcare into daily clinical practice. These programs equip healthcare professionals 

with the necessary skills to fully understand and implement patient-centered care, cost-effi-

ciency, and quality improvement measures (Porter & Lee, 2013). Training should prioritize 

interdisciplinary collaboration, fostering a culture where different healthcare professionals 

work together toward common patient-centered outcomes. Furthermore, programs must em-

phasize effective communication strategies with patients and colleagues, as well as the use of 

outcome-based metrics to guide clinical decisions (Santos et al., 2022). By focusing on these 

areas, education and training ensure that all staff members are aligned with the institution’s 

vision and capable of delivering value-driven care. 

 

(3) Sustainability and Continuous Improvement 

In addition to leadership and training, a critical aspect of achieving long-term sustainability in 

value-based healthcare is the establishment of continuous improvement mechanisms. To main-

tain the momentum of cultural change, healthcare institutions must not only focus on innovation 

but also ensure that existing teams function cohesively and efficiently (Porter & Lee, 2013). 

Continuous improvement is closely tied to robust outcome measurement systems, which allow 

for the regular assessment of patient outcomes, cost-effectiveness, and the overall quality of 

care (Porter & Teisberg, 2006). By investing in modern technology and advanced data analytics, 
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healthcare organizations can streamline the process of gathering and interpreting outcome-

based metrics, driving data-informed decision-making (Santos et al., 2022). 

Achieving sustainability extends beyond merely integrating new technologies; it also demands 

a commitment to fostering effective collaboration among teams within the institution. A har-

monious and well-functioning team environment is essential for maximizing the benefits of 

innovative practices and ensuring their successful implementation. Leaders must foster an en-

vironment where interdisciplinary collaboration thrives and all team members contribute effec-

tively toward common goals (Nilsson, Bååthe, Erichsen Andersson, et al., 2017). By regularly 

reviewing performance metrics and refining processes to respond to evolving healthcare chal-

lenges, institutions can remain adaptive and resilient. This combination of investment in tech-

nology and the continuous refinement of team dynamics ensures that value-based care is not 

only sustained but consistently improved over time (Lillo et al., 2017).  

3. Methodology 

This thesis seeks to bridge the gap between theoretical constructs and practical implementation 

of Value-Based Health Care by addressing the critical drivers for sustainable adoption. Through 

this approach, it aims to answer the central research question: " What core practices contribute 

to the sustainable effectiveness of value-based healthcare?" To address this question, a com-

prehensive and multifaceted methodology is essential to develop a holistic implementation 

plan. To identify the key drivers for the sustainable implementation of VBHC, we conducted 

an extensive review of existing literature on the theory of VBHC. Given the heterogeneous and 

varied research approaches in VBHC studies, a scoping review proved suitable for addressing 

this study’s broad questions. Foundational works, such as (Porter & Teisberg, 2006) the influ-

ential work Redefining Health Care: Creating Value-Based Competition on Results provides a 

crucial theoretical foundation for examining the role of financial incentives in value-based 

health care.To explore the complex dynamics of implementation across diverse stakeholders
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—including scholars, VBHC experts, healthcare institutions, legal professionals, and medical 

practitioners—this research adopts a qualitative approach. Qualitative methods are particularly 

well-suited for exploring the nuanced perceptions and experiences of stakeholders involved in 

the implementation of VBHC. Faltermaier (1997) underscores the critical importance of quali-

tative methodologies especially in health research, highlighting their foundational role in ad-

dressing emerging research questions, vital for advancements in both the field of health research 

and practical health care applications. 26 high-profile experts were selected and contacted (Ap-

pendix 3a). Subsequently, 12 in-depth interviews were conducted (Appendix 3b) to assess the 

key factors of an sustainable implementation plan to improve long-term healthcare outcomes, 

reduce costs, and address barriers within varied healthcare systems. High -profile and renowned 

scholars, such as Elizabeth Teisberg—co-founder of the VBHC framework alongside Michael 

Porter—emphasize the significance and value of our interview-based approach.  

The interview questions were semi-structured (open ended questions) as well as depth (one or 

two issues covered in great detail, discussion) (Britten, 2011), designed to elicit detailed re-

sponses on the following topics: 

1. The alignment of key components in an implementation plan with the objectives of 

improving health care outcomes and reducing costs. 

2. Specific changes and reforms needed within the health care systems to enhance the 

sustainability of VBHC implementation. 
 

The discussion section subsequently examines various strategies for sustainable implementa-

tion. In addition to the interviews, we draw on data from a prior questionnaire-based study 

conducted in May 2024, in which healthcare administrators, policymakers, and clinicians pro-

vided insights into the advantages of various payment models (Appendix 4a-c).  

This analysis culminates in a new comprehensive five-step implementation plan, the “Hammer 

Throw Model” (Figure 1), enhancing the sustained effectiveness of the implementation. We 

will then apply this concept to blood pressure as a chronic disease and provide forward-looking 
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recommendations to improve the effectiveness and long-term sustainability of VBHC through 

iterative processes (Figure 2) This analysis culminates in a new comprehensive five-step im-

plementation plan, the “Hammer Throw Model” (Figure 1), enhancing the sustained effective-

ness of the implementation. We will then apply this concept to blood pressure as a chronic 

disease and provide forward-looking recommendations to improve the effectiveness and long-

term sustainability of VBHC through iterative processes (Figure 2). 

 

4. Self-Guiding Implementation Plan  

Building on the theoretical insights and interview findings explored in the previous chapters, 

which provided a comprehensive overview of the current landscape of VBHC, this chapter in-

troduces a revolutionary implementation framework. Drawing on insights from high-profile 

interviewees, we will first outline a theoretical model, followed by its tailored application to 

chronic disease management. 

 

4.1. Hammer-Throw-Model  

The implementation of VBHC is a complex, transformative endeavor that healthcare organiza-

tions must approach with strategic precision. To successfully embed VBHC principles into clin-

ical practice, it is essential to have a robust and adaptable implementation plan. However, most 

existing plans rely on linear, step-by-step models, which often fall short of capturing the dy-

namic nature of healthcare environments (Daniels et al., 2022). These traditional approaches do 

not fully account for the intricate interactions between multidisciplinary teams, the variability 

of patient needs, and the ever-evolving landscape of healthcare delivery. Thus, a new approach 

is required—one that is more aligned with the realities of healthcare settings, where flexibility, 

adaptability, and continuous refinement are key to success. 
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In developing a more dynamic implementation framework, we draw inspiration from the sport 

of hammer throw, a metaphor that encapsulates the blend of theory, technique, and iterative 

practice required for successful VBHC implementation (Figure 1).  In this model, the hammer 

itself will symbolize the theoretical knowledge of VBHC. This knowledge alone, however, is 

insufficient to achieve meaningful change unless it is paired with the right technique. Just as 

the hammer thrower must harness precise movements to propel the hammer forward, healthcare 

organizations must employ the correct methodologies and strategies to translate VBHC theory 

into effective practice.  By adopting this dynamic, iterative model, healthcare organizations can 

better align their strategies with the fluid realities of clinical practice, leading to a more suc-

cessful integration of value-based care principles. The following sections will provide a detailed 

breakdown of each phase, illustrating how this innovative approach can drive meaningful im-

provements in patient outcomes and operational efficiency. 

 

Phase I & II: Preparation & Design Phase 

The athlete begins by establishing a solid stance within the throwing circle, symbolizing the 

foundational steps in preparing for VBHC implementation. This phase, akin to setting the 

groundwork for healthcare transformation, involves gaining a deep understanding of VBHC 

Figure 1: “Hammer Throw Model” for a sustainable VBHC implementation 
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principles, engaging key stakeholders, and aligning organizational objectives with the over-

arching goal of value creation. The athlete then initiates a series of rotations, using a complex 

heel-to-toe movement to build momentum. These rotations represent the critical "Preparation 

& Design Phase" of our VBHC implementation model. During this phase, the organization 

concentrates on four key elements: infrastructure & technology, patient-centeredness, culture 

& education, and cost regulation & contracting. Each rotation incrementally increases the sys-

tem's capacity for change, much like how the hammer's velocity increases with each spin. 

 

Infrastructure & Technology involves developing tools for real-time outcome measurement 

and ensuring data interoperability across platforms. Although this typically requires significant 

upfront investment, it can also start with simpler solutions, as seen in the case of the Martini 

Clinic, which began by tracking outcomes using a basic Excel sheet. 

 

Patient-Centeredness focuses on laying the groundwork for patient involvement and educa-

tion, thus preparing patients for the transition to VBHC. This foundational work ensures that 

patients are not just passive recipients of care but active participants in their healthcare journey. 

 

Culture & Education emphasizes building internal capabilities through targeted training pro-

grams and piloting VBHC practices. It is crucial to initiate cultural and mindset shifts among 

caregivers early on, especially as they prepare for changes in reimbursement models and adopt 

VBHC principles. Securing senior leadership support and promoting cultural change across all 

levels of staff are essential steps in creating champions for VBHC, who can drive the transfor-

mation forward within the organization. 

 

Establishing Time-Driven Activity-Based Costing (TDABC) as a cost measurement method 

is recommended as an initial step before fully launching VBHC initiatives. TDABC provides 

detailed insights into where resources are spent, enabling healthcare providers to understand 

costs associated with each step in the care pathway. As Ana Etges highlights,  
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“Without a clear understanding of costs, it’s difficult to set appropriate reim-
bursement levels or manage financial risk effectively.”  

 

Therefore, using TDABC not only informs reimbursement strategies but also ensures financial 

sustainability and precision in managing chronic diseases under the VBHC framework. 

 

However, a sustainable effort can only be achieved if the foundation is understood and contin-

ually adjusted in the form of value-based contracts. This can include bundled payments, where 

a single payment covers all services related to a patient's episode of care, or models where 

reimbursement is linked to patient outcomes. These models must be tailored to the specific 

needs of the healthcare system and ensure that they support VBHC goals while maintaining 

financial viability and risk sharing. 

By addressing these foundational elements, organizations will create a robust base that supports 

the long-term, sustainable success of their VBHC initiatives, ensuring readiness for the subse-

quent phases of implementation. 

 

Phase III: Execution Phase 

Upon reaching optimal momentum, the athlete releases the hammer towards the target area, 

symbolizing the transition to the "Execution Phase." In this phase, healthcare organizations pri-

oritize leadership, effective communication, and data sharing to facilitate the rollout of VBHC 

initiatives. However, as in the hammer throw, this release is not a final step but rather a part of 

a continuous process. Once the hammer (representing the accumulated knowledge and effort) 

lands, the organization returns to the design circle, revisiting foundational elements to refine 

and enhance their strategies. During this critical Execution Phase, healthcare organizations fo-

cus on several key components to ensure the successful implementation of VBHC: 

 

Establishing clear and effective communication channels is essential for the success of VBHC 

initiatives. This phase must be driven by motivated leadership that champions the change, 

guiding teams through the complexities of shifting towards value-based care. Transparent 
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communication from leadership ensures that all stakeholders are aligned with the VBHC ob-

jectives and fosters a culture of collaboration. 

 

To fully integrate VBHC, it is crucial to coordinate efforts across the entire care pathway. 

This means fostering collaboration between various healthcare providers, from primary care 

physicians to specialists and support staff, ensuring that patient care is seamless, and outcomes 

are optimized. By breaking down silos, organizations can create a more cohesive approach to 

patient management, where information flows freely, and each provider contributes to achiev-

ing value-based outcomes. 

 

During the execution phase, healthcare organizations should start implementing new payment 

models that align financial incentives with VBHC goals. Drivers for a sustainable and constant 

shift to VBHC are the practitioners and hospital leaders themselves. Employing agency theory 

in VBHC helps mitigate information asymmetry between patients (principals) and healthcare 

pro-viders (agents), structuring incentives that compel providers to act in the best interests of 

pa-tients, emphasizing health outcomes over service volume (Conrad, 2015).  

 

First Steps for Implementation: It is advisable to begin with areas where there is already 

enthusiasm and potential for quick wins. By targeting departments or conditions that are ready 

for change, organizations can build momentum and showcase early successes. This can create 

a ripple effect, encouraging other areas to adopt VBHC practices as they see tangible benefits. 

 

Much like the precise release of the hammer in the throw, the phase requires careful timing, 

coordination, and alignment. Yet, even after the hammer has been released, the athlete’s per-

formance is reviewed and analyzed for future improvement. Similarly, healthcare organizations 

must continuously monitor outcomes and revisit initial strategies to optimize their VBHC im-

provement, ensuring they remain adaptable and responsive to new challenges and opportunities. 
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Phase IV: Improvement Phase 

Following the Execution Phase, the healthcare organization moves into the "Improvement 

Phase." At this stage, the focus shifts to gap identification, patient outcomes and measure-

ment, continuous improvement, and patient engagement and education. This phase mirrors 

the thrower’s subsequent attempts to refine their technique after the initial release. Just as an 

athlete makes adjustments to improve performance, healthcare organizations must revisit their 

strategies to enhance the effectiveness of their VBHC initiatives. This may involve refining 

contracting details, fostering deeper cultural engagement among staff, and integrating lessons 

learned from earlier phases. The improvement cycle ensures that VBHC principles are being 

effectively adapted to the organization’s specific context, setting a strong foundation for scaling 

efforts. 

 

To achieve meaningful improvements, organizations must focus on Patient Outcomes and 

Outcome Measurements. Utilizing standardized tools like the ICHOM (International Con-

sortium for Health Outcomes Measurement) sets, healthcare teams can track outcomes that 

matter most to patients, such as quality of life, functional status, and long-term health. By meas-

uring these patient-centered outcomes, providers gain a clearer understanding of the impact of 

their interventions and can adjust their strategies accordingly. 

 

The concept of the 'implementation braid', which links culture, strategy and measurement, 

becomes critical to continuous improvement. This approach ensures that cultural change, stra-

tegic goals and data-driven insights are not siloed, but integrated into a cohesive framework for 

continuous improvement. By regularly revisiting these elements, organisations can maintain 

momentum and drive long-term improvements in patient care. 

 

Patient Engagement and Education also play a pivotal role during this phase. Continuously 

involving patients in the improvement process ensures that their voices are heard and that out-

come measures align with their individual goals and priorities. Educational initiatives that 
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empower patients to take an active role in their healthcare journey can lead to better adherence 

to treatment plans, ultimately improving health outcomes. 

 

Just as the athlete returns to the circle for another try and refines his technique to achieve a 

better result, the hospital, having completed this phase, cycles back to the preparation and de-

sign phase to continuously improve and eventually move on to the next stage of VBHC imple-

mentation.  

 

Step V: Rollout Phase 

Once the organization has optimized its approach, it advances to the "Rollout Phase." This final 

phase is analogous to the athlete's subsequent throws, where the goal is not only to maintain 

accuracy but also to achieve greater reach and impact. Here, healthcare organizations focus on 

scaling VBHC practices across multiple departments and locations, ensuring that the princi-

ples are consistently applied and sustained throughout the organization. Just as the athlete re-

fines their technique with each attempt, healthcare providers aim to expand their VBHC initia-

tives without compromising quality. 

 

By using AI technology to analyse large data sets, organisations can identify variations in pa-

tient outcomes and target areas for improvement, particularly where performance has lagged. 

This data-driven approach enables a more refined and responsive VBHC strategy, ensuring that 

every department benefits from the insights gained. 

Lastly, the organization works to embed VBHC practices into its regular routines, creating a 

culture of continuous improvement. Much like the athlete’s multiple throws, healthcare or-

ganizations are encouraged to revisit earlier phases, refining their strategies and building upon 

past successes to ensure long-term, sustained impact in value creation. 

 

This hammer throw-inspired model represents a paradigm shift in VBHC implementation by 

embracing the inherent complexity and fluidity of healthcare systems, allowing organizations 
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to continuously refine their strategies through iterative cycles that foster sustained, data-driven 

improvement across diverse clinical settings. 

 

4.2. Applying the Self-Guiding Framework for Chronic Disease Management 

Having outlined the theoretical implementation plan for VBHC, the next step is to translate it 

into a practical approach for managing chronic diseases. The aim is to provide a clear, actiona-

ble framework that helps healthcare providers integrate VBHC principles into their daily prac-

tices. As Scott Wallice stated,  

"We're going to propose something. We're going to measure the result and then 
we're going to see, did it work? And if you don't do that kind of investigation, 
then you've frozen healthcare where it is right now forever and for more."  

 

This iterative process of testing, evaluating, and refining is crucial, especially for managing 

chronic conditions like hypertension and diabetes, which are common in nearly all healthcare 

settings. Hypertension is an ideal starting point for VBHC implementation due to its widespread 

prevalence, well-established management protocols, and measurable outcomes. It contributes 

significantly to healthcare costs and affects a large number of individuals, making it a major 

burden on healthcare systems. According to the first comprehensive global analysis of hyper-

tension trends, the number of adults aged 30–79 with hypertension has risen from 650 million 

to 1.28 billion over the past 30 years (WHO, 2021). It is a leading cause of premature death 

worldwide, affecting over a billion people, including 1 in 4 men and 1 in 5 women. In the U.S., 

nearly half of adults (119.9 million) have high blood pressure, with 3 in 4 of them (92 million) 

having it uncontrolled. The annual costs related to hypertension are estimated at $79 billion, 

and individuals with the condition incur medical costs up to $2,500 higher than those without 

it (CDC, 2024). The burden of hypertension is especially pronounced in low- and middle-in-

come countries, where two-thirds of cases are found, driven by rising risk factors in those pop-

ulations. 
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Hypertension management is standardized across hospitals, with well-established treatment 

protocols that make it a strong candidate for VBHC. Its clear treatment pathways—lifestyle 

changes, medication, and monitoring—align with VBHC’s focus on improving outcomes and 

cost-efficiency (Porter, 2010). The combination of high volume, standardization, and cost im-

pact positions hypertension as a prime candidate for a VBHC approach. 

 

However, not all hospitals are equipped to implement this self-guiding framework immediately. 

Factors such as technological infrastructure, organizational readiness, and motivation can vary 

significantly between institutions. Some may need to invest in foundational elements, like up-

grading information systems or enhancing change management processes, before they can fully 

embrace VBHC's iterative approach. Figure 2 presents an implementation plan that seamlessly 

integrates a straightforward approach for hospitals with the hammer throw model. This plan not 

only ensures alignment with the model’s principles but also promotes sustainable implementa-

tion through iterative processes and dynamic outcomes. 

Figure 2: Iterative Implementation Plan 
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.Phase I & II: Preparation & Design Phase 

Infrastructure & Technology: Integrating electronic health records (EHR) with devices that 

track blood pressure remotely, such as connected cuffs and mobile health apps, allows contin-

uous monitoring of patient data. This data can be automatically uploaded to the patient’s med-

ical record, providing healthcare providers with instant access to the patient’s condition. While 

initial investments in sophisticated platforms like hospital-wide patient management systems 

can be substantial, starting with simpler solutions like Excel sheets for data tracking, as seen in 

some healthcare pilot projects, is a practical and cost-effective way to begin.  

 

Patient-Centeredness must be a priority, ensuring that patients understand the risks of hyper-

tension, the importance of medication adherence, and the need for lifestyle changes such as diet 

and exercise. Hospitals can develop targeted education campaigns that include digital resources 

(webinars, apps, or text message reminders) and in-person training. Programs should be de-

signed to be culturally appropriate, accessible, and easy to understand, with a focus on building 

trust and encouraging patients to be proactive in managing their health. Tailored interventions 

could include specific plans for at-risk populations, such as the elderly or patients with co-

morbidities like diabetes. 

 

Instigate cultural shifts across the healthcare workforce. This includes providing training for 

healthcare providers on the principles of VBHC, emphasizing the importance of patient out-

comes over service volume. Specialized training should also focus on shared decision-making 

techniques, which ensure that patients are partners in their care. Regular workshops, e-learning 

modules, and collaborative care model training should be organized. For instance, hospital 

teams such as multidisciplinary hypertension management teams, which consist of general 

practitioners, cardiologists, nurses, and dietitians, should be trained to work in unison to moni-

tor blood pressure control comprehensively. Senior leadership must not only endorse these 

changes but actively champion VBHC principles by visibly supporting the effort. 
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Establishing a clear understanding of Time-Driven Activity-Based Costing (TDABC) for 

blood pressure management will help evaluate the resource use in managing hypertensive pa-

tients. Hospitals can track costs at various points in the care continuum – consultations, diag-

nostic tests, and follow-up appointments – and use this data to identify inefficiencies. The anal-

ysis might reveal that the use of certain medications or procedures is driving up costs unneces-

sarily. Understanding these costs allows healthcare organizations to tailor reimbursement strat-

egies, ensuring they are aligned with outcomes rather than the volume of services delivered. 

TDABC will guide hospitals in making informed decisions whether to integrate telehealth so-

lutions for routine blood pressure check-ups, which will lower costs while improving access. 

 

Phase III: Execution Phase 

A clear, well-structured communication strategy is crucial in the execution of VBHC for blood 

pressure management. This strategy must not only involve healthcare providers but also engage 

patients by offering transparent, continuous feedback. Leadership should ensure that the ra-

tionale behind the shift to VBHC is consistently communicated throughout the organization: 

Appointing a VBHC project manager or champion, responsible for overseeing and coordi-

nating the implementation across departments. Nurse coordinators could also serve as key 

figures in this effort, managing communication between the clinical teams, keep the nurse mo-

tivation high and ensuring that patients follow up on their blood pressure treatment plans. 

 

Coordination across Care Providers: Blood pressure management requires seamless collab-

oration across various care providers. For instance, integrating primary care physicians, car-

diologists, endocrinologists, dietitians, and nurses into a multidisciplinary team ensures that 

every aspect of the patient's care is optimized. Coordination can be facilitated by creating a care 

pathway for hypertension, which includes clear roles and responsibilities for each care provider 

at different stages of the patient’s treatment plan. Coordination should be supported by an 
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integrated digital platform that alerts clinicians if a patient’s blood pressure reading is abnormal, 

enabling timely interventions. 

 

To drive VBHC forward, payment models must be adjusted to incentivize outcomes over vol-

ume. Bundled payment models could be implemented for patients with hypertension, where a 

fixed amount is provided for all care associated with managing their condition over a specific 

period. This includes office visits, medications, diagnostic tests, and follow-up care. For in-

stance, a bundled payment model could incentivize coordinated efforts across multiple care 

providers to ensure that a patient’s blood pressure remains under control, reducing the need for 

expensive hospitalizations. Additionally, hospitals could receive financial rewards based on 

achieving predefined quality measures such as maintaining blood pressure control or reducing 

complications like stroke or heart attack. 

 

Important: Before moving to the improvement phase, all hospitals should now go back to the 

preparation & design phase to make small adjustments in the key areas of infrastructure & 

technology, patient-centeredness, culture & education, and cost regulation & contracting. 

 

Phase IV: Improvement Phase 

Hospitals should regularly analyze and identify gaps in outcomes and determine where pa-

tients are not meeting blood pressure control targets. This could involve examining racial or 

socioeconomic disparities in treatment adherence or outcomes. A more targeted approach 

might focus on specific populations at high risk, such as those with comorbid diabetes or older 

patients who face unique challenges in blood pressure management. Hospitals can leverage 

predictive analytics tools to identify patients at risk for poor outcomes based on historical data 

and demographic information, allowing for early intervention. 

 

Measuring meaningful patient outcomes for blood pressure management should focus on im-

proving both clinical results (e.g., controlled blood pressure readings) and patient-centered 
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metrics (e.g., quality of life). Hospitals can utilize standardized tools such as the ICHOM hy-

pertension set, which includes outcome measures like cardiovascular events, stroke, and 

patient-reported quality of life, with the possibility of adding certain outcome measurements 

adapted to individual local realities. Tracking these outcomes allows for ongoing assessment 

and comparison to best practices. Follow-up surveys or interviews with patients will help assess 

their satisfaction with the management of their condition, offering insights for improvement. 

 

Continuous improvement should be embedded into the hospital’s operational routine. Im-

provement teams, such as quality improvement teams consisting of physicians, nurses, data 

analysts, and patient educators, should meet regularly to review performance metrics, identify 

shortcomings, and implement adjustments. For example, if a certain demographic group shows 

poor blood pressure control, targeted interventions like community outreach programs or tai-

lored educational materials can be introduced. 

 

Ongoing patient education is essential in the improvement phase. Programs should be contin-

uously adapted based on feedback and outcomes. For example, interactive mobile apps can 

track patients’ blood pressure readings at home and provide tailored educational content on diet, 

exercise, and stress management. Patients should also have access to personalized care plans, 

which are reviewed and updated regularly by healthcare providers, ensuring that treatment strat-

egies evolve as patients’ conditions change. Additionally, peer support groups or online com-

munities could be leveraged to provide patients with encouragement and shared experiences, 

fostering a sense of accountability. 

Important: Before moving to the rollout phase, all hospitals should again start with the prepa-

ration & design phase to make small adjustments in the key areas of infrastructure & technol-

ogy, patient-centeredness, culture & education, and cost regulation & contracting.  
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Phase V: Rollout Phase 

The scaling process for VBHC in blood pressure management involves extending successful 

interventions and care models to other departments or healthcare settings. Hospitals can begin 

by expanding pilot programs that demonstrated positive results in targeted populations. For 

instance, a telehealth program for monitoring blood pressure in rural areas could be extended 

to other locations with similar demographic characteristics. Standardizing processes for moni-

toring blood pressure and improving patient outcomes across multiple care teams ensures con-

sistency in the delivery of care, ultimately leading to better overall results. 

 

AI can be integrated to analyze the large volumes of data collected through blood pressure 

monitoring. This can help identify patterns, such as patients at risk for developing hypertension, 

as well as disparities in care delivery. AI can also assist in creating predictive models for pa-

tients who are more likely to experience complications like stroke or heart disease, allowing for 

early interventions. By utilizing AI to highlight at-risk populations, hospitals can better allo-

cate resources, improving both patient outcomes and resource efficiency. 

 

An iterative process is indispensable for the sustainable adoption of VBHC practices. Regu-

lar evaluations ensure that the core principles of VBHC are maintained while continuous im-

provements are integrated into daily practices. Embedding VBHC into hospital policies and 

guidelines, supported by ongoing training and leadership, guarantees long-term adherence. As 

a result, the value-based approach to blood pressure management leads to improved patient 

outcomes, better cost-efficiency, and a sustained focus on prevention, ultimately optimizing 

chronic disease care over time. 

 
4.3. Barriers of Implementation  

The transition from the current health care model to value-based health care represents a sig-

nificant challenge, as it necessitates the formation of new collaborative partnerships between 

health care providers and patients. Furthermore, it requires a fundamental shift away from an 
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organization characterized by medical specialization towards one centered on multidisciplinary 

care pathways tailored to specific patient cohorts. This transformation represents a multifaceted 

socio-technical intervention, necessitating organizational preparedness for change among 

health care professionals, including a cultural shift (Weiner, 2009). As Dr. Lee, the associate 

editor of the Journal and network president for Partners Health- care System, Boston stated: 

“No one should expect the value framework to be easy to implement. The measurement of out-

comes and costs, the organization of clinicians into teams focused on improving care for patient 

populations ( ...) are all formidable tasks” (Lee, 2010).  

Given the inherent complexity of VBHC, numerous initiatives commence by adopting a single 

aspect that is perceived as most feasible at the time. In reality, eazzch hospital employs a distinct 

approach and preference for operationalizing VBHC principles, guided by what is feasible 

within the hospital's context and the broader health care system (Krebs et al., 2023). Further, 

measuring outcomes requires a dedicated team and significant effort, which can be challenging 

to integrate into the busy schedules of health care facilities due to their rigid IT infrastructures. 

It is possible that bias may arise during interviews due to preconceived notions or preferences 

of the interviewers, which could potentially skew the interpretation and analysis of the data. 

The adequacy and adaptability of information technology infrastructure are of paramount con-

cern, as the successful implementation of VBHC hinges on efficient data collection, manage-

ment, and analysis. It is therefore essential to invest in robust IT infrastructure in order to enable 

the seamless integration of data from various sources and to facilitate real-time monitoring and 

evaluation of health care outcomes within a VBHC framework. Policy changes are of para-

mount importance for facilitating the transition to VBHC. In order to achieve this, it is necessary 

to secure governmental support and to implement regulatory adjustments that will incentivize 

the delivery of value-based care and the reimbursement of its models.  
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5. Conclusion  

The transition to VBHC represents a fundamental shift from traditional volume-driven models 

to a patient-centered approach that emphasizes quality outcomes and cost efficiency. This thesis 

introduced the "Hammer-Throw Model" as a dynamic framework designed to address the lim-

itations of linear implementation strategies, providing healthcare organizations with a flexible, 

iterative roadmap for sustainable VBHC adoption. Drawing from an extensive literature review 

and high-profile expert interviews, this model integrates critical elements such as patient-cen-

tered care, cost measurement, and institutional cultural change. The findings indicate that suc-

cessful VBHC implementation requires a balanced focus on aligning financial incentives, fos-

tering leadership commitment, and leveraging technology for real-time outcome measurement. 

The dynamic, self-guiding “Hammer Throw Model” focuses on a continuous improvement cy-

cle that comprises five iterative phases: Preparation & Design, Execution, Improvement and 

Rollout. Each phase builds on the previous one, allowing for the integration of real-time data, 

adjustments based on patient outcomes, and refinement of strategies that adapt to the individual 

healthcare landscape of healthcare organizations. By using this dynamic framework, healthcare 

providers can more effectively overcome systemic barriers, optimize resource allocation and 

improve patient outcomes. Applying this model to chronic disease management, particularly 

hypertension, further emphasizes its scalability and potential for broader impact. The work con-

cludes that a holistic, patient-centred approach, supported by a robust data infrastructure and 

multidisciplinary collaboration, is essential. Iterative processes, rather than a linear implemen-

tation approach, are therefore essential for sustainable healthcare transformation.
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7. Appendices 

Appendix 1: Overview Financial Incentives 
 

(1) Pay-for-Performance (P4P) schemes reward providers for meeting specific performance 

benchmarks, including patient health outcomes, adherence to clinical guidelines, and patient 

satisfaction scores. These benchmarks may include patient health outcomes, adherence to clin-

ical guidelines, and patient satisfaction scores. By directly linking financial rewards to the qual-

ity and efficiency of care provided, P4P schemes encourage health care providers to enhance 

service delivery and align closely with best clinical practices. P4P schemes have been shown 

to improve health care outcomes by incentivizing high-quality care (Scott et al., 2018). 

(2) Capitation Payments: providers receive a fixed fee per patient over a set period, covering 

all required health services. This prepayment is based on the predicted health care costs for a 

patient population and encourages providers to focus on maintaining overall patient health. By 

managing patient care within this budget, providers can increase profitability, thus motivating 

them to achieve better health outcomes through efficient resource utilization (Conrad, 2015). 

(3) Bundled Payments entail the issuance of a single consolidated payment to cover all services 

and procedures associated with a particular treatment or condition over a specified period. This 

approach provides an incentive for providers to eliminate unnecessary services and coordinate 

care effectively, as they are compelled to operate within a predetermined financial envelope. 

The bundled payment model has been shown to foster cost containment and quality improve-

ment (Scott et al., 2018). 

(4) In Shared Savings Programs (SSP), provider groups are assigned a baseline budget de-

rived from historical cost data. If providers deliver cost-efficient care that meets or exceeds 

quality benchmarks, they share in the savings realized below this cost baseline. This model not 

only promotes cost efficiency but also encourages providers to meet specified quality criteria 
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to benefit financially, aligning provider incentives with broader health system goals (Kesteloot 

& Voet, 1998). 

(5) Global Budgets allocate a fixed total budget for all health care services needed by a specific 

population over a certain period, typically a year. This fixed budget compels providers to work 

within strict financial limits while striving to meet the health care needs of the community ef-

fectively. Such constraints promote strategic resource management and care coordination, cru-

cial for controlling costs and improving service delivery quality. 

(6) Value-Based Pricing is a model of health care payment that ties compensation for health 

care services, including pharmaceuticals, to the clinical value they provide. This model bases 

compensation on the effectiveness of health care products and services in real-world applica-

tions, encouraging the adoption of innovative and highly beneficial products and services. By 

linking payment to clinical outcomes, this approach ensures that only the most beneficial inno-

vations are incentivized, fostering an environment where patient benefit is paramount. 

(7) Fee-for-Service with Quality Adjustments: In the past, fee-for-service (FFS) models have 

typically rewarded providers based on the volume of services provided. However, with the in-

corporation of quality adjustments, this model has begun to integrate aspects of pay-for-perfor-

mance (P4P) by offering bonuses for achieving quality targets and imposing penalties for poor 

performance. This modified FFS model reduces the incentives for excessive service provision 

by incorporating quality metrics into the payment structure, thus promoting care quality along-

side volume control. 
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Appendix 2: Financial Incentives Evaluation 

Payment 
System 

Pay-for  
Performance 

Capitation Bundled Pay-
ments 

Shared Savings Global Budget Value Based Pric-
ing 

Fee for Service 

Definition Providers are re-
warded for meet-
ing specific qual-
ity and efficiency 
benchmarks.  

Fixed amount paid per 
patient per time period, 
regardless of number of 
services provided. 

Single payment 
for all services 
related to a spe-
cific treatment or 
condition. 

Providers share in 
savings achieved if 
spending is below a 
benchmark. 

Fixed budget for all 
health care services 
over a set period for a 
specified population. 

Payments linked to 
the effectiveness and 
value of the care 
provided. 

Providers are reim-
bursed for each ser-
vice they perform. 

Payment 
Basis 

Based on perfor-
mance measures. 

Per patient, per period. Per episode of 
care. 

Based on savings 
achieved. 

Per institution, annu-
ally. 

Based on care value. Per service rendered. 

Incentives Promotes high-
quality care and 
improved patient 
outcomes. 

Focus on preventive 
care and efficiency. 

Encourages cost-
efficiency and 
quality in spe-
cific episodes. 

Incentivizes cost re-
duction below a set 
benchmark. 

Limits total expendi-
ture, incentivizes cost-
effective care. 

Incentivizes high-
quality, effective 
care. 

Encourages higher 
volume of services. 

Ad-
vantages 

Encourages ex-
cellence in health 
care provision 
and patient satis-
faction. 

Simplifies billing, in-
centivizes cost control. 

Promotes collab-
oration among 
providers. 

Rewards cost-effec-
tive care manage-
ment. 

Encourages compre-
hensive budget man-
agement. 

Aligns costs with 
outcomes, promotes 
better patient care. 

Straightforward, en-
sures compensation 
for each service pro-
vided. 

Disad-
vantages 

Can lead to focus 
on measurable 
metrics at the ex-
pense of holistic 
care. 

Risk of under-provi-
sioning care. 

Limited to pre-
dictable epi-
sodes; complex 
to administer. 

Complexity in set-
ting benchmarks and 
sharing mechanisms. 

May limit resources 
for necessary but 
costly interventions. 

Determining value 
can be complex and 
subjective. 

May lead to unnec-
essary services; does 
not prioritize effi-
ciency.  

Alignment 
with 
VBHC 

High;  
rewards meeting 
quality and effi-
ciency bench-
marks. 

Moderate;  
incentivizes overall care 
efficiency and preven-
tion. 

High;  
focuses on qual-
ity and cost effi-
ciency for spe-
cific episodes. 

Moderate to High;  
promotes overall 
cost efficiency and 
savings sharing. 

Moderate to High; 
incentivizes cost-ef-
fective management of 
care. 

High;  
directly links pay-
ments to the quality 
and effectiveness of 
care. 

Low to Moderate 
primarily volume-fo-
cused if not comple-
mented with quality 
outcome metrics. 
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Appendix 3a: List of experts selected and contacted 

Name Organization Function 

Alba Nicolás-Boluda One Clinic Head of Medical Project & 
Strategy 

Ana Paula Beck da Silva 
Etges 

PEV Health Care Consulting Board MemberPEV Health 
Care Consulting 

Brian Mangan Luach Consulting Group CEO 
Bruna Stella Zanotto HTANALYZE-Health Eco-

nomics and Health Technol-
ogy Assessment 

Health Care Business Ana-
lyst 

Claire Chabloz Johnson & Johnson MedTech Medical Director 
Denisa Widyaputri Think Policy Indonesia Health Policy Associate 

Dr. Detlef Loppow Martini Clinic CEO 
Dr. Reem Bunyan Global Innovation Hub for Im-

proving Value In Health 
Executive Director 

Ebele Anidi Global Innovation Hub for Im-
proving Value In Health  

Director of Partnerships & 
Engagement 

Elizabeth Teisberg Value Institute for Health and 
Care 

Executive Director 

Erik Normann Uppsala University Sweden Affiliated Researcher  
Gregory Katz Université Paris Cité Chair of Value in Health 
Griffin Myers Oak Street Health Co-Founder 
Hussein Rimmani Roland Berger Medical Doctor 
Juliana Bersani Outcomes Based Healthcare Co-Founder and COO 
Lucien Engelen TransformHealth CEO 
Marcia Makdisse Mãe de Deus Hospital VBHC Educator, Mentor & 

Consultant 
Michel Mohler Lyfegen Founder & CFO 
Raquel Correia PromTime Chief Medical Officer 
Robert McGough Hill Dickinson LLP Partner 
Sabrina Bernardez Hospital Israelita Albert Ein-

stein 
Product Owner 

Sally Lewis Independet Healthcare Consul-
tatnt 

Consultant 

Scott Wallace Value Institute for Health and 
Value 

Managing Director 

Silvia Neves Moreira Silvia Neves Moreira Director 
Virginie Luce-Garnier Hôpitaux de Paris President 
Verena Voelter 5P Health Care Solutions Inc. CEO & Founder 
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Appendix 3b: List of interviewees  

Name  Organization  Function Date  

Alba Nicolás-Boluda One Clinic Head of Medical Pro-
ject & Strategy 

03.10.2024 

Ana Paula Beck da 
Silva Etges 

PEV Health Care Consul-
ting 

Board Member PEV 
Health Care Consulting 

11.09.2024 

Brian Mangan Luach Consulting Group CEO 25.09.2024 
Bruna Stella Zanotto HTANALYZE-Health Eco-

nomics and Health Technol-
ogy Assessment 

Health Care Business 
Analyst 

27.09.2024 

Dr. Detlef Loppow Martini Clinic CEO 29.10.2024 
Elizabeth Teisberg Value Institute for Health 

and Care 
Executive Director 10.10.2024 

Hussein Rimmani Roland Berger Medical Doctor 03.09.2024 
Lucien Engelen TransformHealth CEO 10.09.2024 
Sabrina Bernardez Hospital Israelita Albert 

Einstein 
Product Owner 24.09.2024 

Sally Lewis Independet Healthcare Con-
sultatnt 

Consultant 01.10.2024 

Scott Wallace Value Institute for Health 
and Value 

Managing Director 20.09.2024 

Virginie Luce-Gar-
nier 

Hôpitaux de Paris President 03.10.2024 
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Appendix 4a: Demographics of Interviewees, Study May 2024 
 

Name (including Title) Practicing for Position in Health 

Care Sector 

Type of Institution 

Dr. Annette Sommerfeld >10 years Chief doctor  Hospital, Hamburg 

Dr. Lily Eisenhut >10 years Medical Doctor Praxis, Hamburg 

Dr. Brigitte Nebel >20 years  Chief Doctor  Hospital & Praxis, Hamburg 

Katharina Holzmann < 5 years Medicine Trainee Hospital, Munich 

Dr. Wolfgang Tressel > 20 years Chief Doctor Hospital, Augsburg 

Dr. Thomas Hainzinger > 5 years Medical Doctor Own Praxis, Munich  

Dr. Alexander Wiedemann > 20 years Medical Doctor, 

Politics 

Own Praxis, Munich  

Toska Wiedemann < 5 years Medicine Trainee Hospital, Frankfurt 

Prof. Dr. Med. Ingo Sobottka > 20 years Microbiologist  Former Practitioner at Martini 

Clinic, Hamburg 

Dr. Carsten Preiß > 20 years Chief Doctor Hospital, Hamburg  

Malin Sauer < 5 years Medicine Trainee Hospital, Hamburg 

Isabel Schneider < 5 years Medicine Trainee Hospital, Hamburg 
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Appendix 4b: Questionnaire for Qualitative Research Design, Study May 2024 
 

 

 

 



 

 63 

Appendix 4c: Insights of the Interview Answers, Study May 2024 

Name Pre-  
Question 

Question 1 Question 2 Question 3 Question 4 Question 5 

Dr. Alexander 
Wiedemann 

No Unnecessary hospital admissions. P4P Patient Satisfaction, 
Clinical Autonomy 

It´s difficult to actually measure the out-
comes, or symptoms, as they are very sub-
jective. For example, each person has a dif-
ferent perception of pain. 

Once the measurement of outcomes can 
be assured as objectively as possible, 
many doctors would make the transition 
to the VBHC approach.  

Dr. Anette  
Sommerfeld  

No Digitalization, no central control, everyone does what they 
want. 

P4P, Value Based Pricing, 
Bundled Payments 

Ease of implementation, 
patient satisfaction. 

No central control or management. More money in the health care system. 

Dr. Brigitte  
Nebel 

No Corporate medicine, too few family doctors, too little preven-
tive medicine. 

P4P, Bundled Payments Financial Benefits, Ease 
of Implementation, Pa-
tient Satisfaction. 

Financial underfunding of the health system. Adequate comprehensive family doctor 
care. 

Dr. Carsten 
Preiß 

No Payment for procedures without seeing the person with their 
illness and deficits. 

Value-Based Pricing, Bun-
dled Payments 

Financial Benefits, Ease 
of Implementation, Ad-
ministrative Support, Pa-
tient Satisfaction, Clini-
cal Autonomy. 

How much money is in the system? Who de-
termines payment for services? Who evalu-
ates performance? Previously influential in-
stitutions rarely represent the interests of ser-
vice providers. 

Discussions between patients, service 
providers in practices and clinics as well 
as health insurance companies and poli-
ticians in order to create a transparent 
system that once again puts the patient 
in the foreground. 

Dr. Lily  
Eisenhut 

No Specialist-heavy, very high incentive to carry out unnecessary 
invasive or profitable procedures. Speaking medicine is very 
underfunded. 

Value-Based Pricing, Fee-
for Service with Quality 
Adjustments 

Ease of implementation, 
administrative support, 
patient satisfaction. 

Lobbyists. A better interoperability between pro-
viders and a better IT-infrastructure. 

Dr. Thomas 
Hainzinger 

No There is significantly more incentive to carry out measures 
(surgery, examinations, etc.) that are better compensated than 
for things that are medically sensible in the individual situa-
tion. In the best case, this only costs the health insurance com-
panies money (e.g. pointless, far too frequent examinations of 
the carotid arteries). In the worst case, patients are persuaded 
to undergo an unnecessary operation (e.g. TKA) or examina-
tion (e.g. cardiac catheter), which then leads to serious compli-
cations. 

Capitation Payments, Bun-
dled Payments, Value-
Based Pricing 

Financial benefits, ease 
of implementation. 

Resistance from the specialist medical pro-
fession, as carrying out unnecessary, expen-
sive examinations is no longer likely to be 
profitable. Many medications have no real 
benefit in absolute terms, but are mainly ex-
pensive. An even stricter cost/benefit assess-
ment would be good here - but the pharma-
ceutical lobby might not like that. 

Expansion of the primary doctor system. 

Dr. Wolfgang 
Tressel 

No There can be no real competition if prices for all services are 
fixed and the same for everyone. Medical services are often 
used unnecessarily or more than necessary. There would also 
have to be incentives for service recipients NOT to use ser-
vices or at least cost transparency for patients, which is not the 
case in the area of statutory health insurance companies. 

P4P, Bundled Payments Financial benefits, ease 
of implementation. 

Measurement of actual quality. Better cost transparency for providers 
and those treated. 

Isabel  
Schneider 

No Too much pressure to make financial profit with poor remu-
neration per patient leads to time pressure and poorer treat-
ment. 

Value-Based Pricing, Bun-
dled Payments 

Patient satisfaction, clin-
ical autonomy. 

Practical implementation without patient 
treatment suffering. 

Sufficiently compensated time per pa-
tient. 
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Katharina 
Holzmann 

No As a medical student in particular, I particularly notice the 
high level of stress placed on interns, who initially have to 
spend a lot of time during their training correctly documenting 
the services provided instead of being able to concentrate on 
medical content. What was also disillusioning for me was that 
in everyday clinical practice there is little time left for personal 
care of patients due to a very tight staffing position. In addi-
tion, a very short length of stay is planned for each patient, 
which is why, in my opinion, patients are often discharged too 
early. I see this as problematic, particularly with regard to an 
increasingly aging, often multimorbid patient population, as 
the often necessary, complex follow-up care often cannot be 
provided at all or cannot be provided to the same standard as 
in the hospital. 

Value-Based Pricing Patient satisfaction, clin-
ical autonomy. 

Good measurement tools to assess quality. Financial incentives for clinics to switch 
to this model. 

Malin Sauer Yes In practices in particular, not all services are paid for (espe-
cially if patients appear several times per quarter). This means 
that more patients have to be treated in a short period of time. 
Unfortunately, this affects the quality of detailed advice and 
diagnostics for the patient. 

P4P, Value-Based Pricing, 
Fee-for Service with Qual-
ity Adjustments 

Financial Benefits, Ease 
of Implementation, Ad-
ministrative Support, Pa-
tient Satisfaction, Clini-
cal Autonomy. 

Politics, health insurance companies (differ-
ent cost coverage). 

Subsidies, informing the population 
about the opportunities and risks of 
VBHC, information about how it di-
rectly affects the patients themselves. 

Prof. Dr. Med. 
Ingo Sobottka 

Yes Quality is not rewarded enough, sales are too dominated by 
quantitative factors (e.g. DRG system). 

P4P, Capitation Payments, 
Bundled Payments, Fee-for 
Service with Quality Ad-
justments 

Ease of implementation, 
administrative support. 

Since diagnoses in medicine are made 
through laboratory services in around 70% 
of cases, VBHC incentive models must suffi-
ciently recognize laboratory services. 

All sectors of medical care must be fi-
nancially taken into account according 
to their importance. 

Toska 
Wiedemann 

No Patient care is partly inadequate because remuneration is based 
on DRG. More emphasis is placed on quick, efficient pro-
cessing of patients than on long-term care. 

P4P, Value-Based Pricing Administrative support, 
patient satisfaction. 

Models would have to be introduced across 
the board for all hospitals in order to create 
comparability and increase acceptance; 
measuring patient satisfaction is difficult and 
subjective. 

Less bureaucracy, create positive incen-
tives instead of punishments if a goal 
cannot be achieved. 

 

Pre-Question: Do you have experience with value-based health care in your daily work? 

Question 1: What deficiencies do you see in the German health care system, particularly with respect to cost factors and the efficiency of the health system? 

Question 2: Which of the following financial incentive models do you consider to be most suitable for introducing Value-Based Health Care in Germany? 

Question 3: What factors influence your choice of incentive model? 

Question 4: What specific challenges do you see when implementing VBHC incentive models in Germany? 

Question 5: What further measures or support would be necessary to increase the acceptance and effectiveness of VBHC in Germany ?     
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Appendix 5: The Hammer Throw Field 


