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INTRODUCTION
Today’s healthcare system is fragmented and healthcare costs are rising. In 2006, the concept of value-based healthcare (VBHC) was introduced by Porter and Teisberg(1) in response to
the current ‘broken’ healthcare system. Porter developed a strategic agenda with six elements that support the transition towards VBHC: 1. Organize into integrated practice units (IPUs),
2. Measure outcomes and costs for every patient, 3. Move to bundled payments for care cycles, 4. Integrate care delivery across separate facilities, 5. Expand excellent services across
geography, 6. Build an enabling information technology platform(2). However, how to practically implement VBHC in detail in the organization and daily routines of a hospital is still
relatively unknown. Since 2014, St. Antonius hospital has implemented value-based quality improvement teams for twenty-one medical conditions (2020). The aim of this study was to
explore the main factors that are important for implementation of value-based quality improvement teams in hospital care.

METHODS
Forty-three interviews

Average duration of 72.3 minutes (21.1 – 88.1)
Semi-structured according to RE-AIM model(3)
à reach, effectiveness, adoption, implementation and maintenance
Open coding by two researchers with use of ATLAS.ti software
Participants (N = 43)
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RESULTS
We have identified three domains, nine main factors and several sub factors that were important in the implementation of value-based quality improvement teams.
Practice of value-based quality improvement teams

Organization of value-based quality improvement teams
1. Practical organization of value-based quality

a. Available time of health professionals

7. Goal setting and selecting quality

a. Purpose of value-based quality improvement team

improvement teams

b. Relation to other quality improvement meetings

improvement initiatives

b. Goal setting by value-based quality improvement team

c. Existence of a central group for quality improvement

c. Selection of improvement initiative; need for clear methodology

d. Planning and attendance of meetings

d. Improving without clear improvement potential

f. Availability of VBHC support staff (data analysts/project leaders)

e. Improving quality of care without outcome data
f. Evaluation of improvement initiatives

2. Organizational structure

a. Organization of care around the patient
b. Volume versus value for patients

8. Long-cycle benchmarking and short-cycle

a. Long-cycle benchmarking between networking hospitals

c. Shared workspace

feedback

b. Short-cycle continuous improvement (e,g, through electronic care pathways)

9. Availability of outcome data

a. Data collection and data analysis

d. Health professionals dedicated to medical condition
e. Financial rewards for adopting VBHC concept
f. Formal responsibility for quality of care

b. Access to data not directly related to an intervention

g. Mandate of value-based quality improvement team

c. (national) Data registry
3. Integration of VBHC with existing QI

a. Shared Decision Making

approaches and research

b. Lean thinking
c. Use of Patient Reported Outcome Measures (PROMs)
d. Scientific Research

d. Support of information technology (IT)

CONCLUSION
• Factors in the domains ‘organization’ and ‘practice’ offer depth and practical handles to

Culture of value-based quality improvement teams
4. Adoption of the VBHC concept

a. Knowledge of VBHC concept
b. Belief in added value VBHC
c. Image of VBHC concept
d. Impact of seeing VBHC results

5. Multidisciplinary engagement

a. Engagement of multiple disciplines in improvement team
b. Small efficient teams
c. Equal input from team members
d. Outcome data that is relevant and adjustable for all team members
e. Patient Participation
f. Engagement of health professionals outside improvement team
g. Work culture
h. Engagement of colleagues from other participating hospitals

6. Medical leadership

a. Inspired medical leadership
b. Medical leader’s ability to engage others
c. Involvement/accessibility of medical leader

the six steps Porter introduced in the strategic agenda. In addition, it seems that the first
and second step of the strategic agenda do not have to be followed in that specific order.
• Factors in the domain ‘culture’ have not been thoroughly debated before and add to the
current knowledge on how to transition towards value-based hospital care.
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