
Most Advanced Hospital in Value-Based Health Care - Luz Saúde- Hospital 

da Luz Lisboa 

 

• Describe briefly the initiative, its objectives (measurable, if applicable) and the expected result 

(~1500 characters) 

Healthcare is facing enormous challenges and at present there is a huge challenge, namely, how to 

maintain or improve health care with the actual resources? For all this it is therefore essential to carry 

out a more rational and efficient use of available resources, and measure what really matters to 

patients that contribute for value in health looking to its financial sustainability. 

Group Luz Saúde has a traditional background on developing in its mission a value based integrated 

model in its net of more then 30 hospitals, but Hospital da Luz Lisboa (a 400 beds Hospital the biggest 

private Hospital in Portugal) has since 2015 the biggest experience in VBHC in Portugal, now with more 

then 30 pathologies around the concept. VBHC raised in Hospital da Luz Lisboa, whose modeling 

between specific clinical outcomes by disease condition and outcomes that matters to patients, 

associated with the measurement of the necessary cost to the fulfillment of the maximization of these 

outcomes, create a reality of measurement of creation value to our patients 

Also, the emergence of changing health models and policies that leave behind fee-for-service models, 

created a need to progressively integrate models whose evaluation does not come simply from the 

production volume orientation, but rather creates an extra requirement for the models of evaluation 

of results that could by integrated in better relationship between stakeholders.  

At Hospital da luz we have now more than 30 pathologies in the value model: Colorectal, Hepatobiliary, 

Pancreas, Esophagus Gastric, Pregnancy and Childbirth, Breast, Prostate, Obesity, Cardiovascular 

Risk/Thrombosis, Arterial Hypertension, Valvular Disease, Lung, COPD, Post-Covid Follow-up, Thyroid, 

Inflammatory Bowel Disease, Low Back Pain, Dysphagia, Acute Myocardium Stroke, Stroke, 

Endometriosis, Hypertrophic Cardiomyopathy, Atrial Fibrillation, Diabetes, Cancer Risk (Breast, Lung, 

Prostate, Colorectal Uterus), Hype,  Knee, Cataract, Headache, Multimorbidity, Urgency/Emergency, 

Cardiac ,Renal Lithiasis, Abdominal Wall, Cervical, Shoulder, Dyslipidemia, Asthma, Syndrome Irritable 

Colon, Coronary Disease.  

With VBHC the expected results were to add a major coverage of at least 80% of the health pathologies 

represented in our package of services in a compliance of 5 pathologies a year, improve progressively 

every outcomes in it measurable specific disease up to more than a compliance to the outcomes up to 

80% in every step of the value chain lowering the inefficient of 30% with the reduction of the steps in 



the pathway that don´t contribute to added value, a reduction of the variance in overall costs down to 

2 standards deviation of the median cost of the value chain by every disease specified in, and finally 

integrate the VBHC as the model of the healthcare service in Portugal as a standard with all 

stakeholders oriented to the model in a balanced ecosystem o healthcare system. 

 

• What were the different payers and providers involved? What were the objects of the value-

based contract(s)? (~1500 characters) 

The current reality of healthcare is faced with an emerging change in the paradigm of evolution of 

economic models of evaluation with a tendency to change in their conception and evaluation of health 

outcomes and its relationship around every stakeholder especially payers. The evolution of an 

economic society of pressure on costs and new models of reduction of health expenditure means that 

new instruments of health analysis are part of decision models. Awareness in new models of 

partnership with payers have been a development model that changed fee for service to bundling, in 

an evolution of risk sharing around every provider in systems. So, questions were raised so that the 

relationship isn´t just a tradeoff cost transition negotiation and volume achieved, but an integrated 

system that every provider can integrate in the value chain: 

What is the value of the gestures produced along the chain of care for a particular disease? 

Consultations, complementary diagnostic tests, and treatments are repeated every day without there 

being a tangible demonstration of the value of each gesture for the provider and the payer of care, for 

the patient and for society in general. Payers are creating an expenditure with no predetermined 

condition of costs and the variation of attitudes cannot just be controlled around preterm restrictions, 

but the determination of a better-balanced system that produces better outcomes for patients with a 

reduced waste of production converted by the payers as an investment to balance and differentiate 

how is better or not, by creating the better incentives- produce better outcomes in a predictive model 

of cost. 

The history of pharma economic evaluations was modeled and integrated as set of cost-effective 

example components whose search for balance between the change from one condition to another 

has a comparator to leads to an effective measurement of their outcomes. Associated with this state 

of comparison, the allocation of recurrent costs gave us a complementary view of the decision, 

including devices in this model of relationship in value-based contracts with suppliers like pharma and 

devices, but also payers, like the balance between foe e.g., accidents at work in their capacity for 

temporary and permanent incapacity in the management of the overall cost of health and expenditure, 

that lead to millions on savings. 



• What was the expected patient population that could benefit from the object of the valued 

based contract (s) (~1500 characters) 

The concept of implementation of the VBHC strategy leads to a break in the paradigm. Today, 

organizations "require the agility, mobility, innovation, and change necessary to address new threats 

and opportunities in an environment of intense change" (Porter, 2019). Our current  objective is that 

we can cover at least 80% of our level of service, according to a VBHC model, only then we can measure 

that every implementation of  innovative policies guarantee the quality of services provided, giving 

priority to the safety of clients and levels of efficiency that ensure their continuity over time, creating 

a value chain that creates transparency, evidence of outcomes that really matters to patients and the 

correct cost to achieve those outcomes. The value contracts are a consequence of the correct 

integration of the model in the correct assessment of the outcomes produced over the cost to achieve 

the better outcomes, so the typification of the value based payment should lead to a balanced 

relationship between risk analysis between every stakeholder but with a correct achievement for 

better outcomes for the patients, so that value as a contract should represent a reality of the trade off 

and not a purpose of maximization of the free margin and reduction of the cost. 

 

• What categories of professionals/entities, and how many of each, were involved in the 

initiative development? (~1500 characters) 

 

Health organizations must implement innovative policies that guarantee the quality of services 

provided, giving priority to the safety of clients and their professionals in levels of efficiency that ensure 

their continuity over time, creating a value chain that creates transparency evidence of outcomes that 

really matters to patients and the correct cost to achieve those outcomes, with a better high reliability 

organization and psychological safety environment. Every category in the chain of services were 

involved the pathway journey of the patient. So, process description in a BPMN format could create 

the sense of every hand off in the real value creation chain, that at the end could really deliver better 

outcomes for the patient and to measure every act in a Time Driven Activity Based Cost, to correct 

allocate the resources in its maximum efficiency. The growing concern with the improvement of quality 

and efficiency in the health system as an integrated model along our full capacity of resources has 

given greater importance to the analysis of differentiation with a permanent analysis of the 

organizational culture change strategy for a new concept like VBHC aims to provide information of 

relevance to the decision making about the alternatives that best answer the management needs and 

changes of the internal philosophy of a health organization towards a system that really measures 

what matters to patients. A multidisciplinary approach is a challenge that brings professionals and 



entities into a diminish cognitive dissonance into the implementation of VBHC Model; so, all the 

departments and entities brings a matrix strategy with doctors, nurses, assistances, managers, 

pharmaceuticals, engineers, are key strategic partners into a chain of value that ends with a creation 

of better outcomes for the patients and the reduction of variation in overall costs into the value chain. 

The reality of VBHC brought into Luz Saúde a reality of privileges to each of the stakeholders that 

maximized the efficiency but also each roll that brings the best of every professional due to a 

specialization. With this we were able to create a development carrier that brought the specialization 

due to the development of the professional development, e.g Nurse navigator, ERAS nurse, Pancreatic 

Surgeon, Pharmaceutical Oncology Compliance. The creation of better outcomes with the actual 

savings in the value chain could be distributed as investment to the development of specific initiatives 

that maximized the value-based healthcare by each pathology for each team contributing to a higher 

reliability and psychological safety organization. The rate of internal satisfaction and the strength of 

the relationship between each of the stakeholders and entities was higher. 

 

• What methods were used to support the initiative implementation (e.g. scientific research, 

workshops, interviews, focus group)? (~1500 characters) 

Health organizations are complex systems consisting of a variety of services with diverse specialties, 

different characteristics and where human and technical resources vary and articulate with each 

other in a dynamic way. This diversity leads to a very large autonomy, but on the other hand, it 

hampers joint and coordinated action by services. The role of traditional actors also changes and as 

patients become more empowered, they will play an active role in deciding which outcomes are of 

interest to them and which health care options help them achieve them. In addition, patients will 

feel progressively more entitled to treatments that they feel would fit better, reinforcing the need 

for stakeholder engagement. 

In Hospital da luz we were able to integrate a progressive assessed model that incorporates: 

Cultural & Clinical Transformation: New approach which clinical practice as a state of art evidence 

(scientific research) as measured in the value chain along the clinical pathway, along with the correct 

definition of what to measure, why we are doing this showed by exhaustive clinical protocols and 

pathways. 

Patient Voice: PROMs are up to 60% of the importance of the evidence that can contribute to the 

clinical decision-making process (focused groups/ Delphi panels/interviews) 

From Cost to Value: It´s is mandatory to know the cost of every step along the value chain and 



translated to a creation of value (The essence of strategy is not to say what to do but to say what not 

to do. - M Porter 1995) 

From Price Taker to price maker: Knowing the cost and the outcomes achieved then we can talk 

about how this should be paid. 

Integrated practice across facilities: The creation of a value chain as an vertical integrated model 

cannot leave that everyone can do everything so differentiation facilities and services are analyzed 

and integrated or not in the pathology pathway 

IT platform: To achieve a clear and easy way of assessment with no extra burden to the professionals 

it is important to create ethe correct and easy environment to collect correct and transparency data. 

Education/ Communication: With a model of training-based e problem-based learning in a simulated 

environment we can predict train better our value chain with the actor to integrate the knowledge 

along with the better outcomes with the correct cost to achieve. (E.g. Simulation center/ workshops, 

webinar) 

 

• Did the initiative measure value according to international standards (e.g. EQ-5D)?  Were these 

standards previously used by the institution (s)? Please describe (~1500 characters 

Value measurement should be patient-oriented, that is, seek to capture the outcomes that really 

matter to the patient. We use internationally and benchmark evidence recommended and validated 

PROMS and PREMS that have experience in validating at the national level recently released 

questionnaires. The definition of our value matrix is based on well-defined clinical and operational 

criteria, which is why we use international standards in most pathologies. For example, in localized 

prostate cancer, the totality of the indicators collected are those defined by the ICHOM and European 

Association of Urology. In other pathologies, integration of other international standards is made (In 

addition to ICHOM): EUSOMA in breast cancer, EUROSPINE in low back pain, ERAS in pathologies with 

an important surgical component, such as colorectal, liver and pancreas cancer. We also seek to 

integrate other sources of clinical and organizational guidance into the outcome measurement matrix 

such as the MD Anderson guidance in oncology, EORTC in PROMS scoring and validation and JCI on 

implementation and contributed to PARIS OCDE program of benchmark in PROMS European 

standards. In those pathologies where there are no internationally defined standards, we create our 

own value measurement matrix based on clinical input, patient organizations and collected medical 

guidelines. Our previous experience with the use of these standards in the context of pilot projects 

or single-pathology projects allowed us to adjust our value matrix and select indicators that can truly 



translate value into the patient's daily life. olorectal (QLQ-CR23) Hepatobiliar (QLQ-LMC21), 

Pancreas(QLQ-PAN 26), Esophagus Gastric, Pregnancy and Childbirth, Breast (QLQ-BR26), 

Prostate(EPIC26), Obesity (OBES), Cardiovascular Risk/Thrombosis (SF12), Arterial Hypertension 

(HYPE), Valvular Disease(KANSAS MYOCARD), Lung(QLQ-LC21), COPD( ST GEorge), Post-Covid Follow-

up, Thyroid (THyPro), Inflammatory Bowel Disease (IBD), Low Back Pain (ODI+VAS+PHQ+VAS), 

Dysphagia, Acute Myocardium Stroke (EQ-5D), Stroke, Endometriosis(EHP30), Hypertrophic 

Cardiomyopathy(KANSAS MYOCARD), Atrial Fibrillation(QEFAQ), Diabetes(DES_F), Cancer Risk 

(Breast, Lung, Prostate, Colorectal Uterus), Hype (HOOS),  Knee (KOOS), Cataract(CATQUEST9F), 

Headache, Multimorbidity (IMSA), Urgency/Emergency, Cardiac ,Renal Lithiasis, Abdominal Wall, 

Cervical, Shoulder, Dyslipidemia, Asthma, Syndrome Irritable Colon, Coronary Disease. 

 

• How did the initiative complied with the legal standards for data exchange ( 1500 characters) 

 Hospital da Luz is an institution high determined to be complied with the legal standards due to data 

protections of the data o d the patients. We have a storage fully integrated in our systems, using 

every mechanism of data protection in a PREM (internal storage). All the collective data is verified by 

our legal department that ensures that compliance and correct analysis in the all perspective of the 

value chain that is integrated into an anonymous treatment of the data when data is public due to its 

results, complied with the legal standards for data exchange. Data standards are created to ensure 

that all parties use the same language and the same approach to sharing, storing, and interpreting 

information. In healthcare, standards make up the backbone of interoperability — or the ability of 

health systems to exchange medical data regardless of domain or software provider.   

Privacy and security standards are establish administrative and technical rules to protect sensitive 

health data from misuse, unauthorized access, or disclosure. 

GDPR for health data across the EU are compliance in Hospital da Luz Lisbon that falls within the 

scope of the General Data Protection Regulation (GDPR). To meet the standards, healthcare 

organizations are appointed and analyzed by a Data Protection Officer (DPO); conduct a Data 

Protection Impact Assessment (DPIA) — or, in other words, evaluate data protection risks; and 

implement a cybersecurity strategy. 

 

 

• How were the data to support the initiative collected? 

Technological innovation as well as its investment, has become one of the biggest challenges to 

the expenses in the last century. To successfully complete a Value Based Healthcare project it is 

essential to ensure the reliability and transparency of the data. In order to ensure the automatic 

capture of the necessary variables, structured data were collected regarding the various phases of 

the clinical pathway: Clinical data is collected from the electronic clinical process (SOARIAN), 

cancer therapy and drug data is collected from the preparation, validation and dispensation 

https://www.himss.org/resources/gdpr-security-and-privacy-need-knows


platform (ONCOFARM), pathological data from the integrated clinical pathology system of the Luz 

Saúde group (SISPAT), clinical imaging data (CARESTREAM) and data related to radiotherapy 

treatments (MOSAIQ). The PROMS were captured through a digital and automated platform that 

is triggered by the clinician and ensures a continuous and predefined interaction with the patient, 

through various digital channels (Email, Smartphone). The pre-treatment of this information and 

the data mining process was done through an automated process designed in python. All of this 

structured data has been integrated into a data lake in the form of a common cloud SQL database, 

updated and accessible in real time. To ensure adequate visualization that allows the analysis of 

variations and decision-making from a value perspective, an interactive dashboard has been built 

through the Microsoft PowerBI platform for each pathology. This form of visualization ensures 

real-time updating through communication with Data Lake.   

• Did the initiative implied any additional manual work for clinical or admins staff?  

The growing concern with the improvement of quality and efficiency in the health system has given 

greater importance to the analysis of the transparent, sensitive, and reliable data differentiation. 

Since technological innovation as well as its investment, has become one of the biggest challenges 

to the expenses in the last century, and the permanent analysis of the change strategy for a new 

concept like VBHC, aims to provide information relevance to the decision making about the 

alternatives that best answer the management needs and changes of the internal philosophy of a 

health organization towards a system that really measures what matters to patients. The beginning 

of the VBHC lead to challenges having EMR in a non-structured language and benchmark possible 

to quickly integrate. Differentiation of fields in the EMR, with international language such as ICD10, 

ICDO, SNOWMED, ATC, and other typologies of coding brought to a better reliability data. The 

extra additional work was added to a double check of the information with auditing systems to 

level of automatization and credibility for the professionals with the outputs. In PROMs the double 

incentive before 1 year was a manual effort to continue with the compliance. The is the reality that 

fill the gaps of information that compares the evaluation of the impact of introducing a VBHC 

methodology in its different approaches from a theoretical strategic point of view, to make it work 

in practice, towards an integrated concept of health and care services model like value-based 

healthcare in healthcare context. 

 

• Did the initiative successful meet its objectives? Please describe the key results of the initiative 

and the evidence-based data used to collect it (~1500 characters) 

The burden of disease will tend to increase, whether for benevolent reasons such as population 



aging, or for others - whose risks may be relatively shaped - that we would like to avoid, such as 

an increase in lifestyle diseases, or because to benefit from technologies must pay increasing 

prices in relation to those they replace or update. In addition, costs also increase because 

improvements in health care delivery and scientific discoveries lead to diseases that are 

previously terminal, when they are not immediately cured, to become chronic disease forums. 

So, we are in a crossroad where it was mandatory the decision based on the objective of the real 

analysis of the effectiveness of the implementation, and VBHC brought a new light based on the 

multiple strategies changes in organizational culture at different times of internalization, and 

relationship between stakeholders that were conducting a limited force between their actions. 

Payers want to reduce expenditure, providers have a higher cost to deliver the same outcomes, 

providers have more competitive challenge between price and market share, but mainly a system 

was not centered in the patient-oriented care to improve better outcomes with the correct 

measurement of cost to deliver those outcomes. The initiative is a success, achieving an overall  

6% decrease in mortality, and 8% in complications in colorectal cancer for e.g., and 60% increase 

on QoL for all dimensions for e.g., in cataract. Despite these positive indicators, we still need a 

long away of integration of vision along with the vertical integrated value chain along with a win-

win situation for everyone. As providers it is already part of our mission and vision, but still in a 

market unbalanced along the common purpose brings challenges to a stable competition 

environment that needs mandatory rules of engagement. 

 

• Describe and quantify the benefits for the patient (both access and clinical outcomes) (~1500 

characters) 

The reality of our days with these new value-based healthcare models requires that the quality-of-life 

measurement instruments reported by patients have the maximum viability, adaptation and sensitivity 

to the population and language concerned of the country where it will be applied, and whose results 

have an impact on health decisions, both epidemiologically and economically and politically. 

The power of PROMs lies in their ability to turn subjective experiences into numerical scores that can 

easily be utilized for quantifying how effective health care interventions are, both on an individual and 

a larger population level. This allows the data to also be used for strategic and analytical purposes, 

including health policy decisions, quality improvement and comparison of clinical practices, even 

across different countries.  

The scientific evidence in support of using PROMs in routine clinical care is robust. In fact, a large part 

of the benefits could be traced back to improvements in patient-clinician communication caused by 



the increase in timely, automated, and systematically collected patient-reported information. For 

patients, key benefits include improved quality of life, symptom management and satisfaction with 

care. For health care professionals, the main advantage was gaining a better awareness of the patient’s 

experience on care outcomes. PROMs data helped the clinician to focus on symptoms that need 

attention, both during and between clinic visits and without prolonging consultation time or interfering 

with workflows. The process of shared decision making created an integrated connection between 

patients and clinicians in a larger scale. PROMs are the engine to create that connectivity and are able 

of bringing into the consultation to the topics that matter to the patients.  Being heard in this way can 

have an empowering and engaging effect. The use of PROMs as part of routine clinical care:  

1. Better access of care- “Green light” access to complex patents by determining the correct 

pathway of integration – Stroke- 100%- Rate of patients undergoing fibrinolytic therapy and/or 

angioplasty on time 

2. Increases level of multidisciplinary decision making- 100% rectal cancer patients with treated 

with a previous tumor board (National Reference Center) 

3.  increases patient satisfaction with care: 30% 

4. improves patient-provider communication: yes, as peer interviews/ reviews (Shared Decision 

Making – Glyn Elwyn, 20212) 

5. improves overall quality of life and symptom management: measurement in at least 10 

pathologies with an increase of 25% in each step of the value pathway e.g., Breast cancer -Self 

Image- improve of 40% after surgery, Prostate Cancer- Potency 98% and Continence 97%, 

Backpain- Pain reduction in 38% after intervention  

6. leads to less frequent hospitalization and admission to the ER: in COPD less than 40% and 

Diabetes Type II in 30% 

7. better survival rates for cancer patients: Better OS in pancreatic cancer 5 years (other studies are 

being replicated such as OS in metastatic patients- Ethan Bash ASCO 2017) 

 

• Describe and quantify the operational benefits and efficiency gains for the healthcare 

service provided (~1500 characters) 

Operational benefits can be measured by 3 main perspectives in a value chain model, the inputs, the 

transformation cycle, or the outputs. 

As an input example, the Oncology Direct line was created to improve access to the oncology patients 

in an on stop shop diagnoses in 48 hours, and the result was a median call and intervention up to 250 

patients a month. 



In COVID time, PROMs enhance communication between patients and care providers and improve 

patient involvement in care planning and decision making. PROMs provided an opportunity for 

patients to provide input from their perspective and to be more aware of expected outcomes and how 

they compare and reduce in 27% of the time to hospital interaction keeping the same outcomes and 

monitoring the event adverse and comorbidities of the ambulatory chemotherapy with the scale of 

CTCAE 4.0 with the same QoL between 70% and 80% rate. 

Being systematically asked about symptoms can also train patients to better identify, track and report 

their symptoms. This could significantly improve quality of life and satisfaction with care, particularly 

among patients with less-developed health communication skills. PROMs could also help patients deal 

better with their symptoms. There is some evidence that clinical outcome measures seem to improve 

after patients start measuring, reporting, and sharing responsibility for the management of their 

condition with their physician. However, we will need more years until we have the thousands of cases 

needed to produce definite high-quality research on the impact of routine PROMs. 

The integration of a organization culture of report, learning organization evolution brought to a more 

transparence view of the outcomes. 

A centered patient perspective along with the physical resources allocated to the same environment 

brought a reduction in inefficiency with the time to diagnose, staging and treatment along with the 

compliance with process indicators and actions to diminish the integration of care due to possible 

impact of lead time to action. E.g., Oncology and Radiotherapy in the same day in consultation.  

The operational efficiency led to a reduced overall cost of clinical pathway with the same outcomes 

achieved with the reduction of duplication of exams, consultations or better adequate devices and 

pharmaceutical protocols to the specific pathologies. 

• Describe and quantify the operational benefits and efficiency gains for the payer (~1500 

characters) 

Operational benefits and efficiency gains are a realty since the payer can transparently talk about the 

objectives of the balanced relationship in the stakeholder’s chain. So, the first benefit is a more 

transparent model and communication not putting price as the only trade off market position. 

Questions had to be raised: In what way do we want to, and should we face an increase in health 

spending associated with growth in average life expectancy? Do we currently have health payers 

aligned with our health outcomes? What results? What health, what choices? We say that we provide 

patient-centered health care, but are they even choosing health care or just looking to the cost 

reduction? Why cannot we be partners of a new model whose demand and supply is conditioned to 

the result? Why do we still not understand the essence of the health organizations, departments, 



services, and professional classes? What can we do so that health financing models do not just have 

one premise that is volume?  What health and disease are we creating for the next few decades, and 

what have we been able to do to make that change? What type of outcomes to incorporate in our 

model of payment? PROMs, quality due of value - what model of financing and costing should align 

these incentives?  

These were some of the challenges that we have been answering in the balance between creating 

better outcomes but not raising the over cost. Great results we have been achieving that shows 

operational efficiency between bureaucracy with payer, better internal organizational structure in 

payers knowhow, transparency, reporting culture, less variance of costs, reaching more than a 1 million 

€ of mutual savings associated with outcomes and a better expense forecast among the private sector 

in healthcare. 

 

• Describe and quantify the operational benefits and efficiency gains for the for the drugs or 

medical device supplier, if applicable (~1500 characters) 

A health system, according to the value-based healthcare perspective (VBHC), in dynamic balance of 

the diverse forces that compose it, will be able to deliver a high quality of service, that result in clear 

improvements of quality of life and with costs contained. Such a system is sustainable in the long run 

because it creates resource savings and learning opportunities systematically reinvested in new care 

cycles, contributing to the sustained value creation and economic viability of this system. 

This attitude towards the creation and management of value can either be assumed by the "system" 

or can be practiced individually by hospitals, networks of complementary providers, payers, etc. Of 

course, the more VBHC achieves in a particular value chain, the more leveraged and more evident its 

results.  

Supplier relationships in healthcare: the role of VBHC: What’s the common ground? What are the key 

challenges? 

• Intended value proposition vs Perceived value proposition 

• Buyers and sellers’ decision-making processes – how to align on value? 

• Who is paying for what? Which perspective is important? 

• Fair pricing 

• Uncertainty on outcomes and on efficiency – how to address this? 

There is a common purpose when we talk about VBHC in a stakeholder perspective when we try to 

Like in Italy or some authorities in France generally favor financially based over outcomes based. 

Innovative medicines are generally subject to price-volume agreements that require manufacturers to 

make refunds if sales of a drug exceed specified levels. Some new drugs may face price cuts if any 

specified limits on the daily cost of treatment are exceeded. Achieve the better outcomes with correct 

cost like Holland. To date, outcomes-based contracts remain rare in Germany, but rebates are now 

required for most new medicines. Historically, the government’s cost-containment strategy focused 



primarily on maximizing the use of generics.  DP appears to be unfeasible in the EU in the short run. 

EU Member States could consider doing regular price revisions and considering discounts. Other new 

pharmaceutical (pricing) policies such as joint procurement initiatives (European Commissioning- 

Study on enhanced cross- country coordination around pharmaceutical product pricing). So, Risk 

sharing strategies like indication-based pricing, combination-based pricing, outcomes-based 

assessments or multi annual outcomes base assessments, are just some examples of the contracts 

established with suppliers.   

The crossroad of strategies between pharma and providers led to a cost reduction where price was the 

only tradeoff, but historically pharma as a very engaged mentally of outcomes measurement for the 

need to approval. So, it was an important step to bring a model like VBHC to differentiate the market 

not by patents but by RWE outcomes deliver competition. In a short vison benefits and efficiency: 

• Operational efficiency 

• Transparency 

• Reporting culture 

• Variance of costs 

• Value Based Procurement 

• Risk Sharing strategies 

• Best choice of suppliers 

• Other negotiating mechanisms 

 

• Did the initiative ease the access to new types of therapies and promote new payment 

mechanisms based on value? Please describe (~1500 characters) 

The VBHC model was able to put in the same language a common ground to speak and achieve 

the main mission and purpose of every stakeholder in healthcare- to deliver the better outcomes 

for the patients. But Involving pharma and devices companies to improve focus on common 

ground some rules of engagement need to be clarified: 

1. What will it be the reward for value? How will value be reported to stakeholders? 

2. Determine the appropriate measures of value to link payment and contracts to. 

3. Capture, integrate and analyze data: combine existing platforms (registries, ongoing 

programs, etc.) and new tools 

4. How to control for non-pathway factors that influence outcomes: what pathway is 

appropriate; inclusion criteria; which baseline?  

Mainly in oncological treatment there is a gap between what is evidence in randomized trials for 

approval conditions and RWE produced in the practice of nowadays. The same in devices which the 

mechanisms of approval are more open target to specific predictive outcomes in the same typology of 

devices. Like T.S. Eliot said “Between the idea, And the reality, Between the motion, And the act, Falls 

the Shadow”- This gap created the perfect environment to differentiate in the value chain for each of 



the pathologies which are the best products and suppliers in its relation between outcomes and costs 

the integrate the value chain care of that specific pathology. The mechanisms of payment were a 

natural consequence by the uncertainty of the outcome. In our project, we managed to provide a  fast 

access to innovation using  risk sharing agreements, specially in breast cancer, lung cancer and 

Hematology, in a global reduction of the overall cost up to 8%. 

 

• How sustainable was the initiative regarding human, technical and financial resources? (~1500 

characters) 

The actual representation of that inefficiency in healthcare system goes up to 32% of waste that is 

aligned with the rest of the healthcare systems, more in the US healthcare system. The correct vision 

in a central position but with integration of the operational knowledge was essential to a view of the 

maximization of the efficiency in the value chain by each of the pathologies but also a better 

perspective of the variance of behaviors that leads to a cost variance and inefficiency that don’t reflect 

in outcomes. So, the ROI is positive, but in its begging is viewed as an investment with return on active 

related to maximization of the actual resources, but clearly the output of outcomes that matters to 

patients creates a transparent cycle that allocate the correct resources to the correct pathway of 

intervention, realigning the: 

• Structure sizing 

• Better allocation of strategic management of human resources 

• Better sustainability of the integrated value chain 

• Reduction of variability of performance 

• A reduction of inefficiency cuts up to 30% 

Strategically a Central Project is created to have an integrated view of the model along the main 

actors and resources in Group Luz Saúde. 

 

• How easily could the initiative be adapted to other geographic regions/countries? (~1500 

characters) 

VBHC in not an easy task to deliver and implement, because its starts as a change in the organization 

cultural environment.  Health organizations are complex systems consisting of a variety of services 

with diverse specialties, different characteristics and where human and technical resources vary and 

articulate with each other in a dynamic way. This diversity leads to a very large autonomy, but on the 

other hand, it hampers joint and coordinated action by services. Sometimes they are lost in the true 

mission that characterizes them: serving citizens and create the better outcomes. 

So, the first step between the theoretical model to a reality was organizational culture change, as a 

main way to a result of value. Health organizations are dynamic entities and permanently able to 

readapt in their incomplete forms of permanent interaction. This plasmatic and scalable 



characterization allows for a modeling and a characteristic adaptation of a structure constantly in 

permanent evolution to the objectives that the permanent challenges are presented in their cultural 

and organizational interaction. It is important to have a clear strategy and objective view of each of 

level of services in each of the initiative adapted to other geographic regions/countries but also the 

level of cultural organization model integrated in each unit but specific pathology. Only knowing and 

diagnosing correctly is possible to have the same common ground, common purpose and the same 

VBHC organizational culture centered in a strategy to deliver the best outcomes that matters to 

patients at the correct cost to deliver, in a balanced stakeholder map environment. 

 

• How easily could the initiative be adapted to other health problems? (~1500 characters) 

The purpose of science is to have an equal and replicable application methodology.  

So, the first step between theoretical model to a reality is the correct organizational culture change, 

as a main way to a result of value. Only knowing and diagnosing correctly is possible to have the same 

common ground, common purpose and the same VBHC organizational culture centered in a strategy 

to deliver the best outcomes that matters to patients at the correct cost to deliver, in a balanced 

stakeholder map environment by specific pathologies. 

Each pathway of disease is specific, with different actors, different norms, different culture, and 

different challenges, but methodologically replicable and archivable. At Hospital da luz we have now 

more than 30 pathologies in the value model: Colorectal, Hepatobiliary, Pancreas, Esophagus Gastric, 

Pregnancy and Childbirth, Breast, Prostate, Obesity, Cardiovascular Risk/Thrombosis, Arterial 

Hypertension, Valvular Disease, Lung, COPD, Post-Covid Follow-up, Thyroid, Inflammatory Bowel 

Disease, Low Back Pain, Dysphagia, Acute Myocardium Stroke, Stroke, Endometriosis, Hypertrophic 

Cardiomyopathy, Atrial Fibrillation, Diabetes, Cancer Risk (Breast, Lung, Prostate, Colorectal Uterus), 

Hype,  Knee, Cataract, Headache, Multimorbidity, Urgency/Emergency, Cardiac ,Renal Lithiasis, 

Abdominal Wall, Cervical, Shoulder, Dyslipidemia, Asthma, Syndrome Irritable Colon, Coronary 

Disease.  

 

 

• Do you plan to keep the initiative ongoing in the next three years? (~1500 characters) 

The arc of history is increasingly clear: healthcare is shifting focus from the volume of services delivered 

to the value created for patients, with “value” defined as the outcomes achieved relative to the costs. 

Experience in other fields suggests that systematic outcomes measurement is the sine qua non of value 

improvement. It is also essential to all true value-based reimbursement models being discussed or 



implemented in health care. If we’re to unlock the potential of value-based health care for driving 

improvement, outcomes measurement must accelerate- Standardizing Patient Outcomes Measures. 

(Porter 2016) 

Building automatic mechanisms for the measurement of health indicators requires a great deal of 

translation work with different non-medical disciplines. The exercise of value-based health thinking 

requires a common language capable of communicating managers, process engineers, information 

systems engineers, physicians, nurses, and all other actors involved in health. Thus, the work of 

defining, measuring, and analyzing indicators will be the basis for supporting any innovation in health 

by making it possible to assess its impact objectively. Given the work that Luz Saúde has been 

developing with the implementation of the Value Based Healthcare model since the definition of 

clinical protocols, design of clinical itineraries and measurement of indicators, it is imperative to 

systematize this knowledge and translate it in order to reflect and generalize this learning in the all 

country. Now is part of the mission and vision of the organization having internally in its main directions 

a VBHC direction that directs, analyses and incorporates this knowledge, so it is important to continue 

the pathway of building a herculean task.  


