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ABSTRACT

The purpose of this study is to explore how representatives from four project teams understand the concept of value-based
healthcare (VBHC), since each representative is responsible for one of the pilot projects implementing VBHC at a university
hospital in Sweden. A qualitative design was used to gain understanding of VBHC. Open-ended interviews were used as the
data-collection method and content analysis of the transcribed interviews was carried out. Participants’ understanding of VBHC
focused on how value was created for the patient and on measuring medical outcomes and costs, although costs were to some
extent put aside. To measure value for the patients, it was the health professionals’ perspective about what patient should value
that dominated the understanding of the concept VBHC. VBHC was understood as a strategy to strengthen value innovations and
to loosen the grip of economic control. Benchmarking was seen as a future possibility to develop value innovations. Changes
in organizational culture were understood by participants as a need to change healthcare from being professional-centred to
patient-centred. The way the concept was understood omits parts of the original concept. This has implications for whether or
not the concept as it is described by the participants should be understood as VBHC according to the intentions of the strategy
described. The development of outcome measures was predominantly based on the health professionals’ experiences, which is
why the patients’ perspective needs to be strengthened. Further studies of the process of implementing VBHC are needed.
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1. INTRODUCTION

Value-based management is a growing trend in Swedish
healthcare.[1] The implementation of value-based health-
care (VBHC) takes its point of departure in ideas on how to
solve problems of quality and economy in healthcare.[2] The

founders of this concept are convinced that this demands a
shift in focus, i.e. instead of focusing on processes, efforts
should be directed towards creating as much value as possible
for the patient in relation to cost.[2, 3] The overall aim is to de-
velop high quality healthcare, reduce patients’ suffering, im-
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prove patient safety and achieve better cost-effectiveness.[2]

VBHC is expected to stop the rapid escalation of healthcare
costs and to lead to better understanding of the total costs
per cycle of care for any group of patients.[4] It has been sug-
gested that three principles should guide the implementation
of VBHC: first focusing on what creates value for patients,
second organizing care praxis around patients’ medical con-
ditions and full care cycles, and third measuring medical
outcomes and costs.[2, 3] This study intends to explore how
representatives of four project teams understand the concept
of VBHC, since each representative is responsible for one of
the pilot projects implementing VBHC at a large university
hospital.

Implementation research has pointed out the importance of
understanding the characteristics of the innovation imple-
mented, who is implementing the innovation, the target pop-
ulation for the innovation and the implementation strategies
and activities, as well as internal and external organizational
factors.[5, 6] Over time it was difficult to maintain manage-
ment innovations as implemented.[7] Results from a cross-
case comparative study of the implementation of 12 different
organization and management innovations in Swedish health-
care[8] point to the importance of understanding innovations
in healthcare as an evolution, where innovations are being
adapted and developed over time. They also found that clini-
cal leaders were considered more important than managers
for the success of an innovation, that implementation strate-
gies differed according to the type of innovation, and that
internal organizational factors were more important than
external factors. As has already been mentioned, the imple-
menters of the innovation are of importance for successful
implementation.[5, 9] Porter and Teisberg[10] emphasize that
physician engagement is a key factor when implementing
VBHC and that physicians have the authority to change care
practice to create value for the patients. However, these au-
thors do not pay any attention to physicians’ understanding
of what is to be implemented. Lindgren et al.[11] states that if
physicians are expected to be engaged in the implementation
process they need to understand the innovation in question
as a contribution to their professional fulfillment.

Different aspects of VBHC have not been well explored. The
evidence for improved health outcomes or reduced health-
care costs as a consequence of VBHC is limited since these
approaches are new in healthcare.[12] One of the few studies
evaluating the improvement of care in relation to VBHC has
developed and evaluated measurable patient value related
to the complete cycles of care of patients suffering from
Lynch syndrome, where patients answering a questionnaire
emphasized experiencing both adequate patient education
and surveillance during their care cycles.[13] A retrospective

study involving coordinated implementation of value-based
processes across the episode of surgical care of microvas-
cular decompression showed both improved outcome and
greater value of the care delivered.[14] Value-based purchas-
ing strategies have also been evaluated by means of peer-
reviewed and field-based research.[12, 15, 16] Studies focusing
on the understanding of VBHC have not been carried out
to the best of our knowledge. Therefore, further studies are
needed to understand the characteristics of VBHC better,
since understanding what is being implemented is important
for successful implementation.

The purpose of this study is to explore how representatives
for four project teams understand the concept of VBHC.

2. METHODS
2.1 Design
A qualitative design[17] was used to explore how the concept
VBHC was understood. The research questions were:

• How do the project team members talk about and give
meaning to VBHC?

• Which perspectives do the project team members focus
on in VBHC?

The data collecting method in this study consisted of open-
ended interviews since the intention was to understand the
participants’ perspectives and statements. The interviews
were carried out during the initial implementation phase of
this project, at face-to-face meetings.[18] However, it was the
content of the interviews that was in focus in this study, not
the interaction in itself.[19]

2.2 Setting
The study took place at a Swedish university hospital pro-
viding highly specialized care and treatment to both children
and adults. The hospital had about 2,000 beds distributed
between 130 inpatient wards. A total of 16,700 employ-
ees provided healthcare for patients during 107,000 care
episodes. In addition to inpatient wards the hospital had 180
outpatient wards with 1.2 million visits. In 2013 the hospital
management team decided to implement value-based man-
agement. The implementation process started with four pilot
projects in November 2013. Subsequent planning aims to
include all eligible diagnostic groups. The pilot projects fo-
cused on bipolar syndrome, prostate cancer, hip arthroplasty
and pediatric heart surgery. A project team was established
for each pilot project as well as a working team. Patient
representatives were invited to participate in each project
team on some occasions. The teams were supported during
the first three months of the project by consultants from a
consulting agency experienced in VBHC. The consultants
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provided methodological experience and knowledge. After
establishing the teams and mapping the groups of patients,
the plan was to realize the following steps: defining out-
come measures and the process of measuring; collecting
data; analyzing data; developing and implementing improve-
ment initiatives; and guaranteeing a continuous value-based
work method. The continuous feedback from measuring
and improving care and treatment are expected to provide
organizational learning. The reimbursement system was not
changed to the so-called bundle payment system suggested
by Porter.[2, 3] However, the hospital participated in a na-
tional project initiated by The Ministry of Health and Social
Affairs concerning bundle payment as well as in a regional
project dealing with reimbursement systems.

2.3 Participants

Each project team had five members. In each team, one
participant had the managerial function of head of depart-
ment (four persons in all). The functions of the other team
members were: healthcare developers (six persons), different
health professionals (five persons), controllers (three per-
sons) and logisticians (two persons). Nine of the participants
were Senior Consultants (physicians), three were Registered
Nurses, three had a Master’s Degree in Business Adminis-
tration, two had a Master of Engineering Degree, two were
Psychologists and one was an Occupational Therapist. Thus
the teams were not identically composed, but all of them
had at least one healthcare developer, at least two physicians
and one head of department (also physicians). Three of the
project teams had a physician leading the team and one team
had a psychologist as team leader. Eleven of the participants
were male and nine were female. Their mean age was 47
years old, varying from 37 to 62 years old.

2.4 Data collection

Information concerning participants in the pilot project was
received from the medical director responsible for the process
of implementing VBHC at the hospital. All 20 participants
were contacted by telephone and asked if they wanted to
participate. All of them agreed. They then received written
information on the study and a confirmation of time for the
interview. Open-ended questions were based on the aim and
the research questions, for example “Can you tell me what
VBHC means?” Follow-up questions were asked to clarify
and deepen the understanding. The interviews lasted be-
tween 37 and 64 minutes (mean 47 minutes). The interviews
were carried out at each participant’s workplace in a separate
room.

2.5 Data analysis
The interviews were transcribed verbatim, amounting to
about 234 pages of single-spaced text. The transcripts were
analyzed as one entity of analysis using content analysis.[17]

To gain a holistic sense of the material, all transcripts were
read in their entirety by the last-mentioned author. All tran-
scripts were then imported to the programme NVivoT M 10,
which was used to facilitate the analysis by organizing units
of meaning, nodes, and themes. Keeping the aim of the
study in mind, the first step of the analysis was to identify
units of meaning and to label them with codes (in Nvivo
nodes). Thereafter codes and additional units of meaning
were grouped together in terms of content. These groups
were reduced or expanded during the continuous process
of analysis by identifying differences and similarities. Dur-
ing this process, themes were identified and given headings
based on their content. Quotations numbered IP (interview
person) 1–20 are used to illustrate the findings.

2.6 Ethics
Approval from an Ethical Committee is not needed for inter-
viewing healthcare professionals.[20] The study followed the
declaration of Helsinki.[21] The interviewees were informed
about the study, confidentiality was assured and informed
consent was obtained. All interviewees were given the oppor-
tunity to take part in a tentative analysis to confirm that they
agreed. All agreed to this analysis except two interviewees
who wanted to make minor changes to the wording of two
sentences. These wishes were granted.

3. RESULTS
Five themes emerged in the analysis describing the partici-
pants’ understanding of VBHC. These were: 1) The point
of departure was seen to be healthcare professionals’ view
versus the patient’s view, 2) The costs perspective, 3) A new
method of governance, 4) Benchmarking, and 5) Improve-
ments guided by outcome measures. Participants related
their understanding to the value equation (see Equation 1).
However they focused mostly on only one of the equation’s
components. Professional background influenced individual
focus.

V alue = Outcome

Costs
(1)

3.1 Healthcare professionals’ view versus the patient’s
view as the point of departure

Participants paid attention to the importance of adopting the
patient’s perspective. Statements made by healthcare profes-
sionals describing VBHC most commonly take the patient
as the point of departure. At the same time, it is mainly
healthcare professionals who interpret what is of value to the
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patient and they are the ones to identify outcome measures
focusing on value for the patient. They stated that the aim
of VBHC is to create more efficient and valuable care for
patients. Participants emphasized that creating value for the
patients forms the basis of healthcare professionals’ ethics
and of the nature of health professionals’ work. The choice
of outcome measures was governed by healthcare profession-
als’ (primarily physicians’) assumptions, clinical experience
and research concerning what is essential for the patient. In-
dependent of professional background, participants focused
on biomedical outcome measures. This focus on biomedical
outcome had a tendency to exclude patient values created
by care professionals other than physicians. One participant
points this out: “Of course it might be valuable to the patient
for example to be met kindly or have a soft pillow or receive
good hospital food, but VBHC is more about biomedical
results and to avoid complications.” (IP13).

Significant tools for capturing patients’ experiences are the
Swedish national quality registers, mainly developed by
physicians interested in medical care and treatment and their
outcome. However, participants developing outcome mea-
sures identified limitations in the quality registers. It takes
considerable time to make changes in a national quality reg-
ister as well as to obtain results. Participants tried to solve
this problem in different ways. Even if national quality reg-
isters are important not all registered variables are useful as
outcome measures when managing healthcare.

While participants discussed healthcare professional-centred
care they also talked about the importance of listening to pa-
tient representatives and really developing healthcare based
on patient reported outcome measures (PROM). If this is
actually put into practice then the intentions behind patient-
centred care will be realized: “VBHC is all about the patient,
seeing the patient as our fellow player, as a partner in the
true sense of the word. We have tried to involve patients in
the past, for example by letting patient representatives par-
ticipate in management teams or by allowing patients to tell
their stories at meetings; it adds something, but they only rep-
resent a few patients. But here (VBHC) we can systematically
measure the care we give patients.” (IP11).

Participants expressed the idea that VBHC involves asking
patients what they expect healthcare to provide for them, in-
stead of healthcare professionals interpreting value outcomes
for the patient. Patient representatives participated in all the
teams and contributed valuable experiences. Sometimes how-
ever their voices were less audible when it came to choosing
variables for measurement due to difficulties in introducing
new variables into national or other quality registers. Despite
these difficulties the focus now is on asking patients about

how they experience the results of care and treatment. “Ac-
tually, now patients evaluate their own care and treatment.”
(IP12).

3.2 Denominator costs – a vital but somewhat disre-
garded factor

Participants said that the main point of VBHC is to use the
resources to create as much value as possible and to esti-
mate the quality costs for what actually have been done
for the patient. Most participants were well aware of the
denominator costs and that outcome measures and improve-
ments in healthcare always had to be estimated in relation to
their costs. Participants stated that success in implementing
VBHC, i.e. in handling costs at the same time as provid-
ing valuable healthcare, led success in handling increasing
healthcare costs. However, when talking about costs, one
participant said that “costs could not just be ignored since
costs were supposedly important and an instrument of con-
trol. Costs always have to be taken into account.” (IP9)

Talking about costs was the controllers’ main focus when de-
scribing VBHC. They also described the difficulties involved
in measuring costs. They said they wanted to measure real
patient costs but that was not feasible in today’s system. In
VBHC it is important to identify and investigate the costs for
care provided and relate them to each other in different ways.
Participants think that VBHC will contribute to informing
taxpayers about the kind of care supplied by the healthcare
organization. However this is only of interest if the costs
are shown in relation to the quality of healthcare provided:

“We are trying to identify the actual costs for care provided
and to break down the costs as far as possible, with as little
generalization as possible.” (IP4).

The fact that VBHC pays attention to costs while at the same
time paying attention to outcome measures contributes to
healthcare professionals’ increased acceptance of registering
necessary data. It seems that VBHC appeals to healthcare
professionals’ closest sphere of interest: “When I discuss
costs with physicians and others in the organization, and
relate costs to things they are passionate about and responsi-
ble for, and then something else happens, they understand.”
(IP18).

3.3 Moving from economic control to value innovations
Participants understood VBHC as a tool to direct and follow
up healthcare with a reasonable and clear structure. They
talked about the need to develop new measures and a desire
to stop using some existing measures that they think are mis-
leading and rough-hewn, such as average length of stay at
ward level. Furthermore, they grasped VBHC as a method
that documents what has been done. Participants talked about
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VBHC as a tool to create well-founded decisions for devel-
opmental work. Outcome measures can provide information
about healthcare such as what is good or what is bad, or the
dignity of the problem. Based on this knowledge, gathered
from participants, steps can be taken to investigate the prob-
lem more deeply and more extensively and later on to find
solutions. That in turn might lead to developing and estab-
lishing new working methods that can subsequently create
more value for the patient: “We have to follow up our costs
as concretely as possible. We have to monitor how things ac-
tually work out for our patients and of course try constantly
to improve the healthcare provided. It is part of this concept.”
(IP4).

Participants stated that one of the most important aspects of
VBHC is to manage the total field of undertakings based on
outcome measures as evaluated. A goal to strive towards
includes more satisfied patients and better results, and to
accomplish all this in a less costly way. Health professionals
consider that VBHC gives them an opportunity to influence
and manage the content of healthcare in favour of the pa-
tients. One participant said: “We on the floor have thought
we want to do something beneficial to the patient, but have
not been able to implement it: ‘ouch, ouch, it costs so much’.
Now we can do it if the cost is reasonable and if it actually is
something that is much better for patient.” (IP2).

3.4 Benchmarking – an activity difficult to define
Some participants stated that benchmarking belongs to the
VBHC concept: “And we should compare ourselves with
others who are doing the same thing. If there is someone else
who at roughly similar cost has better outcomes, then we can
see if they are doing things differently from us, that we could
learn from and vice versa.” (IP6).

According to the participants, it is essential to develop sys-
tems of support in order to implement benchmarking. The
national quality register makes it possible to make compar-
isons with others even if there are often delays. Participants
pointed out that if it were to be possible to make and use
comparisons, the level of registration of PROM data would
have to be improved. The number of patients and respective
outcome measures to be registered must be adequate. An
inadequate level of registration leads to unreliable results
on outcome measures. Some registers have a low level of
registered data. According to participants, the use of other
outcome measures than those in the national quality regis-
ter is complicated. A comparison based on these types of
data requires the definition of all included variables by the
persons making registration for later comparisons. Partici-
pants considered that it was a time-consuming task and they
questioned its efficiency. However, once these obstacles are

things of the past, it would be possible to evaluate healthcare
more thoroughly. One participant expressed the problem
with benchmarking like this: “The problem with benchmark-
ing that’s really important is not to compare apples and
pears.” (IP10).

Participants stated that if benchmarking is to be a tool to
develop healthcare in the future, then they need first to know
more about their own measures and results, and about which
comparisons are meaningful. Another question involved with
whom to make comparisons. Is it necessary to involve more
than one other unit? Which would be better, a national or
an international context? One participant raised a warning
finger concerning benchmarking: “But this isn’t just about
comparing figures. We have to look at the patient as a whole
and all the factors. The more difficult the patient undergoing
operation, the worse the results you get.” (IP11).

Participants discussed future possibilities for learning
through benchmarking and similar types of undertaking in
Sweden, while realizing that this requires maturity and the
development of a self-critical attitude in the organization. If
these requirements are not met, the risk exists that measures
detrimental to the participants’ own undertakings will be
ignored or denied in PROM data. Participants emphasize
self-critically that when making comparisons with others, the
risk exists of explaining away one’s own less satisfactory re-
sults by blaming for example case mix, instead of seeing new
possibilities of cooperating with and learning from those
with whom one is comparing oneself. On the other hand
some participants considered it impossible to compare with
other organizations even if VBHC strives towards facilitating
comparing outcome measures between units and organiza-
tions. However comparing how the same unit is developing
its outcome measures over time is the pragmatic solution to
minimize contextual conflicts.

3.5 Improvements – the need for changes in organiza-
tional culture

Participants stated that VBHC includes improved working
methods and organization of the work. These improvements
may be minor or more extensive. Any changes must however
be based on the results of outcome measures. Participants
noted that making improvements based on the results of out-
come measures called for a change in organizational culture
since VBHC implied questioning the content of healthcare
and how it is provided. At present, implementing VBHC
involves putting questions to patients and using unexpected
answers as a basis for improvements. Systematic evaluation
of the care given according to VBHC may even point to the
need to discard current standardized care programmes. For
this reason, participants welcomed procedures for measuring
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care and treatment outcomes. Participants considered that
VBHC made it possible to identify care and treatment with-
out having any impact on the patient’s perceived outcome.
One participant explained this as follows: “One group of
patients has undergone this or that test or examination, but
in fact it makes no difference, if you look at the outcome. We
need to strengthen the monitoring of what we are doing. And
we may not always do that, when we are very concentrated
on the actual treatment of our patients. We think oh, oh, oh,
we are carrying out all these investigations, and they show
how good we are!” (IP9).

Participants thought that outcome measures implemented
within the scope of VBHC might contribute to identifying
areas for improvement, but actually making improvements
must be done in cooperation with co-workers. Participants
emphasized that co-workers’ interest in developmental work
would probably increase if they could also actually see the
changes in outcome measures. If outcome measures were to
become an integrated part of work, co-workers could more
easily contribute to discussions and solutions concerning
areas identified as needing improvement. One participant
emphasized the importance of co-workers’ participation in
developmental work by saying: “It is the healthcare devel-
oper’s role to follow results and see the trends that go in
different directions. But in the change process co-workers
must be involved; change management must come from be-
low. It’s very important; one can’t just run things from the
top.” (IP1).

4. DISCUSSION
The purpose of this study is to describe how participants un-
derstood the concept of VBHC. Their understanding of the
concept seemed to be influenced by their professional back-
ground. Participants discussed different aspects of VBHC
and most of them focused on the importance of creating
value for the patients and measuring medical outcomes as
well as measuring costs, though to a lesser degree. Partici-
pants seemed to understand VBHC as an opportunity to be
less governed by economic control. However, there was a
certain ambiguity about understanding how to measure value
for the patient.

Health professionals took their point of departure in their
clinical experiences and in biomedical research-based knowl-
edge when identifying value in care that is possible to mea-
sure. However, they stated in contrast that the concept also
required them to ask patients how they evaluated the outcome
of medical care. Participants without education in healthcare
also understood that patients’ evaluations were included in
the concept but did not offer any suggestion as to how the
patients’ evaluations should be measured. Instead they re-

lated value for the patients more generally to costs and care
processes.

Participants’ focus on outcome measures as a way to im-
prove healthcare for patients is in line with ideas in VBHC.
Measuring costs is also in line with these ideas.[2] One of
Porter’s strategies[22] is to make it mandatory to measure
health outcome as he think that this will be a driving force
to improve outcomes. Nevertheless, a bone of contention
in the continuing implementation of VBHC might be that
not all members in the project teams share the same under-
standing.[23] Accordingly, VBHC appears to be understood
as a way to create value for patients with retained or reduced
costs. Since the two other components of Porter and Teis-
berg’s VBHC[2] – creating integrated care units and bundle
payment – have more or less been left out here, this raises the
question of how VBHC in its present form differs from other
management strategies such as Lean, which also focuses
on patient value. Lean also emphasizes creating value as
defined by the patient and improving quality and efficiency
while controlling costs in the provision of optimum patient
care.[24, 25]

Supposing that our aim for healthcare is for it to be ideo-
logically focused on creating value for the patients, it is,
according to the participants, in need of cultural change,
from health professional-centred to patient-centred care. The
question has been raised of the necessity of changing organi-
zational culture in order to improve healthcare, for example
in relation to infection control in healthcare.[26] However, the
effectiveness of changing organizational culture to improve
healthcare performance is questionable. It is difficult to eval-
uate the effectiveness of strategies to change organizational
culture in order to improve healthcare.[27] On the other hand,
in a study exploring barriers to lean healthcare implemen-
tation, the researchers state that health professionals will
commit themselves to change if decisions are kept under
their control and if motivation and structure are at the right
level.[28] Therefore it is important that health professionals
share a common goal when deciding on the desired effects
of implementing VBHC.

It is not surprising that individual participants focused on dif-
ferent aspects of VBHC. This can most easily be understood
if a social construction perspective is accepted as explana-
tion model.[29] Social reality is a dialectic process between
our subjectively and objectively experienced realities. The
idea and meaning of VBHC presented by the hospital man-
agement team will be interpreted through the participants’
subjective experience. Their subjective experiences influence
their understanding of what VBHC is and become objectified
as reality. This objectified understanding may be understood
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in different ways by individuals in an organization, even
though they use the same terminology.[30] However, social
interplay between project team members and managers has
an impact on the understanding of VBHC. Such interplay
calls for communication. Thus, communication in the organi-
zation is an important tool for converting socially constructed
attitudes and approaches into VBHC. Thus understanding is
not automatically given. People learn and make interpreta-
tions based on earlier experiences. Their prior understanding
of VBHC probably directs the participants’ attention and
determines what they think is interesting and relevant and
what is not.[31]

Understanding of VBHC is managed through the definition
of significant values for health professionals and is included
in the quality registers and values highlighted in these. The
health professional perspective of VBHC interacts with qual-
ity registers and thus they reinforce each other. The rela-
tionship between VBHC and quality registers leads in this
way to the dynamic control of values. Furthermore, health
professionals themselves become leaders in the enforcement
of values because this behaviour is rewarded in quality regis-
ters, thereby strengthening health professional-centred care
instead of the opposite, patient-centred care which is the
main idea of VBHC, i.e. creating value for the patient.[2] The
dynamic that comes into being when quality registers created
by health professionals are used can seem negative to the pa-
tient and to imply a setback although to health professionals
the same dynamic might seem positive and to be a reinforce-
ment i.e. of health professionals’ control over processes of
standardization and also of what is of value to the patient.
Even if the quality registers include PROM data such as for
example in The Swedish Hip Arthroplasty Register[32] and
the National Prostate Cancer Register of Sweden,[33] how
can we be certain that these outcome measures signify value
for the patients?

The project team members are responsible for the implemen-
tation of VBHC within their different areas and as such their
roles should not be under-estimated. Their understanding of
the concept of VBHC will influence the implementation pro-
cess.[34, 35] The characteristics of the innovation have been
identified as important factors for implementation outcome
in empirical studies as well as in frameworks for implementa-
tion.[9, 36–39] References are often made to Rogers’ attributes
of innovations.[40] Rogers stresses the importance of under-
standing the characteristics of the innovation, as perceived
by the members of a society, as crucial factors to consider
when planning an innovation. The degree of adoption can
explain the innovation’s relative advantage, i.e. it must be
perceived as better than the old practice.

That participants in this study appear to adopt VBHC may
be explained by the fact that they think that VBHC is a better
management model than economic control. Also, compati-
bility with existing values and past experiences is said to be
of importance along with a sound evidence base as a founda-
tion for the innovation.[9, 40] At this early stage, the overall
impression is that VBHC is seen as being aligned with physi-
cians’ professional values. Nevertheless managers need to
be aware that physician engagement in improvement work
cannot compete with their main interest which is diagnosis
and treating patients’ disease and illness. This constitutes
their core identity as physicians.[41] If the physicians’ under-
standing of VBHC is not in line with their own professional
identity, and seen as contributing to their patients’ cure, their
engagement in implementing VBHC might be reduced.

Theories about VBHC have been developed from theories
of competition and business strategy in business organiza-
tions.[42] Would it be possible to manage healthcare by imple-
menting VBHC, combining the participants’ understanding
with these theories? The findings indicate that health profes-
sionals still seem to have a preferential right to interpret what
is valuable for the patients. Patient-centred care has been
studied for several decades but there is great variation when it
comes to the effect on outcome measures.[43] Therefore even
more interaction with patients is necessary, as is investigating
what patients found of value in relation to their illness and
disease. It is clearly essential to know how patients define
value, otherwise the risk exists that care development will
focus on what is easy to measure instead of what is most
important and of greatest value to the patients.

Strengths and limitations of this study
The main strength of this study was that the participants
came from different project teams and had different experi-
ences and perspectives that provided a broad understanding
of VBHC. On the other hand, most of the participants were
health professionals and that might have contributed to re-
inforcing the understanding of VBHC as taking its point of
departure in professional-centred care. The relatively small
sample size and the collection of the data in the initial phase
of the implementation process may be seen as a limitation.
However, data from the interviews was extensive and rich
and gave a very detailed picture of the phenomenon in ques-
tion, i.e. VBHC. The open-ended interviewing approach
contributed to giving the participants opportunities to ex-
press their understandings freely. The follow-up questions
prevented misunderstandings and made it possible to validate
answers during the interviews. The interpretation of the anal-
ysis was also a strength due to the fact that the research group
had experiences from different research fields and from dif-
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ferent occupational disciplines. Even if data for this study
was collected at only one hospital in Sweden, transferring the
findings to a wider context would be possible. The findings
of this study could well serve as a basis for further studies
concerning VBHC.

5. CONCLUSIONS
The understanding of VBHC focused on creating patient
value and measuring bio-medical outcomes and costs; but
costs are to some extent de-emphasized in this study. The
dominant idea in the understanding of VBHC was that of
creating value to the patient. The construction of understand-
ing takes place in relation to the context and other control
practices, for example quality registers. The development of
outcome measures was predominantly based on the health
professionals’ perspective. Thus the patients’ perspective
needs to be strengthened in order to enhance value to pa-
tients with regard to outcome measurements.

The way the concept was understood omits several parts
of the original concept. VBHC seem not to be completely
understood in accordance with the original concept. It has
among other things, implications for the value concept as it
is described by the participants. Hospital management teams
need to be aware of and to manage the implementation of

VBHC based on how differently implementers understand
VBHC. Since understanding is based upon a social interplay,
management needs to plan for continuous conversations with
project team members about the new concept. Management
also needs to give enough time for the implementers to reach
a common understanding. Thus, interaction and communica-
tion in the organization are important tools for transferring
socially constructed attitudes. They also make it easier for
the implementers to achieve goals in line with the hospital
management team’s intentions in promoting VBHC.
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