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ABSTRACT

Objectives Value-based healthcare (VBHC) is a health
system reform gradually being implemented in health
systems worldwide. A previous national-level survey has
shown that Latin American countries were in the early
stages of alignment with VBHC. Data at the healthcare
provider organisations (HPOs) level are lacking. This study
aim was to investigate how HPOs in five Latin American
countries are implementing VBHC.

Design Mixed-methods research was conducted using
online questionnaire, semistructured interviews based on
selected elements of the value agenda (from December
2018 to June 2020), analyses of aggregated data and
documents. Qualitative analysis was performed using
NVivo QSR International, 1.6.1 (4830). Quantitative
analysis used Fisher’s exact test. Univariate analysis

was used to compare organisations in relation to the
implementation of VBHC initiatives. A p<0.05 was
considered significant.

Participants Top and middle-level executives from 70
HPOs from Argentina, Brazil, Chile, Colombia and Mexico.
Results The definition of VBHC varied across participating
organisations. Although the value equation had been
cited by 24% of participants, its composition differed

in most case from the original Equation. Most VBHC
initiatives were related to care delivery organisation
(56.9%) and outcomes measurement (22.4%) but in

most cases, integrated practice unit features had not
been fully developed and outcome data was not used to
guide improvement. Information, stakeholders buy-in,
compensation and fragmented care delivery were the most
cited challenges to VBHC implementation. Fee-for-service
predominated, although one-third of organisations were
experimenting with alternative payment models.
Conclusions A wide variation in the definition and level
of VBHC implementation existed across organisations.
Our finding suggests investments in information systems
and on education of key stakeholders will be key to foster
VBHC implementation in the region. Further research is
needed to identify successful implementation cases that
may serve as regional benchmark for other Latin American
organisations advancing with VBHC.

STRENGTHS AND LIMITATIONS OF THIS STUDY

= A mixed-method approach was used to explore the
adoption of value-based healthcare by healthcare
provider organisations (HPOs) in five Latin-American
countries.

= Online survey, semistructured interviews and anal-
yses of aggregated data and documents were used.

= An aggregate analysis is presented for the region
without no direct comparison across countries due
to the limited number of participating HPOs in some
countries, such as Chile and Mexico.

INTRODUCTION

Escalating costs and substantial variation in
the quality of health services threatens the
sustainability of health systems globally. In
several countries, a double-digit difference
between general inflation and medical infla-
tion has been reported,' along with an evident
failure of healthcare systems to address
preventable diseases and to warrant universal
and equitable access to care. Such challenges
are even bigger for Latin American coun-
tries where increasing rates of chronic non-
communicable diseases are combined with
endemic and emerging diseases and, despite
the positive effects of a series of health
system reforms implemented in the last three
decades, great disparities remain in terms of
access to effective health services.”

The value-based healthcare (VBHC)
approach, proposed by Porter and Teisberg,
has been seen as a strategy to transform the
healthcare system through a redesign of the
care-delivery processes around medical condi-
tions or population segments, monitoring
of outcomes and costs and a change in the
financing model from paying for each service
provided (fee-for-service (FFS)) to paying
for outcomes achieved (fee-for-value).® This
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theory has been expressed in the value equation, where
value is defined as health outcomes relative to the cost,
and in the value agenda composed of six elements
(organise into integrated practice units (IPUs), measure
outcomes and costs for every patient, move to bundled
payments for care cycles, integrate care across separate
facilities, expand excellent services across geography and
build an enabling information technology platform).*

Most reports on the VBHC adoption come from
Europe and North America®® and little is known about its
implementation in Latin America. A report published in
2016, by The economist intelligence unit (EIU), assessed
the alignment with VBHC components in 25 countries,
including Brazil, Colombia, Chile and Mexico. Assess-
ment was organised around four domains (Enabling
context, policies and institutions for value in healthcare;
Measuring outcomes and costs; Integrated and patient-
focused care and Outcome-based payment) and 17 qual-
itative indicators. Results showed considerable variations
in the adoption of such domains across countries. Sweden
was the only country with a very high alignment and about
half of participating countries emerged as having low
alignment with VBHC, including Latin American coun-
tries, except for Colombia, which was considered to have a
moderate alignment as a result of the healthcare reforms
aimed at achieving universal coverage, redirecting care
delivery around patient needs and monitoring of costs
for high-cost conditions. Chile scored second due to the
implementation of a bundle payment system in several
areas and monitoring of treatment costs by major payers.
Brazil and Mexico had the lowest scores, and Brazil was
the only country in the region not to have a condition-
based national registry”.

The EIU study, however, focused on the macrolevel
evaluation of health systems. More recent reports from
leading Latin American healthcare organisations have
shown an emerging movement around the implementa-
tion of alternatives to FFS payments, more integrated care
models, monitoring of outcomes and costs using the Inter-
national Consortium for Health Outcomes Measurement
(ICHOM) standard sets and time-driven activity-based
costing (TDABC).* " These experiences by frontrunner
organisations may serve as a benchmark for other organi-
sations in the region initiating similar endeavours.

Therefore, the aim of this study was to investigate how
healthcare provider organisations (HPOs) from the five
biggest Latin American economies were advancing with
VBHC implementation in their local contexts.

METHODS

Study design

Mixed-methods research combining both qualitative and
quantitative techniques were used. Quantitative methods
included an online questionnaire to assess the level of
implementation of the value agenda components and to
map VBHC initiatives, and analyses of aggregated data
on the initiatives referred in the interview. Qualitative

methods included semistructured interviews and anal-
ysis of relevant documents, including meeting notes and
published documents.

Sampling strategy

Participants were selected using purposeful sampling. We
started by selecting countries. Argentina, Brazil, Chile,
Colombia and Mexico comprise the five biggest Latin
American economies and represent over 50% of the
population living in the region. An initial list of HPOs
was created for each country derived from the published
lists of América Economia ranking of best clinics and
hospitals in Latin America between 2009 and 2018 and
Joint Commission International-accredited organisations.
To this list other HPOs were added based on a review of
scientific and website publications and from interviews
with stakeholders from organisations in the region aimed
at identifying organisations working on VBHC enablers
such as new care or payment models, outcomes and cost
measurement, and value management office (VMO) and
IT infrastructure supporting VBHC implementation.

Participants

From a total of 182 organisations considered to participate
in the study, 71 signed the written consent. Two organi-
sations requested to participate as a single organisation,
as they work as a single management and care provider
organisation, which resulted in a final sample of 70 partic-
ipants (online appendix A). A flow diagram is presented
in online appendix B. Respondents of the online survey
were top-level or middle-level managers appointed by the
CEO or president: chief medical officer or vice medical
officer (43%), president, chief executive officer or vice
executive officer (26%), director of quality and patient
safety or planning and quality advisor (19%), director of
education and research (4%), medical manager (4%),
corporate strategy manager (3%) and process alignment
manager (1%). For the interviews, in nine (15.5%) organ-
isations one to three other executives, namely the CMO,
the director of quality and/or the director of education
and research, joined in the interview.

Data collection

For the online survey, a structured questionnaire was
developed, by the authors, in Portuguese and then trans-
lated into Spanish by a native speaker (LN). It included
questions on the organisation and respondent profiles,
the level of adoption of the selected components of the
value agenda, availability of a VMO or similar structure
and on the implementation of VBHC initiatives (online
appendix C). To build the questionnaire, multiple
rounds were necessary during which investigators used
the value agenda as a guide to be adapted based on the
investigators’ knowledge, as experienced managers and
investigators in the region, and on information gathered
in the preparatory phase of the study that showed VBHC
was in its early steps of adoption. A consensus was reached
to focus the online survey on the elements that were

2

Makdisse M, et al. BMJ Open 2022;12:¢058198. doi:10.1136/bmjopen-2021-058198

“ybBuAdoo Aq paroaroid 1sanb Aq 120z ‘€z |11dy uo /wod fwg uadoluwg//:dny woll papeojumoq "Z2zZ0z aunt 9 Uuo 86T8S0-TZ0Z-uadolwag/9eTT 0T Se paysignd isiiy :uado rINg


https://dx.doi.org/10.1136/bmjopen-2021-058198
https://dx.doi.org/10.1136/bmjopen-2021-058198
https://dx.doi.org/10.1136/bmjopen-2021-058198
https://dx.doi.org/10.1136/bmjopen-2021-058198
http://bmjopen.bmj.com/

considered the main enablers of VBHC implementation:
organisation of care delivery, outcomes and cost measure-
ment, implementation of alternative payment models and
of a VBHC enabling IT platform. The other two elements
(integration of care across separate facilities and expand
excellent services across geography) would be explored
during interviews. Interviews followed a semistructured
guide with open-ended questions including the meaning
of VBHC in each organisation and exploring the answers
given on the online survey (online appendix D). An invi-
tation was made for respondents to share documents.
Both instruments were tested twice resulting in minor
adjustments. Online surveys and telephone or videocon-
ferencing interviews were conducted in Portuguese or
Spanish, between December of 2018 and June of 2020, by
four of the authors (MM, PR, MK and LLN). All interviews
were digitally recorded, transcribed into Portuguese and
English, by two of the authors (MM and LN).

Data analysis

Interview data were analysed using a qualitative data anal-
ysis software (NVivo QSR International, 1.6.1 (4830). We
used an inductive coding method (in vivo coding) which
is a ground-up analytical strategy where codes emerge
based on participants’ own words. Quantitative data were
analysed using descriptive statistics. Fisher’s exact test was
used to compare organisations that had implemented
VBHC initiatives with those that had not implemented.
Univariate analysis was used to identify differences
between the two groups in relation to VBHC implemen-
tation. To compare organisations regarding their level of
alignment with the elements of the value agenda, answers
to the online survey were transformed into binary vari-
ables, where ‘yes’ (high level of alignment) was consid-
ered if options ‘a or b’ had been selected, and ‘no’ (low
level of alignment) for all other options, in order to make
groups more homogeneous and to reduce the df of the
variables. Statistical analysis was performed using the R
64-bit V.4.1.1 (R Foundation for Statistical Computing,
Vienna, Austria. URL https://www.R-project.org/).
All tests were two tailed and statistical significance was
considered for p<0.05. Data from interviews were used to
capture the level of alignment, of the 33 initiatives cate-
gorised as ‘organisation of care delivery’, with the IPU
features described by Porter and Lee.'? Only 18 initiatives
were analysed as 15 were excluded based on the following
reasons: non-participation in the interview (n=3), initia-
tive was not focused on a defined medical condition/
patient segment (n=6) and/or initiatives were restricted
to the implementation of a care pathway with no inte-
grated multidisciplinary work (n=6). IPU features were
considered implemented if they were fully developed and
not part of a pilot project.

Patient and public involvement

The study presents analysis of a survey conducted with
healthcare executives. There was no patient or public
involvement.

STROBE checklist

The STROBE (STrengthening the Reporting of OBser-
vational studies in Epidemiology) checklist has been
completed online using https://www.goodreports.org/.

RESULTS

Participants

A total of 70 HPO representatives completed the online
survey. Of those, 58 (83%) also participated in a virtual
interview to deepen the information provided in the
questionnaire. Table 1 presents a descriptive analysis of
the organisation profiles.

The meaning of VBHC

Figure 1 presents the distribution of the 14 codes
compared by number and percentage of the 163 coding
references derived from the qualitative analysis performed
with NVivo on the meaning of VBHC given by each organ-
isation during the interviews. Outcomes and cost were the
codes with the highest number of references, followed by
compensation and patient experience or perception of
care. Examples of references, selected for the 14 different
codes, is presented in online appendix E. The value equa-
tion was mentioned by 14 participants (24%), although
only 5 mentioned ‘outcomes/costs’ as its components.
The remaining defined the value equation as ‘value/cost’,
‘best medicine/cost’, ‘individual value/cost’, ‘best care
possible/cost’, ‘outcomes or patient experience/cost’,
‘quality of care perceived by the patient/cost’, ‘quality/
cost’ and ‘outcomes/price’.

Implementation of the elements of the value agenda

The level of adoption of the value agenda elements are
described in table 2. In regard to care delivery organi-
sation, half of participants informed care delivery was
organised around medical conditions for full care cycles
for at least one medical condition, although less than 3%
informed this was the case for several medical conditions.

All organisations referred to measure clinician-reported
outcomes, most frequently mortality and complications
rates. Patient-reported outcome measures (PROMs) were
measured by 41.4% but in only 8.5% this information
was used to give feedback to the care team, or in routine
medical encounters with patients, or published on the
internet. In 10 Brazilian organisations, which corresponds
to 25.6% of participants from that country, PROMs were
collected using ICHOM standard sets for heart failure,
stroke and hip and knee osteoarthritis as part of a collab-
orative started in 2017 by the National Association of
Private Hospitals.

In regard to cost measurement, 24.3% of organisations
informed to measure cost at the medical condition level
but only two (2.9%) measured costs of full care cycles.
Most of them measured costs only at the service or depart-
ment level (67.2%), although 28.7% referred that pilots
were underway to measure costs at the condition level. Six
(8.6%) participants did not have a cost system structure
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Figure 1

The meaning of value-based healthcare for participating healthcare provider organisations. The figure displays the

distribution of codes by number and percentage of coding references derived from the qualitative analysis.

in place to measure costs on a routine basis. Only one
organisation was using the TDABC methodology, as
part of a public—private partnership with the Ministry of
Health focused on training a critical mass of healthcare
professionals to measure TDABC and on coordinating
multicentre TDABC initiatives in public hospitals.

None of the organisations had a payment model in
place where payment was linked to outcome-based perfor-
mance metrics, although 5 (7%) referred participation in
contracts where HPOs bore the costs of treatment-related
complications. Thirty per cent reported to participate
in pay-for-performance agreements based on process
metrics and 21.4% referred agreements focused on
improving the appropriateness of care and on cost reduc-
tion. The remaining were not participating in alternative
payment modalities. FFS was the predominant payment
model (91.4%) while global payment was present as the
only modality in six public hospitals. Among organisa-
tions on FFS, 54.3% were on FFS only while the remainder
(37.1%) were already experimenting a combination of
FFS with other alternative payment models such as global
payments (capitation and/or global budgets), bundled
payments (defined as condition or episodic bundles that
covered treatmentrelated complications for a predefined
period of time) or pay-for-performance agreements.
Additionally, three (4.3%) organisations referred to
participate in risk-sharing agreements with payers and/or
the medical device industry.

Regarding the information technologies (IT) avail-
able, around 94% of organisations had an electronic
medical record, but only 40% had a business intelligence
system to integrate clinical, cost and outcomes data and
4% had implemented an interoperable digital platform

that integrated both inpatient and outpatient data and
allowed interactions between patient and care team.

Implementation of a VMO

Thirty-one participants (44%) informed to have imple-
mented a VMO. In the interviews, however, when asked
to describe the VMO in terms of the definition proposed
by Kaplan et al as a ‘central office to oversee the creation
of capabilities and information to implement VBHC
initiatives such as outcomes and cost measurement and
management, set priorities for continuous improvement
projects, facilitate the creation of value-based payment
models and ensure that new IT platforms are aligned
with the value agenda’, only 12 (17%) were aligned with
this definition, although they differed in terms of size,
governance and structure.”” In the remaining, the struc-
ture was dedicated to patient quality and safety (47%),
were decentralised corporate areas that collaborated in
specific projects (21%), innovation (11%), patient expe-
rience (11%) and project management or continuous
process improvement (11%).

Implementation of VBHC initiatives

In total, 57 (81.4%) organisations referred 179 initiatives
that they considered aligned with the VBHC. Seven initia-
tives (3.9%), referred by two organisations were excluded
because they had not been implemented, leaving a total
of 172 initiatives from 55 organisations to be analysed.
Overall, only one-third of initiatives (n=58) were aligned
with VBHC and were related to organisation of care
delivery (n=33, 56.9%), outcomes measurement (n=13,
22.4%), cost measurement (n=6, 10.3%) and bundled
payments (n=6, 10.3%). Initiatives not aligned with those
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Table 2 Implementation of the core elements of the value agenda among participants

Elements of the value agenda n %
No of participanting organisations 70 100
Organisation of care delivery

a. Care pathways that organise care delivery for the full cycle or episode of care are implemented for several 2 2,9
medical conditions.

b. Care pathways that organise care delivery for the full cycle or episode of care are implemented for at least 35 50,0
one medical condition.

c. Care pathways that organise care delivery but do not cover the full cycle or episode of care are 20 28,6
implemented.

d. Evidence-based clinical guidelines that guide clinical practice are implemented. 13 18,6
e. Evidence-based clinical guidelines that guide clinical practice are not implemented. 0 0,0
Health outcomes measurement

a. Clinical outcomes, patient-reported outcomes (PROS) and experience are measured for several medical 1 1,4
conditions, and results are incorporated into the medical record, used during medical consultations, to give

feedback to the care team and published in the internet.

b. Clinical outcomes, PROs and experience are measured for several clinical conditions, and results are used 5 71
to give feedback to the care team and published in the internet, however they are not routinely available to

the medical team during consultations.

c. Clinical outcomes, PROs and experience are measured for some clinical conditions, but are not available to 23 32,9
give feedback to the care team or published in the internet.

d. Only clinical outcomes are measured and pilot projects are underway to measure PROs and experience for 23 32,9
some medical conditions.

e. Only clinical outcomes are measured. 18 25,7
Costs measurement

a. Costs are measured at the medical condition level for a full cycle or episode of care and data are used for 1 1,4
decision making and to design value-based payment models.

b. Costs are measured at the medical condition level but do not cover the full cycle or episode of care, 16 22,9
although data are used for decision making and to design value-based payment models.

c. Pilots are underway to measure costs at the medical condition level. 20 28,6
d. Costs are measured at the level of services or departments. 27 38,6
e. A structured system for cost measurement on a routine basis is not available. 6 8,6
Alternative Payment Models

a. Alternative payment models, including population-based contracting, with part of payment linked to 0 0,0
outcomes, are implemented and contribute to revenue.

b. Alternative payment models, including condition or episode-based contracting with part of payment linked 0 0,0
to outcomes, are implemented and contribute to revenue.

c. Alternative payment models for certain medical conditions, with part of payment linked to process metrics, 21 30,0
are implemented and contribute to revenue.

d. Alternative payment models for certain medical conditions, focused on the appropriateness of care and on 15 21,4
reducing costs are implemented and contribute to revenue, but payment is not linked to performance.

e. Alternative payment models are not implemented. 34 48,6
Investments on information technology

a. A digital platform is available that integrates inpatient and outpatient data and allows interactions with 3 4,3
patients and supports care coordination.

b. Electronic medical record in all care areas, diagnostic grouping system and a business intelligence (BI) 15 21,4
system that integrates clinical, cost and outcomes data are available.

c. Electronic medical record present in part of the care areas, diagnostic grouping system and a Bl system 10 14,3
that integrates clinical, cost and outcomes data are available.

d. An electronic medical record is available but clinical, cost and outcomes data are not integrated into a Bl 38 54,3
system.

e. An electronic medical record is not available. 4 5,7
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elements were categorised as ‘other initiatives’ and were
related to quality and safety, operational efficiency and
process improvement, alternative payment models other
than bundles, patient experience, investment in new tech-
nologies, physician relationship programmes, research
projects and marketing, among others. A flow diagram of
initiatives and their distribution according to their align-
ment with VBHC is presented in the radar charts (online
appendix F). Most participants implemented VBHC
initiatives related to organisation of care delivery (n=24,
72.7%), followed by outcomes measurement (n=13,
39.4%), cost measurement (n=6, 18.2%) and bundled
payments (n=6, 18.2%). The full list of initiatives can be
found in online appendix G.

A univariate analysis was used to assess the factors related
to the implementation of VBHC initiatives (online supple-
mental appendix H). Regarding organisation profiles,
specialty hospitals were associated with implementation
of VBHC initiatives (p=0.05), while all other organisation
characteristics such as being public/private, teaching/
non-teaching, for-profit/not for-profit, number of beds,
JCI accreditation or participation in the ranking of best
hospitals were not related to VBHC implementation.
Organisations that referred high level of alignment with
organisation of care delivery and outcomes measurement,
in the online survey, were associated with the implemen-
tation of VBHC initiatives (p<0.01and 0.01, respectively).

Adoption of ICHOM’s standard sets (p<0.01) and imple-
mentation of alternative payment models (p=0.010) were
also significantly associated with VBHC implementation.

Figure 2 presents the distribution of the initiatives
categorised as ‘organisation of care delivery’ according
to the medical condition or population segment and
to IPU features implemented. Eighteen initiatives were
identified in which care was organised around 14 medical
conditions or patient segments and delivered by a multi-
disciplinary team, although only 39% covered the full
cycle of care of that condition. Heart failure and breast
cancer were the most prevalent conditions. None of the
initiatives had fully developed all IPU features.

Challenges to VBHC implementation

Figure 3 presents the challenges to VBHC implementa-
tion shared during the interviews. Most references were
related to the unavailability of meaningful and action-
able information (34%), followed by stakeholders buy-in
(22%) and compensation (17%). Examples of references,
selected for the eight different codes, are presented in
online appendix I.

DISCUSSION
To the best of our knowledge, this study is the first to
assess how HPOs from Latin American countries are

Distribution of Initiatives according to the medical condition or population segment

Autism
Spectrum
fibrillation (1) | Disorder (1)

Atrial

Adolescent

Breast cancer | with Scoliosis | Cerebral

Heart Failure (4) ()] (1)

Care delivered by a dedicated, multidisciplinary team that devotes a significant
portion of their time to working together to care for the medical condition.

Providers identify themselves as part of a common organizational unit and
distinct from their specialty department.

Team was responsible for the full cycle of care.

Patient education, engagement, monitoring, adherence, and follow-up was
integrated into team composition and care model.

Single management and scheduling structure.

Colocation in dedicated facilities
A physician team captain or clinical care coordinator oversaw each patient’s
overall care process.

Team measured patient outcomes, care processes, and overall costs using a
common measurement platform.

Team metregularly, formally and informally, to discuss outcomes, processes and
technologyand employed a structured approach to improving results.

Team accepted joint accountability for outcomes and costs.

Distribution of initiatives accordind to IPU features implemented
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hypertension
Obesity (1) (1)

Rheumatoid
arthritis (1)

Heart Valve
disease (1)
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& pelvic floor
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chronic
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diabetes (1)
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Figure 2 Initiatives alignment with the integrated practice unit (IPU) features.?
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Figure 3 Challenges for a healthcare provider organisation
to implement value-based healthcare. IT, information
technology.

implementing VBHC strategies. It differs from a previous
study that assessed VBHC implementation in 25 coun-
tries, 4 Latin American countries among them, which
focused on the macrolevel evaluation of health systems.7
Another difference is that Argentina was included in our
study due to its relevance to the region, as Latin Ameri-
ca’s third-largest economy.

Our findings show a wide variation in how VBHC is
defined and on the level of implementation of VBHC
initiatives across HPOs. Although ‘outcomes’ and ‘costs’
were the referenced codes, it represented less that one-
quarter of total references and, in most cases, when the
value equation was mentioned, most respondents used
less specific terms such as ‘value’ or ‘quality’ instead of
‘outcomes’, which makes the concept less tangible. The
same happened when participants were asked to inform
VBHC initiatives implemented and two third of initiatives
mentioned were not aligned with VBHC. This finding
suggests there is an awareness on VBHC in the region
but that there is a gap in relation to its core concepts.
This is in accordance with previous studies that reported
a dilution instead of a diffusion of the original concepts
of the VBHC strategy. This highlights the need to educate
different stakeholders on VBHC in order to advance with
its implementation.'*'?

Most initiatives were directed at reorganising care
delivery and outcomes measurement but when the IPU
features were assessed, most features had not been fully
implemented specially in terms of taking responsibility
for full cycles of care, having a team captain/care coordi-
nator, measuring outcomes and costs, assuming responsi-
bilities for the results and meeting regularly to promote
continuous improvements. Although there is a clear
effort underway in over 40% of HPOs to collect PROMs
using ICHOM standard sets, such information has not
been integrated so far into routine clinical practice or
used to improve quality and outcomes, in most organi-
sations, thus limiting their potential for enhancing value
in care.'®'” Reorganisation of care delivery and outcomes
measurement are key steps to start VBHC implementa-
tion in line with recommendations given by Elizabeth

3

Teisberg, cocreator of the VBHC Strategy, based on data
collected over more than a decade of research in organi-
sations that achieved better health outcomes, that VBHC
implementation begins with identifying unmet needs of
patient segments and with designing solutions that meet
those needs.'®

Information, stakeholders buy-in, compensation and
fragmented care delivery were the most cited challenges
during the interviews. Information plays a key role in
VBHC implementation, and the lack of an interoperable
information and communication technology (ICT) plat-
form may function as a barrier to implement, and even
more, to scale-up initiatives and transition into outcome-
based agreements as ITC reinforces all other elements of
the value agenda.* Doctors and executives were the most
referenced stakeholders in terms of the buy-in process.
Doctors as ‘team captains’ have a key role in IPU imple-
mentation and as a member of the multidisciplinary
care team,"” and quoting one of the interviewees (I_26)
‘currently doctors are not educated on this and whoever is leading
these processes of change is not involving physicians in such
discussions.’

In regard to compensation, FFS was the predominant
payment modality in 91% of HPOs with 54% of them
being reimbursed solely based on the FFS model, mostly
private hospitals, and the remaining by means of global
budgets, all public hospitals. Those two payment modali-
ties do not incentivise care coordination and do not hold
HPOs accountable for healthcare outcomes.” Studies
have shown that the greater the fragmentation of care,
the greater the unnecessary use of resources and the
worse the quality and outcomes of care, contributing to
enhancing healthcare costs.”' Although 37% of organisa-
tions were participating in alternative payment models,
none of those payment agreements linked payment to
performance based on outcome metrics, which define
value-based payment models.*

When HPOs were compared in terms of implemen-
tation of VBHC initiatives, specialisation, a high level
of alignment with organisation of care delivery and
outcomes measurement, implementation of ICHOM stan-
dard sets and participation in alternative payment agree-
ments were associated with implementation of VBHC
initiatives. Among the 12 specialty hospitals participating
in the study, 9 had implemented VBHC initiatives (75%,
p=0.05). This finding suggests that it may be simpler for
specialty hospitals to adopt VBHC strategies aligned with
the Value Agenda. This is not surprising considering that,
at its core, VBHC is a specialisation-oriented manage-
ment framework, and most success cases have been
reported in well defined, narrow ‘focused factories’.”
Further research may address the potential adaptations
needed for VBHC adoption to thrive in general hospitals,
including in large, academic medical centres.

Strengths and weaknesses of the study
There is a paucity of data regarding VBHC implemen-
tation in Latin America. Therefore, the strength of this
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study is to bring new evidence on VBHC implementation
from the perspective of leading HPOs in the region. Itis a
contribution to improve the understanding of how health-
care transformation is taking place in Latin America, in
terms of the value agenda strategies that organisations
have focused their efforts on and which initiatives have
been implemented providing insights for future studies,
follow-up and action.

A limitation of this research was the small number of
participants for two of the selected countries. Chile and
Mexico had a low acceptance response with only two and
five participants, respectively. This fact did not allow us
to make any meaningful comparison among participating
countries. On the other hand, we believe that the aggre-
gate information presented in our study is relevant as a
starting point for discussions around the role of HPOs in
care transformation. Additionally, we are not aware of any
other study gathering data from 70 different HPOs from
the region.

Another limitation is the predominance of private
hospitals, which comprised 90% of participants. Although
findings cannot be extrapolated to public organisations,
leading public HPOs are represented in the study.

CONCLUSIONS

VBHC implementation is challenging particularly in
Latin American countries where access to care is still a
major issue. A wide variation in the definition and level
of VBHC implementation existed across organisations.
Information, stakeholders buy-in, compensation and
fragmented care delivery were the most cited challenges.
Nonetheless, some organisations are advancing in terms
of implementing VBHC initiatives, mostly focused on
the organisation of care delivery and outcomes measure-
ment, that may provide insights for other HPOs in the
region. Scalability of such initiatives will demand invest-
ments on education of different stakeholders and on
systematic measurement and use of outcomes and cost
data, which in turn demand more investments on ICT.
Further research is needed to identify successful imple-
mentation cases that may serve as regional benchmark for
the other Latin American HPOs advancing with VBHC.
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