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Objectives: Value-Based Healthcare (VBHC) aims to improve patient outcomes relative to the costs
of delivering care; yet, its implementation has often evolved separately from the methodological
rigor of Health Economics and Outcomes Research (HEOR). This ISPOR Special Task Force report
provides good practice recommendations for integrating HEOR methods into VBHC imple-
mentation to enhance analytic transparency, patient-centeredness, and value measurement
across healthcare systems.

Methods: A mixed-methods approach combined a targeted literature review (109 studies),
semistructured interviews with 24 international experts, and a structured survey of a 9-
member Expert Advisory Board. The review covered conceptual, white, and empirical articles
exploring intersections between VBHC and HEOR, whereas qualitative inputs identified
methodological gaps and opportunities for synergy.

Results: Two-thirds of empirical VBHC studies applied HEOR methods—primarily cost analyses—
yet, comprehensive economic evaluations were rare. Experts emphasized that HEOR’s strengths in
incentive design, costing methodologies, and outcomes evaluation could advance VBHC imple-
mentation. Conversely, VBHC's focus on patient-centered outcomes can help HEOR evolve toward
greater relevance and impact. The Special Task Force developed actionable recommendations and
an “IMPACT” checklist to guide the integration of HEOR methods into VBHC design,
implementation, and evaluation.

Conclusions: HEOR provides a robust methodological foundation for VBHC by improving mea-
surement of outcomes, costs, and value across care pathways. Aligning these disciplines can foster
transparent, evidence-based, and patient-centered healthcare transformation and supporting
sustainable, high-value health systems worldwide.
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healthcare  delivery
and decision making

Around the world, healthcare systems are facing significant centered around pa-

e Value-based healthcare (VBHC) and

health economics and outcomes
research (HEOR) have evolved
largely independently. Despite
advances in both fields, the
implementation of VBHC remains
challenging and subject to
heterogeneous experimentation,
mainly because of variability in
how outcomes, costs, and value are
defined and measured.

Although the majority of empirical
VBHC studies applied some form of
HEOR methods, primarily cost
analyses, comprehensive economic
evaluations were rare. HEOR’s
strengths in incentive design,
costing methodologies, and
outcomes evaluation can advance
VBHC implementation. Conversely,
VBHC'’s focus on patient-centered
outcomes can help HEOR evolve
toward greater relevance and
impact.

Aligning HEOR and VBHC can foster
transparent, evidence-based, and
patient-centered healthcare
transformation and supporting
sustainable, high-value health
systems worldwide.

challenges in addressing ever-increasing spending while looking
to improve the health of populations and individuals by tackling
inequities in access and unexplained variation in outcomes ach-
ieved."? The burden of disease is rising, driven by aging pop-
ulations and noncommunicable diseases, such as depression,
heart disease, and obesity becoming more prominent everywhere
also in younger populations. Preventative, disease modifying, and
sometimes curative interventions are developed at increasing
pace and promise better health outcomes, often at increasing
cost. In response, there is growing interest in refocusing health-
care delivery and decision making around patient outcomes to
improve effectiveness and efficiency of care and reduce in-
equalities in the outcomes of care.® This strategy, often referred
to as value-based healthcare (VBHC), is characterized by

tient outcomes over

the costs needed to deliver these across a cycle of care.** It offers
a promising approach by prioritizing patient- and family-
centered outcomes, rather than cost-reductions, and argues
that better health outcomes promote long-term economic sus-
tainability.® VBHC implies that incentives are redirected from
rewarding volume of healthcare services to the value of care
delivered from the perspective of patients and society.”

As VBHC has grown in popularity at the policy and local level,
it has done so independently from the field of health economics
and outcomes research (HEOR). However, achieving the goals laid
out by VBHC requires robust tools and methodologies, such as
those provided by HEOR and implementation science. According
to ISPOR HEOR considers effectiveness, cost, and health-related

1098-3015/$36.00 - see front matter Copyright © 2026, International Society for Pharmacoeconomics and Outcomes Research, Inc. Published by Elsevier Inc.


www.sciencedirect.com
www.elsevier.com/locate/jval
Delta:1_given-name
Delta:1_surname
Delta:1_given-name
Delta:1_surname
Delta:1_given-name
Delta:1_surname
Delta:1_given-name

2 VALUE IN HEALTH

quality of life to equip decision makers with the information
needed to make choices that benefit as many people as possible.®
HEOR is often used in the context of health technology assess-
ment (HTA), a multidisciplinary process that uses explicit
methods to determine the value of a health technology at
different points in its lifecycle. The purpose is to inform decision
making around price, coverage and reimbursement of health
technologies to promote an equitable, efficient, and high-quality
health system.®

VBHC primarily focuses on “outcomes that matter to pa-
tients,” prioritizing patient-centered measures that directly
reflect the experiences and priorities of individuals receiving
care. In contrast, HEOR encompasses a broader scope, evaluating
impacts on patients, healthcare systems, and society more
broadlymAlthough both frameworks share an emphasis on
improving healthcare outcomes, VBHC is centered on optimizing
benefits specifically from the patient’s perspective across the
entire care continuum, whereas HEOR serves as an array of
methodologies (eg, comparative effectiveness research, economic
evaluation) to evaluate a wider range of healthcare impacts for
diverse stakeholders.

Several international organizations, such as the Harvard
Business School or the World Economic Forum have produced
foundational frameworks to understand VBHC and the elements
needed for its successful application.*'° Others, such as the Eu-
ropean Commission, have provided positions on defining value in
VBHC!' and organizations, such as the International Consortium
for Health Outcomes Measurements, have significantly pro-
gressed the VBHC field by setting global standards for outcomes
measurement. On the cost side, the Time-Driven Activity-Based
Costing Consortium has recently been formed to introduce
standardized frameworks to measure costs for specific clinical
conditions worldwide.'>"> Regarding implementation, there has
been widespread reporting of local VBHC programs and the
benefits they have driven, such as the Martini Klinik in Germany,
Diabeter in The Netherlands and Saudi Arabia, or the Basel Uni-
versity hospital in Switzerland. At the national level, VBHC
inspired national policies are on the rise with countries such as
Australia, Wales, and Singapore making great strides toward
adopting a “High-Value Care” agenda at scale.'*

Despite the advances of these organizations, the imple-
mentation of change in healthcare, including VBHC concepts,
remains challenging and subject to heterogeneous experimen-
tation,'”"?° mainly due to variability in the understanding of the
term “value” between societies; some societies focus on thorough
cost-effectiveness evaluations, whereas others view value in
terms of improved quality at fixed expenditures (eg, out-of-
pocket costs). The concept of a VBHC framework by Porter
et al* introduced a common language around value to unify goals
achieved through health policy reform and through health sys-
tem transformation.?’” This framework was further articulated in
Porter’s 2010 article “What is Value in Health Care?””® and rein-
forced by clinicians such as Lee in “Putting the Value Framework to
Work.”??

This approach emerged alongside widespread recognition
that the US health system faced structural deficits in quality, cost,
and patient outcomes. The National Academy of Medicine cata-
lyzed this recognition in its landmark report Crossing the Quality
Chasm (2001)*° and continued to shape the dialog through
workshop proceedings such as Value in Health Care: Accounting
for Cost, Quality, Safety, Outcomes, and Innovation®' and The
Healthcare Imperative: Lowering Costs and Improving Outcomes.>
These reports echoed the need for improved evidence, coordi-
nated care delivery—and aligned incentives—concepts now cen-
tral to value-based healthcare. Subsequent policy initiatives, such

W 2026

as the Alternative Payment Model Framework, developed
through the Health Care Payment Learning and Action Network
under the guidance of Centers for Medicare and Medicaid Ser-
vices (CMS) Innovation Center (CMMI), provided practical path-
ways for operationalizing the value agenda across public and
private payers.

This manuscript explores the intersection of VBHC and HEOR,
highlighting their potential synergies and proposing actionable
recommendations to improve VBHC implementation practices.
ISPOR is in a unique position to address these points and, in doing
so, enhance healthcare systems’ understanding of VBHC as a
strategy to improve their effectiveness and resilience. This
dovetails with ISPOR’s new Vision and Strategic Plan 2030, which
seeks to expand the definition and use of value in decision
making, taking a “Whole Health” perspective and elevate the
perspective of HEOR from single technology assessment to health
systems. Closer involvement and engagement of HEOR in VBHC is
an important opportunity to achieve that vision.

As large-scale VBHC initiatives are adopted around the world,
they aim to align care delivery with how people are helped and
supported to improve health. This contrasts with care delivery
aligned to the performance of facilities, how medical specialties
are defined, or how current reimbursement (eg, fee-for-service)
and resource allocation work. When care delivery is structured
around improving health, there is a whole new array of potential
opportunities to offer high-value care at scale. However, there is a
need for tools and methods to assess the change brought by
VBHC initiatives. To do so requires a common understanding of
the determinants of value, how to measure outcomes and costs,
and what tools should be deployed in the pursuit. On the one
hand, HEOR can play a critical role in identifying those initiatives
which deliver better outcomes and sustainable costs. On the
other hand, HEOR can provide the information needed by deci-
sion makers to effectively drive healthcare system innovation
toward VBHC. To do so requires a clearer role of HEOR in relation
to VBHC implementation, which this manuscript will attempt to
provide.

One overlooked opportunity for synergy between HEOR and
VBHC is the identification and mitigation of“defectsiinvaliie,”**=
that is, avoidable sources of waste, harm, inequity, and inefficiency
that detract from overall system performance. Defects in value
often arise from misaligned incentives, outdated workflows, and
lackof woutcometransparencys»HEOR tools, including cost-
effectiveness analysis, budget impact modeling, and return-on-
investment frameworks, can be used to quantify the burden of
these value defects and evaluate the impact of redesign strategies
aimed at eliminating them.

This ISPOR Special Task Force (STF) worked to deliver guid-
ance on good practices in VBHC implementation, as well as
methodological guidance on how to effectively use existing HEOR
tools to drive VBHC initiatives forward. VBHC implementation
seldom considers state-of-the-art HEOR tools and there is little
mention of the field in published HEOR literature. Conversely,
HEOR advances are often not communicated in a way that is
available and relevant for VBHC practitioners; therefore, a bridge
is needed. In addition to concrete recommendations, we devel-
oped an “IMPACT” framework that may help VBHC practitioners
using the tools and experiences of HEOR experts in the design
and implementation of VBHC projects.

The scope of this ISPOR STF Report is to pragmatically syn-
thesize existing literature with expert perspectives into
consensus-based recommendations, building upon existing work
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including that of other ISPOR groups (eg, task force on the use of
health preference research to inform decision making). It takes as
a starting point existing definitions (without explicitly adjucating
between them), insights and learnings from experiments in
VBHC.'>?% Themes such as the development, verification, and
validation of consensus outcomes standards, which is central to
the work of organizations such as International Consortium for
Health Outcomes Measurements and the Core Outcome Mea-
sures in Effectiveness Trials Initiative, are already addressed by
other organizations and therefore will be excluded in this report.

We undertook a pragmatic mixed-methods approach to
identify academic and practitioner viewpoints of where HEOR
methods and concepts intersect with VBHC, including a targeted
literature review, semistructured interviews with key experts,
and an Expert Advisory Board survey with selected experts. This
multifaceted approach allowed us to compile a robust catalog of
insights, which informed the development of our good practice
recommendations.

We adopted the Porter-Teisberg definition of VBHC as a con-
ceptual framework for our approach, whichrdefinesivaluerasra
function of the change in health outcomes achieved per incre-
mentalrcosthThis model has been extended and operationalized
in various settings. For example, Teisberg et al® proposed a stra-
tegic implementation framework focused on care delivery rede-
sign and outcome measurement. National scale efforts, including
the Health Care Payment Learning and Action Network Alterna-
tive Payment Model framework and initiatives by the National
Academy of Medicine, have likewise advanced value-based
transformation by supporting multipayer alignment, promoting
care equity, and embedding continuous learning into healthcare
delivery systems.>58

The main objective was to synthesize salient (although not
necessarily exhaustive) knowledge across the VBHC and HEOR
domains, to better understand their interplay. Three types of
articles were considered for inclusion:

(1) Conceptual articles discussing and comparing VBHC and
HEOR: these were included to provide relevant background
information and understanding of conceptual similarities
and differences between VBHC and HEOR.

(2) White articles on VBHC implementation and evaluation:
these were included to provide the relevant context and
understanding of current (best) practices and challenges in
implementing and evaluating VBHC to which HEOR might
potentially provide helpful approaches, methodologies, or
insights (and vice versa).

(3) Empirical articles reporting outcomes of (implementation of)
specific multicomponent VBHC interventions: these were
included to understand what specific research methods and
outcomes were used and reported on in peer-reviewed ar-
ticles describing the results of specific multicomponent
VBHC interventions.

PubMed (for empirical and conceptual articles) and Google
(for white papers) were searched for articles published after the
year 2000 to capture a sample of articles that describes research
methods and outcomes of both mature and more recent VBHC
interventions. The searches were performed between September
2022 and September 2023.

ISPOR REPORT 3

For conceptual and white papers, we used relevant articles
known to the STF members as a starting point for bibliographic
and citation searches.**°**> For empirical articles, rather than
developing and performing a de novo systematic review which
was out of scope for the purpose of this report, we included a
subset of articles from 2 comprehensive systematic reviews**4>
that were recently published at the time of starting this special
taskforce and that contained the type of empirical studies we
were aiming to review. The subsets included articles reporting on
the application (rather than concept or development) of multi-
(rather than single-) component VBHC interventions'® and
bundled-payment type (rather than simple pay-for-performance)
VBHC models®° to reflect more comprehensive and integrated
VBHC interventions.

Separate data extraction forms were developed for each type
of article. Data were extracted by 5 authors (J.G., HM,, E.L, FG.,
and L.S.) and recorded in Excel®.

For empirical articles, a data extraction form was imple-
mented in SurveyMonkey (by K.L.). Examples of data extracted
from empirical articles include the VBHC components of the
intervention, design of the study, whether and what specific
types of outcomes (eg, clinical outcomes, patient-reported out-
comes) and costs (eg, medical costs, patient costs, productivity
costs) were measured, and whether any form of HEOR was
applied (albeit not necessarily called as such, eg, a comparative
analysis of costs and effects.). The data extraction form is pro-
vided in Appendix Table 1. Results of empirical articles were
analyzed descriptively (see Figs 1 and 2).

For the conceptual and white papers, the main data extracted
were the key insights reported (open text). These data were
analyzed qualitatively based on deliberation between the
authors.

Interviews were held with a range of experts from various
backgrounds, such as academia, clinical decision makers, gov-
ernment decision makers, pharmaceutical professionals, trade
association representatives, and management consultants, from
various geographies, including Brazil, Belgium, Malaysia, The
Netherlands, Portugal, Spain, Sweden, Switzerland, the United
Kingdom, and the United States. The interviews were semi-
structured to allow for an exploratory dialog with stakeholders
while intending to gather qualitative insights into concepts,
problems, and opportunities for HEOR to support the imple-
mentation of VBHC. All interviews were conducted by 2 authors
(1 interviewer and 1 note-taker), using a topic guide and data
extraction form (open text). The main topics included, but were
not limited to, the following: patient centricity, measurement of
costs and outcomes, leadership, benchmark and growth, man-
aging on value, VBHC and HTA, and implementation.

A group of 9 experts was invited by the STF based on their (1)
topical knowledge, (2) previous publications and communica-
tions about the topic, (3) global (geographic) representation, (4)
availability to respond to inquiries by the STF. The objective of the
Expert Advisory Board was to hone the shared principles be-
tween VBHC and HEOR, such as evidence-based decision making
and patient-centered outcome measurement, while also identi-
fying areas where their frameworks diverge. Advisory Board ex-
perts were then surveyed for their agreement with a set of draft
recommendations using a 5-point Likert scale (1 = strongly
disagree; 5 = strongly agree), as well as open text to provide
further comments and suggestions. Based on the responses we
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Figure 1. Components of VBHC interventions in empirical articles.
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refined the recommendations on the use of HEOR to support
VBHC implementation, as well as learnings from VBHC that HEOR
should consider in supporting its implementation.

Results

Literature Review

We included 109 articles, of which 10% conceptual articles,
29% white papers, and 61% empirical articles. This comprehensive
review brought to light the intersection of VBHC and HEOR, or
lack thereof. It also highlighted areas requiring further explora-
tion to refine the methodologies that support effective healthcare
delivery/outcomes assessment. A summary of evidence is pro-
vided below and further interpretation thereof in the following
sections.

The most common components of the VBHC initiatives re-
ported in empirical articles are cost and outcomes measurement,
patient centeredness, and the presence of a payment model, such
as bundled payments (Fig. 1). VBHC-enabling IT-platforms,
practice units integrated around a medical condition, and inte-
gration of services across facilities or geographic areas are less
frequently reported.

About two-thirds of the empirical articles report using some
form of HEOR (Fig. 2). For the majority this involves some form of
cost analysis, followed by comparative effectives analysis. A small
number of articles include an economic evaluation in the form of
a cost-effectiveness analysis.

Interviews

A total of 24 interviews were held. Characteristics of in-
terviewees (ie, professional background, organization, and

Figure 2. Usage of HEOR and types of costs and outcomes measured in empirical articles.
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country) are shown in Appendix Table 2. Below we describe the
results structured by the main topics discussed.

The fields of VBHC and HEOR have developed largely inde-
pendently. Although HEOR provides a body of tools and methods
to support the assessment of outcomes and costs, VBHC practi-
tioners often consider HEOR to be primarily targeted toward HTA,
resource allocation, pricing and coverage. It was acknowledged
that HEOR methods could be utilized more broadly if they were
described and applied in full cycles of care rather than from a
technology perspective. At the same time experts interviewed in
this study noted that VBHC has developed their own sets of
methods that could also be used in HEOR/HTA. They emphasize
that VBHC prioritizes improving value for patients, placing it in
the numerator, whereas HTA focuses on value for money, placing
thercostrintthernumerator (see Fig. 3). “Outcomes” in VBHC are
very specifically focused on those that “matter to patients,”
whereas HTA takes a broader perspective of “impact for patients,
healthcare and society” that considers outcomes from the per-
spectives of clinicians, providers and carers, family members, and
the broader population.

VBHC achieves its goal by examining and optimizing pro-
cesses of care across the full course of treatment. The objective is
to achieve better health outcomes, reduce complications and
avoid unnecessary procedures (waste), all of which often result in
lower costs. Although this can include the introduction of new
technologies and structures of care, the focus is on improving
patient outcomes in an existing setting. HTA makes allocation
decisions about whether to cover and pay for new technologies,
processes, and procedures, and must consider them in the
context of other treatment options across all conditions. Both
VBHC and HTA require consideration of opportunity cost, and the
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tradeoffs between current and future treatment options in the
face of uncertainty around long-term outcomes and cost.

VBHC considers outcomes to be multi-faceted and meaningful in
patients’ and families’ lives, during and after the full care pathway.
These measures can range from disease specific outcomes (eg, 5-
year survival, readmissions) to universal measures of quality that
incorporate considerations for equity, efficiency, etc (eg, waiting
times, accessibility, and satisfaction). On the other hand, HTA typi-
cally aggregates health gains (for patients and recently also care-
givers) into a composite measure of survival and health-related
quality of life (ie, health utility) such as quality-adjusted life-years
(QALYs) and disability-adjusted life-years, which facilitate direct
comparisons between different health conditions and technologies
for the sake of resource allocation within predefined risk pools.
However, these standard measures of clinical effectiveness may miss
other meaningful outcomes, such as ability to work, social func-
tioning, and caregiver burden. In chronic disease or disability con-
texts, patients may prioritize stability and support rather than
traditional clinical improvements, which translate into a value
framework that varies from conventional approaches to CEA.

One promising development to address these gaps in the
measurement of clinical effectiveness is the concept of Patient-
Centered Core Impact Sets (PC-CIS),"® proposed by portion of
ISPOR’s constituency. PC-CIS expands beyond traditional Core
Outcome Sets to include a wider range of patient-prioritized
impacts, such as financial strain, emotional well-being, social
participation, and caregiver effects, which are often omitted in
economic evaluations. Integrating PC-CIS into HEOR frameworks
can help better align assessments with the outcomes that matter
most to patients, thus enhancing the relevance and legitimacy of
VBHC to HEOR as a multidisciplinary science Notwithstanding
the relevance of patient preferences in HEOR, cost-effectiveness
analyses—a subset of HEOR often used to inform HTA—consider
population preferences in healthcare budget allocation decisions,

Commonalities and differences between VBHC and HTA and the role of HEOR.

AOutcomes ACost
VBHC: HTA:
ACost AQutcomes

Goal _____ Improvevalueforpatients S0 i Improve value formoney
Approach Examine processes of care Trade off health gain and opportunity costs
Outcomes ~ Explore broad set of outcomes that Single metric across treatments and

matter to patients conditions
Perspective Provider perspective, sometimes ™ Healthcare perspective, sometimes including
_______________________ including patient/ caregiver perspEEIEEIESRERE components .
Cost Eliminate resource use that does not Allocate cost within defined budgets to

contribute to patient outcomes maximise health outcomes
Payment Value based payments based on pafient Value based pricing and reimbursement for
_______________________ outcomes . ftechnologies andprocedures
Evidence Real world evidence, complemented by Systematic review of scientific evidence,

systematic review of scientific evidence

complemented by real world evidence

HEOR: Body of methods to support decision making in
healthcare considering health and economic outcomes
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whereas VBHC appropriately focuses on patient preferences and
experiences with healthcare delivery.

In VBHC, the cost perspective is typically that of a healthcare
provider/hospital or health system. HTA usually takes a health-
care sector perspective as defined by the US Panel on Cost-
effectiveness in Health and Medicine, which encompasses
transactional costs between the provider, payer, and patient, and
can also include some societal components, such as out-of-
pocket expenses. It considers the changes in resource use and
cost of the segment of care affected by the respective treatment
approach and ignores those costs that are presumed not affected.

VBHC and HTA both rely on evidence from clinical trials,
observational studies, and real-world experience to ground their
findings. VBHC typically starts from the actual clinical experience
and complements this with randomized prospective studies us-
ing patient outcomes and scientific literature.*”*® Although HTA
is often conducted at the time when a new technology is intro-
duced into clinical practice, in which most of the available evi-
dence comes from pivotal clinical studies, the use of real-world
evidence is increasing, eg, to construct external controls in case of
accelerated approval based on single-arm studies, or “coverage
with evidence development” approaches to reduce uncertainty
around longer term outcomes.

Although recognizing that VBHC and HTA have different pur-
poses, different inputs, and different scope of analyses, there are
nonetheless commonalities: both approaches aim to improve the
health of individuals and ensure the financial resilience of
healthcare systems. VBHC:and'HTA'promote transparency of what
is happening within healthcare and improve accountability. In our
work, we identified them as complementary in that improving
outcomes that matter to patients should be the primary objective
of any endeavor in healthcare while understanding how to opti-
mize collective investments in healthcare is a critical means to
achieve this objective in constrained financial environments.

(1) Incentive Design and Payment Models

A transition to VBHC implies that we not only transform
healthcare delivery but also evolve incentive structures so that
they reward the desired transformation. Perhaps given VBHC's
focus on care delivery and implementation, we found limited
crossover between VBHC and HEOR in our literature review; yet,
we identified a number of areas where HEOR could support a role
for VBHC in guiding the design of novel incentive structures.

e HEOR to identify incentives that enable value-based health-
care delivery: coupled with analyses of the new incentive
structures that VBHC innovators are using, HEOR's strengths
in incentive design could have powerful contributions to
VBHC.

e Learnings from HEOR and outcomes-based payment models:
recognizing the need for structural innovation (integrated
practice units, care solutions designed to remove current silo
boundaries, etc), HEOR can provide methodological guidance
on incentives design and learnings from real-world experi-
ence on outcomes-based contracting. HEOR can also model
the breakeven points where incentives (eg, pay-for-
performance, alternative payment models) should kick in to
remain sustainable for health system design.

e HEOR thought leadership and incentive design: Lastly, the
HEOR community, through its thought leadership, could
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accelerate the adoption of value-based incentives by joining

forces with VBHC leaders in engaging policymakers to create

the needed changes in structures and in resource allocation.
(2) HEOR and VBHC supporting Cost Analysis and Transparency

As seen in the literature, much of the implementation of VBHC
has centered around outcomes measurement and subsequent
improvements but less attention has been given to value-based
costing in publications. Leveraging HEOR methods to expand
the methodological toolkit and standardize its deployment for
simplicity and user-friendliness can enable broader imple-
mentation of value-based costing. Of note, we did not conduct a
specific literature search for healthcare accounting journals
where several of these examples may be published.

e HEOR techniques for comprehensive cost analysis in VBHC:
HEOR techniques can facilitate understanding of the cost of
entire care cycles (eg, HEOR microcosting techniques can give
cost insights into specific procedures, personnel time, and
resources in a given pathway). Also, comparison of micro-
costing with Time-Driven Activity-Based Costing analyses
would be helpful to uncover similarities and differences and
seek to define a common set of useful standards to deploy
across both fields of research.

e Transparency on costs, charges, and prices: VBHC analyses
are often conducted from the perspective of the respective
facility or healthcare system. Being clear on the relevant cost
perspective is important because in healthcare, costs,
charges, reimbursements, and prices are often mistakenly
discussed as one and the same.

o Establishing trust: measuring accurate cost information and
making it transparent increases trust. With the holistic pa-
tient perspective of VBHC covering the full cycle of care, we
could achieve better alignment on priorities and targets
across stakeholder groups for the benefit of patients and
system performance. This lays the basis for agreements on
reimbursement strategies with payers, suppliers, etc.

(3) Enhancing Methods and Data in VBHC through HEOR

HEOR frequently uses the QALY as a single index of health utility
that combines the key outcomes duration and quality of life. As a
result, HEOR analysis may miss other meaningful patient outcomes
and experiences. Quite often, these variables are averaged thereby
masking important differences between segments of patients. There
are multiple areas of synergies between VBHC and HEOR:

o HEOR:'canrbring'rigoritorVBHC methods to enhance the granu-
larity, precision and ultimately credibility of outcomes and ex-
periences specific and important to different patient populations
(eg, looking at the HEOR academic literature on preference
studies). For example, comparing a value-based outcomes
measurement in inpatient care (eg, 30-day readmission) is not
comparable to a value-based outcomes measurement in chronic
disease management (eg days of work missed).*® The develop-
ment of universal measures of patient preference in HEOR, such
as QALYs, offer apples-to-apples comparisons of separate health
interventions between cohorts and settings.

e There is, however, some pushback to the use of these universal
measures of health utility in VBHC based on the lack of
sensitivity of QALYs for patients with disabilities.’® As a result,
major programs investing in VBHC including the Patient-
Centered Outcomes Research Institute and the Medicare Drug
Price Negotiation Program are funded under legislative mech-
anisms that prohibit the use of QALYs.”"”? Notwithstanding
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this, VBHC can leverage HEOR methods to develop measures of
health utility and clinical effectiveness that are representative
to a broader spectrum of stakeholders.

Although this report aimed to emphasize how HEOR methods
can support VBHC implementation, VBHC can help expand the
integration of patients’ perspectives into the discipline of HEOR
and can complement value measures, such as those included in a
QALY. Integration can particularly benefit emerging HEOR
methods that incorporate multiple value elements into HTA
(besides simply costs and QALYs) that decision makers can weigh
based on the preferences of the local communities they serve, for
example, Generalized Risk-Adjusted Cost-Effectiveness, which is
a method in economic modeling that aims to reduce some
shortcomings of the QALY, and introduces nonconstant returns in
health in the creation of utility, as well as controls for non-risk-
neutral decision making (eg, incorporating value of hope, insur-
ance value, disease severity, and health equity); Health Years in
Total, which is a utility measure that also incorporates health
equity; Equal Value of Life Years Gained, which intends to over-
come equity issues in use of the QALY by providing all patients
equal QALY values; and Multi-Criteria Decision Analysis (MCDA),
which assesses value using mixed-methods.>>

All 9 advisory board experts completed the survey on the
proposed recommendations, with no items skipped. The range of

Recommendations.
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average scores per recommendation ranged between 4.00 and
4.33 showing strong agreement with each individual recom-
mendation. Aggregated across the set of recommendations, re-
spondents’ “agreement” and “strong agreement” averaged 86%
(range 78%-89%) showing limited variability in responses.
Table 1°* shows the resulting STF’'s recommendations for HEOR
to support VBHC implementation.

This report explored that HEOR and VBHC (Fig. 3) have
distinct, but related, objectives and paths, showing that there are
synergies between the 2 that can be leveraged to (1) support the
implementation of VBHC and (2) improve patient-centeredness
of HEOR (and thus be more relevant to VBHC implementation).
By recognizing the strengths of each approach, stakeholders can
capitalize on the advantages provided by HEOR’s methodological
rigor and VBHC'’s patient-centric focus. This should ultimately
result in enhanced patient outcomes while improving the sus-
tainability and efficiency of health systems.

This STF report has several strengths and limitations. Impor-
tantly it integrated insights from the academic and gray literature
with perspectives from a diverse group of senior experts engaged
in VBHC design, implementation, and evaluation and/or HEOR. Its
mixed-methods and consensus-based approach reflects the aim
to synthesize knowledge and surface areas of convergence and
disagreement and provide forward-looking guidance. The

(1) VBHC implementation can benefit from HEOR approaches to increase analytic rigor, transparency and consistency to its value

assessment:

(a) HEOR can support the development of standard outcome sets used in VBHC (eg, those of ICHOM), which aim to cover the full patient
pathway, incorporation of PROMs/PREMs and support outcomes-based contracting.

(b) Retrospective/prospective studies establishing a baseline measurement of outcomes and costs pre-implementation and compare
with after implementation (and/or include a direct comparator), ensuring that changes are measurable and meaningful.

(c) The cost perspective taken in VBHC (payer, provider, or societal) and the methodology used to estimate costs (eg, claims or financial

data) should be clearly reported.

(d) Experience from HEOR micro-costing and statistical cost-analysis techniques can help inform and complement the ongoing
development of VBHC costing methods such as TDABC to provide detailed insights into specific resource use within treatment
pathways, enhancing the understanding of costs throughout entire care cycles. This would also be valuable for HTA, especially with
regard to the measurement of costs as part of outcomes-based contracts.

(e) HEOR methodologies such as patient preference studies and multi-criteria-decision analysis (MCDA) can provide rigorous approaches
to combine patient outcomes with cost considerations, without necessarily reducing outcomes and costs to a single metric, such as a

quality-adjusted life-year (QALY).

(f) VBHC can further address uncertainties in its evidence base with robust sensitivity analyses, particularly when results inform decisions

about patient care pathways.

(g) VBHC Implementation studies could follow the example of HEOR reporting guidelines (eg, Consolidated Health Economic Evaluation
Reporting Standards [CHEERS], Husereau et al*“) to ensure transparency, comparability, and reproducibility of its results including

both outcomes and costs.

(h) Economic evaluation frameworks, such as Generalized Risk-Adjusted Cost-Effectiveness (GRACE), Equal Value of Life Years Gained
(evLYG), Health Years in Total (HYT), and Multi-Criteria Decision Analysis (MCDA), should be used to capture a broader array of value
elements, including patient preferences, health equity, and psychological impacts.>® These approaches can identify the costs and
opportunity costs of persistent value defects—such as avoidable readmissions, adverse safety events, overuse of low-value

interventions, and administrative friction.

HEOR tools should also be deployed to measure the impact of removing specific defects in value (eg, using budget impact analysis,

return-on-investment modeling, and real-world evidence collection) to demonstrate gains from defect mitigation strategies.

(2) HEOR (and HTA specifically) could benefit from VBHC expertise to adopt a more patient-centric approach:
(a) Utilize insights from VBHC to broaden HEOR methods and HTA practices to encompass entire care pathways, thus assessing the

impact and value of interventions more holistically.

(b) Apply patient-centered principles from VBHC to explore new areas of inquiry in HTA, eg, enhancing approaches to eliminate

healthcare inequities or projects on sustainability.

(c) Prioritize internationally agreed “outcomes that matter to patients,” eg, as those defined by ICHOM, to enable better alignment across
assessment models and stakeholder groups in the healthcare system.
(d) Incorporate VBHC's patient-centric perspective on outcomes used in HTA practices, enhancing the focus on patient-reported

outcomes and using real-world data.

(e) HEOR evaluations that integrate the concept of value defects can provide HTA with a framework to capture not only the clinical ef-
ficacy and cost-effectiveness of technologies but also their ability to reduce systemic inefficiencies. This includes quantifying the
avoided harms, system-level waste, and productivity losses stemming from unaddressed value defects.
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IMPACT Framework. Key considerations for incorporating value assessment methods from HEOR into VBHC design and

implementation for sustainable health systems.

|\/| Modeling

Patient-centered

Assessment Methods
T Transparency

targeted literature review was pragmatic rather than systematic,
and the expert inputs were purposively selected rather than
representative. Many of the recommendations are therefore
normative, reflecting collective expert judgment. These features
are intrinsic to the purpose of this STF report and should be
interpreted accordingly.

The field of HEOR offers methodological approaches that can
benefit VBHC design and implementation. The data-driven nature
and transparency of HEOR’s empiricism ensures that the models
and analytics undertaken are high predictive of actual health
outcomes that might emerge in VBHC implementation. This
transparency can also ensure buy-in from multiple stakeholders
that may be required for sustainable investment in VBHC,
including providers, payers, and patients.

Yet, to realize the full promise of VBHC, we must confront the
defects that are embedded in how we deliver care today. These
defects in value®® undermine the moral and economic founda-
tions of health systems.”® From preventable complications to
redundant diagnostics to inequitable access to services,”® each
defect is a missed opportunity to deliver better outcomes at
lower cost. HEOR provides the tools to expose and quantify these
defects, and to model the impact of their phasing-out on system-
wide performance.®?

In the same way that quality improvement once taught us to
see variation as a signal for redesign, economic evaluation can
now help us see defects in value as actionable levers for trans-
formation from inefficient healthcare delivery systems to VBHC
systems. Techniques such as budget impact analysis, return-on-
investment modeling,®" CEA,>” and novel measures of value (eg,
Generalized Risk-Adjusted Cost-Effectiveness, Health Years in
Total)*®>° can inform where interventions are most needed and
which yield the highest social return. In this way, HEOR supports
not only decisions about technologies or therapies but also the
redesign of care processes and the structures that support them.

Value-based healthcare, when viewed through this dual lens
of patient-centered outcomes and eliminating defects in value
can deliver on its promise to humanize medicine, optimize
resource use, and restore trust in our systems.

HEOR methods can test and calibrate incentive structures for VBHC
implementation to improve patient access and resource allocation (e.g.
alternative payment models, pay-for-performance)

HEOR modeling methods in biostatistics and economic evaluation can

be used to simulate and test the efficiency of VBHC design prior to
implementation to optimize performance

The incorporation of mixed methods in patient-centered outcomes
research (e.g. comparative effectiveness research) from HEOR can be
used to examine that VBHC design is benefiting intended consumers
Assessment methods in HEOR can bring data-driven empiricism to testing
the performance of VBHC design in an iterative process to ensure systems
are reaching and maintaining their intended goals

HEOR methods in costing are thorough and examine economic impact
from multiple perspectives to ensure alignment between the provider,
payer, and patient

HEOR methods apply empiricism that is transparent, allowing for key
stakeholders in VBHC design to provide input on their expectations and
calibrate systems to achieve goals for sustainable partnerships.

For this reason, we developed the “IMPACT” framework to
guide VBHC experts in the incorporation of HEOR methods to
best achieve a successful marriage of the 2 disciplines (Fig. 4).
Importantly, it is not a reporting standard or evaluative scorecard,
and it is not expected that any single VBHC initiative will or even
should use all methods listed. Instead, it is meant to support
considerations of how key HEOR methods can be used to support
VBHC in delivering high-value care to individuals in their
communities.
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