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EXECUTIVE SUMMARY 

Starting from five main key challenges faced in health care delivery in Europe that were also 

experienced during the project implementation, we have identified the outcomes needed and 

potential evidence-based pathways to transform current health care systems into value-based ones. 

These pathways rely on policies, services, and societal changes required to tackle current issues in 

value-based care provision and attain the expected results. 

The process of drafting the policy recommendations has followed a consensus-based procedure with 

participative workshops involving partners and the External Advisory Board (during project 

meetings), two external consultations with members of AGE Platform Europe, members of the task 

force on Dignified and Healthy Ageing, and local discussions at each pilot site. These activities plus 

the desk research and data collection from the pilots ensured a comprehensiveness and relevance of 

the recommendations in view of the diverse social, political and health care systems contexts across 

Europe.  

Among the main policy recommendations extracted from the ValueCare project are: 1. Facilitate the 

engagement and empowerment of older adults; 2. Co-define, co-monitore and co-evaluate the 

quality of care; 3. Enhance collaboration, coordination and communication mechanisms around older 

people’s living environments; 4. Focus on prevention, health and digital literacy; 5. Improve working 

conditions, satisfaction and wellbeing of health and social care professionals; and 6. Support 

alternative payment models that reward high quality care delivery. All these recommendations are 

aimed at improving the care provision enhancing a new paradigm of care: Value-base health and 

social care.  

The ValueCare policy recommendations in this document contribute to the discussions about value-

based care by putting forward practical policy recommendations illustrated with concrete 

experiences and quotes from the seven pilots implemented during the project. The aim of the Policy 

Recommendations document is to equip decision-makers at local, national and EU level with the 

knowledge built within VALUECARE and its policy implications to make best informed decisions 

about providing value-based integrated health and social care for older adults supported by ICT 

solutions. Moreover, the policy recommendations can serve as evidence to push for new EU 

directives, and inspire the national actions plans in the context of the European Care strategy. 
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1 Introduction to the ValueCare project 

Healthy ageing along with independent living have become fundamental challenges for Europe as all 

EU member states (and virtually every country in the world) are experiencing growth in the number 

and proportion of older persons in their population. Several international organisations (Council of 

Europe, 2014; International Longevity Centre Brazil, 2014; WHO, 2002) have remarked the 

importance of the independence, participation and autonomy of older people to remain healthy and, 

consequently, to ensure their quality of life.   

The WHO defines health as “…a state of complete physical, mental and social well-being and not 

merely the absence of disease”. The idea of health as the absence of disease has long been considered 

insufficiently broad and not covering all aspects of health. Unfortunately, it is at present likely 

unobtainable for many, particularly with the rise in chronic disease and an aging population, with 

many people with multi-morbidity and frailty who require a coordinated care plan involving numerous 

health providers, social and other care services. The concept of health promoted by WHO is also hard 

to measure, is not tailored to the individual and, according to some authors, of limited use for 

assessing whether a health system is providing value to citizens. Greater acknowledgment of areas of 

wellbeing providing wider value to older people and those with chronic illnesses, such as societal 

participation and coping capacity, may allow for a more practical and thorough assessment of value 

in healthcare, particularly in high-income countries. Shilton et al. (2011) propose a definition of health 

focussed on giving people the income, education, and power to control their lives, highlighting the 

role of supportive systems, environments, and policies in enabling health.   

In this context, ValueCare’s vision of healthy ageing is that any older individual in society can live the 

best life possible according to what they value, facilitated by access to high quality, person-centred, 

evidence-based and affordable health and social care services, supported by strong and integrated 

health and social services. ValueCare partners believe that taking an “enhanced value-based 

approach” (including not only health but also lifestyle and social care in the concept of value-based 

care) supported by secure and robust digital technologies will help to achieve this. In addition, the 

project will also take into account the job satisfaction and the wellbeing of the health and social 

service providers. Not only satisfying the Triple Aim, i.e. (i) improving the experience of care (including 

quality and satisfaction); (ii) improving the health of populations; and (iii) containing and potentially 

reducing, by means of a better use of the available resources, the per capita cost of care, which mainly 

focuses on the person’s side, but taking also into account the care providers and integrating their 

satisfaction in the job and wellbeing in order to truly optimize ValueCare’s performance.  
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1.1 Objectives of the project  

ValueCare addresses Horizon 2020 Call: SC1-DTH-2018-2020 – Digital transformation in Health and 

Care. The project aims to deliver personalised integrated (health and social) care services, better 

outcomes for citizens, improved care experience, improved staff satisfaction and greater efficiency in 

the use of resources and coordination of care in a setting that ensures trust of users and policy makers 

with regard to data access, protection and sharing and which can be replicated and deployed at large 

scale in other EU countries.  In alignment with the above, ValueCare will focus on the following general 

objectives:  

► Objective 1. To deliver efficient outcome-based integrated (health and social) care to older people 

suffering from cognitive impairment, frailty and multiple chronic health conditions in order to 

improve their quality of life (and of their families)   

► Objective 2. To contribute to the sustainability of health and social care systems in Europe   

► Objective 3. To provide a secure, scalable and robust digital solution for integrated care   
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2 Introduction to the deliverable 

2.1  Deliverable objectives and scope 

Many citizens in European countries are facing complex health conditions, multi-morbidity, physical 

and cognitive impairments in older age. Health services, health care professionals and caregivers 

often work under pressure and in an uncoordinated manner focused on the service delivery and not 

on the person. This makes people in need of care struggle to understand the care ecosystem. 

Europe has conquered longevity with 20% of its population aged 65 or more. In 2050, almost 30% of 

Europeans will be aged 65 with some member-states having almost 40% of people aged 55 (Eurostat, 

2020). To guarantee that older persons receive high-quality care services and assistance, we need to 

rethink care and change the current care delivery, payment, and strategy for public and private health 

care systems. 

The catastrophic framing of ageing and care disseminated nowadays is a missed opportunity to put 

forward a new narrative in which care is seen as a social right. Care needs are a human reality, and 

the problem is not related to ageing or the need of care but rather to the failure of our current policies 

to address them in an adequate manner and taking a rights-based approach (AGE Platform Europe, 

2021). Therefore, this deliverable wants to contribute to the discussions on why value-based care 

systems can be a valid pathway to ensure social justice and access to quality care as people become 

older. 

 

Objectives of this deliverable 

► To summarize the current challenges on the provision of care experienced during the 

ValueCare project. 

► To put forward practical evidence-based policy recommendations on the provision of value-

based care in the health and social care systems. 

► To contribute to the discussions about the delivery of value-based health care among 

different stakeholders.  

► To equip decision-makers, including policy-makers, at local, national and EU level with the 

knowledge built within ValueCare to make best informed decisions about providing value-

based integrated health and social care for older adults supported by ICT solutions. 

 

We will begin by delineating the primary challenges encountered in providing care across Europe, 

along with our perspective for the health and care systems (covered in chapter 2). Moving forward to 
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chapter 3, we will elucidate the methodology employed in formulating the policy recommendations 

and the results of the main activities done. Lastly, chapter 4 will present evidence-based policy 

suggestions aimed at various governmental tiers, all intended to enhance the implementation of 

value-based care.  

 

2.2 Relation to other WPs and deliverables 

This deliverable is strongly linked with the following WPs and deliverables, please see Table 1 

WP Deliverable Relationship 

WP2 
D2. 1 ValueCare concept, D2.6 and D2.7 
and D2.8 Report on the co-design 
activities for the ValueCareconcept 

These deliverables described the ValueCare concept, the 
outcome measures used in each pilot site which are 
relevant in this deliverable, as present the vision and the 
paradigm on value-based care followed within 
ValueCare project. This paradigm is the one enhance 
through D6.6 policy recommendations.  

WP4 
D4.3 Report regarding the 
implementation of ValueCare in 7 
European pilot sites 

D4.3 provided information about how ValueCare was 
implemented in the seven pilot sites which is valuable 
information for the policy recommendations.   

WP5 
D5.3 Intermediate preliminary analyses 
reports end-term, D5.4 Final pilot sites 
analysis report 

These deliverables provided information on the data 
collected, participants profile and effectiveness of the 
deployed ValueCare interventions. All the results 
extracted from WP5 have also fed the policy 
recommendations. 

WP7 All deliverables 

All WP7 deliverables are relevant for this report, as both 
WPs have worked together to gather information on the 
sustainability, exploitation and policy recommendations 
of the ValueCare outcomes. 

 

Table 1.  Relation to other WPs and deliverables 
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3 Key challenges in care delivery in Europe 

During the implementation of the project ValueCare, we were confronted with some key challenges 

that are reported across the member states (European Commission, 2021) and endanger the rights of 

older people mentioned in several international key documents, from the Universal Declaration of 

Human Rights (1948) and the United Nations Principles for Older Persons (1991) to the most recent 

ones like the European Pillar of Social Rights (2017). In particular, the following rights are affected: 

► Right to quality and affordable care are integral to ensuring older people can live in dignity 

and maintain their health and well-being. 

► Right to express the perceived value of care, respecting the opinions and experiences of older 

adults regarding the care they receive and ensuring their voices are heard and valued. 

► Right to be treated with dignity. 

► Right to autonomy and decision-making regarding our lives and care, reflecting respect for 

independence and personal agency. 

Issues such as unpreparedness for demographic shifts towards an ageing population, strains on the 

health care system, disparities in access to care among different socioeconomic groups, and 

undervaluation of caregiving roles pose substantial threats our rights when we age (EC, 2020; OECD, 

2019).  

As COVID-19 swept over Europe, exposing the shortcomings of the health and care sector and 

thousands of avoidable deaths occurred, society was called to reflect and restart. In 2021, the 

European institutions drew up an important report on long-term care that shown almost half of 

people in need of some form of care do not access it, primarily for financial reasons. Only one in three 

people in need of care had access to care services in their homes. In 11 EU member states, 60% of 

people using care services were at risk of poverty even after public support. This leads to the situation 

that 80% of care is provided by informal caregivers (unpaid relatives or friends that take time from 

their careers to fill a gap unfilled by formal services). Most of these carers are women, creating a 

gender inequality. Staff turnover, shortage, lack of training, situations of abuse and a large part of 

care relationships in the grey economy, make the change more urgent (European Commission, 

Directorate-General for Employment, Social Affairs and Inclusion, & Social Protection Committee, 

2021).  

In a tentative of reframing the sector, the European commission (2022) presented the European Care 

Strategy aiming to ensure quality, affordable and accessible care services across the European Union 

and improve the situation for both care receivers and the people caring for them, professionally or 

informally. A particular emphasis is paid to the long-term care provision and fair working conditions 
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and training for care staff. An important step for change that adds to other policy framework is from 

the United Nations and the World Health Organization as part of the UN Decade of Healthy Ageing 

(United Nations, 2020) and the Madrid International Plan of Action on Ageing (United Nations, 2022). 

However, it still remains a menu from which member states can choose their priorities and areas for 

action.  

People in need of care, their families, informal caregivers or the workforce are not finding current 

humanistic care systems (AGE Platform Europe, 2021). As a society, we are offering systems focusing 

only on addressing biomedical needs and managing patients, rather than empowering them to enjoy 

all their fundamental rights. Thus, Value-Based Health Care (VBHC) can be one important puzzle 

piece to meet the society we all want to age in. 

The ValueCare project has aggregated these main challenges into five dimensions for policy action 

based on a desk review, evidence from the pilots and the specific workshops done throughout the 

project for this deliverable : Accessibility, Structural Constraints, Delivery and Measurement of 

Quality of Care, Fragmented competencies and services, Ageism in care policies and services.  

Addressing these challenges require a nuanced understanding of the interplay between policy, 

practice, and societal attitudes towards ageing and health care provision (European Union, 2017; 

WHO, 2020). 

3.1  Accessibility 

It is estimated that on average in the EU 40 % of the 65+ population with functional limitations has 

not received adequate care. In countries with a lower supply of services, the level of unmet care needs 

was even higher (e.g., Bulgaria, Malta, Romania, Spain) (Eurofound, 2020).  

According to the Long-term care report prepared by the Social Protection Committee (SPC) and the 

European Commission (EC, 2021), 47.2% of people over 65 who needed help with their personal care 

and household activities reported the lack of services and financial reasons as being the main 

obstacles. Furthermore, the costs of care would put the majority of older people in the EU at risk of 

poverty if social protection did not intervene – and many experience poverty even after receiving 

financial support (Finance Watch, 2021). In most European countries, care is predominantly the 

domain of the family, mostly women, contributing to the gender inequality challenge (European 

commission, 2021). 

“There is a serious lack of access to services, and this is due to several reasons, such 
as financial strains in relation to health care costs, social and regional inequalities in 

access to and demand for care, and lack of family support. The time it takes to 
respond to people's needs is very long, and even after accessing a care service, the 

https://www.finance-watch.org/wp-content/uploads/2021/04/finance-watch-report-a-wrinkle-in-the-process.pdf
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waiting time is also very long.” - Reported in the Portuguese Local Workshop on 
Policy Recommendations 

Another challenge for older adults is that services may exist far from the community, only in 

institutional settings and/or be unaffordable. This is particularly true in rural settings where several 

social, economic and territorial issues impact older people living in rural areas like lack of public 

transport solutions. This raises questions concerning the costs (both public and private) of providing 

such services given the distances involved, the difficulty of recruiting staff and the viability and 

disproportionate costs that arise from serving a more dispersed rural population (European 

Parliament, 2020). For example, EUROMONTANA  (2020) has noted that in countries such as Greece, 

Sweden and Spain, more than 50 % of the population in mountainous areas live more than an hour's 

drive from the nearest hospital. 

The increasing digitalisation of the health care system and sometimes lack of digital literacy are also 

pointed as obstacles to have access to services in both rural and urban areas (Wilson et al., 2021). 

Digital technologies have a fundamental role to play in unlocking the full potential of older persons if 

developed and delivered in accessible formats. However, this is still not the case with research 

showing that older adults are overlooked in technological health research, being even more prevalent 

in older adults from racial or ethnic minorities and socioeconomically disadvantaged groups 

(Eurofound, 2019; Eurofound, 2021).  

Ultimately, if adequate home and community-based supports (including accessible housing options) 

are not available in the future, older adults may continue to be prematurely institutionalized, 

especially older people living in rural areas. 

3.2 Structural constraints 

Health and care resources planning is driven by safety and organizational needs above the wellbeing 

of people in need of care and their expected outcomes. Some important challenges are concerning 

the lack of coordination between health and social care, staff shortages and poor working conditions, 

insufficient funding and administrative barriers (WHO, 2022). 

Throughout Europe, and globally, formal long-term care is not typically seen as an attractive sector 

to work. Difficult working conditions, lack of training and low pay often generate high turnover among 

care workers, contributing to a negative image of the sector, and creating difficulties in attracting 

highly motivated, highly qualified care staff. Also in the health sector, the shortage of doctors and 

nurses in many countries is felt with problems of retention in public services (Fundamental Rights 

Agency, 2018).  
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“The older people need human contact, presence and warmth above all. The 
medical staff suffer from the growing weight of computerised administrative 

bureaucracy which consumes a lot of time to the detriment of care and physical 
presence with people.” - AGE Member from France during the 1st workshop to draft 

Policy Recommendations 

 

The regional report published by WHO/Europe in September 2022 warned of a “ticking timebomb” 

threatening health systems in Europe and central Asia (reference this report). The report highlighted 

that in 13 out of the 44 countries providing data, 40% of medical doctors are already aged 55 years or 

older, which poses a significant challenge to the sustainability of the workforce (reference).  

Bureaucracy has also been pointed as one of the common causes of the hight rates of burnout among 

physicians (WHO, 2022). This is also derived from the fragmentation of care and lack of coordination 

of health and social care work bringing additional challenges to the financial sustainability of the 

health care sector. 

According to Health at a Glance: Europe 2023 report (OECD, 2023), in 2021, 9.2% of the GDP of the 

OECD countries was devoted to health care. Germany and France dedicated the highest shares to 

health at over 12% of their respective GDP. Spain, Sweden, Austria, the Netherlands, Portugal and 

Belgium also spent over 10% of their GDP on health. On the other hand, work of informal carers has 

an economic value of between 2.4 and 2.7% of EU’s GDP (WHO, 2022). 

The need to strengthen health care financial policies in the Europe has been highlighted by 

experiences during the COVID-19 pandemic. Building quality in health systems is affordable for 

countries at all levels of economic development. Duplicate services, ineffective care and avoidable 

hospital admissions is proofed to generate waste of resources. According to the WHO (2022), an 

estimated 20-40% of health resources are deployed in ways that generate very few improvements 

and could be used much more efficiently. This inefficiency highlights the potential for significant 

improvements in health systems if resources are better allocated and managed.  

3.3  Delivery and measurement of quality of care 

There is a lack of shared European understanding of what quality in care means, and diverse and 

sometimes inadequate systems of quality monitoring that the ValueCare project tried to address 

(WHO, 2019). Early definitions of health care quality were shaped almost exclusively by health 

professionals and health service researchers. Only in 2018, WHO has defined that quality health 

services across the world should be: (1) effective: providing evidence-based health care services to 

those who need them; (2) safe: avoiding harm to people for whom the care is intended; and (3) people-

centred: providing care that responds to individual preferences, needs and values (reference).  
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The most common approach to monitoring quality in EU countries involves using a set of pre-

determined standards and requirements for the accreditation, licensing, or registration of providers. 

However, this approach mainly applies to residential facilities and rarely to home-based services. 

Information on the quality of care is sometimes gathered from user satisfaction surveys or an analysis 

of complaints, but this is not done systematically (Spasova et al., 2018). 

“One of the most important challenges is the definition of the quality of care and 
how the quality can be measured based truly on the definition given by older 

persons and their families, which is not too often defined by standards and metrics 
which are not considering the psychological and feelings from patients (pastoral 

care). This definition of quality of care from patients should be the centre point if we 
are talking about patient-centred care in the VBHC model.” – Reported by AGE 

Members during the workshop to discuss the policy recommendations 

 

In 2019, in a study on quality of health and care services in the EU (Eurofound, 2019) showed some 

improvement on the perception of quality by users in the EU-members. However, important barriers 

were still reported as excessive waiting times, financial issues and even perceptions of unequal 

treatment (e.g., rural vs urban) and corruption widespread in a number of countries (Hungary, Italy or 

Bulgaria). Both in primary and in hospital or specialist care, there seems to be more room for 

improvement in ‘softer’ quality aspects such as better informing or consulting people about their care. 

Improving work environments in health provider organisations can contribute to achieving this goal. 

3.4  Fragmented competencies and services  

Health and social care systems are known to operate in silos, with limited communication and 

coordination between different providers and organizations. This lack of integration can result in 

inefficient care delivery and difficulties in addressing the holistic needs of older people (AGE Platform, 

2021). 

Several challenges impede effective health care integration. Firstly, fragmented health information 

systems and poor interoperability among electronic health records hinder vital patient information 

exchange between care providers. Consequently, duplicated tests, incomplete medical histories, and 

inadequate care coordination ensue (WHO, 2022). 

Secondly, the increasing specialization within health care and social care exacerbates these 

challenges. While specialization enhances expertise in specific domains, it also fosters disjointed 

communication and coordination among diverse specialists. Thirdly, varying regulatory frameworks 

across specialties lead to discrepancies in training, qualifications, and care standards (Young & Smith, 

2022). 
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“There is a disconnection between the public health system and the social services 
system. Thus, problems that should be addressed from a more holistic point of view 

are dealt with in a fragmented manner, which means that they are not solved in 
their entirety. Moreover, this generates confusing situations for the citizen, with 

duplicities, bureaucratic and administrative complications and, in short, contributes 
to distancing the citizen from the system. The competencies of health professionals 
have been limited to medical consultation, but health is influenced by many other 

factors or determinants (social, climatic, environmental, community...) that are not 
considered.” - Reported in the Spanish Local Workshop on Policy Recommendations 

 

Lastly, health care funding and resource allocation typically prioritize specific areas, facilities, or 

services, neglecting comprehensive care integration. Consequently, older adults may encounter 

fragmented services that address specific needs but lack a unified, holistic approach to care delivery 

(Young & Smith, 2022). 

3.5   Ageism in care policies and services 

According to Global Report on Ageism done by the World Health Organization (2021), ageism is all 

“the stereotypes (how we think), prejudice (how we feel) and discrimination (how we act) towards others 

or oneself based on age”. In 2018, 42 % of Europeans perceive discrimination due to old age (being 

over 55 years old) as “very” or “fairly” widespread in their country (FRA, 2018). 

Despite the diversity of ageing, society and academics often describe and label all older persons as 

one homogeneous vulnerable group and care as a “challenge” result from an ageing Europe. As the 

term vulnerability is frequently interchangeably used with frailty, dependence, or loss of autonomy, a 

connection between older age and deficits is still promoted. The common public narrative on ageing, 

being viewed as an inevitable process of decline, often portrays older adults as frail, vulnerable, and 

dependent (Centre for aging better, 2021). It is now well established that ageing is a lifelong process, 

which involves both gains and losses due to the combination of biological, psychological, and social 

mechanisms (EU Report on Long-term Care, 2021). Personal traits like family background, gender, 

and ethnicity play a role in shaping the connection with these environments, resulting in disparities in 

health outcomes (Nivedita, 2024). Failing to address the diversity of older people conducts often to 

generic care and medical practices that in some cases even aggravate the physical and mental 

capacities of the people in need of care. 

A global systematic review by Chang et al. (2020) documented the impacts of ageism on health, 

revealing that ageism creates barriers to health care services and treatments. Age frequently 

determines who receives certain procedures and treatments, leading to issues such as restricted 

access to screenings, underrepresentation in clinical trials, insurance payment disparities, and the 

inappropriate use of medications. 
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Ageism was, indeed, associated with earlier death (Chang et al., 2020). The review of 422 studies 

across 45 countries found that ageism was linked to worse outcomes in 405 (96%) of the studies, 

affecting all examined health domains. These domains included longevity, illness, risky health 

behaviours, mental disorders, cognitive impairment, and social isolation. Additionally, the review 

revealed that older adults with lower levels of education are more susceptible to the health impacts 

of ageism (Chang et al., 2020). 

“In particular, regarding ageism it was noted how people's "values" do not always 
fall within those to which staff may be most familiar, for example people from very 
different cultures may have different ways of understanding the concept of health 

and accompanying death. It therefore also opens up many issues concerning ethical 
choices.” - Reported in the Italian Local Workshop on Policy Recommendations 

 

Ageing is a cross-cutting challenge and is intrinsically linked to poor quality driven by paternalistic 

practices, lack of involvement of older people in making decisions about their own care and the 

scarcity of rehabilitation and prevention as part of care systems and services (Inouye, 2021). The most 

important threat of paternalistic attitudes and overprotection behaviours are their likely 

consequences: the older adult's reduction of autonomy/capabilities, therefore, acting as a self-

fulfilled (Cimarolli et al., 2013). 

On the other hand, by not focusing on prevention and refusing the adoption of a shared decision-

making vision, health care systems fail to prevent the deterioration of physical and mental capacities 

or even aggravates such deterioration. A healthy lifestyle is only possible when it is accepted by the 

individual and is pointed as key to promote the social participation in society and save costs to the 

health care system (Lionisa & Midlov, 2017).  

Therefore, by framing care as a problem, limiting its access and offering uncoordinated services with 

questionable quality, society fails to explore more in depth the need to ensure healthy ageing 

throughout individuals’ lives and adopt a human-rights based perspective. Such approach could help 

not only to prevent care needs in the future, but to improve the social value of care and support as 

elements inherent to people’s lives.  

Valuing older adults benefits us all. In the context of health care, older people are often viewed as an 

economic burden on resources; however, the reality is that older people are the bedrock and 

foundation upon which our society is built, based on their past, current and future contributions to 

society and the economy (Inouye, 2021, p. 151). Older people provide strong contributions to the 

world economy, family support, caregiving, paid and volunteer work, and invaluable contributions to 

community infrastructure globally. Older people, with their wealth of experience and expertise, 
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should be recognised and by fostering their potential contributions, society can reap benefits that 

span across all generations. 

Furthermore, it is important that the resulting policy recommendations from the ValueCare project, 

are not only aligned with the global and European policies but also that respond to national and 

regional/local policies. For that reason, the process of drafting the ValueCare policy recommendations 

is based on consultations to different stakeholders at European but also at local level across the pilot 

sites participating in the project: Rijeka (Croatia), Valencia (Spain), Cork/Kerry (Ireland), Coimbra 

(Portugal), Treviso (Italy), Athens (Greece), and Rotterdam (The Netherlands), as it is described in the 

following section.  
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4 From research to policy 

Valuecare partners involved in the task (T) 6.4 defined a methodology based on the requirement from 

the description of action (DoA) of the project: “Based on the knowledge and result generated by the 

ValueCare project, a document with Policy Recommendations will be elaborated, including the evaluation 

of health and social outcomes, the efficiency of IT solutions tested during the projects, etc.”  

This chapter explains in more details the methodology designed and implemented to make sure the 

policy recommendations are taking into consideration diverse opinions, from different stakeholders, 

including older people, at national and European level and are in line with the results available from 

the Valuecare project. The chapter also provides the main results obtained in the activities 

implemented either to arrive to a first draft of these policy recommendations or to consult and 

confront stakeholders with the drafted version.  

4.1  Consensus-based procedure approach 

Starting with the knowledge and first results obtained with the implementation of the activities at 

pilot site level, a first internal workshop was organised to reflect on lessons learned and results 

achieved, basis of a first draft of the policy recommendations. The list of lessons learned were 

discussed with members of the project partner AGE Platform Europe during an online workshop, as a 

first discussion on the concept of value-based care, current challenges in health care delivery and how 

the ValueCare project can contribute to the shift of paradigm. 

► Workshop to draft policy recommendations and business models (M36 – 30 November 

2022; Milestone 14). 

Date: This workshop was organized on 25th of November 2022 in Valencia in the frame of the 9th 

Consortium Meeting of the ValueCare project. It lasted about 90 minutes. 

 

Participants: ValueCare Consortium partners and Advisory Board members 

 

Objectives of the workshop:  

o To agree on the objective and approach to the policy recommendations document 

o To agree on the dimensions/project outcomes to be included from which the recommendations 

must be extracted  

o To agree on the policy recommendations levels (and to whom it is addressed) 

o To brainstorm about potential policy recommendations 
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Agenda: The workshop was based on a group dynamic as a brainstorming exercise on the potential 

lessons learned from the ValueCare project. Participants were divided into three teams to brainstorm 

about the potential results from the project. Then, after 30 minutes, in a plenary discussion one 

representative of each team presented the ideas collected, which were discussed with the other 

teams. The questions posed to participants to foster the discussion on the lessons learned can be 

found in Annex I. 

Results: The outcomes from this workshop are available in Annex I. Among the main results were: (i) 

the identification of challenges by project partners and advisory board members in the current 

delivery of value-based integrated health and social care, in the current evaluation of health and social 

outcomes and in the current implementation of IT solutions; (ii) the opportunities identified by project 

partners and advisory board members of a value-based care system for the same 3 dimensions; (iii) 

the expected results from the project, as expected by project partners for the 3 dimensions and the 

barriers faced by ValueCare project to provide these solutions; and (iv) the list of general lessons 

learned, who to target with the policy recommendations and how to ensure the scale up of a Value-

base care model. 

 

► AGE Platform Europe consultation on policy recommendations (M38 – 31 January 2023; 

Milestone 15).  

Date: The consultation was organised online on 13 of December 2022 from 9:00 to 11:00 am CET 

through Microsoft Teams. 

Participants: ValueCare project partners and AGE members and experts 

Objectives of the consultation: To present and discuss the Policy Recommendations 

Agenda: It was an online meeting in which 1) an introduction on the ValueCare project was given by 

the project coordinator (Hein Raat, EMC) to participants; 2) the ValueCare project outcomes and its 

potential exploitation was presented by Natalia Allegretti (ECHAlliance); 3) ValueCare potential policy 

recommendations were shared by Tamara Alhambra (UVEG) with the audience; 4) Finally, an open 

discussion moderated by Marine Luc (AGE Platform) was organized. The complete agenda and the 

minutes of the consultation can be found in Annex II.  

 

Results: The outcomes from this first consultation on lessons learned from Valuecare are available in 

Annex II. The main conclusion coming from AGE members are validating the outcomes from the first 

internal workshop but reiterating the importance of making these recommendations more 
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understandable for older people, considering the human right dimension and insisting on the need to 

provide support for the implementation of IT solutions in this area. 

 

4.2    First draft and guidelines for policy recommendations 
workshops 

Based on the outcomes of these two events and the previous desk review/work from partners (i.e. the 

policy brief done by AGE Platform Europe in 2021 on Care), a first draft of the policy recommendations 

document was drafted by the ValueCare partners. See Annex III. It was decided to produce an easy-

to-read version in English of 4 pages which was produced and available on the platform Canva and on 

the website of the project.  

The first part of the document was listing the main challenges in the current health and social care 

system regarding older people. Then, it directly highlighted the value-based heath model system of 

the project as a possible solution. Together with the communication team of the project, it was 

decided to include pictures of older people to humanise the document and make it more attractive.  

The recommendations are organised in six blocks extracted from the previous workshops and 

consultations. Each main dimension offered concrete policy actions to be implemented. All in all, the 

policy recommendations intended to respond to the challenges listed in the first part of the 

document. The 4 pages document is available in Annex IV. 

To follow a consensus-based procedure to reach the final version of the document, a total of 8 policy 

recommendations workshops have been implemented: 1 per pilot site and 1 with AGE members.  

These workshops were organised with the objectives of:  

o Receiving input on the approach to the first draft of policy recommendations and challenges 

addressed. 

o Anticipating possible barriers and opportunities that can constrain or boost the implementation 

of a value-based system in the different levels of policy. 

o Brainstorming on concrete actions needed for the implementation of value-based care in 

Europe, from local and national governments to European institutions. 

o Exploring the setting of the different political landscapes and perspectives on the management 

of health care systems in the different EU member states. 

o Assessing the lasting sustainability of the Value-Based Healthcare intervention at each pilot site 

after the project concludes and to gather information on the pilot sites' willingness to invest 

financially in acquiring the project's commercially exploitable outcome. 
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In order to support pilot sites in the organisation and implementation of these workshops, partners of 

T6.4 produced guidelines for pilot sites. These guidelines available in Annex IV and include:  

(1) general overview of the context of the workshops;  

(2) objectives;  

(3) step by step guidance on the organization;  

(4) draft of the policy recommendations, with more provided details explained for each category of 

the recommendations;  

(5) list of resources to prepare and facilitate the discussions;  

(6) list of key questions to facilitate the discussions, and finally  

(7) reporting guidelines.  

 

The next section describes the results from these workshops.  

4.3   Results from policy recommendations workshops 

► Workshops for policy recommendations at pilot sites (M54 – May 2024 (guidelines provided 

M41 April 2023); Milestone 16) 

A total of 78 local stakeholders were consulted in 7 workshops from February to May 2024. 

Participants in each pilot site workshop ranged from 8 to 17. Local stakeholders included 

policymakers, decision-makers, professionals from social and health care, older adults and other 

stakeholders such as third sector members or associations.  

The workshops were conducted onsite or online and were based on the guidelines for the local 

workshops produced within T6.4. The workshops were intended to be interactive, and the following 

structure was followed:  

• Presentation of the objective of the workshop and briefly, the scope of the project/your role 

• Briefly introducion of the existing challenges that ValueCare is addressing 

• Definition of Value-Based HealthCare and the policy response proposed 

• Presentation of a  summary of the ValueCare policy recommendations 

• Open discussion (interactive and facilitated with key questions). 

• Conclusion and next steps 

The outcomes of each workshop are available in Annex VI and were organised in the following 

dimensions:  
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► Strengths of implementing a value-based care approach in your context: in this regard the 

pilots emphasized that among the strengths are systems that are of universal and public nature, 

quick access and availability, particularly a good primary GP care and easy access to primary care. 

Also, it is easier to implement value-based care when there is a good coordination of patient care, 

and professionals are good in collaborating and enthusiastic about value- based care and want to 

work on its implementation. Moreover, regarding value-based care approach it was highlighted 

that it provides a patient centred care as opposed to operational centred and it shows more 

interest and focus on prevention. Furthermore, it was noted that this approach seems more easily 

to implement than other types of changes proposed in the past.  

► Weaknesses of implementing a value-based care approach in your context: among the 

weaknesses for its implementation, it was noted the saturation of the system that obliges to 

dedicate efforts to day-to-day tasks and avoids working for a long-term vision. Also, the 

cooperation between professionals of different organisations is fragmented or challenging (using 

different ICT systems, different ways of working etc.) which represents a weakness, together with 

the resistance to change the way of working. Another weakness spotted was the change from 

multi-disciplinary to inter-disciplinary working which provides somewhat of a challenge especially 

for managers and health policy makers, along with the difficult access to financial resources to 

make implementation. Financing based on performed transaction and the added challenge that 

prevention is not a revenue model. In the quality measurement, the challenge was found in terms 

of ensuring that the measures used are not only quantitative, and there is a plan of action in case 

of bad quality that protects the person in need of care. 

► Concrete actions needed for the implementation of value-based care in your context were 

aligned with the noted challenges. The specific actions mentioned were: strengthening 

coordination at different levels and systems, while prioritising patient-centred care and adopting 

integrated care models. More focus on prevention, not just reaction. Think demand focused which 

must be supported by a mentality change and fostering a culture of innovation, and end ageism 

as well, together with implementing payment reforms and financing of the new way of working. 

More personnel and developing workforce skills, train professionals in the health care sector in 

the value-based health care paradigm were also mentioned as potential actions to overcome the 

challenges for implementing value-based care. But not only professionals, also education of the 

public and engaging patients, as well as collaboration efforts and alliances focused on 

neighbourhood, in order to be able to reach also the most isolated and peripheral parts of the 

system and to expand home care. More home visits and volunteering systems. Furthermore, this 

change must also be aligned with a good ICT support, establishing robust data infrastructure not 
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forgetting data protection. A good working and supportive ICT system for collective 

PROMS/PREMS and to discuss the results and for monitoring, which once implemented, a 

rigorous assessment of the VBHC impacts must be conducted.  

► Possible obstacles that are not considered yet: pilots emphasized that there is an actual 

shortage on the workforce and difficulties in the recruitment and retention of staff. Resistance 

from professionals to change the way of working which also entails lack of technological 

readiness, including among GPs. Another obstacle noted is the lack of agreement on outcome 

measures and definition of quality, which involved that finance of prevention is not arranged., as 

there are no measurable/tangible goals we can set for prevention, which it is difficult for the 

government/municipality, insurance companies. Finally, it was highlighted that care provision in 

the lower segments is not being seen and rewarded. The cases that older people in vulnerable 

situations are afraid of suffering consequences if they report situations of violence or low quality 

of the services, especially regarding informal caregivers. A possible solution would be to allocate 

time for home visits by professionals or volunteers. 

► Opinion on the use of ICT tools to support the value-based care implementation: pilots 

highlighted that the primary challenge lies not in data collection, but in the effective sharing of 

valuable information across various organisations and even within individual entities. Simple 

systems with clear visibility of information are essential in health care, which may facilitate access 

to transparent and easily understandable data, that is crucial for effective decision-making and 

patient care. Complex systems can lead to confusion and errors, hindering the delivery of quality 

care. Moreover, it was noted the need for ongoing education and communication efforts are 

crucial to familiarise both service users and staff with these technologies, promoting their 

effective utilisation. It was emphasised that ageism may be a key issue that will difficult the 

adoption, the correct use. Therefore, we need to fight not only ageism coming from health care 

systems and family caregivers, but also the internal ageism and lack of confidence/mistrust in 

their capability to use ICT tools. 

► Any other cross-country policy recommendations to be included: pilots mentioned that 

pioneers can be examples for others; thus, reinforcement of the storytelling is key to strength the 

societal benefits. Additionally, for professionals it is important making sure it doesn’t ask too 

much time investment from the health care provider. It could be essential to give examples on 

how it could be the focus on quality as financial incentive instead of quantity as a reimbursement 

indicator (in collaboration with insurance company e.g.). This kind of education must be 

integrated in all courses. Even, at schools can be educated differently not only care focused but 

more from the perspective of wellbeing and quality of life.  
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► Workshop for policy recommendations with AGE members 

On the 26th of June 2024, moderated by AGE secretariat, 12 participants, including 9 AGE members 

representing older people from the following countries: Belgium, France, Czech Republic, Turkey, the 

Netherlands, Norway, Italy, participated in the workshop. See Annex VII. 

Special focus was given to the need of implementing a more human rights approach in the 

recommendations and in the value-based health care system. One of the most important challenges 

reported, was the definition of the quality of care. Quality should be measured based truly on the 

definition given by older persons and their families, which is not too often defined by standards and 

metrics which are not considering the psychological and feelings from patients (pastoral care). This 

definition of quality of care from older people and their families should be the centre point if we are 

talking about patient-centred care in the VBHC model. Another challenge reported was the lack of 

space for dialogue and quality, trusty interactions between patients and health care professionals. 

Lack of education from health care professionals in empathy trainings accumulated with the excess 

of bureaucracy and underinvestment is a major problem for the sustainability of a system that is 

human and fair to older people in need of care. 

In summary, the consultation with AGE members confirmed the already mentioned critical issues in 

health care, including underinvestment, ageism, and a lack of person-centred care. To address these, 

the VBHC can be a strong alternative towards qualitative measures of care, increasing financial 

investment, and combating ageist attitudes. But AGE members recommend not to use only standards 

measurements to qualify the quality of care. Feelings, values expressed freely from patients need to 

be carefully considered without explicitly measuring it. Additionally, members recommend allocating 

resources for home visits, engaging volunteers. Regarding workforce, it is needed better resources 

planning and decreasing of the level of bureaucracy, promoting trust in their expertise and creating 

more attractive conditions to recruit new professionals. By prioritizing these changes, VBHC can work 

towards an integrated health care system that respects and meets the needs of older individuals. 

Based on the feedback and suggestions received during the consultations, we adapted the draft of 

the policy recommendations document (4 pages) to provide a new version which is more human-right 

oriented that is presented below. We also made a stronger focus on the quality of care, the need for 

more dialogue space and the decrease amount of bureaucracy without compromising safety and 

efficiency.  
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5 ValueCare Policy Recommendations 

Based on the identified current issues, lessons learned, and outcomes from different phases of the 

consensus-building process in ValueCare, we have extracted several policy recommendations. These 

recommendations are organized into six main policy areas. For each area, several pathways have been 

established based on policies, services, and societal changes necessary to address the key issues 

discussed in the previous chapter. A policy brief developed for dissemination purposes within the 

project is included in Annex VII.  

 

5.1 The final proposal 

We call policymakers to move to a value-based health and social integrated care system. Where value 

is measured by the improvement in the individual’s outcomes and experience of care relative to the 

cost of achieving that improvement. Older people define the perceived value of care and the quality 

of care received; they are at the centre driving the change. 

This new vision is based on a team-oriented approach to care and secure sharing of data so that care 

is coordinated, and older people’ outcomes and experience of care can be measured easily. It also 

focuses on the improvement of staff satisfaction and achieving greater efficiency in the use of 

resources.  

A rights-based approach involves redesigning care from the ground up. Instead of fitting individuals 

into existing care service structures, each person's right to live independently, along with their 

individual needs and aspirations, should be at the heart of their care plan. This vision of care 

emphasizes the right to independence and autonomy, universally empowering people in need of care 

to participate in and contribute to society. It requires taking individuals and their families seriously 

and including them in all decisions that affect them. Care should focus on rehabilitation and 

integrating each person into society, even when this goal may not be fully achievable (AGE Platform 

Europe, 2021).  

Where to start?  

#1 Facilitate Older People Engagement and Empowerment  

► Empower older people, their families and communities to actively participate in care decisions, 

by reconstructing trust, creating a safe space with time for dialogue, to express their perceived 

value and feelings about care received.  

► Encourage the co-development of personalised ‘ValueCare pathways’, with a multidisciplinary 

team and holistic approach, putting the values and feelings of patients at the centre.  
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► Fund awareness campaigns and trainings to fight ageism in the health and social care sector to 

grant greater consideration and respect for older people’s rights.  

#2 Co-define, co-monitor and co-evaluate the quality of care  

► Get inspired from ValueCare outcomes measurement reports, to define qualitative and 

quantitative standardised measures of patients' outcomes, including clinical, functional, 

psychological, and quality of life metrics.  

► Encourage mixed methods of measuring the quality of care (outcomes), in which results of these 

measures should always be interpreted with older people, and informal carers, based on 

Valuecare approach.  

► Make sure reporting data is safe and easily accessible to older people, care professionals and 

payers (e.g., insurance companies), to encourage transparency of costs and informed decision-

making.  

► Fund learning communities within and among health care providers to inspire each other on how 

to improve the quality of care.    

#3 Enhance collaboration, coordination and communication mechanisms around older people’s 

living environment.  

► Incentivise health and social care providers to collaborate, share information, and coordinate 

care, among themselves and with the community, to reduce bureaucracy, duplication of 

interventions and improve outcomes.  

► Invest in and promote the adoption of electronic health records (EHRs) and digital platforms to 

measure in real-time the co-defined value-based care outcomes indicators and experience of 

care.   

► Develop standards for care data exchange within high ethical patterns, to enable seamless 

sharing of older people’s information, across different health and social care settings.   

► Provide clear and transparent public information about data use, data protection and data 

treatment, for older people to be able to act and take evidence-based decisions.   

Promote cooperation, research and knowledge exchange in the field of value-based care at the 

European level, to become a global leader in accessible, affordable and high-quality standards of 

delivery of care, taking a right based approach.  

#4 Focus on prevention and population health and digital literacy.  

► Implement and fund preventive care measures, such as meaningful campaigns promoting healthy 

lifestyles, health and digital literacy trainings for all.   
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► Integrate a life-course approach, considering social determinants of health, including (digital) 

education, housing conditions, and nutrition, impacting care outcomes.     

► Aim at the elimination of practices that aggravate physical and cognitive decline, including 

restraints and inadequate medication prescribing.  

#5 Improve working conditions, satisfaction and wellbeing of care providers and professionals.  

► Increase attractiveness of the careers, ensure sufficient human resources, according to the trends 

demographic data.  

► Invest in the training and education of health and social care professionals to ensure they have 

the skills and knowledge needed to provide value-based care.  

► Promote the development and coordination of multidisciplinary teams including trained 

volunteers that can work efficiently together to provide comprehensive and holistic care.  

► Provide adequate resources and support to health and social care professionals, with an extreme 

attention to mental health and work-life balance, considering wider conditions e.g., childcare, 

transportation and pension provisions.  

#6 Support alternative payment models that reward high-quality care delivery.  

► Shift reimbursement models from fee-for-service to value-based payment systems, ensuring 

value through strategic purchasing (e.g., bundled payments for a specific episode of care; 

reimbursements based on outcomes, capitated payments per patient).  

► Give (non-)financial incentives that reward providers for achieving quality benchmarks, improving 

better patient outcomes and experience of care while reducing costs (e.g., reward providers for 

improving patient satisfaction, and implementing preventive care measures).  

► Fund research and evaluation efforts to assess the impact of value-based care initiatives and 

adjust policies accordingly. 

 

5.2 ValueCare Tools 

ValueCare project developed important tools that can support the implementation of the policy 

recommendations. These tools were designed to enhance the delivery of value-based health care and 

integrated care, offering practical solutions for older people and their families, health care 

professionals and managers.  

• VBHC Training Program & Consultancy 

The training program aims to offer a holistic approach to adopting Value-Based Health Care (VBHC). 

The Green Belt training intervention facilitates the adoption of the model in older people care and 
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adult population with chronic diseases. It is a step-by-step program designed to guide health care 

organizations from initial evaluation to certified VBHC implementation, ensuring that they can 

improve patient outcomes and increase care value.  

The Green Belt ValueCare Training will give the knowledge and skills to managers and experts about:  

1. The core concept of VBHC  

2. How to implement the VBHC in health and social care domains  

3. How to redesign the care pathway and define the value calculation and the cost reduction  

4. Define the role of the doctors and care teams within the VBHC Model  

It is a two-day training that is based upon the ageing domain and social care organisation's needs. 

VBHC has been created and implemented mainly in the health care domain, but it has not affected, 

in a sensitive manner, the social care one. That is why there is the need to have useful and flexible 

tools for the VBHC adoption also in the long- term care and in the home care service deployment. 

Alternative or parallel to this training, the project is studying the development of a   a comprehensive 

service for care unit certification according to the value-based health care model; through a VBHC 

consultancy service. This service includes the use of the VBHC assessment toolkit, Care Pathways 

redesign tool, and organizational organisational shift planning. These components are designed to 

facilitate a seamless transition to VBHC, ensuring that care units are fully equipped to implement this 

model effectively, thereby enhancing patient outcomes and optimizing health care delivery.  

• Methodology for Developing Integrated Care 

The methodologies developed in the project provide valuable guidance for creating integrated care 

systems based on value and improve the care experience. This includes the ValueCare pathway, co-

design methodology, data identification, and engagement strategies, among others. 

We developed an Engagement toolkit included in the D2.3 Engagement strategy for the Valuecare 

concept co-design start-term and D2,4 the updated version, available both in Valuecare website: how to 

map the local target population and the local stakeholders that support the VBHC implementation 

and transition.  

We offer a Codesign toolkit available in Valuecare website, included in the D2.3 Engagement strategy 

for the Valuecare concept co-design start-term and D2,4 the updated version that sets “how to”:  

organize and plan dedicated focus groups with the target users, informal caregivers, and formal ones. 

It includes items and sequences that should be followed and how to lead each codesign session and 

further data gathering, analysis and reporting. Moreover, it also includes information on how to set a 

World Café: how to set up a World Café session to engage local stakeholder and gather the highest 
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amount of information and feedback to shape the local collaboration among institutions and 

public/private care providers. 

The Metro mapping tool (https://metromapping.org/en/) has been chosen as a freeware and valuable 

methodology that allowed pilot partners to analyse the patient’s journey according to the five layers 

of the Metro mapping tool. The consortium created a specific set of items (10) for the entire patient 

experience’s measurement and adapted the Metro mapping tool accordingly. 

• ValueCare Book 

The book " The ValueCare experience: creating value for older people with chronic conditions in Europe 

with a transition towards outcome-based integrated care supported by technology" is a versatile 

resource suitable for health care providers, policymakers, researchers, and students. It offers 

information on the ValueCare project, explains the value-based approach to health care and social 

care, and describes innovative solutions piloted in the project. Additionally, the book discusses the 

challenges and opportunities of implementing value-based care and gives practical advice for those 

considering its adoption in their organisations or regions.   

The ValueCare Book is the unique in the manual panorama for the VBHC adoption.  Up to now after 

“Redefining health care” (Porter and Teisberg, 2006) and “Patient Priority”  (Larson et al., 2022) there 

are not any books aiming for the VBHC adoption in the social care domain. The book explores not only 

the model creation and deployment but also its adaptation in 7 clinical conditions and country specific 

health social care frameworks.   

It also explores how ValueCare interpreted the relevant client-reported outcomes measurement that 

were systematically collected using ICHOM standard sets, offering an evidence-based approach to 

measurement. These standardized measurements can serve as exemplary models for other projects. 

• ValueCare Digital Solutions 

The ValueCare digital solutions facilitate access to health and care data for individuals and 

professionals, contributing to the project's outcomes and follow-up processes. The ValueCare 

integrated platform consists of an infrastructure enabling the interaction among the different 

components of the ValueCare system such as the web Dashboard, the mobile app and the virtual 

coach. It allows to interconnect such modules with the repositories in which patients’ data are stored 

and maintained. For older people and professionals, this technology includes personalized and co-

designed care plans, provides functionalities such as lifestyle coaching and disease management (e.g., 

medication reminders), and presents further research opportunities. 

It includes three modules: 

► Web dashboard for professionals and older people 
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► Mobile Health App 

► Virtual Coaching Semantic-enabled digital solution 

The online questionnaires to measure older people’s outcomes were available in Generic Medical 

Survey Tracker (GemsTracker), a software that is developed for secure data collection. The results 

were later transferred to ValueCare softwares (Vida24). 

These tools and methodologies are essential for translating policy recommendations into practice, 

ensuring that value-based and integrated care becomes a reality for all. Know more about this section 

in www.projectvaluecare.eu 

 

5.3 Societal Benefits 

Pursuing for a health and care system that is based on value delivered and person-centred will lead to 

the following societal benefits supported by testimonies of ValueCare project’s participants:   

• Improved patient outcomes: allowing to meet the needs of diverse populations within 

society and encouraging the use of evidence-based practices, quality standards, and clinical 

guidelines to ensure that patients receive effective and appropriate care, itself leading to 

better health and well-being for individuals within society (Teisberg et al. 2020).   

“It helped me to be more aware of my quality of life and how to evaluate the data 
that I got from the smartwatch. Now, I am more motivated to have a healthier life 

and to track my health data. Everything was superb. The whole project was 
something new and it gave the skills to overview my health in a different way.” 

Older Person from the Croatian pilot 

 

• Better education among health care professionals regarding value-based care:  will 

enhance the quality of care and contribute to better health outcomes for individuals within 

society while emphasizing the efficient use of health care resources (Patel et al., 2012).  

"It was great to see how people really appreciated the fact that we have started 
from their needs and requests first, instead of just "giving" them the cure. It allowed 

me to learn how to listen better to people, deepening all those clinical and 
psychological interviewing practices that I had dealt with during my studies. I learnt 

how to manage a group of people and help them deal with their difficulties.'"  

Care Practitioner from the Italian pilot 

 

• Improved health and digital literacy and empowerment: by providing older individuals and 

their caregivers with the knowledge to navigate the health care system, they will make 

http://www.projectvaluecare.eu/
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informed decisions, and actively manage their health. This fosters empowerment, leading to 

better health outcomes and reduced health care costs (Shearer et al., 2012).  

" I am very grateful to MEDRI team that provided me with these tools as now I 
cannot imagine my life without them. Using the ValueCare digital solution gave me 

motivation to monitor my health efficiently." 

Older person from the Croatian pilot 

 

• Fights back against ageism: the value-based care approach combats ageism by respecting 

older people's preferences and aspirations. It promotes person-centered care, equal access, 

prevention, shared decision-making, comprehensive assessments, and tailored 

interventions, fostering a respectful health care environment and challenging ageist attitudes 

(Inouye, 2021).  

" It's never too late to learn. When you don't know, you learn! I like the projects from 
Cáritas because they bring knowledge to me. I believe the brain is stimulated by 

these things and is not idle.” 

Older person from the Portuguese pilot 

 

• Health and care systems are integrated, and professionals are better coordinated: the 

integration and coordination of professionals within the care systems lead to improved care 

experience, better outcomes for patients, greater efficiency in the use of resources and also 

take into account job satisfaction and wellbeing of the care provider (‘Quadruple Aim’) and 

better support for informal carers (van Engen et al., 2022).   

“Achieving an optimal relationship between the costs of care and the outcomes 
achieved by patients is possible if we improve the coordination of health and social 

systems, train professionals and transform care approaching the patient holistically 
as an active subject capable of influencing decision-making about his or her 

health.”  

Care Practitioner from Spanish pilot 

 

• Improved quality of care: by using common metrics to provide a standardized framework for 

evaluating health care quality and outcomes, it becomes easier to compare and assess the 

performance of health care systems. This promotes transparency, accountability, and the 

identification of areas for improvement. This coordination enhances also communication, 

reduces duplication of services, and promotes seamless transitions between preventive, 

acute, and rehabilitative care (WHO, 2018).  
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“This allows us, health care professionals, to provide personalized care and 
interventions based on health outcomes and real-time data. At follow-up 

consultations, I could see the positive changes in their habits and overall well-being as 
they were motivated to maintain their healthy lifestyle.” 

Care Practitioner from Croatian pilot 

 

• Enhanced digitalisation and better digital skills:  Improved digital infrastructure and skills 

enhance access to health care information, promoting equity and empowerment. Better 

digital workflows and online platforms streamline data processing, communication, and 

collaboration, increasing productivity and reducing administrative burdens, allowing more 

focus on value-added activities (Haleem et al., 2022).  

“If we can create, with the help of new technologies, a conducive environment in their 
homes, so that they can stay there and we can work with them in a way that they 
maintain and enhance some of their abilities, I believe we will have much happier 

older people for a much longer time.” 

Care Practitioner from Portuguese pilot 

 

• Reduction and transparency of health care costs: value-based care can contribute to 

reducing health care costs by promoting preventive care, care coordination, outcomes-driven 

practices, population health management, shared decision-making, and payment reforms 

that incentivize efficiency and quality. This shift in health care delivery models has the 

potential to create a more sustainable and cost-effective health care system (Porter, 2008, 

2010).  

“The platform is a good idea because we can have all the user's information compressed 
on the computer. These projects are beneficial for professionals as they develop tools that 

ultimately improve our daily lives.” 

Care Practitioner from the Portuguese pilot 

 

• Better health outcomes and enhanced quality of life: By eliminating practices that 

exacerbate physical and cognitive decline, health care providers can prevent unnecessary 

harm and promote better health outcomes, and individuals can experience a better quality of 

life, also for their families and communities. (WHO, 2021).  

“The ValueCare Project has been a good opportunity to keep us more active and 
learn more about technology. The project helped to focus a bit more on different 

aspects of health or nutrition, amongst others.” 

Older person from the Spanish pilot 
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In conclusion, the project ValueCare, with its tools and experiences, can serve as a starting point for 

realizing these societal benefits. By embracing a health and care system grounded in value and 

person-centeredness, improved older people’ outcomes can be achieved, serving our social rights. 

This approach combats ageism, integrates and coordinates care systems, and improves the quality of 

care. ValueCare can thus pave the way for a more sustainable and effective health care system that 

truly meets the needs of diverse populations within society.   
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5.4 All policy levels are implicated in the delivery of value-based care 

Furthermore, it is important to differentiate the role of European, national and regional/local 

policymakers in implementing this strategy. The goal of the ValueCare policy recommendation is 

supporting decision-makers in the field of health and social care. The knowledge and insights 

generated by the ValueCare project are aimed at equipping decision-makers at various levels with the 

information needed to make well-informed decisions about providing value-based integrated health 

and social care, supported by ICT solutions. Therefore, in Table 2 it is explained the next steps on how 

these recommendations could be used and implemented in the several levels of policy. 

Policymakers 
levels 

Expected improvements 
Recommendations 

(pathway) 

European 

policymakers 

To promote the value-based care 

approach in the health and social care 

systems and policies. 

To enter a dialogue with the Member States 

to discuss the perspectives on value-based 

care as an alternative to supply-driven care.  

To set up an “Alliance on value-based care”, 

e.g., under the European Care Strategy. 

To make sure that all funding opportunities 

under the EU budget including the Horizon 

Europe programme - Cluster 1: Health, 

consider closely value-based care approach. 

To promote further research on value-based 

care and help disseminate the research 

findings. 

To improve and standardised the value-

based care framework 

To provide EU regulations and guidelines on 

standardised outcomes measurements to 

appropriately monitor the implementation of 

value-based care within the EU care systems. 

Then, work jointly with Member States to 

facilitate mutual learning, share experiences, 

and follow up on actions taken in response to 

the EU regulations and guidelines (to be also 

set out in the relevant national action plans). 



ValueCare – D6.6 Decision-maker and policy recommendations  

Page 35 of 82 

 

National 

policymakers 

To define the concept of value for the 

health system (the intended 

contribution of the health system to 

wellbeing), transmitting that concept 

to all actors in the system.  

To design or update National Health Plan 

including the health system value, including 

specific objectives, monitoring performance, 

and ensuring that properly functioning 

governance arrangements are put in place to 

promote and assure the creation of all 

aspects of health system value. 

To develop national criteria for monitoring 

the implementation of value-based care and 

for measuring the value of the care delivered 

(based on the EU regulations and guidelines 

on standardised outcomes measurements). 

To promote the implementation of the 

value-based care approach in the 

national health care system 

To support a regionally balanced 

implementation of value-based care within 

the national care system.  

To provide appropriate resource allocation 

and funding sources to support the health 

system according to this concept of value. 

To offer training opportunities within the 

public education system (e.g., public 

universities degrees and postgraduate 

programmes) for care professionals to learn 

and to achieve the necessary skills to deliver 

value-based care. 

Local / regional 

policymakers 

To promote the implementation of 

value-based care in the local and 

regional care systems. 

To ensure effective participation of citizens in 

their care planning, making sure that their 

needs and preferences are heard by 

professionals.  

To help to set up advisory bodies providing 

guidance, technical assistance for citizens 

and professionals on value-based care 

delivery. 
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To improve health and social 

professionals’ motivation and 

willingness to work in coordination with 

other professionals and to engage 

patients into conversations about their 

care plan. 

To offer training in integrated care and value-

based care among health and social 

professionals. 

To disseminate good/best practice examples 

and showcases of an appropriated delivery of 

value-based care to regional and municipal 

authorities. 

To monitor health effects of policies 

implemented and ensure that these 

lead to health improvements. 

To adapt the national criteria locally or 

regionally for monitoring the 

implementation of value-based care and for 

measuring the value of the care delivered. 

Table 2. ValueCare policy recommendations at several levels of policy 
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6 Conclusions 

This document is fundamental because it lays down the potential pathways based on policies, 

services and societal changes that are needed to tackle the current issues on the provision of 

value-based care and to achieve the expected outcomes. The ValueCare policy recommendations 

in this document contribute to the discussions about value by putting forward practical policy 

recommendations. 

As a first step, the ValueCare project has undertaken a comprehensive approach to identify and 

address the challenges in health and care delivery for older adults. Five primary challenges in the 

provision of care were identified: lack of accessibility, structural constraints, issues in the delivery 

and measurement of care quality, fragmented competencies and services, and ageism in care 

policies and services. These challenges highlight the multifaceted nature of barriers in health and 

social care systems. 

Following the identification of these key challenges, the drafting of the ValueCare policy 

recommendations began using a consensus-based approach. This process included internal 

workshops to reflect on possible solutions that the project could offer, lessons learned and lived 

experiences, discussions with AGE Platform Europe members, and policy recommendation 

workshops held at each pilot site. The process was based on a strong stakeholder engagement. 

The project has emphasized the importance of engaging various stakeholders, including older 

adults, to ensure that the policy recommendations are comprehensive and inclusive. This 

engagement occurred at multiple levels—European, national, and local—across diverse regions, 

including Belgium, Croatia, Spain, Ireland, Portugal, Italy, Greece, and the Netherlands.  

Therefore, the ValueCare policy recommendations are rooted in thorough research and lived 

experiences from the project, including a desk review, pilot studies, and workshops, ensuring that 

they are well-informed and applicable to real-world settings.  

The main policy response extracted from this iterative and inclusive process, which ensured that 

the final recommendations are robust and widely supported, is that the care systems must move 

to a value-based health and social care system. Value equals the measured improvement in older 

people’s outcomes for the cost of achieving that improvement. This new vision for health and 

social care delivery is based on a team-oriented approach to care and secure sharing of data so 

that care is coordinated, and patient outcomes can be measured easily. It also shows to improve 

staff satisfaction and greater efficiency in the use of resources. In particular, the ValueCare policy 

recommendations highlight:  
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► The promotion of empowerment and engagement among older adults within the care 

system. 

► The importance of setting the lead on monitoring and evaluation of quality of care. 

► The enhancement of collaboration, coordination and communication mechanisms across 

sectors. 

► The importance of focusing on prevention and population health literacy. 

► The improvement of working conditions, satisfaction and wellbeing of care providers and 

professionals. 

► The support of alternative payment models that reward high-quality care delivery.  

In addition, the ValueCare policy recommendations are designed to align with global and 

European policies, while also being responsive to national and regional/local contexts. This 

alignment ensures coherence with existing policy frameworks and enhances the likelihood of 

successful implementation, as presented in this deliverable.  

To sum up, the ValueCare policy recommendations offer a strategic pathway for improving the 

provision of value-based care in health and social care systems. By addressing key challenges 

through evidence-based, inclusive, and well-aligned recommendations, the project aims to 

enhance the quality of care for older adults across Europe. The process underscores the 

importance of stakeholder engagement and a consensus-based approach in developing policies 

that are practical, effective, and widely accepted. 
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Annexes 

Annex I – Results and minutes of Workshop to Draft Policy Recommendations and Business 
Models  

The first activity organized to discuss the potential lessons learned was the workshop with 

consortium partners and Advisory board members in month 36 (November 2022). From this 

workshop subdimensions of potential lessons learned were identified: 

Dimension 
1. Delivery of value-based 

integrated health and social care 
2. Evaluation of health and 

social outcomes 
3. IT Solutions  

 

Identified 
Challenges 

 

• Government fragmented 

competencies/services 

• No working hours for research on 

primary care centres 

• Lack of communication between 

clinicians and social workers 

• No flexibility for implementing 

value-based care in primary care 

centers 

• Comparation of different 

pilot sites with different 

health conditions 

• Hard to translate ICHOM 

older person set to context 

of 7 pilots 

• Participants not equally aware about health and 

digital literacy 

• Lack of awareness on the benefit and why 

someone should use the solution 

• Lack of willingness among participants to change 

their lifestyle using the solution 

• Security and privacy concerns 

• Technology apprehension 

Opportunitie
s of a value-
based care 

system 

• Possibilities on community 

awareness/training between 

social/health services and 

citizens (added value from the 

social perspective) 

• Capitalisation of related local 

community activities in order to 

be aligned with the project. And 

activities from the project to 

support social/health care as an 

integrated service 

• Creation of local alliances 

• Questions are asked to 

participants are asked 

questions (acknowledged) 

• Relevant questions: opens 

up dialogue, can be used 

for benchmarking, are 

about what matters to 

patients 

• Presenting the 

methodology to evaluate 

digital health solutions 

• Monitoring of the patients by health care 

professionals: adds on usual-care 

• Reduces the workload of professionals  

• Facilitates the communication with the 

community and changes the mentality of 

communication with professionals 

• Digital education and Peer co-learning 

• Co-designing with health care and social 

providers is a strength Opportunity for better 

understanding of the improvements of quality-of-

life and how those could save costs 

• Opportunity for more visibility on the tech 

solution at a partner level, and earlier in the 

project process, to better understand how the app 

works and how it differs to region to region - 

which related to standardization. 
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Expected 
results from 
the project 

 

• Integrated social care 

• Promotion of exchange of 

experiences and care pathways 

between stakeholders (clinicians, 

social workers). 

• Rising awareness and visibility on 

the social work perspective on 

health. 

• Up to date information of local 

community and make 

professions aware of this 

information. 

• Defining the objectives ad-hoc to 

patients and emphasizing the 

prevention aspect. 

• Open opportunity for new 

models of procedures within 

social/health provision; new 

health care pathways.  

• New approach integrating not 

only physical but also social and 

psychological perspective on 

frailty. 

• Patient empowerment 

• Quantifying the value 

• Co-design to monitor and 

receive feedback 

• Questionnaires were 

developed and tested in 

different contexts 

• Methodologies to evaluate 

digital solutions 

• Value-based care 

methodology: creating 

care plans 

 

• Connection between the App dashboard and the 

smartwatch 

• Provision of the care plan within the app to 

participants 

• Offering educational materials (videos, games, 

quiz…) in the app 

• New features within the existing platforms 

• Digital literacy improvements for professionals 

and users 

 

Barriers 
faced by 

ValueCare 
project to 

provide these 
solutions 

• Resistance to change, lack of 

motivation among clinicians 

• Top-down leadership and lack of 

communication within the 

protocols to implement changes 

• Lack of training on prevention 

among clinicians 

• Efficacy validations 

• Digital gaps 

• Different technical systems 

to collect data no 

interoperable. 

• Questionnaire was time 

consuming 

• During the project, 

researchers help 

professionals, but this can 

be different from reality 

• “Endorsement” is needed 

from professionals to do it 

• GDPR complaints: data management complexity 

• Pilot complexity due to different requirements: 

communication and adjustments with each pilot 

site 

• Android and iOS versions 

• Lack of understanding WHO is engaging with the 

tech and the reasons for WHY they may not be 

using the data: getting qualitative data may help 

to understand the situation and further help to 

develop the app and have political buying 

(especially on a public level) 

 

First general lessons learned from Valuecare 

What are we trying to achieve with ValueCare:  

► Add value to usual-care: person-centered holistic approach 

► Improve health and wellbeing  

► Enhance the experience of care received among the target groups 

► Focus on dignity, respect and autonomy: loss of autonomy target group is considered 

► Harness the innovation and to apply it 

► Introducing digital solutions to target groups 
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Any other lessons learned:  

► It is hard to engage stakeholders because usually they don’t see the direct benefit. 

► What is the right question to ask and in which context? 

► Project is different from a clinic introducing value-based care. 

Who may benefit from ValueCare:  

► Professionals, patients and caregivers (enhance the experience of care). Important:  

► show proof of concept –> have a ‘champion’ as an example to show benefit. 

► Use incentives for professionals: performance-based? 

► Solution providers 

► Policy makers 

Who could implement it: 

► Public and private care providers: governments, private insurance 

► Regional and local networks/authorities: but cooperation is needed among them. 

► Associations 

► Should be in the national guidelines to have endorsement. 

What work needs to be done to scale it up:  

► Promotion of findings and approach 

► To provide scientific evidence that the solution works  

► (Evaluation) learning cycles 

► To make it adaptable to new cases 

► Smart advertisement 

► Funding and to find the market to scale it up. 

► Stakeholders’ engagement, including powerful stakeholders. 

► Value in health care stream within World Economic Forum (present ValueCare project 

there 

► Without standardization it will be difficult to implement on a national or an EU level 
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Annex II - AGE online workshop minutes - discuss first lessons learned from Valuecare 

The second activity organized to collect input for the policy recommendations was the AGE 

platform consultation in month 37 (December 2022). This consultation was attended by members 

and experts of this platform representing several older adults’ associations. From this consultation 

the following highlights regarding the implementation of a value-based health care system were 

received:  

► Importance of the continuity and sustainability of the ValueCare approach after the project 

ends. 

► Relevance of the care fragmentation in terms of health and social care when providing Value-

based care interventions.  

► Need of improving the communication between the various stakeholders and importance of 

having trained human resources and time to implement value-based care.  

► Relevance of knowing the benefits of the project expressed from older people’s perspectives. 

► Importance of human contact in the care provision, as this cannot only rely on technology 

such as robots, apps and mobile phones.  

► As the project is based on technology, some people are not able to use the coach (they cannot 

move or speak), so the ValueCare digital solution is not aimed to dependent people.  
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Annex III Preliminary policy recommendations 

Status quo 

Pathway  

Policies / services / societal changes The outcomes we need 

1. Not person-centred care but 
supply-driven driving to bad 

quality of care 

Health and Care resources 
planning is driven by safety and 
organizational needs above the 
wellbeing of people in need of 

care. They fail to respect or 
consult people’s needs and 

decisions.  

+ 

Ageism in care policies and 
services, which is a cross-
cutting challenge and is 

intrinsically linked to poor 
quality driven by paternalistic 
practices, lack of involvement 

of older people in making 
decisions about their own care 

and the scarcity of 
rehabilitation and prevention as 

part of care systems and 
services. 

Policy makers should ensure care is delivered by health and social care 

professionals focusing on the value of care rather than on the costs needed 

to deliver care.  

Health and Care services based 

on value delivered and person-

centred. 

They respect and contribute to realise older 

people’s aspirations and preferences. 

People receiving care are empowered and 

informed to make autonomous decisions 

around care and daily life. 

 

Care policies must promote that care services are strategically planned to 

adapt to the changing needs of individuals as they age and to the relevant 

patient reported outcomes supported by real-time data collection. 

Policy makers should encourage the training of professionals to understand 

what a value-based approach is, what are the benefits of it and how they 

can implement it, raising awareness about the benefits is needed, Thus, 

health and care policies should support improvements in undergraduate 

programmes. 

Policies supporting training on value-based care will lead to health and care 

professionals that measure the outcomes that not only are related to their 

specific medical condition(s) but also that matter to patients and will also 

guide them through their personalised pathway. Outcomes should be 

measured covering the full cycle of care. 

Policy makers should incentive Health and Care professionals to have a 

continuous, meaningful, and timely dialogue with older people in need of 

care so that care services are delivered around shared decisions and outcomes 

expressed by them. 
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Care regulations must promote autonomy. 

Policy makers should lead the paradigm shift in approaching ageing by 

raising awareness about ageism and supporting researchers and 

practitioners to address implicit ageism in society through their work. 

Additional investment is needed in the education for older people, their 

relatives, and caregivers. 

2 – Fragmentation of care with 
lack of quality evaluation 

driving to high costs 

 

Health and social care work in 
an uncoordinated and 

fragmented manner, focusing 
on the service delivery and not 
on the patient. Budgets, means 

and objectives are defined in 
silos. People in need of care 

struggle to understand the care 
ecosystem. This has a cost. 

+ 

Lack of monitoring and 
evaluation of the quality of 

health care services. 

+ 

Policymakers should ensure that patients are able to access in a timely 

manner all care services needed, ranging from health to social care and 

including palliative care. 

Care is integrated.                                                                               

All health and social care services and 

professionals coordinate smoothly. Informal 

carers are involved and supported. 

Health and Care services focused on deliver 

improved care experience, better outcomes 

for citizens, greater efficiency in the use of 

resources and also take into account job 

satisfaction and wellbeing of the care provider 

(‘Quadruple Aim’) 

 

Policy makers should guarantee that health and social care authorities and all 

care services work under a shared strategic planning: policies and budgets 

for health and social care are coordinated and pursue shared goals based on 

the value delivered. 

Policy makers should ensure a care plan is always defined with older patients 

using a team-based and holistic approach to help health and social care 

services to coordinate, including informal carers as well.  

Policymakers should support the development outcome-based benchmarks 

which should be conducted at local, regional, national, and European level. 

Implementing open, value-driven benchmarks with shared metrics, 

Policy makers could encourage the development of health information 

exchanges and other data sharing platforms to facilitate the exchange of 

patient data across different health care setting. Health and care services 
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Lack of motivation and 
flexibility for implementing 

value-based care in health and 
care centers. 

should incorporate digital platforms that can measure in real-time the 

relevant indicators of the outcomes to deliver the value agreed with the 

patient.  

Care policies should enable people’s access to their health and care data all 

the time in a clear and easy process with a person of reference to guarantee 

digital inclusion. Accessibility criteria should be also enforced in all digital 

services. 

When care delivery is supported by digital solution, policies and regulations 

must ensure high ethical standards and optimal data management. 

Policy makers should promote and financially support the creation of learning 

communities to stimulates active learning that drives improvement at 

individual and group levels. This environment encourages exchange of 

experiences and integration of care.   

3 – Inaccessibility of care  

Older people in need of care 
often lack access to services. 

Services may exist far from the 
community, only in institutional 

settings and/or be 
unaffordable. 

+ 

Costs remain largely a black box 
for payers and a blind spot for 

Public and regular monitoring of access and value delivered of services, 

across the territory, including in rural areas. 

Care is accessible and 

costs are transparent.                                                                                
It is available in the community and affordable 

for everyone, both in urban and in rural areas. 

Digital literacy and skills are addressed. 

Policy makers should push for a good understanding of the outcomes of care 

that contribute to a better access to care. 

Policy makers should measure costs at over the full cycle of care and the 

costs of doing nothing.  

Provide adequate public funding and investments for care services according 

to the value delivered.  
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managers. In most of health 
care organizations, there is 

virtually no accurate 
information on the cost of the 

full cycle of care. 

+ 

Technologies are not adapted 
nor integrated nor accessible 

Quality monitoring systems that put the focus on qualitative dimensions and 

on the quality of life of people. 

Policy makers should aim to development and improvement of social 

protection for care. 

Specific policies and funding that enable the transition to home and 

community-based care focus on the value-delivered. 

Improvement of working conditions in care – including training and offering 

of digital tools to reduce the workload of professionals – to increase the 

attractiveness of the sector and the quality of services. 

Policies should support lifelong learning for a digital world especially 

among older adults. 

4 – Lack of focus on 
prevention driving to late 

provision and costs 

 

Health and Care systems fail 
to prevent the deterioration of 

physical and mental 
capacities. 

Care practices sometimes 
aggravate such deterioration. 

Policy makers should promote benefits of prevention, including having a 

long-term vision on investment, rather than short term one on urgently 

provide care with high costs. 

Care services ensure 

prevention and 

rehabilitation.                                                              
Care policies have a life-course approach 

Government programmes, funding schemes and service management pay 

specific attention to and create incentives for prevention, rehabilitation and 

value delivered. Importance of having a common EU set of indicators for 

prevention, management of diseases and evaluation of outcomes.  

Health and care policies integrate fully a life-course approach, thus 

demonstrating and enabling the prevention of care needs. 
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Care policies target separately 
different age groups. 

Public and regular monitoring of access and value delivered of services, 

across the territory, and provide adequate public funding and investments 

for care services according to the value delivered. 

Policies should be aimed at the elimination of practices that aggravate 

physical and cognitive decline, including restrains and inadequate 

medication prescribing. 
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Annex IV – Preliminary 4-pages policy brief of the Valuecare policy recommendations 
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Annex V - GUIDELINES FOR LOCAL WORKSHOPS Addressing Policy Recommendations and 

Ensuring the Sustainability of Project Outcomes at Pilot Sites 
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GENERAL OVERVIEW 

Based on the lessons learned and all the work generated by the VALUECARE project, a first 

draft of Policy Recommendations has been elaborated and is ready to be discussed with 

different stakeholders. Their input will be valuable for the final deliverable 6.6 – Decision-

maker and Policy Recommendations. 

The aim of this deliverable is to equip decision makers at local, national and EU level with the 

knowledge built within ValueCare and its policy implications to make best informed decisions 

about providing value-based integrated health and social care for older adults supported by 

ICT solutions. 

The process of drafting the policy recommendations is following a consensus-based 

procedure with participative workshops involving partners and the External Advisory Board 

(during project meetings), an AGE platform consultation on the recommendations with its 

task force on Healthy Ageing and/or Dignified Ageing and local discussions at each pilot site 

in order to ensure the comprehensiveness of the recommendations in view of the diverse 

social and political contexts across Europe. 

In line with this approach, we are eager to utilise the opportunity to collect information from 

the pilot initiatives, which will support the sustainability of the project and provide insights to 

the Deliverable 7.4 - Strategy for VALUECARE replication and exploitation roadmap and 7.2 - 

ValueCare Business Models. 

OBJETIVE OF THE WORKSHOP 

In each pilot site, local workshops with 10 stakeholders will be organised to discuss and 
disseminate the first draft of the policy recommendations extracted from the knowledge and 
results gained from the ValueCare project. 

The stakeholders to be invited to join the workshop are policy makers or influencers (e.g., 

networks), decision-makers in the field of health and social care (e.g., hospital managers and 

board members), professionals working in the field of health and social care and older adults 

that might have access or influence among decision- makers. 

The specific objectives of the local workshops are: 

► To receive input on the approach to the first draft of policy recommendations and 

challenges addressed. 

► To anticipate possible barriers and opportunities that can constrain or boost the 

implementation of a value-based system in the different levels of policy. 

► To brainstorm on concrete actions needed for the implementation of value- based 

care in Europe, from local and national governments to European institutions. 
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► To explore the setting of the different political landscapes and perspectives on the 

management of health care systems in the different EU member- states. 

► To assess the lasting sustainability of the Value-Based Healthcare intervention at 

each pilot site after the project concludes and to gather information on the pilot sites' 

willingness to invest financially in acquiring the project's commercially exploitable 

outcomes. 

The outcomes of this workshop will include a report clarifying strengths and weaknesses of 

implementing a value-based care approach, concrete actions needed for the implementation 

and anticipating possible obstacles that are not considered yet. 

WORKSHOP GUIDELINES STEP BY STEP 

Target population: policy makers or influencers (e.g., networks), decision-makers in the field of 
health and social care, professionals working in the field of health and social care and older adults 
that might have influence or access to key stakeholders (at least 10 people should be reached in 
each local workshop). 

Duration: approximately 60-90 minutes. We advise to only spend 10 minutes on point 1-3 and 50-
80 minutes for the point 4-6. 

Deadline: January/2024 

Format: onsite or online. 

29th of March/2024 to report 

This workshop should be interactive and aimed at collecting the maximum input possible (e.g., 

divide the audience by small groups that will rotate by different questions/topics and in each 

group, there is one facilitator and one notetaker). 

Content: 

1. To present the objective of the workshop and briefly, the scope of the project/your 

role. 

2. To briefly introduce the existing challenges that ValueCare is addressing (more 

information in annex 1 – extract from the deliverable 6.6): 

a. Older people in need of care often lack access to services. 

b. Structural constrains as staff shortage, underfunding and lack of financial 

sustainability. 

c. Lack of monitoring and evaluation of the quality of the services delivered. 

d. The competencies/services are fragmented and uncoordinated. 

e. Ageism is still a cross-cutting challenge driving to poor quality in health and 

social care, lack of respect for older people’s equal right to autonomy, 

rehabilitation, independent living and participation. 
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3. To present the definition of Value-Based HealthCare and the policy response 

proposed: 

 

► Move to a VALUE-BASED health and social care system. Value is the measured 

improvement in the individual’s outcomes for the cost of achieving that improvement. 

Under value-based care agreements, older people‘s outcomes that truly matter to them 

are at the centre of health and social care delivery. 

► This new vision is based on a team-oriented approach to care and secure sharing of data 

so that care is coordinated, and patient outcomes can be measured easily. It also 

focuses on the improvement of staff satisfaction and achieving greater efficiency in the 

use of resources. 

 
4. To present a summary of the ValueCare policy recommendations. 

 

Important that pilot studies can gather and provide experiences/lessons learned from the pilot sites 

implementation to exemplify. 

 

Main Policy Recommendations (Visual brief attached) 

 

#1 Promote Older People Engagement and Empowerment 

► Empower older individuals, their families and communities to actively participate in care 

decisions by providing information, capacity-building and digital tools for shared decision-

making. 

► Encourage the co-development of care plans defined with older people and their families 

within a team-based and holistic approach, putting their outcomes in the centre. 

► Develop awareness campaigns to fight ageism in the health and social care sector. 

#2 Set the lead on monitoring and evaluation of quality of care. 

► Establish standardized quantitative and qualitative outcome measures taking an integrated 

value-based care approach. 

► Encourage health and social care providers to regularly report on beneficiary outcomes, 

including clinical, functional, and quality of life metrics. 

► Make this outcome data publicly available with the required safety and easily accessible to 

patients, providers, and payers to encourage transparency and informed decision-making. 

► Promote a culture of continuous improvement and learning within health care 

organizations. 

#3 Enhance collaboration, coordination and communication mechanisms across sectors. 

► Incentivize health and social care providers to collaborate, share information, and coordinate 

care to reduce duplication and improve outcomes. 

► Invest in and promote the adoption of electronic health records (EHRs) and 

development of platforms that can measure in real-time the relevant outcomes indicators to 

deliver the value agreed with the beneficiary, facilitating data exchange and interoperability. 
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► Develop standards for care data exchange to enable seamless sharing of beneficiary information 

across different health and social care settings, ensuring high ethical standards and optimal data 

management. 

► Implement robust data security and privacy measures to protect beneficiary information in an 

increasingly digitized health care landscape. 

► Provide clear and transparent public information about data use, data protection and data 

treatment for people to be informed about data and about the available services and policies. 

#4 Focus on prevention and population health literacy. 

► Prioritize preventive care measures, such as screening for chronic conditions and 

campaigns promoting healthy lifestyles. 

► Focus on addressing social determinants of health, including education, housing, and nutrition, 

which can impact health and social care outcomes. 

► Integrate a life-course approach in the design of a long-term vision for health and social 

care. 

► Aim at the elimination of practices that aggravate physical and cognitive decline, 

including restraints and inadequate medication prescribing. 

#5 Improve working conditions, satisfaction and wellbeing of care providers and professionals. 

► Invest in the training and education of health and social care professionals to ensure they have 

the skills and knowledge needed for value-based care. 

► Promote the development of multidisciplinary teams that can work together to provide 

comprehensive and holistic care. 

► Provide adequate resources for workers in the health and social care sector, including their 

capacity and mental health, paying attention also to employees’ wider conditions (e.g., 

childcare provisions; transportation provision; pension provisions). 

► Promote cooperation, research and knowledge exchange in the field of value-based 

care at the European level to facilitate networking, skills and knowledge sharing between health 

and social care professionals, researchers, policymakers and end- user representatives. 

#6 Support alternative payment models that reward high-quality care delivery. 

► Shift reimbursement models from fee-for-service to value-based payment systems, ensuring 

value through strategic purchasing. 

► Give (non-)financial incentives that reward providers for achieving quality benchmarks, 

improving better patient outcomes and reducing costs (e.g., reward providers for improving 

patient satisfaction, and implementing preventive care measures). 

► Fund research and evaluation efforts to assess the impact of value-based care initiatives and 

adjust policies accordingly. 

 

(More information on the societal benefits of adoption of such policy recommendations in Annex II 

to support your argument) 

 

5. Open discussion (interactive and facilitated with key questions). 

Important to prepare and facilitate the discussion that pilot sites look into existing plans, strategies, 

policies that are aligned with ValueCare policy recommendations in their countries. Here are some 

starting points: 

 

► Check the country report of the United Nations Economic for Europe (UNECE) that gathers 
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recent data of what each country is doing in terms of policies and programs to support 

older people: https://unece.org/mipaa20-country-reports. 

► A key European document regarding Long-term care that can be useful for the 

preparation of these workshops is the ‘The 2021 Long-term care report’, jointly prepared 

by the EC and the SPC, provides a state of play of long-term care provision and key 

challenges across the EU, having a country profile at the end of the document. Please find 

it here: https://ec.europa.eu/social/main.jsp?catId=738&langId=en&pubId=8396. 

► Important to know is also the ‘European Care Strategy’ from the European Commission - 

https://ec.europa.eu/commission/presscorner/detail/en/ip_22_5169 - which asks each EU 

Member state to draw concrete policy and actions to implement its vision of high-quality 

affordable long-term care to be delivered to the EC until May/2024. In September 2023, 

member States appointed national long-term care coordinators/contact points to design 

and monitor such national reforms that you can also find at the end of the page and could 

be important for national policy advocacy. 

► To stronger your argument on the needs, you can find useful statistical from for example 

unmet health care needs (page 170) in your country in the report ‘Health at Glance: Europe 

2022: https://www.oecd-ilibrary.org/social-issues-migration- health/health-at-a-glance-

europe-2022_507433b0-en or a recent document report requested by the committee on 

Employment and Social Affairs of the European

 Parliament, here: 

https://www.europarl.europa.eu/thinktank/en/document/IPOL_STU(2021)662 940 

► To better understand the The European Pillar of Social Rights, political framework that sets 

out rights and principles to create more sustainable and inclusive European societies, you 

can check: https://epsr-flashcards.eurohealthnet.eu/ Specially the principle 18 regarding 

long-term care. 

 

Key questions to facilitate the discussion (examples) Policy recommendations 

► How do you see the current challenges of the health and care delivery? With 

which do you struggle more? Do you miss any other from the ones presented? 

 

► How would you see this paradigm shift (going from volume-based care to value- based 

care) happening in your country? 

► What are barriers1 and facilitators2 do you believe might facilitate or hinder the transition 

from a traditional care model to a value-based care one? 

► What is your opinion on the use of ICT tools, such as the ValueCare digital solution, to 

support the coordination of care? What are the key aspects to take into consideration when 

developing these tools for professionals and for beneficiaries? 

► What would you need to happen at local, regional, national and European level to have 

a value-based approach? 

https://unece.org/mipaa20-country-reports
https://ec.europa.eu/social/main.jsp?catId=738&langId=en&pubId=8396
https://ec.europa.eu/commission/presscorner/detail/en/ip_22_5169
https://www.oecd-ilibrary.org/social-issues-migration-health/health-at-a-glance-europe-2022_507433b0-en
https://www.oecd-ilibrary.org/social-issues-migration-health/health-at-a-glance-europe-2022_507433b0-en
https://www.oecd-ilibrary.org/social-issues-migration-health/health-at-a-glance-europe-2022_507433b0-en
https://www.europarl.europa.eu/thinktank/en/document/IPOL_STU(2021)662940
https://www.europarl.europa.eu/thinktank/en/document/IPOL_STU(2021)662940
https://epsr-flashcards.eurohealthnet.eu/
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► Who should we contact to better disseminate the present policy recommendations? 

► Apart from the ones presented, are there any other cross-country policy 

recommendations (at local, national and EU level) that we should include? 

It would be interesting to explore different policy recommendations groups per the different 

countries. If you find relevant, you can focus the discussion or create different sessions focusing 

on one particular policy recommendation. For example, it might be more relevant for your 

national context to discuss the working force 

 

 

1 Examples: Resistance to Change, Lack of Financial Alignment, Limited Health Information Technology 

Infrastructure, Insufficient Patient Engagement, Fragmented Healthcare Systems, Uncertain Return on 
Investments, Inadequate Quality Metrics). 

2 Examples: (e.g Collaborative Partnerships, Health Information Technology, Patient Engagement, Regulatory Support, 
Aligned Incentives, Clinical Pathway, Provider Education and Training, Quality Metrics and Reporting, Patient-
Centered Care Models) 

conditions and deepen the detailed policy recommendations. This option is highly 

recommendable, but open to the pilot sites to follow a more directed approach or a stick with 

the general one. 

Sustainability 

► In the context of your local environment, what enablers and barriers can you foreseen 

regarding the sustainability of value-based care models if you could implement them? 

► Given your local context, would you be willing to invest financial resources to acquire 

technological solutions in support of a VBHC model? 

► Would you be interested in engaging in paid consulting and training services 

that can help you transition towards VBHC models? 

 
6. Conclusion and next steps 

 
The valuable insights and recommendations received during the workshop will be 

instrumental in shaping the final draft of policy recommendations and exploitation strategy. 

Therefore, it is worth to sum-up all the findings of the workshop and if possible, step up 

with the participants already the next steps. 

Examples: 

 

► Looking for future funding to continue ValueCare project at local level. 

► Policy Refinement: Collaboration with a team of experts to further research, data 
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analysis, and fine-tuning of the proposed policies. 

► Additional Stakeholder Engagement: Identify additional stakeholders or relevant parties 

who were not present at the workshop. 

► Pilot Programs: Consider gathering the interest for small-scale pilot programs to test 

the feasibility and effectiveness of specific policy recommendations in real-world 

health care settings in your country. 

► Public Awareness Campaign: to inform the public, health care providers, and other 

stakeholders about the proposed policy changes. 

► Collaboration with Government Agencies: Collaboration with relevant national and local 

government agencies to discuss the implementation of the policy recommendations. 

► Stakeholder Workgroups or task forces: Create focused workgroups or committees 

consisting of stakeholders who can provide ongoing input and expertise as the policy 

recommendations evolve. 

► REPORTING GUIDELINES 

 
After the discussions in each local workshops, pilot site leaders must report the results of the 

workshop to UVEG (task leader) by email or SharePoint. To facilitate the reporting of the results, 

a template is provided in Annex III. 

Once completed the reporting template for Local Workshops on ValueCare policy 

recommendations must be send by email to the task leader or uploaded in the ValueCare 

SharePoint. 

Further questions, please contact tamara.alhambra@uv.es. 

 

ANNEX I – Extract from the Deliverable D6.6. 

 

Key challenges in health care delivery in Europe 

During the implementation of ValueCare project, we were confronted with some key challenges 
that are reported in almost all member states: 

Challenge #1: Obstacles in the access to health care services. 

In a recent report requested by the committee on Employment and Social Affairs of the European 
Parliament, access of older people to medical services in EU Member States in 2021 has shown to 
be slowly improving on average. Concerning unmet medical needs, it decreased from 5.4 % in 2011 
to 2.5 % in 2019. However, there is still challenging national situations, as for example, Estonia (17.8 
%), Greece (13.6 %), and Romania (11.5 %) that reported still significant unmet health care needs 
due to distance, waiting times or financial reasons. As expected, during the COVID-19 pandemic, 
access to medical consultations deteriorated in all EU-27 countries. On average, 20 % of the 
population aged 50+ in the EU-27 did not receive medical consultation when it was needed. 

mailto:tamara.alhambra@uv.es
https://www.europarl.europa.eu/thinktank/en/document/IPOL_STU(2021)662940
https://www.europarl.europa.eu/thinktank/en/document/IPOL_STU(2021)662940
https://www.europarl.europa.eu/thinktank/en/document/IPOL_STU(2021)662940
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If we focus only on unmet care needs, in a report of Eurofound in 2019, it was estimated on average 
in the EU that 40 % of the 65+ population with functional limitations has not received adequate 
care. In countries with a lower supply of services, the level of unmet care needs was higher (e.g., 
Bulgaria, Malta, Romania, Spain). 

According to the Long-term care report prepared by the Social Protection Committee and 
the European Commission, 47.2% of people over 65 who needed help with their personal care 
and household activities reported the lack of services and financial reasons as being the main 
obstacles. Furthermore, the costs of care would put the majority of older people in the EU at risk 
of poverty if social protection did not intervene – and many experience poverty even after 
receiving financial support. In most European countries, care is predominantly the domain of the 
family, mostly women, contributing to the gender inequality challenge. 

Another challenge for older adults is that services may exist far from the community, only in 
institutional settings and/or be unaffordable. This is particularly true in rural settings where 
several social, economic and territorial issues impact older people living in rural areas like lack of 
public transport solutions. This raises questions concerning the costs (both public and private) of 
providing such services given the distances involved, the difficulty of recruiting staff and the 
viability and disproportionate costs that arise from serving a more dispersed rural population. For 
example, EUROMONTANA (the European Association of Mountain Areas) has noted that in 
countries such as Greece, Sweden and Spain, more than 50 % of the population in mountainous 
areas live more than an hour's drive from the nearest hospital. 

The increasing digitalization of the health care system and sometimes lack of digital literacy 
are also pointed as obstacles to have access to services in both rural and urban areas. The use of 
the internet by people aged 55-74 in EU countries is on average lower than that of the younger 
age cohorts. It is the lowest in Greece (50 %), then followed by Portugal (52 %) and Poland (58 %). 
Countries with the highest proportion of the older people aged 55-74 using the internet are the 

Nordic countries –Denmark (96%), Sweden, (94.13%), and the Netherlands (92%)9. Digital 
technologies have a fundamental role to play in unlocking the full potential of older persons if 
developed and delivered in accessible formats. However, this is still not the case with research 
showing that older adults are overlooked in technological health research,being even more 
prevalent in older adults from racial or ethnic minorities and socioeconomically 
disadvantaged groups. 

Ultimately, if adequate home and community-based supports (including supportive housing 
options) are not available in the future, older adults may continue to be prematurely 
institutionalized, especially older people living in rural areas. 

 

Challenge #2 - Structural constrains: staff shortage, underfunding and financial sustainability 
of the health care system 

Health and Care resources planning is driven by safety and organizational needs above the 
wellbeing of people in need of care and their expected outcomes. Some important challenges are 
concerned the lack of coordination between health and social care, staff shortages and poor 
working conditions, insufficient funding and administrative barriers. 

“The older people need human contact, presence and warmth above all. The medical staff suffer from the 
growing weight of computerised administrative bureaucracy which consumes a lot of time to the 
detriment of care and physical presence with people.” - AGE Member from France during the first 
consultation 

Throughout Europe, and globally, formal long-term care is not typically seen as an attractive 
sector to work. Difficult working conditions, lack of training and low pay often generate high 
turnover among care workers, contributing to a negative image of the sector, and creating 
difficulties in attracting highly motivated, highly qualified care staff. Also in the health sector, the 

https://www.eurofound.europa.eu/publications/report/2020/access-to-care-services-early-childhood-education-and-care-healthcare-and-long-term-care
https://ec.europa.eu/social/main.jsp?catId=738&langId=en&pubId=8396
https://ec.europa.eu/social/main.jsp?catId=738&langId=en&pubId=8396
https://ec.europa.eu/social/main.jsp?catId=738&langId=en&pubId=8396
https://www.finance-watch.org/wp-content/uploads/2021/04/finance-watch-report-a-wrinkle-in-the-process.pdf
https://bmcpublichealth.biomedcentral.com/articles/10.1186/s12889-021-11623-w
https://www.europarl.europa.eu/thinktank/en/document/EPRS_IDA(2020)659403
https://www.europarl.europa.eu/thinktank/en/document/EPRS_IDA(2020)659403
https://bmcpublichealth.biomedcentral.com/articles/10.1186/s12889-021-11623-w
https://www.eurofound.europa.eu/publications/report/2019/quality-of-health-and-care-services-in-the-eu
https://www.who.int/europe/publications/i/item/9789289058339
https://www.who.int/europe/publications/i/item/9789289058339
https://www.who.int/europe/publications/i/item/9789289058339


Page | 68 

 

 

shortage of doctors and nurses in many countries is felt with problems of retention in public 
services (Fundamental Rights Agency, 2018). 

The regional report published by WHO/Europe in September 2023 warned of a “ticking 
timebomb” threatening health systems in Europe and central Asia. The report highlighted that in 
13 out of the 44 countries providing data, 40% of medical doctors are already aged 55 years or 
older, which poses a significant challenge to the sustainability of the workforce. 

Bureaucracy has also been pointed as one of the common causes of the hight rates of burnout 
among physicians. This is also derived from the fragmentation of care and lack of coordination of 
health and social care work bringing additional challenges to the financial sustainability of the 
health care sector. 

According to Health at a Glance: Europe 2022 report, in 2020, an unprecedented 10.9% of the 
GDP of the European Union was devoted to health care, Germany and France dedicated the 
highest shares to health at over 12% of their respective GDP. Sweden, Austria, the 
Netherlands and Belgium also spent over 11% of their GDP on health. On the other hand, work 
of informal carers has an economic value of between 

2.4 and 2.7% of EU’s GDP. 

The need to strengthen health care financial policies in the Europe has been highlighted by 
experiences during the COVID-19 pandemic. Building quality in health systems is affordable for 
countries at all levels of economic development. Duplicate services, ineffective care and avoidable 
hospital admissions is proofed to generate waste of resources. Up to fifth of health resources are 
deployed in ways that generate very few improvements, which could be deployed much more 
efficiently (WHO, OECD and WB, 2018). 

Challenge #3: Delivery and measurement of quality of care 

There is a lack of shared European understanding of what quality in care means, and diverse and 
sometimes inadequate systems of quality monitoring that ValueCare tried to address (WHO and 
OECD, 2019). Early definitions of health care quality were shaped almost exclusively by health 
professionals and health service researchers. Only in 2018, WHO has defined that quality health 
services across the world should be: (1) effective: providing evidence-based health care services 
to those who need them; (2) safe: avoiding harm to people for whom the care is intended; and (3) 
people- centred: providing care that responds to individual preferences, needs and values. 

Nonetheless, the most common approach to monitoring quality in EU countries is the use of 
a set of pre-determined standards and requirements, for accreditation, licensing or registration of 
providers. However, this mainly applies to residential facilities and rarely to home-based services. 
Additional information on the quality of care is sometimes, but not systematically, taken from 
user satisfaction surveys or an analysis of complaints. 

In 2019, in a study on quality of health and care services in the EU showed some improvement on 
the perception of quality by users in the EU-members. However, important barriers were still 
reported as excessive waiting times, financial issues and even perceptions of unequal treatment 
(e.g., rural vs urban) and corruption widespread in a number of countries. Both in primary and in 
hospital or specialist care, there seems to be most room for improvement in ‘softer’ quality 
aspects such as better informing or consulting people about their care. Improving work 
environments in health provider organisations can contribute to achieving this goal. 

Challenge #4: Fragmented competencies/services in the health and care sector 

Health and social care systems are known to operate in silos, with limited communication and 
coordination between different providers and organizations. This lack of integration can 
result in inefficient care delivery and difficulties in addressing the holistic needs of older 
people. 

https://fra.europa.eu/en/publication/2018/shifting-perceptions-towards-rights-based-approach-ageing
https://fra.europa.eu/en/publication/2018/shifting-perceptions-towards-rights-based-approach-ageing
https://www.oecd.org/health/health-at-a-glance-europe/
https://read.oecd-ilibrary.org/social-issues-migration-health/delivering-quality-health-services-a-global-imperative_9789264300309-en#page2
https://apps.who.int/iris/handle/10665/327356
https://apps.who.int/iris/handle/10665/327356
https://www.who.int/publications/i/item/9789241565561
https://www.eurofound.europa.eu/publications/report/2019/quality-of-health-and-care-services-in-the-eu
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One of the main obstacles is the fragmented health information systems and the lack of 
interoperability between electronic health records that can hinder the exchange of crucial patient 
information among different care providers. This often leads to duplicated tests, incomplete 
medical histories, and suboptimal care coordination. 

On the other hand, health care and social care have become increasingly specialized, with various 
professionals focusing on specific aspects of care. While specialization can lead to better expertise 
in certain areas, it can also contribute to a lack of coordination and communication among 
different specialists. Additionally, with different expertise areas it comes the distinct regulatory 
frameworks which leads to differences in training, qualifications and standards of care. 

Finally, funding and resource allocation in health care systems do not favour the integration of 
care as they are normally directed toward specific areas, facilities, or services, often resulting in 
disparities in the availability and quality of care for older people. This can lead to fragmented 
services that cater to specific needs but lack an overarching approach. 

Challenge #5: Ageism in care policies and services 

Ageism is, according to the World Health Organization, “the stereotypes (how we think), prejudice 
(how we feel) and discrimination (how we act) towards others or oneself based on age”. In 2018, 42 % of 
Europeans perceive discrimination due to old age (being over 55 years old) as “very” or “fairly” 
widespread in their country (FRA, 2018). 

Despite the diversity of ageing, society and academics often describe and label all older 
persons as one homogeneous vulnerable group and care as a “challenge” result from an ageing 
Europe. As the term vulnerability is frequently interchangeably used with frailty, dependence, or 
loss of autonomy, a connection between older age and deficits is still promoted. The common 
public narrative on ageing, being viewed as an inevitable process of decline, often portrays 
older adults as frail, vulnerable, and dependent (Centre for aging better 2021). It is now well 
established that ageing is a lifelong process, which involves both gains and losses due to the 
combination of biological, psychological, and social mechanisms (EU Report on Long-term 
Care, 2021). Personal traits like family background, gender, and ethnicity play a role in 
shaping the connection with these environments, resulting in disparities in health outcomes. 
Failing to address the diversity of older people conducts often to generic care and medical 
practices that in some cases even aggravate the physical and mental capacities of the people 
in need of care. 

Documented in a global systematic review on the impacts of ageism on health, ageism leads to 
barriers in access or denial of health care services and treatments, with age being the primary 
factor determining who receives certain procedures and treatments (e.g., access to screenings; 
underrepresentation in clinical trials; insurance payment fees, inappropriate use of medications…). 

Research shows that ageism is, indeed, associated with earlier death. In fact, in the review done 
with 422 studies from 45 countries, it was found that in 405 (96%) studies, ageism was associated 
with worse outcomes in all the health domains examined. Some of the health domains include 
longevity, illness, risky health behaviours, mental disorders, cognitive impairment, and even 
social isolation. Furthermore, this review showed that older people with lower levels of education 
are more likely to experience the health consequences of ageism. 

It is a cross-cutting challenge and is intrinsically linked to poor quality driven by paternalistic 
practices, lack of involvement of older people in making decisions about their own care and the 
scarcity of rehabilitation and prevention as part of care systems and services (Inouye, 2021). The 
most important threat of paternalistic attitudes and overprotection behaviours are their likely 
consequences: the older adult's reduction of autonomy/capabilities, therefore, acting as a self-
fulfilled (Cimarolli et al., 2013). 

On the other hand, by not focusing on prevention and refusing the adoption of a shared decision-
making vision, health care systems fail to prevent the deterioration of physical and mental 
capacities or even aggravates such deterioration. A healthy lifestyle is only possible when it is 

https://www.who.int/teams/social-determinants-of-health/demographic-change-and-healthy-ageing/combatting-ageism/global-report-on-ageism
https://journals.plos.org/plosone/article?id=10.1371/journal.pone.0220857
https://www.europarl.europa.eu/thinktank/en/document/IPOL_STU(2021)662940
https://www.nature.com/articles/s43587-020-00004-4
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accepted by the individual and is pointed as key to promote the social participation in society and 
save costs to the health care system (Lionisa and Midlov, 2017). 

In a report forecasting the possible future of health care system, it is estimated that the expense 
could be reduced by about 30 percent over the next two decades with more timely and 
consistent application of interventions available today. Moreover, it suggests that two-thirds of 
the improvement opportunity lies in areas of health promotion, prevention, health literacy, 
and healthier environments with more consistent, comprehensive, and early use of widely 
available and highly cost- effective strategies. 

Conclusion 

In a nutshell, by framing care as a problem, limiting its access and offering uncoordinated 
services with questionable quality, society fails to explore more in depth the need to ensure 
healthy ageing throughout individuals’ lives and adopt a 

human-rights based perspective. Such approach could help not only to prevent care needs in the 
future, but to improve the social value of care and support as elements inherent to people’s lives. 

Undervaluing older adults endangers us all. In the context of health care, older adults are often 
viewed as an economic burden on resources; however, the reality is that older adults are the 
bedrock and foundation upon which our society is built, based on their past, current and future 
contributions to society and the economy. Older people provide strong contributions to the world 
economy, family support, caregiving, paid and volunteer work, and invaluable contributions to 
community infrastructure globally. Being a source of experience and expertise to 
neighbourhoods and workplaces, older adults represent an underutilized source of 
intergenerational competence and knowledge. Thus, valuing and enhancing the potential 
contribution of older people to society will ultimately realize benefits across generations. 

With the aim of designing and delivering health and care tailored on the individuals’ needs and 
adapting over time and across different levels of the health and care system, the following 
chapters will, anchored on a human-rights based approach, set the pace on how care can 
empower and promote a healthier population across the lifespan. 

ANNEX II – Extract from the Deliverable D6.6. on Societal Benefits 

 

Societal benefits 

The information presents the societal benefits if the policy recommendations extracted from 
ValueCare are followed. 

For policymakers, health care systems and professionals 

Health and care systems are integrated and professionals are better coordinated: the integration 
and coordination of professionals within the care systems may lead to improved care 
experience, better outcomes for patients, greater efficiency in the use of resources and also take 
into account job satisfaction and wellbeing of the care provider (‘Quadruple Aim’) and better 
support for informal carers. 

Improved quality of care: By emphasizing outcomes and value, health care systems strive to 
provide high-quality care to patients. This involves monitoring and measuring health care 
performance indicators, such as patient satisfaction, clinical outcomes, and safety measures. 
By continuously monitoring and improving quality, health care systems can deliver safer, 
more effective, and patient-centered care, ultimately benefiting the entire society. 

Continuous monitoring access and value delivered of health care services: this is crucial for 
ensuring quality care and optimizing outcomes. Continuous monitoring allows health care 
systems to identify disparities in access to care and to identify areas for improvement. This 
information can then be used to implement targeted interventions to ensure equitable access for 

https://pubmed.ncbi.nlm.nih.gov/28762840/
https://www.mckinsey.com/industries/healthcare/our-insights/how-keeping-health-a-priority-is-a-prescription-for-european-prosperity%23/
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all individuals in the population. In addition, monitoring access and value helps health care 
systems adopt a patient- centred approach. By soliciting patient feedback and measuring patient-
reported outcomes health care providers gain insights into patient experiences and preferences. 

Efficient resource allocation: focusing on outcomes and value helps health care systems optimize 
the allocation of limited resources. By identifying interventions and treatments that deliver the 
best outcomes at a reasonable cost, health care providers can ensure that resources are used 
efficiently. This can help reduce wasteful spending, avoid unnecessary procedures, and prioritize 
cost-effective interventions, resulting in better resource allocation across the health care system. 

Reduction and transparency of health care costs: value-based care can contribute to reducing 
health care costs by promoting preventive care, care coordination, outcomes-driven 
practices, population health management, shared decision- making, and payment reforms 
that incentivize efficiency and quality. This shift in health care delivery models has the 
potential to create a more sustainable and cost- effective health care system. 

Better education among health care professionals in regard to value-based care: education on 
value-based care equips health care professionals with the knowledge and skills to deliver high-
quality, patient-centred care, optimising patient outcomes, enhancing the quality of care, and 
contributing to better health outcomes for individuals within society. In addition, education on 
value-based care emphasizes the efficient use of health care resources, which may help 
minimize health care costs while maximizing the value and effectiveness of health care 
services. 

Enhanced digitalisation and better digital skills: with better digital infrastructure and skills, 
individuals can access health care information. This improved access promotes equity, empowers 
individuals, and ensures that essential resources are readily available to all members of society. 
Moreover, improved digital workflows, and online platforms facilitate faster and more accurate 
data processing, communication, and collaboration. This increases productivity, reduces 
administrative burdens, and frees up time and resources for more value-added activities. 

 

Promoting a society for all ages: the value-based care approach can contribute to combating 
ageism within health care systems, as it considers and respects older people’s aspirations and 
preferences in terms of care. By adopting a value-based care approach, health care 
professionals can actively combat ageism by promoting person-centred care, equal access, 
prevention, shared decision-making, comprehensive assessments, and tailored interventions 
for older adults. This contributes to a health care environment that values and respects older 
individuals and challenges ageist attitudes and practices. 

 

For patients 

Improved patient-centred care: emphasizing outcomes and value encourages a patient-centred 
approach to health care. This involves involving patients in decision- making, respecting their 
preferences and values, and considering their individual needs and goals. Patient-centred care 
promotes shared decision-making, improves patient satisfaction, and leads to better health 
outcomes. By valuing patient perspectives and preferences, health care systems can better meet 
the needs of diverse populations within society. 

Better health outcomes and enhanced quality of life: By eliminating practices that exacerbate 
physical and cognitive decline, health care providers can prevent unnecessary harm and promote 
better health outcomes, and individuals can experience a better quality of life, also for their 
families and communities. Moreover, the elimination of practices that aggravate decline, 
supports healthy aging. 

Improved health literacy and empowerment: health education equips older individuals, their 
caregivers and relatives, with the knowledge and skills to understand and navigate the health 
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care system. It helps them comprehend important health information, make informed 
decisions, and actively participate in managing their health. Moreover, additional health 
education also encourages older individuals to take an active role in their health, fostering a sense 
of empowerment and control. This, in turn, leads to better health outcomes and reduced health 
care costs. 

Care provided is accessible: accessible in terms of available in the community and affordable for 
everyone, both in urban and in rural areas, and in terms of digital literacy and skills. 
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Annex VI - Reports of Local Workshops on Policy Recommendations 
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Polibienestar Research Institute - Universitat de València 
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ATHENS (Greece) PILOT SITE 

ANNEX III - Local Workshops on ValueCare policy recommendations – Reporting template 

Date of the local workshop: 24/04/2024 

Place: [online / onsite]: Online 

Duration of the local workshop: 100’ 
Participants: 11 

Participant profile N Additional information 

Policy makers 2 One participant was the Director of Safety and Risk Management in Healthcare Services, National Agency for Quality 
Assurance in Health (ODIPY S.A.) and one was a manager from the Ministry of Health the CEO 

Decision-makers (e.g., hospital 
managers and board members) 

4 One participant was a hospital manager from a large hospital, one participant was a member of the board of directors in 
a hospital, one participant was a director from EOPYY (The National Organization for Health Services Provision), and 
one was the CEO and President of the Board of Directors of EKAPTY (National Evaluation Center of Quality and 
Technology in Health S.A.)) 

Professionals working in the 
field of health and social care 

4  Three Specialist MD’s working in Diabetes and cardiovascular disease using e-health solutions, one Diabetes 
Specialist Nurse 

Older adults - 

Other 1 1 member of the Board of Directors of POSSASDIA (Panhellenic Federation of Associations of People with Diabetes 
Mellitus) 

Total: 11 

Methodology used to conduct the workshop (please briefly explain if it was conducted as a single group discussion or if the audience was divided in small 
groups that rotated by different questions/topics, etc.): The online workshop was conducted as a single group discussion. After a brief introduction of the 
participants and their role, the ValueCare project’s vision, aims and expected results were presented and in addition an introduction to Value Based Health 
Care was given through a ppt presentation. The group then discussed the policy recommendations in vivid and lively session. 
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MAIN FINDINGS FROM THE WORKSHOPS DISCUSSION: 

TOPICS DISCUSSED 

Current challenges of the health and care delivery in your context. 

FINDINGS: Challenge #1, Challenge #2 and Challenges #3 and #4 are particularly relevant in the delivery of health and social care services to the elderly 
population. The continuously increasing percentage of the older adults as part of the general population and the chronic disease challenge accompanying 
this ageing process, puts immense pressure on the NHS, so additional staff, well trained in addressing chronic diseases in primary health care services and 
in communicating effectively with the elderly people is needed. In addition, the Greek NHS has not the culture to focus on prevention rather than care and 
there is no systematic approach in place for integrated care provision in collaboration with other services (social, housing, education) at all policy levels 
because the system is very fragmented. The lack of the appropriate culture is also evident in the older people. The doctor is the sole manager of care 
provision and patients do not have, usually, a say in the health care services they receive. The fact that health and digital health illiteracy levels of the older 
patients is rather low, adds extra pressure if a new model where patients were to act more proactively to self manage their chronic conditions more 
effectively  

Strengths and weaknesses of implementing a value-based care approach in your context 

FINDINGS:  
Strengths: Models of Quality of Care Delivery are currently tested by the Greek Ministry of Health in Collaboration with the WHO Quality of Care Office in 
Athens, Greece. So, slowly, there is a discussion how quality measurement and assurance will be embedded in the everyday clinical practice in the NHS. A 
VBHC model implementation will go one step further. It will measure the value of care provided per patient, per euro spend, per medical care across the 
continuum of care. ValueCare can be a good ambassador to the MoH of Greece to design relevant studies in order to study the impact of VBHC 
implementation in high importance clinical areas e.g. Heart Failure, Diabetes, Cancer and Stroke that are the conditions mainly accounting for adverse 
health outcomes (deaths and DALY’s) in Greece. Another strength, is the fact that the patient have a voice nowadays and demand changes in the way care 
that is delivered to them. They demand quality care, delivered compassionately, with empathy and using a shared decision making approach. The digital 
health revolution in Greece at the moment, would be a facilitator for the support of VBHC models’ implementation as the systems that will be in place in 
the medium term will be able to intercommunicate and assess outcomes, PROMS and PREMS of patients anytime. 
Weaknesses: There is no knowledge of VBHC models and their benefits in the Greek NHS. Evidence based research projects that show the benefit of such 
approaches are needed in order to convince policy makers to promote the adoption of such models. Also, there is limited cooperation between the social 
and health sector, so integration is rather difficult at the moment. Finally a clear definition of what outcomes and what costs need to be included and what 
are the methodologies to be used in VBHC models is missing at the moment.  
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Concrete actions needed for the implementation of value-based care in your context 

FINDINGS:  
1. Clear definition and reasoning for selection of the outcomes to be measured in high importance clinical entities service delivery, how they are captured
and assessed, clear and robust methodologies on how we measure costs and show the value per episode of care in these clinical conditions.
2. Convincing policy and decision makers about the benefits of a paradigm shift from fee for service and capitation models to VBHC models in some priority 
areas through demonstration of successful research projects in local settings.
3. Preparing the patients about the need to be more proactive in their self-care management and to take part in shared decision making through 
awareness campaigns
4. Training health professionals in collaboration with patients in shared decision making and convincing them that clinical outcomes are important but 
equally important are patient’s reported outcomes that matter to them such as quality of life and their experiences from the contact with the care system.

Possible obstacles that are not considered yet 

FINDING 
1. Resistance by health professionals that do not see the benefit of applying VBHC models. A reward system should  be put in place to support especially 
primary care doctors to achieve value in their practices but also to hospitals achieving value in management of high importance conditions.

Opinion on the use of ICT tools to support the value-based care implementation 

FINDINGS: 
The participants are not aware of an ICT tool that is able to capture the standard outcomes for specific clinical conditions and that is available for use in the 
public or private health sector in Greece.  

Data capture tools in VBHC should be secure and safe, protecting the privacy of data and be able to demonstrate the results of PROMS and PREMS 
assessment in real time if possible as well as the interpretation of the results and the results should be reported to the patient anonymously.  

Mobile Health apps used in VBHC model implementation, must be well designed, to be fun to use with nice Human to Computer Interfac3 and extensively 
tested for their functionality with end users before piloting. Otherwise, time will be lost and patients and professionals alike will become disappointed and 
give up on use of such support systems very fast.  

Health professionals and older people alike should be thoroughly trained to use ICT support tools but in addition, patients and caregivers should also 
receive continuous technical support and motivation to keep on going.  
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Any other cross-country policy recommendations to be included as part of ValueCare 

FINDINGS:  
Piloting VBHC models in specific high priority clinical conditions should be a priority in all countries to demonstrate real benefits from its implementation 
and use RRF or European Structural Funds to finance the implementation of such models. 

Put emphasis on prevention models to decrease costs and maximize value. 
Potential enablers and barriers regarding the sustainability of value-based care models (if you 
could implement them) 
FINDINGS: 
1. Enabler: A regulatory body is needed to implement and evaluate, at country level Value Based Care models. Political will is therefore, needed to start 
the piloting of such models in high importance areas. Because of the new HTA regulation, it is possible that the new National HTA body will have such 
responsibilities (by 2025).
2. Barrier: There is no evidence from the application of VBHC models in local context in Greece. This is a disadvantage as policy makers and decision 
makers need to be convinced in order to start adopting a paradigm shift.
Willingness to invest financial resources to acquire technological solutions in support of a 
VBHC model 
FINDINGS: 
A prerequisite will be to design and implement VBHC models in some high importance clinical conditions in small pilots in order to prove the effectiveness 
first. There is a necessity for a collective effort involving patients, payers, policy-makers, providers, regulators and industry for the transition. Robust, 
privacy ensuring, safe, motivational and secure IT solutions will be needed, but they will be defined after a clear definition of the model parameters are set 
and the models are tested in real settings along the continuum of care if possible for specific clinical conditions. 
Interest in engaging in paid consulting and training services that can help you transition 
towards VBHC models 
FINDINGS: 
For the Public Sector, provided that a decision is made by the MoH, a piloting project investigating the implementation and adoption of VBHC models in 
Greece would make sense. This project could involve training of healthcare professionals and organizations involved in VBHC model implementation in all 
aspects of VBHC. 
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Future steps and possible follow-up activities 

FINDINGS: 
The CEO of ODIPY will be invited to participate in the final project event in Valencia where the lessons learned from the project will be presented to the 
public. ODIPY will present their vision for VBHC model implementation in Greece and hopefully, they will collaborate locally with AfiC, AMC, ODIPY and 
EKAPTY to start setting out a network to support the paradigm shift.  

Contacts to better disseminate the ValueCare policy recommendations 

Any further topic or highlights 

None 

General conclusions 

1. An alliance needs to be forged with all involved stakeholders to advance the adoption of VBHC systems. All participants were positive on this issue.
2. Preliminary pilots where VBHC models should be tested in high priority clinical areas should be implemented and results demonstrating the actual value
per patient and per involved organization should be gathered and communicated to policy and decision makers.
3. General policy recommendations are well accepted and there is a willingness to communicate them.



ANNEX III – Cork/Kerry pilot: Policy recommendations workshop 

Date of the local workshop: 09-01-2024 

Place: Online  

Duration of the local workshop: 1hr  

Participants: 8 

Participant profile N Additional information 

Policy makers 

Decision-makers (e.g., hospital managers and board members) 
3  Project lead in integrated care Kerry ICPOP, ADON 

Kerry ICPOP & Head of Integrated Care

Professionals working in the field of health and social care 3 

Geriatric Trainee & Cork ICPOP/ Cork University 
Hospital, National program manager for Age friendly 
Ireland, Professor of Healthcare Integration and 
Improvement at University College Dublin

Older adults 

Other 2 
Research coordinator & Research assistant - policy 
workshop facilitator

Total: 8 

CORK/KERRY (UK) PILOT SITE



Methodology used to conduct the workshop (please briefly explain if it was conducted as a single group discussion or if the audience was divided in small 

groups that rotated by different questions/topics, etc.): The group discussion was conducted during one hour long workshop  

The workshop methodology entailed delivering a presentation covering six distinct policies, followed by an in-depth exploration of each policy point. During 
this process, participants were actively engaged in suggesting improvements, including refinements to the wording of the policies. This collaborative 
approach ensured that the session not only provided a platform for sharing ideas but also facilitated a nuanced understanding of the policies and their 
practical implications. Furthermore, time was allocated for participants to contribute insights on the current implementation status of these policies in 
Ireland, as well as to address any encountered difficulties. The session fostered a comprehensive exchange of perspectives and ideas aimed at enhancing 
the effectiveness and relevance of the discussed policies. 

MAIN FINDINGS FROM THE WORKSHOPS DISCUSSION: 

TOPICS DISCUSSED 

Current challenges of the health and care delivery in your context 

FINDINGS: 

- In Ireland, there's a lag in developments in IT, notably the absence of an integrated platform for sharing notes, hindering communication.
- Recruitment and retention of staff.
- Funding is available for healthcare delivery but staff aren’t.
- Transitioning from multidisciplinary to interdisciplinary working.
- The difficulties with different databases communicating with each other contribute to the overarching challenge of sharing information across

organisations and systems.
- Lack of patient centric information systems.
- Deficiency in straightforward systems that provide clear visibility of information for patients, caregivers, and professionals/staff.



Strengths and weaknesses of implementing a value-based care approach in your context 

FINDINGS: 

Strengths: 

- In ICPOP – value care approach is in line with the research of what patients expect from integrated care
- Quick access and availability
- Follow up and onward referrals
- Better co-ordination of patient care
- Patient centred as opposed to operational centred

Weaknesses: 

- Change from multi-disciplinary to inter-disciplinary working is proving to be somewhat of a challenge

Concrete actions needed for the implementation of value-based care in your context 

FINDINGS: 

- Implementing value-based care within Sláinte care requires prioritising patient-centred care, adopting integrated care models, establishing robust
data infrastructure, developing workforce skills, implementing payment reforms, and fostering a culture of innovation. These actions aim to
enhance care coordination, engage patients, align financial incentives, and drive continuous improvement in healthcare delivery.

Possible obstacles that are not considered yet 

FINDINGS: 

- Recruitment and retention of staff
- Agreeing on outcome measures



Opinion on the use of ICT tools to support the value-based care implementation 

FINDINGS: 

- Primary challenge lies not in data collection, but in the effective sharing of valuable information across various organisations and even within
individual entities.

- Simple systems with clear visibility of information are essential in healthcare. Access to transparent and easily understandable data is crucial for
effective decision-making and patient care. Complex systems can lead to confusion and errors, hindering the delivery of quality care. By
prioritising simplicity and ensuring that information is readily available and comprehensible, healthcare providers can enhance efficiency, improve
communication, and ultimately deliver better outcomes for patients.

- In implementing value-based care, the effectiveness of ICT relies on rigorous testing, user-friendliness, and the development of reliable solutions.
Simplified, easy-to-use ICT tools are essential to meet the needs of healthcare providers and patients alike, ensuring seamless integration into
workflows.

- Additionally, ongoing education and communication efforts are crucial to familiarise both service users and staff with these technologies,
promoting their effective utilisation. By prioritising reliable ICT solutions and facilitating education and communication, healthcare organisations
can enhance access to relevant data, streamline processes, and ultimately deliver patient-centred care while achieving optimal outcomes.

Any other cross-country policy recommendations to be included as part of ValueCare 

FINDINGS: 

- The "Housing for All" policy in Ireland integrates with efforts to provide value-based care for older people. It ensures housing options meet their
needs, prioritising accessibility, affordability, and community integration. By fostering stable living arrangements and sustainable development,
the policy supports older individuals in aging with dignity and autonomy.

- The National Broadband Strategy in Ireland aims to provide universal high-speed internet access, including in rural areas. This connectivity is
crucial for older people, enabling access to telehealth services, social connections, and essential information. By bridging the digital divide, the
strategy supports value-based care for older individuals, enhancing their independence and community engagement.

- The National Planning Framework in Ireland integrates principles of integrated care to foster collaboration and sustainability in healthcare
delivery. By recognising the interconnectedness of health with other societal factors, such as housing and education, the framework aims to
address complex challenges and improve overall well-being. Emphasising innovation and adaptation, it seeks to create environments conducive
to healthy living and accessible healthcare services, ultimately enhancing health outcomes for all citizens.

- The 9 Pillars of Integrated Care serve as a widely embraced framework guiding the delivery of comprehensive and coordinated healthcare
services. Aligned with value-based care policies, these pillars prioritise patient-centeredness, coordination, and efficiency. Nationally, they



provide a foundation for healthcare systems to adopt integrated care models, enhancing care quality and patient experiences while optimizing 
resource utilisation. These pillars encompass person-centred, comprehensive, coordinated, continuous, accessible, evidence-based, safe, 
efficient, and equitable care, ensuring holistic and equitable healthcare delivery for all. 

- The WHO Age-Friendly Global Framework promotes environments supporting healthy aging through accessibility and social inclusion. It aligns
with providing value integrated care for older people by fostering holistic approaches and facilitating access to healthcare and community
resources, enhancing their independence and quality of life.

- Other Policies:
1. Quality Improvement Programs
2. Value-Based Payment Models
3. Health Information Technology Adoption
4. Chronic Disease Management Strategies
5. Patient-Centred Medical Home Models
6. Population Health Management Efforts

Potential enablers and barriers regarding the sustainability of value-based care models (if you 
could implement them) 

FINDINGS: 

- Measuring and evaluating the quality of care as numerical data often dominates. It's crucial to involve service users and their families to capture
their stories, although this presents its own set of challenges. Additionally, agreeing on outcome measures proves to be a difficult task.

Willingness to invest financial resources to acquire technological solutions in support of a 
VBHC model 

FINDINGS: 

- In Ireland, there are lots of discrete technological pieces of work happening but they are all happening in isolation from one another. As well, there
is a super tanker of ICCMS projects that will take several years and hundreds of millions to bring to fruition. Other projects that happen tend to run
a ground after a while because there is no governance or context to support their scalability.

- No shortage of data being collected in Ireland but the difficulty lies within the availability of different platforms and data bases being able to
communicate with each other and thus the sharing of information is hindered. There is a need for all important information gathered to be
available within an easily accessible platform. However, GDPR may present as a major issue here.

- User friendly platforms need to be developed.



- Patient facing component should be included when developing such a platform.

Interest in engaging in paid consulting and training services that can help you transition 
towards VBHC models 

FINDINGS: 

Future steps and possible follow-up activities 

FINDINGS: 

- Involve individuals in the design of services to ensure outcomes meet their expectations. Adopting a co-design approach from the outset presents
an opportunity for a bottom-up method, diverging from traditional top-down practices. Historically, services have dictated what users receive and
how they access them. Therefore, the next steps should prioritise involving people and patients in designing services from scratch, ensuring
alignment with their needs and preferences. This proactive approach promises to create more effective and user-centric services for the future.

- Revising the wording of policies: By refining the language used in policies, we can ensure clarity, precision, and alignment with the values and
goals of our initiatives. This step is essential to enhance understanding, facilitate implementation, and promote transparency among
stakeholders. Therefore, in the future, attention to updating policy wording will be key to advancing our objectives and achieving meaningful
outcomes.

- Link policies to Irish context.

Suggestions for alternative wording of policies: 

#1: Adding in that older people need to be involved in designing services & a point on community health, population asset approach. 

#2: Point 3 doesn’t read well – clarify what “required safety” means. 

#3: Shouldn’t be about incentivising – just that structures should be in place – incentivising is highlighting that there would be a reward – when this should 
not be the way 

#4: A point to be added in about prescribing and de-prescribing medication & adding in a point about equipping patients with tools to manage their own 
health 

#5: add in value based integrated care & interdisciplinary teams not multidisciplinary teams 



#6: First point should be focused on providing best quality of healthcare regardless of incentive - change to incentives that will improve patient outcomes 
rather than organisation benefits. Point one - shift from current funding models to ones that focus on population health needs. Include alterative payment 
models that support integrated care. Ensure that policy number 6 is compatible with the Irish system by aligning it with the 9 pillars of integrated care. 
Additionally, confirm that alternative payment models adequately support integrated care initiatives.  

Contacts to better disseminate the ValueCare policy recommendations 

- Department of Health
- Older person’s division within the Department of Health: 
- Older persons themselves

Any further topic or highlights 

- Need for development of a reliable communication tool for all stake holders (patients, caregivers, health professionals).

General conclusions 

- Every service should be required to use data for continuous improvement – it’s an evaluation in itself.
- Understanding what older individuals want from integrated care is crucial for shaping future services. By tailoring services to prioritise their needs

and preferences, healthcare systems can empower older populations and enhance their well-being.
- Rather than collecting all data in numerical form, it's essential to focus on gathering meaningful bits of information to shape services effectively.

This involves reaching agreement on which data points are most significant, incorporating feedback from service users and their caregivers. While
numerical data is useful, patient stories provide context and help to connect the dots between different data points, resulting in a more
comprehensive understanding of the situation.

- Insufficient oversight in medication prescribing and de-prescribing underscores the importance of regular medication reviews and managing
polypharmacy. Neglecting to monitor medications can exacerbate risks of falls and cognitive decline, highlighting the critical need for
comprehensive medication management protocols.

- Wording of policies must be reconstructed.



RIJEKA (Croat ia) PILOT SITE 

ANNEX III - Local Workshops on ValueCare policy recommendations – Reporting template 

Date of the local workshop: May 10, 2024 
Place: Online 
Duration of the local workshop: 80 minutes 
Participants: 10 

Methodology used to conduct the workshop (please briefly explain if it was conducted as a single group discussion or if the audience was divided in small 
groups that rotated by different questions/topics, etc.): 

The local workshop in Rijeka pilot site was organised online via Zoom. The workshop was conducted in an interactive way with the moderator first 
introducing the project and its activities, then the aim of the workshop, the existing challenges addressed by the ValueCare project (deliverable 6.6), as well 
as the definition of value-based healthcare and the proposed policy response together with a summary of the ValueCare policy recommendations. Following 
the introduction, the moderator initiated the discussion with the participants present, considering the key questions posed in the Guidelines for Local 
Workshops. 

Participant profile N Additional information 

Policy makers 2 n/a 

Decision-makers (e.g., hospital managers and board members) 3 n/a 

Professionals working in the field of health and social care 3 n/a 

Older adults 2 n/a 

Other n/a n/a 

Total: 10 n/a 



MAIN FINDINGS FROM THE WORKSHOPS DISCUSSION: 

TOPICS DISCUSSED 

Current challenges of the health and care delivery in your context 

1. Older people often face significant barriers to accessing necessary care services due to geographical isolation, mobility issues and a lack of
specialised services tailored to their needs. This problem is exacerbated by the digital divide, as older people are less likely to utilise technology-
enabled healthcare services. Improving access requires not only an improvement in physical infrastructure, but also tailored programmes that
ensure services reach those most in need, regardless of their location or personal abilities.

2. The healthcare system is struggling with acute staff shortages, exacerbated by an ageing workforce and a high turnover of younger staff caused by
job dissatisfaction and better opportunities in other areas. Financial constraints put additional strain on the system, making it difficult to expand
services, invest in new technology or increase employee salaries. Sustainable funding models, such as value-based approach that rewards outcomes
rather than volume, could incentivise greater efficiency and improve resource allocation.

3. There is a significant lack of robust mechanisms to monitor and evaluate the quality of services provided. This leads to inadequate feedback loops,
which are necessary for continuous improvement. The introduction of standardised performance metrics and regular review processes, combined
with transparent reporting of these results, would help to identify areas for improvement and hold providers to high standards of care.

4. Health and social services are often fragmented and operate in silos, leading to inefficient service delivery and sub-optimal health outcomes. This
fragmentation is due to poor communication systems, a lack of standardised procedures between services and a competitive rather than
collaborative attitude between departments. Strategies to overcome these challenges include integrated care models, shared information systems
and cross-sector training programmes that promote a culture of collaboration and holistic care.

5. The quality of health and social services provided to older people often fails to meet their specific needs. Important aspects such as autonomy,
rehabilitation, independent living and community involvement are largely ignored. This disregard may be due to systemic ageism, lack of specialist
training of care providers and inadequate patient-centred care planning. Improving the quality of care for older people requires a rights-based
approach that emphasises respect for the dignity and preferences of older people. Involving older patients and their informal caregivers in care
planning and decision-making and improving the training of staff in elderly care are crucial steps towards this goal.



Strengths and weaknesses of implementing a value-based care approach in your context 

1. Strengths:
a) Integrated care: The focus on integrated care within the VBHC model ensured that services were not only coordinated but also patient-

centred and considered the comprehensive needs of older people. This holistic approach led to better targeting of services towards the
health outcomes that matter most to patients, such as improved mobility, autonomy and overall quality of life.

b) Team-based interdisciplinary approach: The VBHC model promoted a team-based approach to care that brought together various
healthcare professionals such as general practitioners (GPs), nurses, social workers and therapists to co-manage patient care. This
coordination was enhanced using advanced ICT tools. This ensured that all team members were informed and could respond to changes in
a patient’s condition, leading to timely interventions and better health outcomes.

2. Weaknesses:
a) Complexity in Integration of the ValueCare digital solution: The ValueCare digital solution comprised several independent segments with

their own processes and priorities, which made it difficult to implement a cohesive VBHC system that seamlessly integrated all aspects of
care.

b) Data integration issues: While data sharing is a cornerstone of the VBHC approach, the disparate ValueCare digital solution segments can
hinder effective communication. Additional investment needs to be made in a compatible ICT infrastructure that can handle complex data
from different sources and ensure that it is accessible and usable for all stakeholders.

c) Scaling and adaptability: Initially, pilot implementations of VBHC in locations such as Rijeka may be promising, but scaling up these practises 
to larger or more diverse populations presents additional challenges. The adaptability of the model to different demographic and
socioeconomic environments needs to be carefully considered.

Concrete actions needed for the implementation of value-based care in your context 

For the successful implementation of the value-based care model (VBHC) at the Rijeka pilot site, specific, concrete measures had to be taken to fulfil the 
operational requirements of the system and ensure the sustainability and effectiveness of the model: 

1. Enhanced Collaboration
a) Develop interdisciplinary teams: To enable better collaboration, it was important to create interdisciplinary teams that include a wide

range of healthcare professionals such as general practitioners, nurses, social workers and other healthcare professionals. These teams had
also included patients and informal caregivers to ensure that care plans were holistic, and patient centred.



b) Coordinated care protocols:  The introduction of standardised care protocols could help to reduce overlapping services with the system
itself and ensure that every team member knew their tasks and responsibilities. This not only streamlined the care process, but also
improved the patient's journey through the intervention, minimising redundancies and inefficiencies.

c) Joint training activities:  Conducting joint training programmes for healthcare professionals, older people and informal caregivers promoted
a shared understanding of VBHC principles and practises. These training programmes focused on communication skills to improve
collaboration between different care settings as well as how to use the ValueCare care digital solution while enhancing digital literacy levels
among all engaged stakeholders.

2. ValueCare digital solution adaptation and implementation: Following three rounds of co-design activities to gather input from older people,
informal caregivers, healthcare professionals and other stakeholders, significant efforts were made to adapt ValueCare's digital solution segments
– Including the Virtual Coach, mobile app and web dashboard — to the specific needs of these user groups:

a) Virtual Coach: The Virtual Coach has been designed to provide personalised care and support that meets the preferences and needs of
older people. This includes features such as medication reminders, activity suggestions and interactive content designed to engage users
and encourage adherence to care plans.

b) Mobile app:   Improvements to the mobile app focused on ensuring ease of use for older people who have varying levels of digital literacy.
These included intuitive navigation, larger buttons, and clear, readable text. These features helped to make the technology accessible and
reduce the learning curve associated with new applications.

c) Web dashboard:  The web dashboard was developed to provide healthcare professionals with a comprehensive overview of patient data
and care activities. Improvements resulting from co-design feedback included customisable views and real-time data updates. These
improvements aimed to help professionals effectively monitor health outcomes and make informed decisions quickly.

Possible obstacles that are not considered yet 

1. Resistance of healthcare professionals: Healthcare providers often resist because of deep-rooted traditions in the practise of medicine and care.
Many are accustomed to fee-for-service models that prioritise volume over benefit, making the shift to outcomes-based approaches challenging.
This resistance can stem from fear of the unknown, perceived threats to professional autonomy and scepticism about the effectiveness of new
models of care.

2. Cultural barriers: To mitigate this obstacle, targeted change management strategies must be implemented. This should include comprehensive
education and training programmes that not only inform, but also demonstrate the benefits of VBHC in improving patient outcomes and provider
satisfaction. Engaging providers early in the transition process through workshops, training programmes and leadership roles can also help adjust
their attitudes and practises to the new model.



3. Stakeholders’ divergence:  There are multiple stakeholders involved in the transition to the VBHC model, including healthcare providers, insurance
companies, patients, government agencies and technology providers. Each group has different interests and priorities that may not always align.
For example, insurers may focus on cost reduction, providers on clinical autonomy and patients on quality of care and accessibility.

Opinion on the use of ICT tools to support the value-based care implementation 

1. Improved data sharing capabilities: ICT tools are helping to overcome the traditional barriers to sharing health data. By integrating systems from
different healthcare providers, these tools enable a seamless flow of patient information. This interoperability is critical for real-time decision
making and ensures that all members of the care team are up to date on patient status, which is essential for the coordinated care that VBHC
models advocate.

2. Improving healthcare outcomes: Implementing advanced data analytics tools and software can significantly improve healthcare outcomes. These
tools can analyse vast amounts of data to identify patterns, predict health crises and provide evidence-based recommendations for preventative
measures and treatment plans. Such capabilities allow healthcare providers to proactively intervene and tailor treatments to individual patient
needs, improving the quality of care.

3. Patient engagement and self-management: Mobile applications and virtual platforms improve patient engagement by giving them easy access to
their health information, medication schedules and treatment plans. These tools enable patients to take an active role in their health management,
which is particularly beneficial in managing chronic conditions and improving adherence.

Any other cross-country policy recommendations to be included as part of ValueCare 

1. Regular review and adjustment: Establish protocols for regular review and adjustment of outcome measures to reflect advances in medical
technology, changes in healthcare delivery and evolving patient needs. This dynamic approach ensures that standards remain relevant and continue 
to improve over time.

2. Tackle age-related bias: Run comprehensive public campaigns to raise awareness and understanding of age-related bias in healthcare. These biases
can affect the quality-of-care older people receive and often lead to under- or over-treatment or inappropriate care.

3. Educational initiatives: Develop educational programmes and materials that combat stereotypes and misconceptions about ageing. This could
include working with media, educational institutions and healthcare providers to disseminate information that promotes a more nuanced
understanding of the needs and capabilities of older people.

4. Involve influencers and advocates: Use the influence of well-known public figures, healthcare professionals and patient advocates to speak out on
ageism issues in healthcare. Their involvement can help reach a broader audience and have a greater impact.



5. Multimedia approach: Utilise a variety of media platforms – Including social media, television, radio and newspapers — to ensure the message
reaches different demographics. Tailoring the campaign messages to the different cultural contexts and languages in each country will allow to
address specific local and regional issues.

Potential enablers and barriers regarding the sustainability of value-based care models (if you 
could implement them) 

1. Potential enablers
a) Institutional commitment: A culture of continuous improvement requires strong commitment at the highest levels of healthcare

organisations. This includes leadership support and resources to promote continuous learning and quality improvement initiatives.
b) Employee engagement: Involving all levels of employees in problem solving and innovation can foster a more dynamic approach to

continuous improvement. Empowering employees to contribute ideas and solutions can lead to more effective and sustainable practises.
c) Feedback mechanisms: Establishing robust mechanisms for feedback from patients, staff and other stakeholders can provide important

insights into areas for improvement. This feedback should be systematically collected and analysed to make changes and adjustments to
care practise.

d) Training and development: Regular training and development opportunities for healthcare providers and administrators encourage the
training of a skilled workforce that can adapt to new methods and technologies to improve the overall quality of care.

2. Potential barriers
a) Inconsistent financial flows: Financial bottlenecks often arise from fluctuating funding sources, making it difficult to maintain a consistent

level of service and hindering the introduction of innovative care models. Securing stable funding is critical to the long-term sustainability
of VBHC initiatives.

b) Concerns about return on investment (ROI): The initial costs associated with converting to VBHC models can be high, leading to some
reluctance from funders and healthcare organisations. Demonstrating a clear, measurable return on investment is essential to justify the
expenditure and secure ongoing funding.

c) Allocation of resources: Efficiently allocating available financial resources in a way that maximises value and outcomes for patients can be
a challenge. A mismatch between resource allocation and patient needs can undermine the effectiveness of VBHC models.

d) Economic incentives: The lack of appropriate economic incentives for providers to switch to or maintain VBHC practises can be an obstacle.
The development of incentive structures that are consistent with the objectives of VBHC is necessary to encourage the adoption and
continuation of these models.

e) Regulatory hurdles: Existing health policies and regulations may not support or even contradict the principles of VBHC, making
implementation much more difficult. Advocating for regulatory reforms that facilitate the adoption of VBHC practises is critical.



f) Intersectoral coordination: A lack of coordination between different sectors involved in healthcare (e.g. public health, social services and
private healthcare providers) can hinder the effective implementation of VBHC. Creating a framework for co-operation between these
sectors can help to overcome such barriers.

Willingness to invest financial resources to acquire technological solutions in support of a 
VBHC model 

Reasons for the investment: 
1. Stakeholders such as healthcare providers, insurers, and government bodies can see the long-term advantages of VBHC, such as better patient

outcomes, cost savings, and fewer hospital readmissions. The focus on chronic disease management is also expected to reduce healthcare costs
over time.

2. Technological Advancements: Innovations in artificial intelligence and telehealth show great promise in improving care delivery and efficiency,
encouraging further investment in these technologies within the VBHC frameworks.

3. VBHC encourages competitive healthcare by offering high-quality, patient-centred care.
4. Research and Development: More funding can lead to innovations in medical procedures and healthcare delivery that align with VBHC principles,

improving patient care.
5. Patient Access and Equity: Investments can improve access to quality healthcare for diverse populations, particularly through technologies like

mobile health apps and telemedicine, benefiting those in geographically challenged areas (islands and rural parts of Croatia).

Interest in engaging in paid consulting and training services that can help you transition 
towards VBHC models 

The strong interest in paid consulting and training services for transitioning to value-based healthcare (VBHC) models among various healthcare 
stakeholders can be attributed to several factors and demands:  

1. Navigating change: The transition from traditional fee-for-service models to VBHC is complex and multi-layered. Many healthcare providers and
administrators are looking for outside expertise to guide this transition. Consultants can offer insights and strategies tailored to the specific needs
of the organisation, helping to overcome common pitfalls and effectively integrate VBHC principles.

2. Capacity building:  VBHC requires new skills and competences, especially in areas such as data management, patient engagement and outcomes-
based care. Training programmes are critical to equip healthcare professionals with these skills and ensure they can effectively contribute to and
support VBHC initiatives.

3. Operational excellence: Consulting services can help organisations optimise their operational processes to support VBHC. This includes, for
example, improving electronic health record systems, enhancing the analysis of patient data and redesigning care coordination processes to
eliminate inefficiencies and better address VBHC outcomes.



4. Regulatory compliance: Consulting services can also help organisations comply with the legal and regulatory requirements associated with
implementing VBHC models.

5. Compliance with regulations and best practises: With VBHC, new regulatory and compliance issues arise, including how to document and report
results to stakeholders and insurers. Consultants can assist with compliance and best practises and help you meet these requirements while
maximising the incentives of VBHC models.

Future steps and possible follow-up activities 

The future steps and possible follow-up activities in the context of value-based healthcare can be strategically aligned around several key areas to ensure 
successful implementation and ongoing improvement: 

1. Advanced development and standardisation of metrics:
a) Continue to refine and develop standardised quantitative and qualitative metrics that accurately reflect patient outcomes, clinical

effectiveness and cost-effectiveness.
b) Collaborate internationally to harmonise these metrics for global benchmarking and comparison.

2. Expand intersectoral cooperation:
a) Strengthen partnerships among health care providers, insurance companies, government agencies, and the private sector to improve

resource sharing and policy alignment.
b) Promote cross-national co-operation initiatives to facilitate the exchange of knowledge and best practises.

3. Improving ICT integration:
a) Invest in and modernise ICT infrastructure to support efficient data collection and sharing and real-time patient monitoring.
b) Develop and implement user-friendly digital tools such as mobile health applications and virtual coaching platforms tailored to the needs

of patients and healthcare providers.
4. Regular review and adjustment of the policy:

a) Creating an ongoing review mechanism to evaluate the effectiveness of implemented VBHC models and make necessary adjustments based
on evolving health needs and technological advances.

b) Adjust policies and strategies based on outcome data and stakeholder feedback.
5. Continuous education and professional development:

a) Organising regular training and workshops to keep healthcare staff up to date on the latest VBHC practises, technologies and regulatory
requirements.

b) Develop certification programmes for VBHC competencies for healthcare professionals.
6. Public awareness and engagement campaigns:



a) Conduct public awareness campaigns to educate the community about the benefits of VBHC and its impact on patient care.
b) Engage patient advocacy groups and the public in discussions about healthcare policy changes and their impact.

7. Quality Improvement Initiatives:
a) Implement continuous quality improvement programmes that use data analytics to track performance and identify areas for improvement.

8. Scale and expand VBHC models:
a) Scale successful pilots to larger populations or to different regions.
b) Explore opportunities to expand VBHC models to new areas such as mental health, chronic disease management and preventive care.

9. Research and innovation:
a) Support research initiatives that evaluate the impact of VBHC on healthcare outcomes and cost savings.
b) Innovate care delivery methods by integrating new technologies such as AI and machine learning to predict patient outcomes and

personalise care plans.
10. Improve the regulatory and financial framework:

a) Work with policymakers to refine reimbursement models that incentivise quality and value rather than volume.
b) Ensure regulatory frameworks are flexible enough to accommodate innovation and changes in healthcare systems.

Contacts to better disseminate the ValueCare policy recommendations 

To better disseminate the ValueCare policy recommendation, the most suitable contacts would be Ministry of Health, Croatian Health Insurance Fund, 
Community Health Centres, private healthcare insurance companies, public and private healthcare providers (clinics, etc.), academic and research 
institutions, patient’s advocacy groups, technology providers. 

Any further topic or highlights 

Not applicable. 

General conclusions 

1. Commitment to better outcomes: The transition to VBHC is essentially about shifting the focus from the quantity of care provided to the quality of
outcomes for patients. This approach not only improves patient satisfaction and health outcomes, but also has the potential to reduce healthcare
costs by emphasising preventative care and efficient chronic disease management.



2. Need for systemic change: Successful implementation of VBHC requires comprehensive changes at multiple levels of the healthcare system. These
include updates to payment structures that reward efficiency of outcomes, the introduction of advanced data analytics to measure performance,
and the integration of care services to improve patient experience and outcomes.

3. The importance of technological integration: Modern ICT solutions are critical to VBHC as they enable seamless sharing of patient data, real-time
monitoring of health outcomes and personalised care plans for patients. Investment in these technologies is essential and must be accompanied
by efforts to ensure that they are accessible and user-friendly for all stakeholders, including older patients.

4. Collaboration across sectors: Collaboration between healthcare providers, insurers, government agencies and the private sector is essential to the
effectiveness of the VBHC model. Cross-sector collaboration helps to develop standardised outcome measures, share best practises and ensure the
adaptability of health initiatives across systems and regions.

5. Continuous education and training: Ongoing training and professional development for healthcare providers is critical to equip them with the
necessary skills to succeed in a VBHC environment. This includes understanding new technologies, adapting to new protocols for interacting with
patients and using data effectively to make informed care decisions.

6. Regulatory and political support: Support from policy makers is essential for the adoption of VBHC models. This can include creating a favourable
regulatory environment, incentivising high quality care and providing financial support for organisations transitioning to VBHC.

7. Scaling and sustainability: For VBHC to be sustainable, it must be scalable. Initial pilot programmes should be carefully monitored and evaluated,
and successful models should be systematically scaled up to achieve a broader impact. Sustainability also requires that practises are regularly
updated to keep pace with medical advances and changing patient demographics.

8. Public engagement and awareness: Public campaigns and education about VBHC can help increase community acceptance and engagement. When 
patients understand the benefits of VBHC, they can actively participate in their healthcare processes and align patient and provider goals.



ANNEX III - Local Workshops on ValueCare policy recommendations – Reporting template 

Date of the local workshop: not applicable 

Place: [online / onsite] not applicable 

Duration of the local workshop: not applicable 

Participants: 10 

Methodology used to conduct the workshop (please briefly explain if it was conducted as a single group discussion or if the audience was divided in small 

groups that rotated by different questions/topics, etc.): 

The draft policy recommendations were sent by email  on 11 February 2024 to a group of policy makers, decision-makers, health and social care 
professionals as well as few researchers. They were asked/invited to review the draft policy recommendations and to fill in a short questionnaire in 
Microsoft Forms. The questionnaire was structured according to the topics below.   

Participant profile N Additional information 

Policy makers 2 

Decision-makers (e.g., hospital managers and board members) 0 

Professionals working in the field of health and social care 6 

Older adults 0 

Other 2 
1 researcher and 1 project leader for social innovation in an 

older people’s accommodation center  

Total: 10 

ROTTERDAM (The Netherlands) PILOT SITE



Rotterdam pilot - Version 18 March 2024 

MAIN FINDINGS FROM THE WORKSHOPS DISCUSSION: 

TOPICS DISCUSSED 

Current challenges of the health and care delivery in your context 

FINDINGS: 

 Providing care that is individualised and adjusted to the wishes and needs of patients
 Providing care that is coordinated where ICT systems work integrated for optimal information provision and communication between

professionals but also between professional and patients
 Personnel shortage (mentioned by almost everyone)
 Population ageing
 More expensive healthcare
 The gap between healthcare differences is becoming bigger
 The gap between digital literate and digital illiterate is becoming bigger
 Too much registration
 Too little time
 Logistical problems
 To work more efficient based on evidence and demand
 Not everything needs to be done by more expensive, highly education professionals
 Decompartmentalization of financial resources
 Avoid incentives like payment based on transactions
 The best care in the right place (too many older people end up in the hospital because there are no other facilities available)
 Social imbalance
 Work together (organisational interests)
 Housing situation of older people
 A lot of attention for ‘cure’ but not for ‘care’
 Home care is being underpaid. A lot of assistants of GP’s are being underpaid as well



Rotterdam pilot - Version 18 March 2024 

Strengths and weaknesses of implementing a value-based care approach in your context 

FINDINGS: 

Strengths 

 Enthusiastic professionals about value- based care and want to work on its implementation
 Professionals are good in collaborating
 Uniform data from the whole country
 Everyone agrees that attention for what the patient wants is important
 There is willingness, also among patients.
 A well organised GP care and increased collaboration between physicians, specialist older people medicine, geriatrician and GPs
 A good primary GP care
 Accessible consultation/contact with paramedical care
 An improving preventive care from the municipality (neighbourhood teams and care etc.)
 We strive for high quality
 We are (compared to other countries) used to talk about palliative care

Weaknesses 

 Cooperation between professionals of different organisations is challenging because of using different ICT systems, different ways of
working etc.

 Person centered care is an important theme
 Lack of confidence in care – overregistration
 Do you measure what you really want to know? How does this improve care provision?
 Changes are difficult
 No financial resources to make implementation
 Unnecessary competition
 Financing based on performed transaction
 Expectation management



Rotterdam pilot - Version 18 March 2024 

 No concrete plans and quite focused on supply
 Prevention is not a revenue model
 Changes in the way of working is difficult to implement
 Home care is stripped down
 The supportive houses for older people have disappeared

Concrete actions needed for the implementation of value-based care in your context 

FINDINGS: 

 A good working and supportive ICT system for collective PROMS/PREMS and to discuss the results and for monitoring
 Mentality change
 A good ICT support
 Financing of the new way of working
 Education of the public
 Collaboration efforts and alliances focused on neighbourhood
 Assume realistic scenario’s
 Be pro-active
 Think demand focused
 More personnel
 Care organisations (neighbourhood nurses) need to work together)
 Expand home care and pay well

Possible obstacles that are not considered yet 

FINDINGS: 

 Resistance from professionals to change the way of working. It costs a lot of time and attention for professionals who would like to spend
this time to their patients.

 Too many registration requirements
 Can it exist? (Is it sustainable) or there is a chance it goes back to the old pattern
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 How can it improve daily care?
 Lack of financing
 Partitions between different financial flows
 Cuts
 Finance of prevention is not arranged. There are no measurable/tangible goals we can set for prevention, it is difficult for the

government/municipality, insurance companies
 Care provision in the lower segments is not being seen and rewarded

Opinion on the use of ICT tools to support the value-based care implementation 

FINDINGS: 

Yes it can help, it is important to have good ICT support. But it can also be a pitfall. Not everyone can use it.  A good exchange of data; pharmacy, 
GP’s, specialist, neighbourhood nurses etc. For data analyses. Person-person contact is also important. ICT is overestimated.  

Any other cross-country policy recommendations to be included as part of ValueCare 

FINDINGS: 

 Pioneers can be examples for others

 Focus on quality as financial incentive instead of quantity (in collaboration with insurance company e.g.)

 Engage stakeholders in an early stage but also managers, technical people, policy makers and insurance companies

 Make sure it doesn’t ask too much time investment from the healthcare provider

 Integrate in all courses

 Don’t only work from care (medical and nursing) but also with organisations focusing on well-being

 Prevent loneliness and associated medical complains.

 Work preventively

 Let people live where they thrive most

 Engage patient associations to get more done

 Engage the target group

 Strengthen network
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 Teach differently at schools, not care focused but more from the perspective of wellbeing and quality of life

 Have everyone who works behind the desk in this field follow an introduction course; follow a GP, GP nurse or home care professional for 2
weeks.

Potential enablers and barriers regarding the sustainability of value-based care models (if you 
could implement them) 

FINDINGS: 

Enablers 

 An enthusiastic organisation who wants to implement ValueCare and develop further
 Simplicity
 System works well in the consultation room, also for the patient
 Embed it structurally
 It needs to be leaded by the government, managers and more tactical and implementing space to experiment
 Learn from others
 Anticipate on possible problems before implementation
 Seek support from care recipients
 Start small and expand when there is success
 Keep it simple
 Trust the good will of each professional to provide efficient and good care. Don’t control, but stimulate

Barriers 

 ICT
 It takes a lot of time, professional does not
 Thinking only from the perspective of institutions
 There is a checkbox ‘culture’ where uninformed people invent the ‘checkboxes’

Willingness to invest financial resources to acquire technological solutions in support of a 
VBHC model 
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FINDINGS: 

 Yes
 No
 Not sure
 Depends on the project
 There is already a lot of ICT within the healthcare sector
 Only when there are strong agreements with healthcare providers
 Yes if it is being thought about well
 Personally no and other GPs probably also not (the document does provide a lot of open doors)
 Don’t know, depends on the costs
 No, start first by investing in the home care

Interest in engaging in paid consulting and training services that can help you transition 
towards VBHC models 

FINDINGS: 

See previous responses 

Future steps and possible follow-up activities 

FINDINGS: 

 Enthusiastic partners who want to use it in practice and want to improve it
 Apply for new grants/subsidies to develop it further in the field of ICT
 Start small
 A good ICT support and keep communicating with healthcare professionals in the daily practice to know what is being measured and why
 Apply for new projects
 Engage different instutions
 More practical interpretation
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Contacts to better disseminate the ValueCare policy recommendations 

FINDINGS: 

 Maybe pharmacists or consultancy agencies working with value-based healthcare
 Rijnmond doctors, but only when it is clear there is a added value and userfriendly
 National knowledge institutions

Any further topic or highlights 

No 

General conclusions 

Opinions vary among the ‘participants’, however there are some messages mentioned often; personnel shortage, different financing system, 
person centered care, home care for older people is important as well as prevention rather than cure.  Among the healthcare professionals it is 
also often mentioned that there is a lack of time and changing the way of working is challenging.  Some recommendations and advice have also 
been given that can be useful to improve the policy recommendations document, although some are maybe only applicable to the situation of 
The Netherlands.  



TREVISO (Italy) PILOT SITE 

ANNEX III - Local Workshops on ValueCare policy recommendations – Reporting template 

Date of the local workshop: 17/04/2024  

Place: [online / onsite] On site, Ca’ Foncello Hospital, ULSS2 Marca Trevigiana 

Duration of the local workshop: 9.45-11.45 (2 hours) 

Participants: 11 

Methodology used to conduct the workshop (please briefly explain if it was conducted as a single group discussion or if the audience was divided in small 
groups that rotated by different questions/topics, etc.): 

A brief introduction to project ValueCare and to the VBHC model was given; an overview of the policy recommendations proposed starting from the current 
challenges identified was then proposed; after that a selection of the questions were “launched” to facilitate discussion at single group discussion. It was a 
very lively and creative session. 

Participant profile N Additional information 

Policy makers 

Decision-makers (e.g., hospital managers and board members) 

Professionals working in the field of health and social care 8 

Older adults 

Other 3 

Total: 11 



MAIN FINDINGS FROM THE WORKSHOPS DISCUSSION: 

TOPICS DISCUSSED 

Current challenges of the health and care delivery in your context 

FINDINGS: 

With respect to what might be the biggest challenges, as far as the elderly are concerned, it could be the following: certainly n. 1 (access to services), n.2 
(structural constraints and staff shortage) and n.5 (ageism). In particular, regarding ageism it was noted how people's "values" do not always fall within 
those to which staff may be most familiar, for example people from very different cultures may have different ways of understanding the concept of 
health and accompanying death. It therefore also opens up many issues concerning ethical choices. Fragmentation of services is also an important 
challenge. 

Strengths and weaknesses of implementing a value-based care approach in your context 

FINDINGS: 

Strengths: when bringing in a model change there is often resistance and adjustment periods in order to achieve the desired result. In this case, it must be 
said that there are many policies, legislations but also practices already in place that are already moving toward the idea of a value-based model of health 
care and humanization of care. So it appears more easily to implement than other types of changes proposed in the past. There will certainly be a number 
of areas that need to be changed, but all in all there will also be many where little effort will be needed to implement such changes. For example, 
telemedicine is an expanding field that is relatively easy to strengthen and expand.  

People here in Italy seem very interested in working on the prevention side of the cure and that is promising (see memory screenings success). 

Weaknesses: at the same time, if we consider the model as a whole, it could be very idealistic and almost impossible to achieve, especially in this 
particular time period we live in, when all the attention of managers and health policy makers is focused on the waiting lists for exams that need to be 
drastically reduced. 



Concrete actions needed for the implementation of value-based care in your context 

FINDINGS: 

It would be very important to be able to reach also the most isolated and peripheral parts of the system, as they get marginalised and not get the right 
attention and support.  

It would also be very important and effective to be able to coordinate many of the things that already exist at the level of voluntary associations in the 
area, so that we can take advantage of what already exists instead of having to start completely from scratch. 

Possible obstacles that are not considered yet 

FINDINGS: 

Possible obstacle: the population might not be ready for this type of paradigm shift. 

The local General Practitioners, who are supposed to the first contact for people in need of care, are currently on a separate organisation and they are 
not always sufficiently “technological”. There have also been some issues with information systems integration that make things actually more 
complicated than they are supposed to be. 

Opinion on the use of ICT tools to support the value-based care implementation 

FINDINGS: 

The ability to use information technology services is certainly an excellent resource that could effectively fill some current gaps with respect to, for 
example, the ubiquity of care and being able to reach people who might not otherwise receive any care. 

Any other cross-country policy recommendations to be included as part of ValueCare 



FINDINGS: 

Important to start with the education of new physicians and health care staff, since University, so that they are clear from the start what these values and 
this way of working with people are. 

Potential enablers and barriers regarding the sustainability of value-based care models (if you 
could implement them) 

FINDINGS: 

No particular feedback on this point. Anyway, a sound Return of Investment analysis is needed to support the shift from volume-based to value-based 
healthcare delivery. 

Willingness to invest financial resources to acquire technological solutions in support of a 
VBHC model 

FINDINGS: 

Maybe it would be helpful to follow the private health example and invest more on this area. Anyway, any technology is easily adaptable to VBHC model 
as soon as it allows interoperability and facilitates the exchange of information among the involved actors. Resources should be invested to boost this 
aspect. 

Interest in engaging in paid consulting and training services that can help you transition 
towards VBHC models 

FINDINGS: 

 no feedback on that. 



Future steps and possible follow-up activities 

FINDINGS: 

While waiting for the healthcare system to overcome all the problems the pandemic left (with particular regards to the waiting lists) and we should 
continue disseminating the project and the VBHC model among the professionals to help the change of mindset from a prescriptive to a shared decision 
process. We shall enhance the awareness of how to create value with slight changes in their routinely relationship with patients. Even more important is 
the collaboration with academia and university to introduce value-based concepts in the training of the future healthcare professionals. 

Contacts to better disseminate the ValueCare policy recommendations 

We should share the project results and the policy recommendation with policy maker from Veneto Region, in particular with a Working Group on Active 
and Healthy Ageing involving three main regional department (Health Prevention, Social Care and Primary Care)  

Some local private institutions such as bank foundations might be interested stakeholders as well. 

Any further topic or highlights 

No 



General conclusions 

This is a great project and it has the potential to help our Health system improve and provide a better care for everybody. 
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VALENCIA (SPAIN) PILOT SITE 

Local Workshops on ValueCare Policy Recommendations – Reporting template 

Date of the local workshop: 28th February and 6th March 2024 

Place: onsite  

Duration of the local workshop: around 90 minutes 

Participants: 

Participant profile N Additional information 
Policy makers 2 Administrative and political representatives of the regional government. 
Decision-makers (e.g., hospital managers 
and board members)  

1 Director of primary care in a specific area of the city of Valencia 

Professionals working in the field of 
health and social care  

5 Primary care doctors and social workers 

Older adults 1 Participant in a “local health council” 
Other 2 Ombudswoman for the older adults in Valencia City Council and President of the Union of Consumers, with 

an activity closely related to the care of older adults. 
Total: 11 

Methodology used to conduct the workshop: 

Due to the high number of topics to be covered, we decided to organise two workshop sessions, with 5 and 6 different participants in each one, so that guests 
had more time to express and elaborate their views. All the topics included in the workshop guide were addressed in both sessions. 
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MAIN FINDINGS FROM THE WORKSHOPS DISCUSSION: 

TOPICS DISCUSSED 

Current challenges of the health and care delivery in your context 

Among the current challenges, the participants highlighted: 
• The growing tendency to consider health and care provision as a "consumer good", rather than a public service. Consequently, the healthcare system

becomes saturated since it is not prepared to manage such a high and immediate demand. The use of healthcare greatly exceeds the real need for its use,
and this gives rise to the challenge of saturation.

• There is a great lack of public awareness of the rights of users in relation to the healthcare system and of the wide range of existing resources at their
disposal.

• Very low levels of user participation. Little promotion of participation mechanisms, so that the patient's relationship with the system is limited to
attending a medical appointment. In fact, there is big room for improvement when it comes to counting on the population preferences and adapting
resources to territorial particularities.

• The focus is placed on reaction rather than prevention. Prevention should be promoted.
• There is a disconnection between the public health system and the social services system. Thus, problems that should be addressed from a more holistic

point of view are dealt with in a fragmented manner, which means that they are not solved in their entirety. Moreover, this generates confusing situations
for the citizen, with duplicities, bureaucratic and administrative complications and, in short, contributes to distancing the citizen from the system. The
competencies of health professionals have been limited to medical consultation, but health is influenced by many other factors or determinants (social,
climatic, environmental, community...) that are not considered.

• In addition to this lack of coordination between the health system and the social services system, lack of coordination also exists among the different
administrative levels (state, regional, municipal). Often, similar resources are offered by different administrations, but citizens do not perceive this
different administrative origin and end up not making use of the resources to which they are entitled.

• Gender differences in health pose a major challenge for the system. This is especially important in the case of the older adults, where gender differences
become more acute.

• Another challenge is to better address the socioeconomic vulnerability of the patient. Currently, citizens with lower economic capacity make less use of
the system's resources, despite having more health-related problems than the average population due to their low economic position. This generates
health inequalities.
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• Demographic aging represents another challenging situation for the health and care delivery. This aging means a change in citizens' demand on the
healthcare system, as chronic diseases become more prevalent.

• Promoting accessibility to facilities for people with disabilities is another issue to be considered.
• From the point of view of health and care professionals, it is also important to take care of the caregiver, i.e., to address the demotivation and

stress/burnout of health personnel, and to build more motivating environments.

Strengths and weaknesses of implementing a value-based care approach in your context 

To transition from a volume-based model to a value-based model, the strengths and weaknesses of the current healthcare context must be considered. 
STRENGTHS 

• The universal and public nature of the system, i.e., access to services is legally recognized to everyone regardless of any condition and is publicly funded.
• The powerful local implantation of primary care, since, although there are differences between urban and rural environments, most citizens have easy

access to primary care.
• Accurate knowledge of the reality. We have at our disposal a plenty of rigorous studies and analyses that have been carried out over the years by

academics and practitioners on the weaknesses and strengths of the system. Therefore, the strength is that this is not a new field to be explored, but that
there is already up-to-date evidence-based knowledge on the main problems to be addressed.

• Professionals in the health and care sector have demonstrated throughout their careers that they are adaptable to new changes.
• Health care is an area to which a significant percentage of public funds are allocated. In addition, the public bodies funding the health care system have a

great potential, with high budgets and the capacity to carry out important reforms.

WEAKNESSES: 
• Lack of coordination between the social services systems and the health care system. There are silos in the system.
• Lack of coordination between public administrations at different levels (state, regional and municipal).
• Saturation of the system that obliges to dedicate efforts to day-to-day tasks and avoids working for a long-term vision. Although the adaptive capacity of

professionals has been highlighted as a strength in a potential transition to a value-based health care approach, it should also be emphasized that this
saturation of the system sometimes results in a certain tendency to conformity on the part of professionals, to focus on fulfilling urgent tasks and not
adopting a long-term perspective of improvement.
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• Low user engagement in the health care system, due both to the lack of citizen interest in getting involved and to the absence of promotion by the public
authorities.

• Conception of health as "medicalization", i.e., focusing only on its clinical aspects, forgetting other dimensions of health. This conception is deeply rooted
in society, not only among patients, but also, to a certain extent, among professionals in the field.

• Short-term public policies, linked to the four-year electoral cycle, which are hugely modified when there is a political change in the government. There are
many strategic plans of a very generic nature and little concreteness that do not help define the actions to be followed. This generates instability in the
system and, of course, stands for a weakness.

Concrete actions needed for the implementation of value-based care in your context 

The actions needed to move towards a value-based model are closely related to the previous sections, insofar as this transition would involve fostering strengths 
and addressing weaknesses to properly address the challenges facing the system. In this sense: 

• It is necessary to strengthen coordination between the social services system and the health system, as well as between the different levels of public
administrations.  The regional government has also reached this conclusion, and that is the reason why the so-called "Office for Coordination and
Integration of Social and Health Care Integration" was created aimed at establishing the optimal way to carry out this integration.

• One concrete action would be for the public authorities to promote a kind of "school of health", i.e. a way of making citizens aware of their rights, duties
and obligations in relation to the healthcare system as well as of the value of older people and the importance of participation. This is not a task for
schools or health professionals, but for society as a whole. The implementation of awareness campaigns promoted by governments would be an action to
consider.

• A key aspect of VBHC is to promote user participation and empowerment in decision-making. Currently, there are so-called "health councils", which are
participatory bodies at neighbourhoods. However, it is always the same profile of people who are interested in this type of participation mechanisms:
adults, with university studies and to some extent activists. It would be necessary to make the "health councils" more representative of the social
composition and to promote their role as a channel for citizen participation.

• Train professionals in the health care sector in the value-based health care paradigm. Some of them are familiar with the term but are not fully aware of
its implications.

• After a certain period of time from the start of VBHC implementation, a rigorous assessment of its impacts should be carried out and corrective measures
taken accordingly.

• Focus on prevention, not just reaction, through community health programmes, awareness campaigns, etc. A preventive approach should be promoted.
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Opinion on the use of ICT tools to support the value-based care implementation 
FINDINGS: 

• In general, driven by an unaware bias of ageism, professionals are prone to think that older people find it difficult to incorporate the use of ICTs, when
the reality is that they respond much better than professionals think. They manage to adapt, making an effort on their part, but end up integrating
technologies such as the telephone or video calls into their daily lives.

• A beneficial effect of the use of ICTs on older people (such as participating in online groups) is that it helps to combat the feeling of unwanted loneliness.
The fact of receiving a surprise call from the professional generates a feeling of accompaniment and follow-up, reducing the feeling of loneliness in the
older person.

• ICTs are nowadays an economically accessible tools, much more so than decades ago, and while it is important to ensure that there is no digital gap, in
general it can be said that almost everyone has or can have access to a mobile device from which to interact with the health and social care system.

• In any case, if ICTs are to play an important role in the transition to VBHC, it is imperative to find the optimal way to train users in their correct use.
Moreover, they must be designed according to accessibility criteria, allowing for easy and intuitive use.

• A fundamental precaution to be taken when implementing ICTs is to prevent them from becoming a double-edged sword. In other words, although the
adaptability of older people to change has been highlighted, it is undeniable that there are different levels of ICT skills depending on age. If we build a
system in which every task is mediated by technology, we run the risk of unintentionally excluding those who do not handle ICTs so easily. This would go
precisely in the opposite direction of equity and is something that must be considered, hence the need for training in their use.

Possible obstacles that are not considered yet 

One aspect to bear in mind that could hinder the possible implementation of a VBHC model has to do with the misconception among some health professionals 
that being approachable and accessible as a worker diminishes their professionalism towards patients. If VBHC is about promoting user participation in decision-
making, there is a risk that some professionals, driven by this misconception, may feel “challenged” or disempowered in favour of the patient, rather than 
appreciating the significant progress in terms of involving users. To this end, it is important, as highlighted above, to ensure that professionals are fully trained in 
the VBHC paradigm.  
Another likely circumstance that could hinder the implementation of this model is related possible resistance to change within public administrations. As 
mentioned above, there is a certain lack of administrative coordination and duplication of resources that are to some extent similar. A strategy of integrating or 
unifying resources is likely to face reluctance from the current managers of these resources, as they may feel threatened. 
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• Another important caveat is to avoid the uncontrolled proliferation and accumulation of mobile applications that end up not being used enough, despite
the volume of resources that have been allocated to them. It is important to work on integrating useful applications into the working culture of
administrations, into their usual modus operandi.

• A final lesson from the past is that all advances towards the digitalisation of the healthcare system have always met with resistance from a certain
percentage of professionals. In this sense, it must be considered that progress in the adoption of ICTs will not be a path free of controversy and debate,
but that it will be necessary to convince all the sectors involved.

ICTs are seen to have great transformative power and, in general, there is a favourable position towards their implementation. However, it should be 
remembered that ICT is not a desirable goal itself, but a means to achieve better health service delivery. 

Any other cross-country policy recommendations to be included as part of ValueCare 
It is considered that the recommended public policies fully cover the needs detected by professionals. These needs have been pointed out previously and 
basically have to do with the lack of coordination between systems and between administrations, the saturation of the system, the low level of user participation, 
the low level of user awareness of the system, the predominance of a reactive approach over a proactive or preventive one, and the well-being of professionals 
in the sector. These are precisely the areas that the public policies recommended by ValueCare address. The professionals participating in the workshop 
suggested including as a recommended public policy the promotion of a change in the social conception of health, so that it is no longer seen as a reality that 
responds only to clinical aspects, but also considers social relations or well-being in the community as part of health. 

Potential enablers and barriers regarding the sustainability of value-based care models (if you could implement them) 
Once the VBHC model has been implemented, its sustainability depends on the result of combining the facilitating factors for its survival and the barriers. In 
particular, as facilitating factors, it is highlighted the importance of generating and establishing a regulatory body that guarantees the implementation of this model 
over and above the willingness of the professional. This point underlines the importance legally established rules and procedures to guarantee the success of the 
proposal. Another aspect that could be considered as an enabler is the training of professionals in the sector in the VBHC paradigm, as in no way can the 
sustainability of this model be guaranteed if professionals are not taught in its functioning, so that training them in this paradigm is a mandatory issue without 
which it would be impossible to ensure the maintenance of this model over time. 
In terms of barriers that could hinder the sustainability of this initiative, two types of barriers are highlighted: cultural and political. In cultural terms, it is stressed 
that the low level of user participation may act as a brake on the success of VBHC, as there is no culture of participation in health and care and creating it would 
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be a costly process fraught with complications. In addition, the tendency to conformity in some professionals and reluctance to change in the administrative body 
may also pose a threat to the sustained success of VBHC. In political terms, the sustainability of this model could be closely linked to the electoral cycle, as the 
political party in government may be fully committed to VBHC, but perhaps if there is a change in government there will no longer be such governmental 
commitment to it.  

Willingness to invest financial resources to acquire technological solutions in support of a VBHC model 
All the invited experts work in public entities related to the social and health care field, in academia, primary care or government administration. It is important 
to take this into account when assessing their willingness to invest financial resources to acquire technological solutions to support a VBHC model, as this is not a 
decision for them individually, but for the management of the entity.  
In any case, the contributions in this respect agree with pointing out that the purchase of technological solutions would depend on the established price, and it is 
highlighted that the cost of this type of solutions is comparatively cheaper now than it was in previous years, thanks to the democratisation of access to 
technologies.  
Another common denominator in the responses is that it should be ensured that the technological solution in support of VBHC covers an existing need, in order 
to avoid the accumulation of duplication in online resources.  
Another essential factor to consider when purchasing solutions is to check that the solution meets basic criteria such as usability, accessibility and easy reading, 
so that it can be used by older people without difficulty. 
In short, if the political decision is taken that the health and social care system should move towards a VBHC model, the professionals participating in the 
workshop agree that there would indeed be a clear willingness to invest resources in acquiring solutions that would facilitate this transition in the best possible 
way. 

Interest in engaging in paid consulting and training services that can help you transition towards VBHC models 
Again, as in the previous section, it must be considered that the guests come from public entities, where the decision to pay for consultancy and training services 
is not up to them individually, but to the management of the entity.  

In any case, they agree that, if VBHC transition is a desirable objective of the system, it is logical that the system itself generates publicly funded resources for 
VBHC training. If such system-generated training proves insufficient and/or there is a desire to expand knowledge, a decision could be made to expand VBHC 
knowledge by paying for consultancy and training services, to provide clarity on how to execute the transition to VBHC. 
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Contacts to better disseminate the ValueCare policy recommendations 

The Workshop #1 was attended by Manuel Escolano, Director of the OCISS (by its acronym in Spanish: Office for Coordination and Integration of Social and Health 
Care Integration), a recently created office of the Valencian regional government whose main objective is the completion and evaluation of a Valencian strategy 
for social and health care coordination. While all attendees contribute with their particular vision of vital importance, the attendance of the director of this office 
is a great success, as he is an ideal contact to disseminate ValueCare's policy recommendations. At the end of the session, a spontaneous bilateral conversation is 
established between this office and Las Naves to explore possible future collaborations. 

Any further topic or highlights 

No special topics to be added. The workshop follows the pre-established order and, although different questions are spontaneously connected, all contributions 
are expressed within the framework of the previously raised themes. 

General conclusions 

• In general, there is a very favourable attitude towards the transition from a volume-based to a value-based model. However, certain precautions must be
taken, and it must be assumed that this transition will face certain circumstances that may hinder its success.

• Agreement on the general analysis presented by the ValueCare team, concerning the challenges and recommendations of public policies.
• It must be considered that the guests have a very specific profile. They are people who are willing to collaborate in this kind of projects, who have a

proactive attitude. Although they do represent the different sectors related to the field of the project (administration, social and health professionals,
academia), they do not represent the general feeling of all the workers in these fields. This obliges us to take the enthusiasm expressed with caution and
to be aware that the sector's workers as a whole may be more resistant to change.

Future steps and possible follow-up activities 

Participants are informed that they will receive this report on their contributions to the workshop and will be invited to attend the final event of the ValueCare 
project, which will take place on 25th September 2024 in Las Naves, where the results and lessons learned from this project will be presented to the public. 
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Annex VII - Results of the Workshop organised with AGE members on Policy Recommendations 

 

Date of the local workshop: 26/04/2024  

Place: Online 

Duration of the local workshop: 10-11.30 (90 minutes) 

Participants: 12 

Participant profile N Additional information 

Policy makers    

Decision-makers (e.g., hospital managers and board members)   

Professionals working in the field of health and social care   

Older adults  9 
Older adults’ representatives from BE, CZ, FR, PL, IT, 
NL, NW, TK 

Other 3 
Project Officers, Policy Manager on Dignified and 
Healthy Ageing 

Total: 12  

 

Methodology used to conduct the workshop (please briefly explain if it was conducted as a single group discussion or if the audience was divided in small 

groups that rotated by different questions/topics, etc.): 

An initial overview of Project ValueCare and the Value-Based Healthcare (VBHC) model was presented, followed by an outline of the challenges and policy 
recommendations. This online workshop gathered 10 participants and was an open format, meaning people were invited to take the floor whenever they 
wanted. Questions were prepared and sent to registrants before the discussion to guide the discussion during the workshop, but participants were really active, 
and we choose to let the discussion flowed. These are the questions adapted from the guidelines which were sent before the workshop: 
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• Do you think the 5 main challenges detailed in the PR are correct and complete? If not, please provide additional information.  

• Do you think the 6 areas of policy actions in response to these 6 challenges are correct? Are we missing other areas?  

• Which of these 6 areas do you see as the more urgent to implement? Which of these 6 areas is the most difficult to implement, and why?  

• Can you recommend suggestions for the implementation of these policy recommendations?  

• What are the challenges to advocate at local level for these recommendations?  

• Can you share any successful experiences or good practices in your country which contribute to 1 of the policy responses drafted in the policy 
recommendations? 

 

MAIN FINDINGS FROM THE WORKSHOPS DISCUSSION: 

TOPICS DISCUSSED  

Current challenges of the health and care delivery in your context  

FINDINGS:  

The same as the ones reported. Special focus was given to the need of implementing a more Human Rights approach in the recommendations and in the 
health care system. One of the most important challenges reported, is the definition of the quality of care and how the quality can be measured based 
truly on the definition given by older persons and their families, which is not too often defined by standards and metrics which are not considering the 
psychological and feelings from patients (pastoral care). This definition of quality of care from patients should be the centre point if we are talking about 
patient-centred care in the VBHC model. 

Another challenge reported is the lack of space for dialogue and quality, trusty interactions between patients and health care professionals. Lack of 
education from health care professionals in empathy trainings. 

On the workforce, the excess of bureaucracy and underinvestment is a major problem for the sustainability of the system. 

 

Strengths and weaknesses of implementing a value-based care approach in your context  

FINDINGS: 

Strengths:  
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• The 6 areas of policy are well-selected and needed, especially the need to shift the paradigm for an integrated system that puts older people at the 
centre implementing a rights-based approach.  

Weaknesses: 

• More development is needed for the societal benefits to convince policies on the funding of such models and more focus on the rights-based approach. 

• Bureaucracy, Timing issues, too much reporting is asked from professionals. 

Recommendation: 

• In the quality measurement, to ensure the measures used are not only quantitative. It can also be useful to disseminate the project and the policy 
recommendations to use more of a storytelling approach and testimonies that can demonstrate the societal benefits of such alternatives models. 

 

Concrete actions needed for the implementation of value-based care in your context  

FINDINGS: 

• Financial investment and political will to shift the paradigm to a more person-centred. For both we need to put more emphasis on the societal benefits 
and social return on investment of such alternative models. 

• Trainings of volunteers 

• Create space for trust dialogues between patients and health care professionals 

• Promoting oral history narrative, seating with individuals without any professionals and asking about their life story and experience of the treatment. 

Possible obstacles that are not considered yet  

FINDINGS: 

• The cases that older people are afraid of suffering consequences if they report situations of violence or low quality of the services, especially regarding 
informal caregivers. A possible solution would be to allocate time for home visits by professionals or volunteers. 

• Shortage of the workforce to implement such model. A possible alternative could be the engagement of volunteers and the third sector. 

 

Opinion on the use of ICT tools to support the value-based care implementation  
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FINDINGS: 

• Recognition of how useful it can be to help the workforce to take decisions and do not duplicate processes. However, an attention needs to be given to 
not increase the level of bureaucracy and to actually save time and money. 

• For the user, a human contact needs to be assured and empowerment training to guarantee a full understanding of the tool.  

 

Any other cross-country policy recommendations to be included as part of ValueCare  

FINDINGS: 

• Reinforcement of the storytelling to strength the societal benefits. 

• More focus on the rights-based approach. 

• More positive message 

Potential enablers and barriers regarding the sustainability of value-based care models (if 
you could implement them) 

 

FINDINGS: 

• Enablers: Timing and lack of sustainability of current models, so we need to find an alternative. 

• Barriers: Financial investment and workforce shortage/crisis. 

 

Willingness to invest financial resources to acquire technological solutions in support of a 
VBHC model 

 

FINDINGS: 

N/A 

• Interest in engaging in paid consulting and training services that can help you transition 
towards VBHC models 

 

FINDINGS: 

N/A 
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Future steps and possible follow-up activities  

FINDINGS: 

• Dissemination of the policy recommendations on EU-level. 

 

Contacts to better disseminate the ValueCare policy recommendations  

• To be followed 

Any further topic or highlights   

No.  

General conclusions  

 

In summary, our consultation with AGE members confirmed the already mentioned critical issues in health care, including underinvestment, 
ageism, and a lack of person-centred care. To address these, the VBHC can be a strong alternative towards qualitative measures of care, 
increasing financial investment, and combating ageist attitudes. But AGE members recommend not to use only standards measurements to 
qualified the quality of care,. Feelings, values expressed freely from patients need to be carefully considers without explicitly measuring it. 
Additionally, members recommend allocating resources for home visits, engaging volunteers. Regarding workforce, it is needed better resources 
planning and decreasing of the level of bureaucracy, promoting trust in their expertise and creating more attractive conditions to recruit new 
professionals. By prioritizing these changes, VBHC can work towards an integrated health care system that respects and meets the needs of older 
individuals. 
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Annex VIII – Final policy brief on ValueCare policy recommendations 
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