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ABSTRACT
Objective  This study aims to obtain insight into 
experienced facilitators and barriers of implementing a 
tailored value-based healthcare (VBHC) model in a Dutch 
university hospital from a perspective of physicians and 
nurses.
Method  A descriptive qualitative study with 12 physicians, 
nurses and managers of seven different care pathways 
who were involved in the implementation of a tailored 
VBHC methodology was conducted. Thematic content 
analysis was used to analyse the data guided by all 
factors of the Consolidated Framework for Implementation 
Research (CFIR).
Findings  The method designed for the implementation 
of a tailored VBHC methodology was appointed as 
a structured guide for the process. Throughout the 
implementation process, leadership and team dynamics 
were considered as important for the implementation 
to succeed. Also, sharing experiences with other value 
teams and the cooperation with external Information 
Technology (IT) teams in the hospital was mentioned 
as desirable. The involvement of patients, that is part 
of the VBHC methodology, was considered useful in 
the decision-making and improvement of the care 
process because it gave better insights in topics that 
are important for patients. The time-consuming nature 
of the implementation process was named as barrier to 
the VBHC methodology. On top of that, the shaping of 
the involvement of patients and the ongoing changes 
in departments were established as difficult. Finally, 
working with the Electronic Health Records and acquiring 
the necessary digital skills were considered to be often 
forgotten and, thus, hindering implementation.
Conclusion  Clinical Healthcare organisations 
implementing a tailored VBHC methodology will benefit 
from the use of a structured implementation methodology, 
a well-led strong team and cooperation with (external) 
teams and patients. However, shaping patient involvement, 
alignment with other departments and attention to 
digitisation were seen as a most important concerns in 
implementation and require further attention.

INTRODUCTION
The uneven quality and rising costs of health-
care are a global problem.1 In 2006, Porter and 
Teisberg introduced the management model 
value-based healthcare (VBHC) to contribute 
to solving the quality and economic prob-
lems in healthcare.1 2 The aim of VBHC is 
to create value for the patient by improving 
health outcomes while reducing associated 
costs.1 2 The original strategic agenda for 
value transformation in healthcare, that is, 
‘value agenda’, consist of six elements: (1) 
organise into Integrated Practice Units, (2) 
measure outcomes and costs for every patient, 
(3) move to bundled payments for care 
cycles, (4) integrate care delivery systems, (5) 
expand geographic reach and (6) build an 
enabling information technology platform.2 
An important aspect of VBHC is the monetary 
opportunity costs of the entire care process 
along the patient journey, based on human 
and material resources used. Consequently, 
switching focus to health outcomes and care 
process results in insights that are valuable 
for reducing practice variation, increasing 
quality of healthcare and improving cost-
effectiveness.1 2

Strengths and limitations of this study

	► The descriptive qualitative design enabled us to ex-
plore the experienced barriers and facilitators from 
the physicians’ and nurses’ perspective in depth.

	► Several teams with different healthcare depart-
ments participated, increasing generalisability.

	► Not all relevant stakeholders involved in the imple-
mentation process, such as patients and managers, 
were included in this study.

	► The study is a single-centre study conducted in one 
of the largest hospitals in the Netherlands.

 on January 20, 2024 by guest. P
rotected by copyright.

http://bm
jopen.bm

j.com
/

B
M

J O
pen: first published as 10.1136/bm

jopen-2021-051764 on 4 January 2022. D
ow

nloaded from
 

 on January 20, 2024 by guest. P
rotected by copyright.

http://bm
jopen.bm

j.com
/

B
M

J O
pen: first published as 10.1136/bm

jopen-2021-051764 on 4 January 2022. D
ow

nloaded from
 

 on January 20, 2024 by guest. P
rotected by copyright.

http://bm
jopen.bm

j.com
/

B
M

J O
pen: first published as 10.1136/bm

jopen-2021-051764 on 4 January 2022. D
ow

nloaded from
 

 on January 20, 2024 by guest. P
rotected by copyright.

http://bm
jopen.bm

j.com
/

B
M

J O
pen: first published as 10.1136/bm

jopen-2021-051764 on 4 January 2022. D
ow

nloaded from
 

 on January 20, 2024 by guest. P
rotected by copyright.

http://bm
jopen.bm

j.com
/

B
M

J O
pen: first published as 10.1136/bm

jopen-2021-051764 on 4 January 2022. D
ow

nloaded from
 

 on January 20, 2024 by guest. P
rotected by copyright.

http://bm
jopen.bm

j.com
/

B
M

J O
pen: first published as 10.1136/bm

jopen-2021-051764 on 4 January 2022. D
ow

nloaded from
 

 on January 20, 2024 by guest. P
rotected by copyright.

http://bm
jopen.bm

j.com
/

B
M

J O
pen: first published as 10.1136/bm

jopen-2021-051764 on 4 January 2022. D
ow

nloaded from
 

 on January 20, 2024 by guest. P
rotected by copyright.

http://bm
jopen.bm

j.com
/

B
M

J O
pen: first published as 10.1136/bm

jopen-2021-051764 on 4 January 2022. D
ow

nloaded from
 

 on January 20, 2024 by guest. P
rotected by copyright.

http://bm
jopen.bm

j.com
/

B
M

J O
pen: first published as 10.1136/bm

jopen-2021-051764 on 4 January 2022. D
ow

nloaded from
 

 on January 20, 2024 by guest. P
rotected by copyright.

http://bm
jopen.bm

j.com
/

B
M

J O
pen: first published as 10.1136/bm

jopen-2021-051764 on 4 January 2022. D
ow

nloaded from
 

 on January 20, 2024 by guest. P
rotected by copyright.

http://bm
jopen.bm

j.com
/

B
M

J O
pen: first published as 10.1136/bm

jopen-2021-051764 on 4 January 2022. D
ow

nloaded from
 

 on January 20, 2024 by guest. P
rotected by copyright.

http://bm
jopen.bm

j.com
/

B
M

J O
pen: first published as 10.1136/bm

jopen-2021-051764 on 4 January 2022. D
ow

nloaded from
 

 on January 20, 2024 by guest. P
rotected by copyright.

http://bm
jopen.bm

j.com
/

B
M

J O
pen: first published as 10.1136/bm

jopen-2021-051764 on 4 January 2022. D
ow

nloaded from
 

 on January 20, 2024 by guest. P
rotected by copyright.

http://bm
jopen.bm

j.com
/

B
M

J O
pen: first published as 10.1136/bm

jopen-2021-051764 on 4 January 2022. D
ow

nloaded from
 

http://bmjopen.bmj.com/
http://orcid.org/0000-0002-0139-5564
http://dx.doi.org/10.1136/bmjopen-2021-051764
http://dx.doi.org/10.1136/bmjopen-2021-051764
http://crossmark.crossref.org/dialog/?doi=10.1136/bmjopen-2021-051764&domain=pdf&date_stamp=2022-01-04
http://bmjopen.bmj.com/
http://bmjopen.bmj.com/
http://bmjopen.bmj.com/
http://bmjopen.bmj.com/
http://bmjopen.bmj.com/
http://bmjopen.bmj.com/
http://bmjopen.bmj.com/
http://bmjopen.bmj.com/
http://bmjopen.bmj.com/
http://bmjopen.bmj.com/
http://bmjopen.bmj.com/
http://bmjopen.bmj.com/
http://bmjopen.bmj.com/
http://bmjopen.bmj.com/


2 Lansdaal D, et al. BMJ Open 2022;12:e051764. doi:10.1136/bmjopen-2021-051764

Open access�

It is well known that, putting innovative care according 
to VBHC principles into practice, a major change for 
the healthcare staff and patients involved is expected.3–8 
Organising care centred around the patient challenges 
multidisciplinary professionals from different organisa-
tional units to collaborate and coordinate their tasks as 
well as to share responsibility for continuous healthcare 
improvement. These are major changes in daily practice 
that require extensive implementation effort.5

Previous studies have found that the model as intro-
duced by Porter and Teisberg2 is relevant but incom-
plete. A reason given for that includes the actual use of 
outcomes to improve quality of care, which appear not 
to be sufficiently emphasised.7 8 As such, it is well known 
that there is a gap between best practice on the one hand, 
and the actual care performed on the other.8 9 Besides, 
it is shown in previous research that the use of clinical 
registration to understand health outcomes in relation to 
VBHC is desirable. However, it requires leadership at the 
physician and manager level, should include the oppor-
tunity for benchmarking, must contain a well-integrated 
computerised system and must include a collaborative 
effort to achieve the best possible way of working.10

Implementation within healthcare settings occurs, 
according to the Consolidated Framework for Imple-
mentation Research (CFIR), on different levels; (1) the 
intervention (2) the individual, (3) the setting within 
the team (‘inner setting’), (4) setting outside the team 
(‘outer setting’) and (5) the implementation process.11–14 
At each level, different facilitating and hindering factors 
may be experienced by those implementing. First, on the 
level of the intervention, a very detailed description of 
the implementation methodology as well as a clear focus 
on usable tools is considered as helpful.15 Second, on 
the level of the individual involved in the implementa-
tion, the success of the implementation depends on the 
appearance of dedication and intrinsic motivation.12 
Third, on the level of the inner setting, the productivity 
within a team will depend on the experienced costs they 
have to deliver for the result they produce, also in rela-
tion to the organisational readiness.16 17 In line with this, 
a collaboration between caregivers is a necessity in any 
healthcare setting to achieve a successful implementa-
tion, in which forces are combined.18 On the level of the 
outer setting, cooperation with other teams appears to 
be beneficial for a successful implementation.11 To our 
knowledge, no study has been published on experienced 
facilitators and barriers from the perspective of physicians 
and nurses involved in the implementation of VBHC in a 
large university hospital as part of a hospital wide struc-
tured methodology. Consequently, insight into barriers 
and facilitators in this regard is needed.19 20

In the Netherlands, eight University Medical Centers 
(UMCs) work together to improve the quality of care. 
Introducing the principles of VBHC is a component 
of their programme.21 The Netherlands Federation of 
UMCs (NFU) has translated a strategy for the UMCs from 
Porter’s philosophy.22 The choice was made to start this 

strategy with adding value for the patient in the consulting 
room and to focus on organising care around the patient 
by working with health-related outcomes. The term 
‘health outcomes’ refers to (1) clinical outcomes, (2) 
quality of life outcomes (measured by Patient Reported 
Outcome Measures (PROM)) and (3) patient experiences 
(measured by Patient Reported Experience Measures; 
PREM). During consultations, PROM information is used 
to empower the patient, improve the dialogue, enable 
shared decision-making (SDM) and tailor care to the 
patient’s needs. A subsequent step is to track costs. The 
reason costs were added last in this implementation cycle 
is the underrepresentation of large groups of patients 
within the UMCs. On top of that, the complex costing 
of the UMCs and the challenges involved in determining 
(health related) costs has factored into this. As litera-
ture shows, the implementation of VBHC is difficult.3–8 
Besides, it appears largely unclear how to use PROMs with 
respect to SDM and the expectations of physicians in that 
regard.3 6 For implementation to be successful, an under-
standing of the barriers and facilitators experienced by 
physicians and nurses is needed.8

The Amsterdam UMC has developed its own method-
ology to implement VBHC according to NFU principles. 
This strategy is primarily focused on value-driven quality 
improvement. The approach as made in the Amsterdam 
UMC is based on elements 1, 2 and 6 of Porter’s model. 
The integrated practice units (IPU’s, element 1) is 
adopted partly and implemented as a multidisciplinary 
collaboration across specialty-based units within the tradi-
tional organisational structure as opposed to Porter’s IPU 
concept that concerns an alternative organisational struc-
ture. The reason that element 1 is adopted partly and the 
other elements of Porter and Teisberg’s2 model are out 
of scope, which includes the feasibility and succession 
of the local improvement cycle in which these elements 
can be implemented as an extension when opportune. 
The development of the Amsterdam UMC value-driven 
quality improvement provided a unique opportunity to 
study the tailored method of a VBHC implementation 
from the perspective of physicians and nurses to identify 
learning points and successes forming a prerequisite for 
successful implementation in daily practice. The type of 
VBHC related to this article can also be described as an 
NFU-based value-driven care programme and, thus, devi-
ated from the original VBHC model of Porter and Teis-
berg.2 The aim of this study was to evaluate facilitators 
and barriers of implementing a tailored VBHC model in a 
Dutch university hospital from a perspective of physicians 
and nurses.

METHOD
A descriptive qualitative study according to the COREQ 
(COnsolidated criteria for REporting Qualitative 
research) checklist was conducted 1 year after the start 
of the implementation of the tailored model of VBHC 
within the Amsterdam UMC to better understand and 
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explain representative participants’ experienced facilita-
tors and barriers. It is important in this respect that when 
referring throughout this article to the term ‘VBHC’, it 
represents the tailored model specified on the context 
applicable in the Amsterdam UMC. The research was 
conducted using semistructured interviews guided by 
the CFIR framework14 because it provides an overview of 
concepts that guide potential barriers and facilitators of 
an innovative implementation in healthcare.

Setting and context
The Amsterdam UMC started in 2017 with the imple-
mentation of a VBHC methodology using a locally devel-
oped implementation methodology, further referred to 
as ‘VBHC methodology’. In 2019, the Amsterdam UMC 
originated from two Amsterdam-based university medical 
centres: the Vrije Universal Medical Center (VUmc) and 
the Amsterdam Medical Center (AMC). The merger had 
not yet been completed at the time of the study. The scope 
of the research includes both locations of the Amsterdam 
UMC.

Intervention
The focus of the VBHC methodology as used in the 
Amsterdam UMC was to achieve continuous improve-
ment based on insight into clinical and patient-reported 
outcomes and optimisation of the multidisciplinary care 
process along the patient journey, through a four-phase 
methodology (see figure 1). First, the goal of value-driven 
improvement of care must be focused on a systematic 
approach for value-based quality improvement. Next, 
value must be integrated within patient communications. 
Furthermore, the culture of value improvement should 
be invested in and should include learning platforms for 
physicians to work with patient outcomes. These four 
components to work value based should be offered in a 
strategic agenda.7 It is important to note that the method-
ology included within this article deviates from the VBHC 
model as designed by Porter and Lee.23 This methodology 
was designed by the strategic team at Amsterdam UMC, 
specifically applicable to their context. The purpose of the 

VBHC methodology designed by the Amsterdam UMC is 
to give the patient a solid influence on the development 
and focus that is applied to the relevant clinical condi-
tion. Hereby, the methodology seeks to maintain patient 
values at the highest priority. The patient is present at all 
sessions in the design phase and is an equal part of the 
value team. After these sessions, patients are periodically 
involved in a focus group, patient council or in any other 
way appropriate to the dynamics of the patient group.

Clinical teams were invited to sign up voluntarily for 
participation in implementation of the VBHC meth-
odology. Based on the care for a clinical condition, a 
multidisciplinary ‘value team’ is created. A clinical lead 
is appointed to drive the implementation process; this is a 
physician or nurse working in the clinical team. For each 
value team a design phase takes place where the team’s 
focus and trajectory are discussed. In this regard, the 
factors specific to the clinical condition concerned are 
considered. This process is guided by an external consul-
tant as well as by a specialist of the ‘Supporting’ depart-
ment within the hospital. Next, through discussion, a set 
of outcomes is established representable for the clinical 
condition and of importance to the patient. Through 
follow-up sessions, progress is monitored. During imple-
mentation, an integral dashboard with outcome and 
process measures are developed both at the patient and 
population level to support continuous quality improve-
ment efforts. At the time the research was conducted, 
none of the teams had fully completed the implemen-
tation cycle. The hospital’s strategy continuously aims at 
improving patients’ outcomes. In this regard, it has been 
chosen that within the implementation strategy experi-
ences come first, and when insights have been reached, 
assessment and improvement of the economic aspect of 
the VBHC methodology will follow.1

Participants
The programme manager of the tailored VBHC model 
implementation approached all value teams within 
Amsterdam UMC to participate in the implementation. 

Figure 1  Four-phase implementation methodology of the tailored VBHC model. PROM, Patient Reported Outcome Measures; 
VBHC, value-based healthcare.
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Participants consisted of physicians, nurses or managers, 
which possess the role of team member or clinical lead 
within the implementation of the VBHC methodology. 
All eight teams that had at least 1 year experience of 
working with the VBHC methodology were approached 
for participation. Due to purposive sampling, alongside 
to increase the credibility and comprehensiveness of the 
study for data triangulation, the choice was made to have 
the sampling frame consists of at least one healthcare 
provider from each of these eight teams.

Patient and public involvement
No patients were involved in this research.

Data collection
Data were collected between February 2020 and April 
2020. Of the eight teams that were approached, one was 
not available for participation because of the high work-
load that existed as a result of the pandemic (COVID-19). 
To collect data, semistructured interviews were conducted 
by DL (MSc). Interviews were conducted in person in a 
restricted area with no other persons present or through 
a video call. For video calls, Zoom (2011) was chosen to 
conduct the interviews, because an encrypted connection 
was possible, and respondents were already familiar with 
this form of communication. In terms of integrity of the 
final results the interviewer and respondents did not know 
each other in advance. Prior to the interview, the respon-
dent’s rights and purpose were made known to ensure 
that the respondent was aware of his/her participation 
and related responsibilities. Written informed consent 
was obtained from each participant. Furthermore, in 
terms of credibility, respondents were informed about 
the guarantee of confidentiality, the use of their data 
and that they could withdraw at any time. All the inter-
views lasted between 30 min and 60 min and were audio 
recorded. Based on the CFIR framework, we developed 
the interview guide (see online supplemental appendix 
1). To ensure that the questions were as comprehensible 
as possible for the respondent, small differences into the 
questions were commandingly added to the different 
roles the respondents fulfil (individual clinical leader 
or operational team member). Due to conformability, a 
logbook was kept on which adjustments to the topic list 
were made iteratively, in consideration of the fact that 
qualitative research can follow new domains and is adapt-
able. To comply with member check and credibility, every 
respondent confirmed the correctness of the transcript 
by e-mail. The transcripts were numbered in order not 
to make the respondents recognisable to third parties 
directly. As the data may be used for multiple studies and 
apply as little interpretation as possible, the choice was 
made to transcribe the interviews literally. Every audio 
fragment, transcript and online informed content is 
stored for 15 years on a secured hard disk of the VUmc. 
According to the legislation law,24 only DL, MvdS and FvN 
have access to this data.

Data analysis
A thematic content analysis according to the six steps of 
Braun and Clarke was used to analyse the data because it 
allows an interpretation of the participant’s meaning of 
the experienced facilitators and barriers.25

After generating and transcribing all interviews, 
all were read and reread in order to become familiar 
with the data (step 1). The codes were identified by 
searching for meaningful units in the interviews labelled 
by coding words. (Step 2) The analysis of coding words 
started with deductive coding of the CFIR framework 
initially or creating a new code when new insights were 
obtained. To increase the reliability, thematic content 
analysis was done using ​Atlas.​ti, V.8 (2020) and was 
cross coded by MvdS and FvN with consensus in coding. 
A codebook (see online supplemental appendix 2) was 
developed to clarify what was meant by a code in order 
to make it possible for subsequent researchers to apply 
these coding with the same understanding.

(Step 3) Patterns and themes were searched within 
the 12 coded interviews in order to understand respon-
dents’ experiences. In order to create thematic content, 
each code was written out, and by sliding codes together, 
patterns and themes were defined and named. In 
terms of credibility, MvdS and FvN performed investi-
gator triangulation in terms of recoding the interviews 
and look for reconciliation and deviation. Given the 
different contexts in which respondents found them-
selves, a distinction was made between facilitators and 
barriers when creating themes given that one concept 
could be experienced both as a barrier or facilitator. 
(Step 4) Creating thematic content was evaluated by 
MvdS. and FvN. (Step 5) The quotes that created the 
content for each code were structured to theme using ​
Atlas.​ti, from which thick descriptions have emerged.25

RESULTS
Six doctors, four nurses and two managers of the seven 
conducting departments (88% of the total departments 
that were within the inclusion criteria) participated in 
this study. The term ‘doctor’ refers to all types of physi-
cians or medical specialists, such as internists, surgeons, 
etc. Nine out of 12 interviews took place in person, 
three interviews took place through video call. Charac-
teristics of the respondents are summarised in table 1.

Participants experienced various barriers and facilita-
tors during the implementation of VBHC. Themes that 
emerged regarding the methodology were: ‘Structured 
methodology comfortable but difficult in its execution’ 
and ‘Involving patients has added value yet challenging’. 
Themes regarding the implementation process were: 
‘Team dynamics funds success of the implementation’, 
and ‘Collaborations with others motivates’. Finally, 
‘Applying VBHC in practice’ and ‘Facilities that are 
essential for functionality’ were themes based on the 
daily operations of VBHC. Table  2 summarises the 
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themes and subthemes of experienced barriers and 
facilitators within the VBHC implementation.

Theme 1: structured methodology comfortable but difficult in 
its execution
Subtheme 1.1: goal-oriented and enlightening methodology
According to the majority of respondents, the VBHC 
implementation methodology provided a structured 
process that was perceived as clear, goal-oriented and 
adaptable to one’s own situation:

R10: I found it extremely enlightening to see clearly 
what we were doing and what we ultimately wanted to 
achieve and how we were going to achieve that with 
those different steps. That worked in the end (doctor, 
leader).

Subtheme 1.2: Time bound factors determine implementation 
methodology’s success
Almost all respondents indicated that the VBHC imple-
mentation process was time-consuming, they experi-
enced an imbalance between time invested and degree 
of progress:

R5: We have been working on VBHC for so long now 
that everyone has a bit of value-driven care tiredness. 
Like, ‘do we have to come together and look at that 
care path again? We have already done that twenty 
times’. Yes, it was just like that (nurse, leader).

Theme 2: involving patients has added value, yet is 
challenging
Subtheme 2.1: Patient involvement gave depth to understanding 
care paths and needs yet were challenging
All respondents considered it valuable to involve patients 
in the VBHC process in order to learn about their expe-
riences within their care process, which gave depth to 
understanding care paths and needs. Patient counselling 
during team involvement was deemed necessary in order 
to clarify the expected role of the patient in the team as 
well as to support the patient. Patients visiting the hospital 
once every 3 months in the development of VBHC was 
associated with burdensome and confrontational, as 
there is a chance the patient might be confronted with 
negative impacts of their disease illustrated by other 
patient stories:

R4: It was also very confronting for the patient, be-
cause some people with the disease died when things 
didn't go well (doctor, leader).

In addition, respondents felt that patients do not need 
to be involved at every stage of the VBHC methodology, as 
they are not directly involved in all aspects of healthcare, 
for example, during the registration facilities in the Elec-
tronic Health Record (EHR).

Subtheme 2.2: Macrolevel patient involvement is challenging
The competencies of a patient to think on a macrolevel 
were perceived as a facilitator in the VBHC implementation 

Table 1  Baseline characteristics of respondents

Doctors 
(n=6)

Nurses 
(n=4)

Managers 
(n=2)

Time working in this function

 � <1 year 0 1 0

 � 2–5 years 2 1 1

 � 6–10 years 2 1 0

 � 11> years 2 1 1

Function within the VBHC team

 � Team member 0 2 2

 � Leader 6 2 0

Duration of the implementation of the VBHC approach

 � 1–2 year(s) 3 2 0

 � 3–4 years 3 2 2

VBHC, value-based healthcare.

Table 2  Themes and subthemes for the implementation of 
the value-based healthcare approach

Theme Subtheme

Theme 1: Structured 
methodology comfortable but 
difficult in its execution

Goal-oriented and 
enlightening methodology
Time bound factors 
determine implementation 
methodology’s success

Theme 2: Involving patients is 
valuable but challenging

Patient involvement gave 
depth to understanding care 
paths and needs yet were 
challenging
Macro level patient 
involvement is challenging

Theme 3: Team dynamics 
found success of the 
implementation

Forces and concerns within 
a team
Leadership indispensable 
within a team
Ongoing projects distress

Theme 4: Collaboration with 
externals/others motivates

Collaborative effort useful
Supporting team intended
Collaboration with data 
support brings comfort but 
frustrates process

Theme 5: Struggles in 
applying VBHC in practice

Dashboards thrill the team
Shared decision-making 
complicated in practice
Working with PROMs in daily 
practice has advantages

Theme 6: Essential for 
functionality

Necessities better available 
through connection the VBHC 
implementation
Digitisation decelerates

PROM, Patient Reported Outcome Measures; VBHC, value-based 
healthcare.
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process because this enabled valuable input about patient 
values. However, the ability of a patient to represent the 
patient population as a whole was perceived as more diffi-
cult than expected.

R3: I think we have to be realistic, that 98% of the pa-
tients are not suitable to think 'Well, we have a group 
of 1500 patients', so we need someone who doesn't 
just think her own way, it’s also about being able to 
think on a population level (Nurse, leader).

By extension, it was indicated that the way in which 
patients were involved was also difficult, for example, 
the amount of guidance and the role a patient take on. 
If there was no standard method for involving patients, 
it was indicated that the structure of patient involvement 
had to be discussed in detail

Theme 3: Team dynamics funds success of the 
implementation
Subtheme 3.1: forces and concerns within a team
Driven individual team members as well as an enthusi-
astic team that had a bond of trust and pursue, the same 
goal was considered as beneficial to the implementation. 
In addition, a small team was also named as a facilitator 
because this made it easier to discuss changes:

R10: Another important aspect is forming a strong 
team… …and that helped a lot, really. You have the 
same goal. We all work with the same tool. So that’s 
an advantage (doctor, leader).

Several respondents indicated that sufficient time 
for healthcare professionals was essential to get used to 
changes, such as working with PROM questionnaires 
and SDM. However, sufficient progress within the imple-
mentation of the VBHC methodology was also named as 
important, to avoid losing motivation, referred to as ‘you 
lose momentum’.

Subtheme 3.2: Leadership indispensable within a team
Leadership in a team was expressed as crucial to realise 
the VBHC implementation by all respondents. Various 
characteristics of a successful leader were addressed: 
someone who (continues to) take people along in the 
VBHC implementation during the entire process in order 
to keep other team members on board as well as someone 
who collects and shares information:

R6: You need a leader to keep pushing the team. Who 
says, “Let’s do it this way,” and comes to give informa-
tion (nurse, team member).

It was noted that it is important for the leader to be able 
to recognise and understand practical situations. This 
makes occurred problems during the implementation of 
the VBHC methodology easier to understand:

R2: You need people who know what’s going on and 
are involved within the clinic (doctor, leader).

Subtheme 3.3: Ongoing projects distress
Other projects that were introduced during the VBHC 
implementation were seen as a barrier because it frus-
trated that build up of VBHC was disrupted. An example 
of this is the ongoing merger between the two locations 
of the hospital, which took a lot of time and effort to (re)
build mutual trust, knowledge and (policy) attention:

R4: Because we worked a long time to get that dash-
board operational, we presented it to the staff “…” 
and we moved to the other hospital there was noth-
ing left anymore (doctor, leader).

Theme 4: Collaboration with externals/others motivates
Subtheme 4.1: Collaborative effort useful
Sharing experiences and best practices with other value 
teams was perceived as a facilitator for the implemen-
tation of VBHC because teams can benefit from each 
other’s lessons learnt:

R8: I might want to talk to a larger team myself. So, 
more the connection with other teams, but also with 
my own value team.”…”The contact may be slowing 
down the implementation process, but I think that 
there could have been other solutions in terms of 
content, rather than that I have invented it myself 
(doctor, leader).

Theme 4.2: supporting team intended
The participation of a representative team member from 
the central VBHC support team within the hospital was 
regarded as a facilitator in order to provide knowledge 
of VBHC implementation, competence development, 
enthusing, thinking about potential facilitators and 
barriers and coming up with new ideas:

R4: I've really had a lot of support of (name VBHC 
member of support team). It has helped in making 
appointments, always came up with new ideas, or if 
the team was not happy for a moment she came up 
with a nice idea (doctor, leader).

The support of the board of directors was not always 
noticed by the respondents. Prioritisation for accom-
plishing the VBHC implementation were identified as 
focal points of daily policy:

R9: The implementation does have the attention, but 
it is not prominent in any particular policy line or 
structure embedded in the outpatient care That frus-
trates (manager, team member).

Subtheme 4.3: Collaboration with data support brings comfort but 
frustrates process
Not only did all respondents indicate that there was a 
strong sense of dependency between teams and data 
support because of their important position within the 
VBHC implementation, they also mentioned a lack of 
understanding of mutual expectations. The low delivery 
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frequency of improved technology due to capacity prob-
lems was described as a negative influence for continuous 
improvement:

R6: What happened now, you're a value group, you 
have a question, ask your question, but I just have to 
hope I'm on a list, and I just have to hope something 
is being built somewhere,”… “If this is what we think 
is important to each other, you have to make sure that 
your whole system is actively involved in the care you 
provide (nurse, leader).

Theme 5: Struggles in applying VBHC in practice
Subtheme 5.1: Dashboards thrill the team
Several respondents indicated that there was willing-
ness to register outcomes in daily practice, allowing use 
for benchmark and improvement. This is related to the 
fact that several respondents described that working with 
outcomes can motivate in daily practice and could create 
continuous improvement within a team:

R7: It shows what measurement we're missing for a 
patient, and that kind of measurements makes you 
very motivated to say, “hey, we're going to have to set 
it up better (Nurse, team member).

Working with outcomes was also seen by leaders as an 
opportunity for nurses to innovate and differentiate their 
competencies. Yet, nurses, who were not leaders of a value 
team themselves, did not indicate this.

It was mentioned by several respondents that the lack 
of adequate registration within the EHR was caused by 
difficulty adapting their daily working process with regis-
trations, due to the non-user friendly EHR system. Several 
respondents also indicated that when the PREMs and 
PROMs are discussed within the value teams, this can 
be perceived as confrontational, disturbing and/or as a 
violation of the employee’s privacy by colleagues:

R3: They'll suddenly be told, that based on mea-
sured outcomes, ‘maybe you should plan less visits’, 
or ‘you'll have to be a little more effective with the 
appointments’. So, it can still be experienced as a 
kind of intrusion, which can be complicated (nurse, 
leader).

Subtheme 5.2: SDM complicated in practice
In daily practice, the VBHC implementation aimed to 
find a balance for SDM and the possibilities thereof. 
In the context of SDM, it is in fact desirable to let the 
patient’s preference become a reality. However, it was 
experienced by caregivers that the patient’s preference 
does not always correspond to the oath of caregivers to 
provide what they consider to be the best care. On top of 
that, organisational culture was described as a barrier in 
the success of the VBHC implementations’ SDM. It was 
mentioned as difficult from a culture perspective to let 
patients take the lead:

R6: There is also an aspect of culture certainly in the 
surgical doctors that they know what’s good for the 
patient. So, you can soon have all your data to be able 
to decide together, but if you still think, as a doctor, 
that your opinion is worth more than that of your pa-
tient, then yes, that is not the goal of the implementa-
tion (manager, team member).

Subtheme 5.3: Working with PROMs in daily practice has 
advantages
The use of PROMs in practice was indicated as important, 
because it allowed the quality of life to be properly 
measured and discussed with the patient. However, the 
majority of the respondents indicated that usage of 
PROMs took time to put into practice, because health-
care providers were not used to working with question-
naires in daily practice and had difficulty incorporating 
this in their outpatient visit work process:

R2: We are used to questionnaires for scientific re-
search, and not at all for daily clinic"… "there was 
room for improvement (nurse, leader).

Theme 6: Essentials for functionality
Subtheme 6.1: Necessities for value teams from hospital board 
better available through connection the VBHC implementation
It was indicated that availability of funding and financing 
for the VBHC process improvement could be motiva-
tional to start the implementation. Almost all respondents 
indicated that, despite the length of the implementation 
period, their intrinsic motivation for implementation was 
maintained because of the (continued) recognition of 
usefulness of VBHC. However, if the importance of imple-
mentation was no longer seen, neither was the need to 
devote effort to VBHC implementation:

R1: I don't see the immediate interest anymore, and 
then I prefer to continue with my own research (doc-
tor, leader).

Subtheme 6.2: Digitisation decelerates
Almost all respondents indicated that digitisation was 
perceived as a barrier, despite the awareness that it can help 
in daily practice. The healthcare sector was mentioned by 
some respondents as not completely designed to measure 
reliable outcomes, for example, with comorbidity, which 
could result in registration resistance. A few respondents 
named that the impact of digitisation skills was felt as 
‘forgotten’ in the VBHC implementation. They felt it 
was assumed that every healthcare provider knows how 
to work with computers, when this is not always the case:

R6: They suddenly assume that a caregiver can work 
with a computer and talk to the patient. We find 
that quite normal but it’s not even the easiest thing 
for my generation who are fortysomething because 
we weren't born with the phone, and the computer 

 on January 20, 2024 by guest. P
rotected by copyright.

http://bm
jopen.bm

j.com
/

B
M

J O
pen: first published as 10.1136/bm

jopen-2021-051764 on 4 January 2022. D
ow

nloaded from
 

http://bmjopen.bmj.com/


8 Lansdaal D, et al. BMJ Open 2022;12:e051764. doi:10.1136/bmjopen-2021-051764

Open access�

didn't come into my life until I was twenty (manager, 
team member).

DISCUSSION
This study identified the facilitators and barriers experi-
enced by physicians and nurses within the implementa-
tion of a tailored VBHC methodology in a Dutch university 
hospital. We identified six themes: (1) The locally devel-
oped VBHC methodology was experienced as a facili-
tator by the teams because it gave structure but was also 
perceived as time-consuming, (2) Involvement of patients 
was indicated as valuable because patients gave depth to 
understanding care paths and needs. However, frequency 
of patient participation, design of patient involvement, 
representativeness and confrontational aspect of patient 
involvement were perceived as challenging, (3) For func-
tioning and dynamicity within a team, several points were 
indicated as facilitators of the implementation, namely; 
having a bond of trust, presence of goal-orientation, 
having a small team, sufficient time to adjust the way of 
working and leadership. Other projects that were intro-
duced simultaneously to the VBHC implementation were 
perceived as a barrier in this regard. (4) Cooperation with 
other (value, Information Technology and supporting) 
teams and prioritising of board of directors were indicated 
as motivational factors for the execution of implementa-
tion. On the other hand, lack of mutual understanding 
between these teams was perceived as a barrier in the 
implementation process. (5) Adaptation to working 
with SDM and PROMs in daily practice were desired but 
raised issues with breaking through culture and could be 
considered as confrontational when results of one’s own 
medical practices become insightful. Finally, (6) Funding 
for the VBHC implementation and continued recogni-
tion of the usefulness of the VBHC implementation was 
perceived as a facilitator the implementation. Obtaining 
and maintaining digitisation and gathering skills to work 
with electronic health systems were felt as much forgotten 
during VBHC implementation.

The literature shows that there are still insufficient 
in-depth insights into which factors are promoting or 
hindering during implementation.9 This also emerged 
from our research, where insight into the perceived 
barriers can be conducive to bypassing hindering factors 
in the implementation process. When planning complex 
changes in practice, potential barriers at various levels 
need to be addressed. Planning needs to take into account 
the nature of the innovation; characteristics of the profes-
sionals and patients involved; and social, economic and 
political context.

Nilsson and Sandoff stated that the ‘voice’ of the care-
giver outweighs the voice of the patient in his involve-
ment in the implementation of VBHC.26 This was also 
echoed in our study, where stakeholders mentioned that 
it was difficult from a culture perspective to empower and 
involve patients in the tailored VBHC implementation. 

This was also hampered by a lack of knowledge on how 
to involve patients in the implementation process. For 
example, not all healthcare providers were satisfied with 
the clarity of the expected patient’s role in the tailored 
VBHC methodology and the probability that the patients’ 
perspective did not apply to the entire population. In 
order to implement the tailored VBHC methodology in 
a sustainable manner, it could be recommended to care 
providers to consult with each other about the type of 
design, in which patients will be involved in the imple-
mentation to overcome this barrier. With this reason, it is 
important to investigate with both caregivers and patients 
whether, and in what way, they can and want to participate 
best in these designs.

Within the implementation of VBHC, respondents of 
our study experienced the registration of outcomes in the 
EHR as a barrier because the electronic systems do not 
include an intuitive visualisation of the care provider, nor 
the ability to make quick adjustments.20 27 28 However, it 
was also mentioned that working with technology appears 
to be facilitating during the implementation of VBHC by 
the willingness to benchmark outcomes and be able to 
compare and improve with other (value) teams.17 There-
fore, it is important to continue to support working with 
outcomes for comparability among hospitals.29 Follow-up 
research should be oriented towards how to properly 
facilitate EHR registration in daily practice. As a result, 
data can be better used to measure outcomes and facili-
tate the possibility of benchmarking. The workflow in the 
EHR should be logical in relation to daily care and should 
not take additional time.

The required behavioural and cultural change among 
healthcare providers to adjust the provided care were iden-
tified as barriers to the implementation of VBHC.1 11 30–33 
For example, the process of using PROM questionnaires 
was experienced as difficult, because healthcare providers 
are often not used to working with these questionnaires in 
daily practice. Besides, sharing and discussing outcomes 
of individual healthcare professionals in order to improve 
practice were perceived as confronting, difficult and 
harmful for team dynamics. This current finding has not 
come to light in comparable studies, which provides new 
insight. An explanation for the confrontational matter 
may be caused by a lack of mutual trust or unease with 
the confrontation of individual healthcare providers’ 
results. The creation of a culture that guarantees safety 
and is characterised by continuous improvement is of 
great importance. Respondents identified that discussing 
how to understand each other’s value team-related health 
outcomes, and letting each other learn from one anoth-
er’s mistakes, can be brought as an improvement strategy 
instead of a threat. This also coincides with the fact that 
a patient never has only one treating healthcare profes-
sionals, but several, and the outcome cannot be related to 
the work of one physician. Therefore, guidance to enable 
changes in day-to-day work that healthcare providers have 
to endure will be beneficial for the implementation of 
VBHC.
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A major strength in this study is the descriptive quali-
tative design, which has enabled us to explore the expe-
rienced barriers and facilitators from different points of 
view. To our knowledge, no studies have been published 
about representatives of project teams’ experienced facil-
itators and barriers of implementing VBHC for univer-
sity hospitals in the Netherlands. Therefore, our results 
contribute to the body of knowledge on this topic. In 
addition, a partially deductive analysis was executed, 
based on the CFIR framework, which resulted in a more 
comprehensive analysis since new insights were also found 
in addition to the themes represented in the model. The 
main limitation in this study is that patients could not 
be interviewed, nor all value teams could be included or 
refrained from participation due to inaccessibility, as a 
result of the COVID-19 pandemic. As a result, there was a 
selection in the departments with the lowest work pressure 
and an incomplete representation of the experienced 
facilitators and barriers of the stakeholders involved in 
the implementation. For this reason, it is important in 
follow-up research that patients are included, and addi-
tional attention is devoted to a representative selection of 
respondents from each participating value team. Besides, 
adding quantitative analysis to make findings comparable 
is necessary to reach a further conclusion in this matter.

CONCLUSION
In summary, this descriptive qualitative research contrib-
utes to giving insight and a preliminary impression into 
the experienced facilitators and barriers from the perspec-
tive of physicians and nurses to the implementation of 
the tailored VBHC methodology in a Dutch university 
hospital. The most influential facilitating factors to the 
implementation process that were found in our study were 
the use of a structured implementation methodology, 
the presence of a well lead, strong, team and the incen-
tive to improve care by registering outcomes in order to 
create benchmarking. A prerequisite for successful imple-
mentation is sufficient communication, prioritisation 
and managing expectations between a value team and 
other (value, data, Board of Directors and supporting) 
teams. However, barriers were experienced regarding the 
design of patient involvement, confrontational aspect 
of insight into outcomes and usage of the EHR in daily 
practice. These issues require more proactive attention 
and engagement of professionals and patients from the 
start and, thereafter, for instance, by sharing experiences 
among value teams.
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Appendix 1: Topic list 

Based on the CFIR framework, the following topics have been asked to answer the research question. 

1. Intervention characteristics 

How long ago did you start with the implementation of this VBHC approach? 

What was your role in the implementation of this VBHC approach?  

Can you tell what steps were taken in the design-building/implementation phase of this VBHC 

approach? 

Can you tell which elements of this overview (showing the circle with 'patient as partner') you have (A) 

implemented, (B) not implemented or (C) implementing in your department, and you are here with the 

process now? 

What was the most important reason for you to take part or to be the initiator? 

How did you generally experience the methodology? 

What do you think of the role of the patient within the value driven care team? 

Is the role of the patient in the team feasible in the longer term and is it clear what the role of the patient 

in the team is? 

What has the implementation of this VBHC approach brought to your department? 

2. Process 

What are your experiences with the planning made for the implementation process? 

Are there steps in the implementation process of value driven care that you would have liked to see 

differently? 

Are there steps in the implementation process that you have experienced as pleasant or not? 

Have you experienced any bottlenecks? 

3. Inner setting 

What are your experiences with the motivation of the team and the department for value driven care and 

is there a difference between the start and now? 

If so, how is that possible? 

Do you feel that the department was ready for the implementation of value driven care? 

What are your experiences with the pressure of your colleagues or the group on the implementation 

success?  

Which factors made this process successful? 

Are there factors that make it not yet running as desired (within the team)? (Culture?) 

What are your experiences with the leadership and guidance of the implementation? 

4. Outer setting 

How do you feel about departments that have not yet added value driven care, or are not yet working 

with it? 

Do you feel supported by the other departments that are implementing value driven care? 

Do you feel that the supporting branches within this organization, such as the Executive Board/BI or 

other support, facilitates and stimulates you in the implementation? 

Do you feel that this has a positive or negative influence on the implementation within the department? 

5. Characteristics of individuals 

Do you feel that the team members have/are equipped with sufficient competencies to implement the 

value driven care? 

What is your experience regarding the knowledge you have about the implementation?  

Is your knowledge sufficient, and did you get enough help to increase your knowledge? 

What personal qualities do you have that have helped you implement value driven care? 
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Appendix 2: Codebook 

 

Codebook ‘Research into the facilitators and barriers of the implementation of  

the value-based health care approach in the Amsterdam UMC’ 

 

Characterization 

‘(+)’ = In this context this concept is a facilitator. A facilitator is a factor that helps or has a positive 

influence on the implementation. 

‘(-)’ = In this context this concept is a barrier. A barrier is a factor that works against or has a negative 

influence on the implementation. 

1 Definition of value-based health care 

Domein Code in Atlas.ti Omschrijving van de code 

1 Definition of value-

based health care 

1. Definitie WGZ Alle definities van de WGZ zoals die 

worden ervaren door de respondenten. 

 

2 Intervention characteristics 

Domain Code in Atlas.ti Omschrijving van de code 

2 Intervention 

characteristics 

1. (-) Het directe 

belang/gewenste effect 

WGZ is niet 

geconstateerd 

Het directe belang of het gewenste effect wat 

WGZ zou brengen is niet te zien of uit het oog 

verloren in de praktijk. 

2 Intervention 

characteristics 

2. (+) Het (ervaren) nut 

wat WGZ heeft gehad 

Het nut wordt ingezien per afdeling op 

verschillende aspecten van de WGZ-

implementatie. Het gaat om de baat en het 

voordeel die de afdeling heeft gehad om de 

WGZ-implementatie uit te voeren (bijv. 

waarom zou je als afdeling WGZ 

implementeren). 

2 Intervention 

characteristics 

3. (+) Professionalisering 

zorgverlener 

Kennisontwikkeling, verantwoordelijkheden 

en positie van de zorgverlener zijn ontwikkeld 

tijdens en dankzij de het ontwikkelproces 

/implementatie van WGZ. 
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2 Intervention 

characteristics 

4. (-) Dashboard is (nog) 

niet werkbaar 

Het dashboard is nog niet (volledig) bruikbaar 

in de praktijk wat WGZ-implementatie lastig 

maakt in de dagelijkse werkzaamheden. 

(Gericht op de praktische uitvoering. Als het 

gericht is op continu verbeteren hoort het bij 

het thema ‘Process’ code ‘(-) Sturen op 

continue verbetering nog niet mogelijk’). 

2 Intervention 

characteristics 

5. (+) Dashboard is 

zinvol 

Het dashboard vind men zinvol in het gebruikt 

in de dagelijkse praktijk.  

2 Intervention 

characteristics 

6. (-) Registratie in Epic 

is niet volledig  

Het registreren van gegevens in Epic is 

onlogisch in het gebruik en rapporten zijn niet 

volledig.  

2 Intervention 

characteristics 

7. (+) Oplossingen voor 

het registreren in Epic 

Het lange wachten op de ontwikkeling van de 

functionaliteit in Epic wordt op verschillende 

manieren opgelost buiten Epic om. 

2 Intervention 

characteristics 

8. (-) Werken/verwerken 

PROM’s/PREM’s 

(met patiënt) lastig  

Werken met PROM’s/PREM’s (in de 

spreekkamer) is lastig en nu nog niet (geheel) 

mogelijk. 

2 Intervention 

characteristics 

9. (+) PROM’s/PREM’s 

gebruiken voor meten  

Meten van PROM’s/PREM’s heeft 

verschillende voordelen voor arts? 

2 Intervention 

characteristics 

10. (-) Nadeel van WGZ 

ten opzichte van 

andere 

managementmodellen 

WGZ heeft een nadeel ten opzichte van 

andere managementmodellen waarvan 

geleerd is/waarvan geleerd kan worden bij een 

volgende implementatie. 

2 Intervention 

characteristics 

11. (+) Voordeel van 

WGZ ten opzichte van 

andere 

managementmodellen 

WGZ heeft voordeel ten opzichte van andere 

managementmodellen, waarbij WGZ zich dus 

onderscheidt van andere modellen en wat de 

WGZ-implementatie aantrekkelijk maakt. 

2 Intervention 

characteristics 

12. (-) Samen beslissen 

ethisch lastig 

 

Niet alles wat een patiënt wil bij samen 

beslissen is mogelijk wat ethische 

vraagstukken oplevert.  

2 Intervention 

characteristics 

13. (+) Samen beslissen 

werkt prettig 

Samen beslissen werkt prettig in de dagelijkse 

praktijk. 
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2 Intervention 

characteristics 

14. (-) De inrichting van 

de WGZ-

implementatie is heel 

veel/complex 

De WGZ-implementatie is een langdurig 

traject met veel specifieke stappen. Het is een 

eindeloos proces. 

2 Intervention 

characteristics 

15. (-) Inzichten in 

randvoorwaarden 

De zorgverlener vindt het belangrijk de data te 

kunnen interpreteren/te kunnen gebruiken, 

maar heeft geen zicht op de randvoorwaarden 

die nodig zijn dat te realiseren. 

2 Intervention 

characteristics 

16. (-) 

Financiële/praktische 

realisatie lastig buiten 

WGZ om 

Het is lastig om zaken buiten het project 

georganiseerd te krijgen. 

2 Intervention 

characteristics 

17. (-) Impact van 

digitalisering 

Digitalisering die gepaard gaat met de WGZ-

implementatie is niet vanzelfsprekend bij 

zorgmedewerkers op afdelingen. 

2 Intervention 

characteristics 

18. (+) Karakteristieken 

van de 

aandoening/ziekte 

Aandoening/zorg leent zich goed voor WGZ 

vanwege de eigenschappen die deze bepaalde 

ziekte heeft. 

 

3 Process 

Domain Code in Atlas.ti Omschrijving van de code 

3 Process 1. (-) Vier fases 

(methode) moeizame 

uitvoering  

De uitvoering van het proces zoals beschreven in 

de WGZ-methode is verwarrend, niet structureel 

en niet zoals verwacht en er is niet veel verandert. 

3 Process 2. (-) WGZ-

implementatie 

theoretische methode 

is lastig naar praktijk 

te brengen 

De stappen die gemaakt moeten worden om de 

WGZ-methodiek te gaan gebruiken is in de 

praktijk is niet aanwezig of niet bekend. 

3 Process 3. (+) Vier fases 

(methode) geeft 

structuur/prettig om 

mee te werken  

De WGZ-methodiek is duidelijk en geeft 

structuur. 
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3 Process 4. (-) Planning van 

WGZ-methodiek 

Frustratie door de planning van de WGZ-

methodiek/het proces. 

3 Process 5. (-) Afhankelijk van 

anderen 

De afdeling is afhankelijk van andere afdelingen 

bij de voortgang van de WGZ-implementatie. 

3 Process 6. (+) Begeleiding door 

het WGZ-team 

Voldoende en goede deskundige begeleiding bij 

de uitvoering van het proces door WGZ-team. 

3 Process 7. (-) Steun van de 

RvB/bestuur/divisies 

De steun van de RvB/bestuur/divisies die wordt 

ervaren bij de uitvoering van de WGZ-

implementatie mist. Het gevoel terug te kunnen 

vallen op hogere hand is niet aanwezig.  

3 Process 8. (-) Ondersteunende 

afdelingen frustreren 

proces (ICT) 

Barriers ten aanzien van de WGZ-implementatie 

die te maken hebben met de ICT (Informatie- en 

communicatietechnologie). 

3 Process 9. (-) Ondersteunende 

afdelingen frustreren 

proces (BI) 

Barriers ten aanzien van de WGZ-implementatie 

die te maken hebben met de BI (Business 

Intelligence). 

3 Process 10. (-) Ondersteunende 

afdelingen frustreren 

proces (ESC) 

Barriers ten aanzien van de WGZ-implementatie 

die te maken hebben met de ESC (Eva Service 

Centrum). 

3 Process 11. (+) Ondersteunende 

afdelingen geven 

mogelijkheden (ICT) 

Facilitators ten aanzien van de WGZ-

implementatie die te maken hebben met de 

ondersteuning vanuit de ICT. 

3 Process 12. (+) Ondersteunende 

afdelingen geven 

mogelijkheden (BI 

Facilitators ten aanzien van de WGZ-

implementatie die te maken hebben met 

ondersteuning vanuit BI (Business Intelligence). 

3 Process 13. (+) Ondersteunende 

afdelingen geven 

mogelijkheden (ESC) 

Facilitators ten aanzien van de WGZ-

implementatie die te maken hebben met 

ondersteuning vanuit ESC (Eva Service 

Centrum). 

3 Process 14. (+) Evenwicht in 

tempo ontwerpfase 

Tempo houden in het proces wordt als nuttig 

ervaren, maar er moet wel voldoende tijd zijn om 

te wennen aan de beoogde verandering 

(ontwerpfase). 
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3 Process 15. (+) Team 

enthousiast/betrokken 

tijdens ontwerpfase 

Alle teamleden moeten betrokkenheid laten zien 

tijdens de ontwerpfase om verandering te kunnen 

bespreken en waarmaken. 

3 Process 16. (-) Ingewikkeld 

bouwfase 

De bouwfase is ingewikkeld en niet duidelijk.  

3 Process 17. (-) Lange tijd 

bezig/duurt lang 

(bouwfase) 

De bouwfase duurt lang en de afdeling is lang 

bezig met de WGZ-implementatie. 

3 Process 18. (-) Sturen op continue 

verbetering nog niet 

mogelijk 

Nog niet alle informatie kan uit de dashboards 

gehaald worden waardoor sturen op verbetering 

nog niet mogelijk is.  

3 Process 19. (+) Data maakt 

continu verbeteren van 

het team mogelijk 

De effecten op patiëntengroepen van de zorg 

kunnen ingezien worden en geeft een beeld hoe 

de zorg wordt geleverd en wat de resultaten 

daarvan zijn en dit biedt mogelijkheden voor 

continu verbeteren.  

3 Process 20. (+) Reflectie/evaluatie 

binnen team voor 

continu verbeteren 

De data wordt gebruikt om de reflectie op het 

handelen en uitkomsten van het rapport te 

bespreken. Het is duidelijk hoe de zorg nog beter 

kan.  

3 Process 21. (+) Zorgproces op één 

locatie 

Zorg leveren op één locatie heeft voordeel voor 

waarde gedreven werken in de dagelijkse praktijk 

(link met ‘lateralisatie brengt frustratie’ en 

‘lateralisatie zorgt voor procesverbetering’. 

3 Process 22. (+) Aanpakker 

nodig/trekker 

Er is een aanpakker/trekker nodig die het team 

trekt om het proces te realiseren en ondersteund 

bij dataverzameling/verwerking (link met Inner 

Setting, ‘enthousiast en betrokken team’).  

3 Process 23. (+) Zorgverlener als 

trekker 

Een zorgverlener is een goede vertegenwoordiger 

van de groep en dus geschikt als trekker 

3 Process 24. (+) Patiënt 

competenties  

De patiënt moet in staat zijn om op hoger niveau 

mee te denken met recente ontwikkelingen in het 
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zorgteam. De patiënt moet bekwaam zijn om 

vertegenwoordiger te kunnen zijn van en grotere 

populatie (kwaliteit van de patiënt die betrokken 

word).. 

3 Process 25. (+) Patiënt betrekken 

is essentieel/prettig 

Het is goed patiënten te betrekken. Dit onderdeel 

van de het proces is nuttig. Het betrekken van 

patiënten gebeurt op verschillende manieren. 

3 Process 26. (+) Patiënten 

(structureel) op 

meerdere momenten 

betrekken  

Patiënten worden op verschillende momenten 

gedurende het jaar (structureel) betrokken tijdens 

de ontwikkeling.  

3 Process 27. (+) Patiënt positieve 

ervaringen WGZ 

Positieve ervaringen van patiënten over het 

behandeltraject/het WGZ-imeplementatie die 

aangegeven zijn bij de behandelaar/zorgverlener. 

3 Process 28. (+) Patiënten zien de 

meerwaarde in van 

WGZ 

Patiënten geven aan bij hun behandelaar/de 

zorgverlener de meerwaarde in te zien van we 

WGZ-implementatie. 

3 Process 29. (-) Patiënten rol heeft 

geen meerwaarde  

De meerwaarde om de rol van de patiënt te 

realiseren binnen (alle fases van) het proces is 

niet aanwezig of niet bekend bij het team.  

3 Process 30. (-) Patiënten 

vertegenwoordiging is 

lastig 

Patiëntenverenigingen en individuele patiënten 

vertegenwoordigen niet de hele patiëntengroep. 

3 Process 31. (-) Patiënten 

verwachtingen rol  

In de basis moet er scherp zijn wat er van de 

patiënt verwacht wordt en de patiënt moet daarbij 

begeleid worden en het is daarnaast belastend 

voor de patiënt. 

 

4 Outer setting 

Domain Code in Atlas.ti Omschrijving van de code 

4 Outer 

setting 

1. (-) Druk door andere 

afdelingen 

Binnen het team wordt druk ervaren die 

afkomstig is vanuit andere 

afdelingen/externen waardoor WGZ-
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implementatie binnen het team hinder 

ondervindt. 

4 Outer 

setting 

2. (+) Externen motiveren Motivatie om betere zorg te leveren en de 

WGZ-implementatie te laten slagen wordt 

gestimuleerd door positieve reacties van 

externen, en er is motivatie om samen te 

werken met hen. 

4 Outer 

setting 

3. (-) 

Aansluiting/communicatie 

tussen afdelingen mist  

Afdelingen zijn te veel intern gericht waarbij 

kennis niet of te laat terechtkomt bij andere 

afdelingen. Er mist een aansluiting. 

4 Outer 

setting 

4. (+) Goede communicatie 

tussen teams 

Communicatie skills tussen teams en/of 

bestuur helpt om de WGZ-implementatie op 

gang te houden en te weten waar teams zich 

bevinden/mee bezig zijn. 

4 Outer 

setting 

5. (-) Pionieren is eenzaam  Er wordt met meerdere ziekenhuizen en/of 

externe partijen uitgevoerd. Wanneer 

afdelingen de eerste zijn met een bepaalde 

fase van de WGZ-implementatie vanuit hun 

specialisatie kan het als ‘eenzaam’ worden 

ervaren. 

4 Outer 

setting 

6. (-) Lateralisatie brengt 

frustratie 

Er is frustratie door de lateralisatie van 

afdelingen en het proces daaromheen. 

(Lateralisatie specifiek voor werken met 

externe afdelingen. ‘(+) Zorg op één locatie’ 

valt onder ‘Process’ want dat is een onderdeel 

van de WGZ-methodiek). 

4 Outer 

setting 

7. (+) Lateralisatie zorgt 

voor procesverbetering 

De lateralisatie maakt samenwerking met 

andere afdelingen makkelijker. Afdelingen 

zijn dichterbij voor patiënten en is 

communicatie is sneller. 

 

5 Inner setting 

Domain Code in Atlas.ti Omschrijving van de code 
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5 Inner 

setting 

1. (-) Onvoldoende 

borging proces 

binnen het team 

Vervolgstappen die genomen moeten worden door 

het team, worden niet ondernomen om het proces 

op gang te houden. 

5 Inner 

setting 

2. (-) Onduidelijkheid 

binnen het team 

Er heerst onduidelijkheid binnen het team op 

verschillende vlakken (bijv. onduidelijkheid in 

verwachtingen en/of rolverdelingen. 

(Onduidelijkheid over de methode valt onder 

thema ‘Process’ code ‘(-) Vier fases (methode) 

moeizame uitvoering’). 

5 Inner 

setting 

3. (+) Enthousiast en 

betrokken team  

Het team is in zijn geheel enthousiast en gedreven. 

De teamleden zijn bewust betrokken bij de WGZ-

implementatie. 

5 Inner setting 4. (+) Communicatie 

binnen het team 

Binnen het team bespreken hoe je uitkomsten 

deelt, discussies voeren en gesprekken voeren 

vergemakkelijkt WGZ-implementatie.  

5 Inner setting 5. (-) WGZ-

implementatie kost 

tijd/investering 

Het team moet tijd en kennis investeren om de 

WGZ-implementatie mogelijk te maken.  

5 Inner setting 6. (+) Voldoende tijd 

beschikbaar 

De tijd die beschikbaar wordt gesteld binnen het 

team om het proces uit te voeren is voldoende.  

5 Inner setting 7. (-) Cultuur 

vertraagd WGZ-

implementatie 

Gewoonten en (gedrags)regels binnen het team, 

(normen en waarden die het proces van de WGZ-

implementatie bemoeilijken (bijv. de relatie tussen 

de arts en de patiënt waarbij de mening van de arts 

de boventoon voert i.p.v. de waarde van de 

patiënt).  

 

6 Characteristics of individuals 

Domain Code in Atlas.ti Omschrijving van de code 

6 

Characteristics 

of individuals 

1. (-) Confrontatie Gepresenteerde individuele resultaten van 

zorgverlener zijn confronterend. 
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6 Characteristics 

of individuals 

2. (-) Bemoeienis/privacy 

schending door 

collega’s/managers 

Het inzien van resultaten van individuele 

zorgverleners door collega’s en/of managers 

kan als bemoeienis en schending rondom 

privacy rondom het eigen werk worden 

gezien. 

6 Characteristics 

of individuals 

3. (-) Verandering brengt 

weerstand 

Gedrag moeten aanpassen en reageren op 

verandering wordt niet als prettig ervaren en 

werkt de WGZ-implementatie tegen. 

6 Characteristics 

of individuals 

4. (+) Selectie op 

enthousiaste/betrokken 

zorgverleners 

Proeftuinen bestaan uit de medewerkers die 

(over het algemeen) enthousiast zijn. Het 

gaat om het individu dat enthousiast is, 

empathie voelt voor de patiënten en zich 

betrokken voelt met de WGZ-

implementatie om de waarde van de patiënt 

te verhogen. 

6 Characteristics 

of individuals 

5. (+) Ruimte krijgen om 

te innoveren 

Ruimte krijgen om te innoveren, te groeien 

en/of zich te ontwikkelen kan de WGZ-

implementatie ten goede doen (link met 

professionaliseren & voldoende tijd (& 

enthousiaste zorgverleners)), en de juiste 

capaciteiten bezit om de implementatie 

mogelijk te maken. 

6 Characteristics 

of individuals 

6. (-) Motivatie neemt af 

naarmate de tijd 

vordert 

Motivatie om de WGZ-implementatie te 

realiseren wordt minder naarmate de tijd 

vordert. 

6 Characteristics 

of individuals 

7. (+) Motivatie blijft 

gelijk over de tijd 

Motivatie blijft gelijk naarmate de tijd 

vordert.  

 

7 Suggestions  

Domein Code in Atlas.ti Omschrijving van de code 

7 Suggestions Suggestion 

Een suggestie is een factor die wordt benoemd hoe het 

beter zou kunnen, en wordt dus altijd benoemd in 

combinatie met een facilitator of barrier. 
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