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At the 
University

Professor of VBHC at Nova SBE (formal, executive
& customized education)

Professor of VBHC at Nova Medical School (formal & 
customized education)

Professor of VBHC at Insper (executive & customized 
education) 

Researcher in Health Economics & Management
at Nova SBE 

Chair of the VBHC institute at Nova University Lisbon



In the
Market

Management Consultant in Health Economics
& Management at JPMG (& currently Managing 
Partner)

Senior Advisor on Health-Related Public Policy 

Senior Advisor on VBHC implementation

Chair at HIV360

Member of the Advisory Board at Lyfegen

President of the European Association of Value-Based 
Health Care

VP at IBRAVS (& President of the Jury of Prize 
IBRAVS – VBHC Cases)

Previously worked with ICHOM



Education

Post-Doctorate in Management, Nova SBE

PhD in Economics, University of Evora (+ UCL, TSE)

MBA, FIA (+ Wharton, EMLYON)

BS & MS in Economics, Nova SBE

VBHC, Harvard, UT Austin (+ ICHOM)



follow on social media
@jmarquesgomes /in/joaomarquesgomes
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The strategy that 
will fix health care 6. Build an Integrated Information Technology Platform 
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Why do we
need VBHC?
• Enormous but hidden variation

in outcomes and costs. 
We truly don’t understand the outcomes 
and costs that different providers are 
incurring for treating the same patients 
for the same medical condition

• We’ve been paying for health care
the wrong way
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2x Variation in 30-day mortality rate
from heart attack in US hospitals

4x Variation in bypass surgery
mortality in the UK hospitals

5x Variation of major obstetrical 
complications amongst USA hospitals

9x Variation in complication rates from 
radical prostatectomies in Dutch hospitals

18x Variation in reoperation rates after
hip surgery in German hospitals

20x Variation in mortality after colon cancer 
surgery in Swedish hospitals

36x Variation in capsule complications after 
cataract surgery in Swedish hospitals



     8 greater than expected graft survival  (3.4%) 
      14 worse than expected graft survival  (5.9%) 

40!

50!

60!

70!

80!

90!

100!

0! 200! 400! 600! 800! 1000!

Percent'1)year''
Gra-'Survival'

Number'of'Transplants'

Adult'Kidney'Transplant'Outcomes'
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Number of programs included: 236 
Number of transplants: 38,535 
1-year graft survival: 93. 5%  
 

     8 greater than expected graft survival  (3.4%) 
      14 worse than expected graft survival  (5.9%) 

Source:!ScienAfic!Registry!of!Transplant!Recipients,!h]p://www.srtr.org!



The Norwood 
mortality rate

in the US
in the early 90s 1989-1993
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The Norwood 
mortality rate

at Texas 
Children’s 

Hospital Pre 1995

100%

1995-2003

28,1%

2002-2009

11,7%

2010-2013

13,9%

2014

12,3%



Outcomes that 
matter to patients

5 Year Survival

94% 94% 95%

1 Year Incontinence

43%
50%

6,5%

1 Year Severe Erectile Disfunction

75% 80%

34,7%

Swedish data rough estimates from graphs; Source: National quality report for the year of diagnosis 2012 from the National Prostate Cancer Register (NPCR) Sweden, Martini Klinik, 
BARMER GEK Report Krankenhaus 2012, Patient-reported outcomes (EORTC-PSM), 1 year after treatment, 2010 



TIER 1 Health status achieved or retained
• Mortality rate (inpatient)Survival
• Functional level achieved
• Pain level achieved
• Extent of return to physical activities
• Ability to return to work

Degree of health or 
recovery 

TIER 2 Process of recovery
• Time to treatment
• Time to return to physical activities
• Time to return to work

Time to recovery and time
to return to normal activities

• Pain
• Length of hospital stay
• Infection
• Pulmonary embolism
• Deep-vein thrombosis
• Myocardial infarction
• Immediate revision
• Delirium

Disutility of care or treatment
process (e.g., diagnostic errors, 
ineffective care, treatment-related 
discomfort, complications, 
adverse effects)

TIER 3 Sustainability of health
• Maintained functional level
• Ability to live independently
• Need for revision or replacement

Sustainability of health or 
recovery and nature of 
recurrences

• Loss of mobility due to inadequate 
rehabilitation

• Risk of complex fracture
• Susceptibility to infection
• Stiff knee due to unrecognized complication
• Regional pain syndrome

Long-term consequences of 
therapy (e.g., care-induced 
illnesses)

REFERENCE: PORTER, MICHAEL E. "WHAT IS VALUE IN HEALTH CARE?" NEW ENGLAND JOURNAL OF MEDICINE 363, NO. 26 (DECEMBER 23, 2010): 2477–2481

Outcomes
that matter to 

patients:
A Hierarchy

In measuring quality of care, providers tend to focus 
on only what they directly control or easily measured 

clinical indicators. However, measuring the full set
of outcomes that matter to patients by condition

is essential in meeting their needs. And when 
outcomes are measured comprehensively, results 

invariably improve. 

Example: Primary Acute Knee Osteoarthritis Requiring Replacement



Health-related
quality of life

questionnaires





The variation in health outcomes 
and the lack of transparency 
translate into a problem of 

inequality of access to health care









Have no patients
and you will have no costs











VOLUME-BASED FIRST CURVE

• Fee-for-service reimbursement
• High quality not rewarded 
• No shared financial risk
• Acute inpatient hospital focus
• IT investment incentives not seen by 

hospital
• Stand-alone care systems can thrive
• Regulatory actions impede hospital-

physician collaboration 

VALUE-BASED SECOND CURVE

• Payment rewards population value:
quality and efficiency

• Quality impacts reimbursement
• Partnerships with shared risk
• Increased patient severity
• IT utilization essential for population

health management
• Scale increases in importance
• Realigned incentives, encouraged

coordination

THE G
AP



The new strategy
that will fix health care



3 underlying 
axioms
1The goal is to improve value

2The unit of measurement
is the medical condition

3Measure across a patient’s
complete cycle of care



Value=
Patient outcomes

Cost of delivering outcomes
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The Value
Agenda



Creating 
a VBHC
delivery

system

1 Reorganize care around patient 
conditions (groups of related 
conditions) into IPUs covering the
full cycle of care. For primary and 
preventive care, IPUs should serve 
distinct patient segments

2 Measure outcomes and costs for every 
patient, in the line of care



Creating 
a VBHC
delivery

system

3 Move to value-based reimbursement 
models, and ultimately bundled 
payments for conditions

4 Integrate and coordinate care in
multi-site care delivery systems

5 Expand or affiliate across geography 
to reinforce excellence



Creating 
a VBHC
delivery

system 6 Build an enabling information 
technology platform
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Adult Kidney Transplant Outcomes  
U.S. Centers, 1987-1989 

16 greater than predicted survival (7%) 
20 worse than predicted survival (10%) 

Number of programs: 219 
Number of transplants: 19,588 
One year graft survival: 79.6% 

Source:!ScienAfic!Registry!of!Transplant!Recipients,!h]p://www.srtr.org!













Thank you
joao. gomes@novasbe.pt


