
   
 

   
 

Value-Based Healthcare Logics and Their Implications for Nordic Health 

Policies 

 

1 Introduction 

Policymaking is an interactive process influenced by new management trends, demands from citizens and 

political agendas. Currently, value-based healthcare (VBHC) is management logic that has become 

predominate healthcare policy and organisations.1-3 According to VBHC logics, which emerged in the United 

States in the 2000s, health policies and practices should be tested against the objective of patient value – in 

terms of health outcomes per dollar expended.4 Today, VBHC is a widely approved logic for financing 

services, using innovative care models and evaluating healthcare outcomes.1, 5-7 

VBHC is consistent with the Triple Aim framework of simultaneously improving population health, patient 

experience and the costs of care.8 In Western societies, including Nordic countries more recently,3,9-10 this 

kind of value-creation based on customer needs has been broadly adopted at the levels of both national 

policy and the organisation.2,5,11-12 Specifically, in publicly financed systems, VBHC can be regarded as part 

of a transformation from traditional public administration to new public governance, which emphasises 

value-creation for citizens, customer responsiveness and cost-effective service models.13 

A vast amount of literature is devoted to VBHC, though the focus has mainly been on how it transforms 

payment models, care organisations and healthcare delivery systems.1 In Nordic countries, recent research 

has mainly concentrated on the implementation of VBHC as a strategic concept in developing hospitals, 

new organisational forms or clinical work.9,10 Moreover, the emphasis in studies on VBHC’s implications has 

been on organisational culture, the attitudes of professionals7,14 and the measurement of performance.15  

Despite the evident interest in VBHC as a management trend in healthcare organisations, there has been 

little research on how VBHC has been adopted at the policy level. Even in the United States, where VBHC is 

widely acknowledged and the Triple Aim was deeply rooted in President Barack Obama’s health policy 

reform,2,6 the literature on VBHC lacks studies on the interconnections between the design and 

implementation of national policies. Qualitative studies examining the priorities and consequences of 

government healthcare policies, particularly policy analyses of their content, institutional actions and 

implementation processes, are thus needed to demonstrate VBHC’s implications for policymaking and 

health administration.16-18 

The importance of examining whether different approaches to health policy can fundamentally alter the 

paradigm from volume-based- towards value-based care is evident,1,7,19 but demonstrating the cultural 

change requires a focus on how national policy agendas support this transition. The critical arguments 



   
 

   
 

concerning Porter’s VBHC logic state that ‘VBHC may cause serious infringements upon medical ethical 

principles’,11 and these arguments challenge its claimed impact on creating value for patients.6,9  

The rise of VBHC as a global megatrend implies that health policies reflect similar goals. In this study, we 

explore whether and how VBHC logics manifest in the Nordic welfare state context, and we use Finland as 

an illustrative case. Through the Triple Aim framework, we explore how VBHC goals have evolved in Finnish 

Government Programmes from 1995 to 2015.  

We use qualitative analysis of documents and interviews to address the paradigm shift in public governance 

by asking the questions below. 

1. How are the Triple Aim goals (cost containment, patient experience and population health) 

emphasised in national health policy agendas? 

2. How have VBHC logics evolved in Nordic public governance strategies? 

Our purpose is to understand the evolvement of VBHC logics and their implications in Nordic welfare 

policies by describing the shift in Finland’s health policy goals. 

 

2 Value-Based Healthcare Logics and Nordic Health Policies 

Pressure to reform public governance is affected by global economic forces, socio-demographic changes, 

national policies and political systems.20 Initially VBHC was developed by Porter in the 2000s to solve 

problems related to the high cost and poor quality of care. According to VBHC logics, health policies and 

practices should create value for patients.4 However, patient outcomes are inherently multidimensional 

and specific to conditions, and their relative importance may vary between individuals. Porter stated that it 

has proven difficult to measure the outcomes of these values at the national level.21 To overcome the 

challenges of measuring health system performance and to emphasise the value created for patients, the 

Institute for Healthcare Improvement developed the Triple Aim framework.8 Public health policy 

imperatives related to the Triple Aim goals are improving population health, value for patients and value 

for money.2 

The evolvement of VBHC has been criticised and the transformation from ‘volume to value’ has been 

questioned. Burns and Pauly1 argued that integrated, patient-centred care models as well as a need for per 

capita payments and cost-quality analyses has been promoted since the 1990s but only the terms used to 

describe these desirable principles have varied. The major change has been in the ideologies adopted at the 

policy level. Further, the Triple Aim has a counterpart in history. The Iron Triangle of Healthcare argued that 

societies must make trade-offs among the three goals (increased access, higher quality and lower cost of 



   
 

   
 

care), whereas the Triple Aim pursues simultaneous improvement in population health, patient experience 

of care and cost containment.1  

VBHC has its roots in business strategy, especially value chain thinking,10 which requires changes in its logic 

when translated into the healthcare context.11 The literature acknowledges two major implications of VBHC 

logics: alternative payment models and innovative care delivery models. First, from a management 

perspective, alternative payment models have changed systems’ focus from volume to patient value and 

have linked payments to value-creating performance.1 Currently, diagnosis-related groups are widely used 

mechanisms in hospital reimbursement around the world, though they are considered as a biased fee-for-

service payment model.3,13,22 Second, VBHC logics have mainly been applied in hospitals to decrease care 

fragmentation and develop novel care models1, 3, 9-10 that both horizontally and vertically integrate 

healthcare providers. In so doing, these care models have improved the full continuum of care around 

patient needs.  

Yet, based on the literature, the interactive relationship between policy and practice is unrecognised, and 

the role of policymaking in advancing VBHC remains elusive.7 The evolution towards VBHC is an iterative 

process in which top-down strategies are combined with bottom-up organisational innovations.10 

Therefore, we suggest adding a third dimension to examinations of the implications of VBHC logics, namely 

national patient-centred health policies. 

In the Nordic context, VBHC is a ‘broadly defined concept’ that hospitals have adopted mainly at the level 

of strategic management10,15 to formulate new care models based on the VBHC. To date, it seems that the 

principles selected from the original VBHC logics vary between healthcare systems and even locally.10 

Though patient centredness and cost effectiveness are widely accepted principles in healthcare, Nordic 

health systems differ significantly from that of the United States, not only in service provision and 

reimbursement but also in terms of their fundamental values. A population health perspective is common 

to the Nordic welfare model, whereas in the United States, it is less emphasised.23 

Nordic Welfare Policies 

The World Health Organisation defines health policy as ‘decisions, plans, and actions that are undertaken to 

achieve specific healthcare goals within a society.’ 24 In this paper, health policy is broadly understood as 

part of a dynamic, complex process of societal policymaking and overarching decision-making that outlines 

values and welfare principles, such as equity, quality, efficiency and accessibility.  

From an international perspective, Nordic countries have similar social and healthcare policies. They share 

historical backgrounds, socio-economic development and administrative and politico-institutional features, 

often referred as the ‘Nordic welfare model’. This model is rooted in the values of a social democratic 



   
 

   
 

welfare state25 and relies on the principle of universalism in promoting citizens’ well-being and public 

policies emphasising social cohesion, such as full employment, equal income distribution, gender equality 

and the protection of vulnerable groups. 

The basic features of the Nordic welfare model include a large public sector, tax-financed social and health 

services and decentralised governance systems.26,27 In Nordic countries, public health is regulated by the 

law, and health policies aim to reduce social inequalities.17 However, many variants of the Nordic welfare 

model exist, since Nordic countries have taken different approaches to welfare policies, reform objectives 

and their timing due to the economic crises of the 1980s and 1990s as well as their membership in the 

European Union.26,28,29  

One prominent feature of Finnish healthcare policies has been horizontal policymaking: the country 

launched intersectoral collaboration and its Health in All Policies (HiAP) programme in the 2000s to 

promote health on the policy agendas of the European Union and World Health Organisation.30,31 Although 

the Finnish healthcare system is considered high performing, it still suffers from long wait times and poor 

coordination between primary and secondary care.28 Finland’s main health policy goals are reducing health 

inequalities and improving the quality of, and access to, services. The current developmental trend is 

facilitating both the vertical integration of services in primary and secondary care and the horizontal 

integration of health and social services.30 These efforts resemble a VBHC logic of integrated, patient-

centred care. 

 

3 Methods 

Study Design 

Qualitative studies make sense of social phenomena in a particular context by examining meanings, 

interpretations or experiences in order to highlight different perspectives on the issues studied.18,32,33 This 

study is based on an in-depth qualitative case study with the exploratory aim of understanding the 

implications of VBHC logics in Nordic public governance (Figure 1).  

 

Insert Figure 1 here  

Figure 1. Research Framework 

This kind of research design is characteristic of qualitative methods that strive to understand ‘particular 

cases in depth and detail, getting at meanings in context, capturing changes in a dynamic environment.’ 32 



   
 

   
 

Instead of studying the implementation of policies, our focus is on policy design, as our policy analysis 

concerns the content, processes and values affecting policy intentions and formulation.16  

Our research material consists of official governmental policy documents and interviews with key policy 

informants to ensure method triangulation. Governmental documents are useful data sources for analysing 

health-oriented policy goals because they reflect political ideology and demonstrate national health policy 

values as well as the strategic aims and tasks that steer all administrative actions.31 However, documents 

need to be interpreted in their context, and therefore, researchers must critically assess their 

representativity and credibility.17  

To demonstrate the paradigm shift in Finnish public governance, we utilised interviews with key policy 

informants. Their perceptions helped us understand how VBHC’s international development trends, such as 

the Triple Aim, influenced policy formulation. Moreover, these narratives guided us to the wider scope of 

Finland’s politico-administrative development, particularly VBHC logics in the context of Nordic welfare 

states.  

Data Collection 

The primary data were public documents of Finnish Government Programmes implemented in 1995, 2005 

and 2015. A government programme is an action plan describing the key policy areas of government and, 

thus, an authentic policy document expressing formulated government policy. 

Our secondary data source comprises interviews conducted with the current Permanent Secretary and two 

former Permanent Secretaries of the Ministry of Social Affairs and Health over the study period (1995–

2015). In Finland, this ministry is responsible for planning and managing public health, and Permanent 

Secretary is the most senior civil servant leading its development work. We used purposeful sampling,32,33 

and interviewees were therefore selected on the criteria of being rich in information, involved with health 

policy development and meaningfully experienced in public policy design. Purposeful sampling was 

employed in later phases of data collection to confirm findings that emerged from the document analysis in 

order to add richness, depth and credibility.33 

The three thematic interviews were conducted in person in August 2019. The themes explored national 

health policy development, key objectives and rationales for the programmes and international influence 

and benchmarking in reforming social and healthcare systems. All interviews followed the same protocol. 

Each interview took approximately an hour, was digitally audio recorded and was then professionally 

transcribed verbatim.  



   
 

   
 

Data Analysis 

To enhance the consistency and validity of the data, both authors participated in its coding and 

interpretation as part of an investigator triangulation process. Here, researchers first analysed data 

separately and then reviewed their findings, perceptions and interpretation bias.32  

The purpose of the analysis was to examine the meanings of the explicit and implicit values of the 

programmes by using the concepts of the Triple Aim framework: reducing costs, improving population 

health and improving patient experience (Figure 2).  

 Insert Figure 2 here  

Figure 2. Goals of the Triple Aim28  

In reviewing the Triple Aim literature, population health refers to traditional health services, preventive 

care and health promotion. The associated performance measures include aggregated data on the health 

statuses and health improvements of the population, which in turn include the health outcomes of age-

standardised mortality, health and functional status (or their combination), healthy life expectancy at 

particular ages, years of life lost and disability-adjusted life years. Measures of disease burden (incidence 

and/or prevalence of major chronic conditions) and behavioural and physiological factors are included, as 

they are also contributors to health outcomes.34,35   

Regarding the experience of care, two perspectives are considered: an individual’s experience and the 

quality of the healthcare system. Measuring patient experience is an important assessment of progress 

towards better healthcare, as good experiences reflect high-quality, patient-centred care. Two metrics 

govern its measurement: patient experience surveys, which measure the interactions between individuals 

and the healthcare system, and self-assessment tools, which measure individual perceptions of patients’ 

own health and their likelihood to recommend a particular care provider. One approach to evaluating the 

quality of a healthcare system is professional assessment tools consisting of six key dimensions (safety, 

effectiveness, timeliness, efficiency, equality and patient-centredness).34 Moreover, advances in patient 

engagement, empowerment and healthcare service management cannot be overlooked. 

The third goal of Triple Aim is reducing per capita costs, which are the total costs per individual per month, 

or evaluations of the utilisation rate of high-cost services (e.g., the emergency department).34 Measuring 

per capita costs involves recording both public and private sector expenses, consumers’ out-of-pocket 

expenses and indirect administrative expenses. 

In our document analysis, we exploited Stiefel and Nolan’s analytic measurement framework34 and 

associated specific vocabulary with the Triple Aim goals, as presented in Table 1. 



   
 

   
 

 

Table 1. Clarification of the Concepts Included in the Analysis 

Insert Table 1 here 

 

Both authors independently read the documents and then discussed their contents together. Text 

fragments were then put together and categorised according to Triple Aim goals. While the initial results of 

the analysis of Government Programmes reflected Finland’s national health policy goals, the purpose of the 

interviews was to historically and internationally contextualise them to better understand the programmes’ 

backgrounds and political purposes.17 

The document analysis was followed by a content analysis of the interview transcripts, which aimed to 

check the consistency of the initial findings. Both authors independently read and coded the content of the 

transcriptions in relation to the themes that emerged from the policy document analysis. The codes were 

assigned to the quotes that represented the goals that aligned with Triple Aim, after which the fragments 

were grouped into broader categories (development over time, policy objectives, Triple Aim concepts and 

drivers), which the authors had already agreed on. 

 

4 Results 

The results were categorised according to Finland’s governments of 1995, 2005 and 2015. Table 2 describes 

the governments and the political power relationships between the parties. The research task was to 

interpret how the Triple Aim goals were emphasised in the programmes and by the interviewees. 

 

Table 2. Finnish Governments during the Study Periods 

Insert Table 2 here 

 

Triple Aim Goals in the 1995 Programme 

The results of our policy document analysis show that, in 1995, the government’s programme still 

emphasised austerity policies. The principle of cost containment was prominent due to the economic 

recession of the 1990s, one of the worst economic crises experienced in Nordic countries, especially in 



   
 

   
 

Finland. According to our interviewees, the government devoted its attention to cuts in social spending, 

such as national pensions and sickness allowances. 

A central goal for maintaining population health was ensuring employment and social security, whereas 

individuals’ experiences with care were secondary to policymaking at that time. This policy goal reflected 

the strong welfare state ideology of the Social Democratic Party. In developing the healthcare system, one 

goal was promoting outpatient care. Although preventive care was considered a key success factor, the 

government was forced to curb the costs of social welfare and healthcare. Nevertheless, according to our 

interviewees, a key development objective of the Government Programme was the improvement of 

occupational healthcare by providing some preventive health services, including the supporting of work 

capacity for employers to better prevent chronic diseases. 

“Public health, meaning wide national health work, was a bit left behind. In good times, when 

there is money for services, it is forgotten, but at bad times, too, it is forgotten, with no 

money for services [laughing].” – Interviewee 

Customer orientation was mentioned merely as a development principle without specifying its content, 

means or ends. However, it was highlighted that the social benefits of Finland’s most vulnerable groups 

(pensioners, the unemployed, etc.) could not be reduced by increasing out-of-pocket fees for healthcare 

services when implementing structural changes, such as reforming state subsidies. The main problem was 

controlling costs, even at the expense of the effectiveness of care. As a result, patients suffered service 

access problems, such as long wait times. 

Triple Aim Goals in the 2005 Programme 

In 2005, the Centre Party government’s programme provided more detailed, strategic aims and the means 

to achieve them. The integration of social welfare and healthcare was its primary goal, described at the 

policy and program levels to improve public health. The interviewees stated that the key initiatives were 

publicly organised social and health services, municipalities’ self-governance and securing equal social 

security for all citizens. 

The reform agenda focussed on defining the minimum size of municipalities and hospital districts by 

increasing their population size, since Finnish municipalities were too small to be responsible for providing 

public services. This focus on economies of scale aimed to improve the efficiency of the public service 

system through municipal mergers on a voluntary basis. Behind the reform lay the Centre Party’s long-term 

goal of developing a service structure based on regions and regional counties. 

According to the interviewees, the government strongly emphasised the HiAP approach in its policy 

formulation to reduce social problems. 



   
 

   
 

“In this [HiAP] during [the administration of Prime Minister Matti] Vanhanen, it was seen that 

it could be much better to invest in education and employment policy to achieve socio-

political outcomes, meaning that the social policy [was] a result of something other than just 

investing more money in the hospitals. So, the [HiAP], in my opinion, was the last attempt to 

develop the Nordic welfare policy.” – Interviewee 

Instead of cost containment, the emphasis was now clearly on responsiveness to individual needs and 

customer experience. Special attention was given to developing primary care. Rather surprisingly, this 

importance was also supported by increasing resources, such as raising state subsidies, human resources 

and project funding. Facilitating access to primary care reflected a key mission of the Centre Party’s 

broader rural policy, as individualism and equal access to care were central to its ideology. 

Triple Aim Goals in the 2015 Programme 

In 2015, expanding customer-oriented service across administrative boundaries and encouraging personal 

responsibility became obvious policy objectives in the Centre Party’s programme. Again, its key mission was 

to reform health and social services and regional administration to support service integration and efficient 

service provision. 

In a change from previous Government Programmes, private service providers were accepted as equal 

contributors to public services. Legislative changes, better cost management, competition and partnerships 

between providers aimed to improve public service delivery, patient choice and citizen participation. 

Despite the government again being led by the Centre Party, the means of achieving its policy goals were 

different from the previous programme; these included the use of market mechanisms and the tendering 

of public services to improve health care and social security. 

“We had the initiative that it was based on a multi-provider model and freedom of choice. 

And in terms of creating the incentive for the [social and healthcare] system and for the 

service providers and the purchasers, the incentive lies in market dynamics. So, the one who 

uses those services and benefits has the strongest position.” – Interviewee 

Increasing productivity and reducing costs due to digitalisation and financial sustainability in public 

governance were the programme’s central reform goals, although they were not the main concerns in 

policy formulation, according to our interviewees. While the economy faced serious challenges, the most 

important goal was improving customer experience. 

This Government Programme was based on the idea that organisational and administrative reform would 

solve the problem of delivering patient-centred care. According to our interviewees, integrating care 



   
 

   
 

providers and separating the purchasers and providers of services would improve service quality and 

facilitate access. 

From a population health perspective, the programme emphasised prevention and integrated clinical 

pathways and employee well-being. To reduce the inequalities of services, the programme highlighted 

intersectoral health promotion, early support and personal responsibility. Its focus on children, families, 

elderly homecare and creating career opportunities reflected HiAP principles. The key objectives were 

improving public services based on customer needs, considering economic capacity and enhancing 

intersectoral health promotion. Thus, all three Triple Aim goals were met in this period. 

Insert Figure 3 here 

Figure 3. Evolution of Triple Aim Goals in Finnish Government Programmes 

Our data show (Figure 3) that, in 1995, the main emphasis of the Triple Aim goals was cost containment. 

However, in 2005, patient experience and population health became the main policy objectives and were 

supported by increasing healthcare resources. In 2015, all Triple Aim goals were equally emphasised, and 

the Government Programme clearly reflected VBHC’s development ideas. 

 

5 Discussion 

The purpose of this paper is to understand the evolvement of VBHC logics and their implications for Nordic 

healthcare policies. Our approach was qualitative, utilising the Triple Aim framework in data analysis to 

demonstrate how VBHC goals manifest in Finnish Government Programmes. The results show that VBHC 

logics have become evident in recent Finnish health policies, as all three Triple Aim goals were present, 

though the equal prioritisation of these goals only emerged in 2015.  

Triple Aim Goals in the National Health Agenda 

The Triple Aim goals are the improvement of population health, the improvement of patient experience 

and the lowering of care costs.8 Public health and health promotion were the core goals and policy tradition 

in Finland throughout 1995-2015. This may originate from the Nordic welfare model, which is based on 

principles of universalism and social cohesion, and its attendant social and healthcare system, which is 

mainly organised and financed by the public sector.30  

In Nordic countries, population health and social security have been the essence of public policies, whereas 

VBHC and Triple Aim originated in the United States in response to market mechanisms and competition 

that generated highly fragmented care delivery and issues of equity.8 It has been claimed that population 

health is difficult to achieve in the United States because it lacks public health policy traditions.23 However, 



   
 

   
 

the United Kingdom’s National Health Service and Nordic countries are examples of population based 

healthcare systems using budgets to ensure employment, ownership and the contracting of care.8 

Still, Nordic countries have adopted market-oriented approaches in reforming their social and health 

services,27 shifting the focus and resources from preventive care to specialised care. In our document 

analysis, the main emphasis in 1995 was on cost containment. Financial sustainability became imperative 

after the economic crises of the 1990s, when Finland suffered the impacts of budgetary pressures, high 

unemployment and GDP decline. After the economic recovery of the 2000s, attention was paid in the 

inequalities in services.30 However, the use of market-oriented tools, such as service vouchers, led to -

differences in availability and access to care. In 2005, increasing the service providers’ capacity and 

municipal mergers steered the discussion of more effective service provision.  

Based on our results, patient experience and population health have become the main policy objectives. 

The goal of improving patient experience highlighted the importance of individual experience and the 

healthcare system’s ability to provide high-quality care. In Nordic countries, the growth of individualism in 

the 2000s was evident in the provision of health services. This may have been the result of digitalisation 

and knowledge management: patients’ knowledge about treatment alternatives and quality requirements 

had grown. Patients increasingly demanded more individual choices and care.  

Our results support the improvement of customer responsiveness in the development of health policies 

that emphasised patient needs and aligning services according to individual needs. Instead of high-level 

individual service, Nordic countries still enjoy universality and equality. Thus, adjusting service provision, 

changing service culture and utilising information about patient experience for service development may 

take time. Sweden, for instance, has been eager to increase patients’ freedom of choice in services 

following the example of the National Health Service, whereas Finland has gradually adopted patient choice 

in health services, slowly improving not only patient experience but also equity. 

Previous research on VBHC and Triple Aim has focussed on alternative payment models and innovative care 

delivery models.1 The literature concerning the implications of VBHC logics on health policies has been 

scant, although this would provide an important understanding of the evolution and national impacts of 

VBHC. In our study, we identified the Triple Aim goals in Finnish Government Programmes but only found 

equal prioritisation of all three goals in the 2015 programme. Therefore, we suggest that VBHC logics have 

indeed affected Finnish public policy, not only at the organisational level but also concerning performance 

measurement or care delivery.  



   
 

   
 

VBHC Logics in Nordic Public Governance Strategies 

It is evident that VBHC has become a megatrend in healthcare. Its evolution implies that the development 

of healthcare is not a socially isolated phenomenon but a result of longer periods of interaction among 

socio-economic factors and politics.20 The principles of the Nordic welfare model have been the backbone 

of Nordic health policies; nevertheless, healthcare development ideas take place in interactions with other 

countries as well. In Finland, the most recent trends are benchmarked from the National Health Service and 

the World Health Organisation. Moreover, as European Union membership impacts healthcare markets and 

patients’ freedom of choice, the belief in the power of market mechanisms to guarantee better quality and 

reasonable costs of care also prevail in Finland’s most recent health policy. 

In publicly funded health systems, VBHC represents a transition from volume to value and from population 

approach to one that is more individualistic. Likewise, regarding policymaking and service provision, VBHC 

may be considered as a politico-administrative transformation into a new form of public governance that 

emphasises value creation and customer responsiveness for citizens. New public governance may thus 

provide a novel framework for the analysis of health policy evolution. It acknowledges the existence of 

hybridity and plurality in public policymaking and the multiple stakeholders in public service delivery.13  

Limitations 

To limit our study scope, we focused only on policy-level strategies rather than those of the operative 

programme level. Since qualitative research studies examine phenomena in various contexts, carefully 

interpreting the findings from other cases or situations is important. Our results are thus most 

generalisable in countries that share the principles and values of the Nordic welfare model. When 

examining a value-based ideology of U.S. origin, transferability is challenging. The difficulty of nationally 

comparing health policies and interpreting how they reflect changes in public administration faces 

methodological issues and concept and transfer problems related to empirical data.27  

We acknowledge that our few interviews in Finland inevitably narrow the conclusions drawn from the 

study, but we intended to obtain an in-depth understanding of the evolution of VBHC in national health 

policies through the tacit knowledge and experience of Permanent Secretaries. A wider number of 

interviewees and various quantitative approaches could be useful in future studies. 

 

6 Conclusions 

The study describes the evolution of VBHC logics in national health policy, especially in the Nordic welfare 

context. It contributes to studies examining mechanisms of change related to how VBHC becomes 

embedded at the institutional level and whether national government supports its principles. In VBHC 



   
 

   
 

literature, there has been a limited understanding of how the diffusion of healthcare megatrends evolves 

and transforms from one healthcare system to another. Our study aimed to fill this gap by building a 

conceptual bridge between national health policy and value-based care.  

Further, to better understand the evolvement of VBHC logics, we need to address the different political and 

historical backgrounds of national policies. Although the concepts and models of VBHC are already widely 

adopted in practice, our results show how the goals of Triple Aim gradually become evident at the health 

policy level. This may imply that the diffusion of VBHC logics evolves from the bottom up (from healthcare 

organisations to policymaking), rather than from the top down. We argue that the development of health 

policies is indeed an interactive process. Management trends such as VBHC may quickly turn into global 

phenomena in the context of information-intensive societies, but their adoption is contextually and 

culturally dependent: the Nordic welfare model has different welfare values than the U.S. healthcare 

system, which led to adjustments to the VBHC logics. 

Finally, this study’s conceptual contribution is to outline features of Triple Aim in relation to VBHC. We used 

Triple Aim as an evaluation framework for analysing health policy. The study adds to the relatively small 

literature on advancement of Triple Aim policies, especially the simultaneous evaluation of its three goals, 

which is a unique approach. This is relevant for understanding the reciprocal efforts at policy and 

organisational levels in order to improve value-based care. 

Future research could utilise a similar approach in other Nordic contexts to compare health programmes or 

the VBHC evolution of healthcare policies. For instance, examining the various party programmes would be 

interesting in order to find out what kind of influence party politics exerts on the widely accepted values of 

VBHC logics.  
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