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Value-based health care is becoming the focus of many health-care-reform efforts 
around the world because it promises to be a more effective and more sustainable 
approach to limiting the increases in health care costs than traditional approaches 
such as utilization reviews or cost controls. 

The BCG Maturity-Assessment Framework
BCG has developed a methodology for assessing the progress of a country’s health 
system in adopting and institutionalizing value-based health care. 

Country Findings
In 2011, we used this framework to evaluate the health systems of 12 developed-
world countries: Australia, Austria, Canada, Germany, Hungary, Japan, the Nether-
lands, New Zealand, Singapore, Sweden, the U.K., and the U.S. 

The Role of Government
Our research suggests that while the clinical community has to be at the center of 
a country’s efforts in value-based health care, government also has an important 
enabling role to play.

AT A GLANCE
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In the global struggle to manage the cost of health care, both clinicians and 
policy makers are increasing their focus on value. Health systems around the 

world are starting to document variations in health outcomes and, at times, remark-
able differences in clinical practice. Making the data available allows clinicians to 
identify best practices and helps steer resources toward the clinical centers and 
specific clinical interventions that achieve the best results. Such efforts are facili-
tated by the proliferation of new systems and capabilities in health care informatics 
that make it possible to collect outcome data and share the information broadly 
with clinicians and the public. We call such efforts to improve health outcomes—
while also maintaining or lowering costs—value-based health care. (See Exhibit 1.)

Value-based health care is becoming the focus of many health-care-reform efforts 
around the world because it promises to be a more effective and more sustainable 
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approach for limiting the increase in health care costs than traditional approaches 
such as utilization reviews or cost controls. The Boston Consulting Group has 
recently developed a methodology—a maturity assessment framework—for assessing 
the progress of a country’s health system in adopting and institutionalizing value-
based health care. In 2011, we used this framework to evaluate the health systems 
of 12 countries: Australia, Austria, Canada, Germany, Hungary, Japan, the Nether-
lands, New Zealand, Singapore, Sweden, the U.K., and the U.S. (In the course of 
2012, we will be adding other countries to the list.)

Our research shows that a number of countries have begun to build the infrastruc-
ture and processes to support a value-based approach, but some countries are 
significantly farther along the learning curve than others. Despite this differential in 
development and major differences in the structure and organization of national 
health-care systems, however, there is much to learn from each country. 

In this report, we describe our approach for assessing a country’s progress toward 
value-based health care; identify some best practices that are emerging, as well as 
some common issues that countries face; and discuss what governments, in particu-
lar, need to do to support value-based health care.

The Maturity Assessment Framework
As part of BCG’s extensive work in the field of value-based health care, we have 
identified key success factors for the effective implementation of a value-based 
approach. (See the sidebar “BCG and Value-Based Health Care.”) 

Clinician Engagement. •  The cornerstone of value-based health care is broad and 
active engagement on the part of the clinical community. For example, our 
international study of 13 disease registries in five countries revealed that the 
improvement in health outcomes is greatest when clinicians themselves are 
responsible both for collecting and interpreting data and for leading efforts 
aimed at clinical improvement.1 

National Infrastructure. •  Clinician engagement can be greatly facilitated and 
supported by the existence of common standards for tracking diagnoses, treat-
ments, outcomes, and costs at the patient level; a limited number of shared IT 
platforms; and a common legal framework regulating the use of patient data. 

High-Quality Data. •  Value-based health care is a data-driven approach for improv-
ing the quality of care. The most effective way to collect relevant data is through 
disease registries that track selected health outcomes in a population of patients 
with the same diagnosis or who have undergone the same medical procedure. 
The systematic analysis of outcome data from a broad range of clinical centers 
allows providers and payers to identify, codify, and promote treatment protocols 
that have proved to yield better, more cost-effective care. 

Outcome-Based Incentives. •  Value-based health care requires not just the compre-
hensive collection of outcome data but also their active dissemination and use. 
The fourth success factor is the use of outcome data to realign incentives in the 
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health system so that stakeholders are encouraged to optimize health value. 
When such incentives are in place, the system itself drives changes in the ways 
clinicians practice, payers reimburse, and suppliers of drugs and medical devices 
develop and deliver products and services. 

The BCG maturity-assessment framework uses these four success factors to evalu-
ate a country’s progress toward value-based health care on two broad dimensions. It 
combines a top-down assessment of national enablers of value-based health care 
(clinician engagement and national infrastructure) with a bottom-up assessment of 
data quality and use at existing disease registries across 12 major health conditions. 
We have defined 35 specific criteria—15 at the national level and 20 at the level of 

Since 2009, The Boston Consulting 
Group has conducted extensive 
research in the field of value-based 
health care, an approach to improving 
health care management that 
emphasizes maximizing value, 
defined as patient outcomes divided 
by costs.  

We started this research in 2009, 
when a group of senior health-care 
leaders in Sweden asked BCG to 
analyze that country’s disease 
registries and evaluate the opportuni-
ties and costs involved in expanding 
the registry model to include other 
conditions. Our study concluded  
that with an annual investment of 
$70 million in disease registries, data 
analysis resources, and IT infrastruc-
ture, Sweden could reduce its annual 
growth in health care spending from 
an estimated 4.7 percent to 4.1 
percent. The estimated cumulative 
return over ten years would total 
more than $7 billion in reduced direct 
health-care costs.1

Encouraged by the initial results of 
the Swedish study, BCG expanded its 
research in 2010, analyzing the 
impact of disease registries in other 
countries. In 2011, we published the 

results of an international study of 13 
registries in five countries and across 
six major disease areas. Our research, 
which has been featured in Health 
Affairs, demonstrated that disease 
registries can be used not only to 
improve the quality of care and health 
outcomes but also to lower total 
health-care costs for a given con- 
dition.2

In addition to the maturity assess-
ment framework described in this 
report, BCG research in value-based 
health care has also looked at the 
competitive impact of the trend on 
the pharmaceutical sector and the 
requirements for constructing robust 
health-outcome databases.3

Notes
1. See From Concept to Reality: Putting Value-
Based Health Care into Practice in Sweden, BCG 
report, November 2010.
2. See Improving Health Care Value: The Case for 
Disease Registries, BCG report, December 2011; 
and Stefan Larsson et al., “Use of 13 Disease 
Registries in 5 Countries Demonstrates the 
Potential to Use Outcome Data to Improve 
Health Care’s Value,” Health Affairs 31 ( January 
2012): 220–227.
3. See “What Value-Based Health Care Means 
for Pharma,” BCG article, March 2012; and 
“Meeting the Data Challenge,” BCG article, 
December 2011.

BCG AND VALUE-BASED HEALTH CARE
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individual disease registries—that are essential for establishing an effective value-
based system. (See Exhibit 2.) A country’s performance on each criterion is rated on 
a scale of 1 to 5, with 1 representing low readiness and 5 representing best practic-
es. (The framework was developed on the basis of previous BCG research in the 
field, a comprehensive survey of the medical literature, and 139 interviews with 
representatives of national health departments and with international health-out-
come experts.) 

Assessing National Enablers. At the national level, the framework attempts to 
answer two key questions: 

To what degree are a country’s clinicians, government officials, and health-  •
care policymakers committed to creating and using a system of high-quality 
health data? 

To what extent is a national legal and IT infrastructure in place for collecting  •
health outcome data and linking those data to issues of cost?

National enablers

Clinician engagement National infrastucture Data quality Data use

Disease registry data and use

• Do clinicians support 
collection and use of 
outcome data at a national 
level?

• Are outcome results 
compared, reported, and 
made available to the 
public?

• Do clinicians support the use 
of collected data to measure 
and report outcomes?

• Does the registry have an 
independent governance 
body? 

• To what extent has IT been 
adopted by clinicians?

• Does interoperability exist 
across systems?

• Do national standards exist 
for terminology and 
measurement, and, if so, are 
they applied?

• Are there national standards 
or frameworks for consent? 

• Does each patient have a 
unique personal identifier 
that exists across the health 
system?

• Can the cost of treatments 
be linked to clinical events? 

• Can the cost of each 
procedure be linked to the 
cost for the relevant event? 

• Is health care quality part of 
the public discourse?

• Are performance data used 
to determine reimburse-
ments?

• Does the government invest 
in collecting outcome data?

• Does the government 
provide strategic direction 
for outcomes on the basis of 
measurements? 

• How comprehensively are 
clinical health-outcome data 
recorded? 

• How comprehensively are 
patient perspectives 
recorded?

• How comprehensively are 
activities, processes, and 
treatments recorded?

• How comprehensive and 
appropriate are patient risk 
adjustments?

• How comprehensively are 
provider details captured?

• What proportion of the 
patient population is 
represented?

• How old is the registry?
• Is it possible to track trends 

related to specific patients 
within a single registry?

• How are data captured and 
databases populated?

• Are there standards for data 
representation and 
clinical-terminology coding?

• What controls are in place to 
ensure data integrity?

• Do outcome data affect 
guidelines for standards of 
care?

• Do outcomes influence 
licensing and accreditation 
at the doctor or hospital 
level? 

• To what extent is there 
reporting to individual 
clinicians?

• If reporting occurs, how long 
does it take for the results to 
be made available to 
clinicians?

• Are provider reimburse-
ments influenced by 
outcomes?

• Are supplier reimburse-
ments influenced by 
outcomes?

• To what extent is the registry 
used as a source of 
academic reporting and 
research in international 
peer-reviewed journals?

• To what extent is there 
reporting to the public?

• Do health quality and 
outcome insights influence 
policymaker or payer 
decisions? 

Source: BCG analysis.

Exhibit 2 | BCG Assessed the Progress of 12 Countries on the Basis of 35 Criteria
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For example, to assess the degree of clinician engagement, we ask: Do clinicians 
support collection and use of outcome data at a national level? Are outcome results 
compared, reported, and made available to the public in a useful form? Is there 
support for using performance data on outcomes to determine reimbursements?

To assess the extent to which a country has in place a national legal and informa-
tion infrastructure that allows the comprehensive collection and sharing of health 
outcome data, we ask: Do national standards exist for outcome metrics (and, if so, 
are they actually applied)? Does each patient have a unique personal identifier that 
can be used across the entire health-care system? Is there a national framework 
governing consent for the use of health information? To what extent has IT (includ-
ing electronic health records) been adopted by clinicians and become part of 
normal clinical practice? How interoperable are existing IT systems and data sets? 
Can the cost of a given treatment be linked to each clinical event recorded in an 
outcome database? 

Assessing Disease Registry Data and Use. Ideally, a disease registry is simulta-
neously a repository of data that are useful in outcome research and an important 
institutional catalyst for efforts to improve health outcomes over time. By identify-
ing variations in outcomes within the same population, registries make it possible 
to benchmark and assess comparative performance at the clinic, regional, national, 
and even international level. In-depth analysis of the causes behind variations in 
performance can lead to the identification of best practices. Active dissemination of 
those best practices and support for enabling their adoption reduce variations in 
clinical practice and improve outcomes. 

Our framework evaluates data collection and use at a country’s disease registries 
across a broad range of health conditions: two acute conditions (acute myocardial 
infarction and stroke), three chronic conditions (chronic renal failure, diabetes, and 
schizophrenia), four surgical procedures (cataract surgery, spinal surgery, and hip 
and knee replacement), and three forms of cancer (breast cancer, cancers of the 
digestive tract, and hematological cancers such as leukemia and lymphoma). These 
conditions, which are among the most common causes of avoidable morbidity and 
mortality in the developed world, represent approximately 30 percent of disability-
adjusted life years lost. We assessed the adequacy of the data collected by a coun-
try’s disease registries along three critical dimensions: 

The number of data variables collected for each individual case—including  •
clinical outcomes, patient-reported metrics, descriptions of the nature and 
process of treatment given (for instance, the type of prosthesis or length of 
hospital stay), risk adjustment data, provider details, and cost data

The number of observations across the entire population for a given condi- •
tion—for example, the percentage of patients covered, how long a repository 
has been in use, and the longitudinal nature of the data

The degree of quality control as represented by methods of data capture, usage  •
standards, the process for validating data and ensuring its integrity, and whether 
or not there is a formal governance body regulating the registry

Disease registries 
make it possible to 
benchmark and 
assess comparative 
performance at the 
clinic, regional, 
national, and even 
international level.
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In addition to evaluating the databases themselves, the framework also assesses the 
extent to which the data are used to drive clinical practice and health policy and to 
align incentives around value across the health care system. For example, to what 
extent does reporting to individual physicians take place? Do outcome data direct the 
development of guidelines for patient care or influence licensing and accreditation at 
the level of the hospital or the individual physician? Are data released to the public? 
Are observational data used in the ongoing monitoring of new drugs and medical 
devices after they have been launched? Do outcomes influence reimbursement?

Country Findings
To assess each country’s progress on the two dimensions described above, local 
BCG teams reviewed available documented data on the national health system and 
the dominant registry for each of the 12 target conditions—annual reports, pub-
lished academic papers, and, in many cases, internal reports provided by the 
registry administrators. The teams used a standardized set of descriptions to assign 
a numerical score—from 1 through 5—for each of the 35 assessment criteria. The 
scores for all 12 countries were reviewed for consistency by a global project manag-
er and then presented for feedback to at least one topic expert per registry in each 
country. These external reviewers used the same criteria and grading system. 

Exhibit 3 ranks the 12 countries in our sample on the two broad dimensions of our 
framework: national enablers and the quality and use of disease registry data. As 
the exhibit illustrates, when it comes to implementing value-based health care, 
Sweden is the most advanced country on our list, followed closely by Singapore. 
Germany and Hungary have the furthest to go. 

Data quality and use
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Source: BCG analysis.

Exhibit 3 | Countries Vary Widely in Their Progress Toward Value-
Based Health Care
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Exhibit 4 displays the average score in the four broad categories that track our 
success factors, as well as a score for overall readiness, which is the unweighted 
average of all 35 criteria. In this approach, Germany is at the bottom of the list, 
owing mainly to limited access to high-quality data and poor data utilization. 

It is important to emphasize, however, that even those countries in our assessment 
with low average scores have some areas of genuine strength. Exhibit 5 disaggre-
gates the scores of the 12 countries in the national-infrastructure category. It shows 
that the Netherlands, one of our ranking’s low overall performers, has quite a 
strong legal and consent framework, as well as a high-quality IT infrastructure and 
relatively engaged population. 

Our assessment also suggests that there are some common steps on the road to 
value-based health care—critical phases with their own special challenges and 
opportunities. 

Getting Started. Some countries are just starting to implement a value-based 
system. Although they have some promising value-based initiatives, they are still 
largely preoccupied with managing the traditional care model. 

Hungary is a good example. Like all the other countries we studied, Hungary has 
some strong points. For example, the Hungarian Pediatric Cancer Registry has been 
an active participant in the development of common metrics and a common 
data-collection platform, both in Europe and internationally, and has been a leader 
in getting Hungarian pediatricians to follow international protocols for the treat-
ment of pediatric cancers. And yet, the registry remains a relatively isolated pocket 
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Note: The score for “overall readiness” is the unweighted average of all 35 assessment criteria: it is not the average of the four higher-level 
categories portrayed above.

Exhibit 4 | A Country’s Progress Is Determined by Four Key Factors
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of best practice in a country with few registries, low adoption of IT on the part of 
clinicians, and little government encouragement for value-based health care. Given 
this starting position, the best approach for Hungarian clinicians hoping to build 
engagement around a value-based approach is to draw on the considerable inter- 
national disease-registry experience to further develop the Hungarian registry 
network. 

The Netherlands is another country still very much in the starting phase of value-
based health care. In 2007, the Dutch government took the lead by bringing togeth-
er major stakeholders in the health system—including clinicians, patients, hospitals, 
and health insurers—to launch an initiative that would create outcome transparen-
cy in 80 diseases by 2011. Despite significant efforts, however, the initiative foun-
dered on stakeholders’ disagreements about what constituted quality outcomes, 
ineffective compromises, and insufficient clinician buy-in. 

More recently, however, a number of clinician groups in the Netherlands have 
independently established some excellent registries. The demonstrated successes of 
these “early adopters” should increase engagement among Dutch clinicians and 
significantly accelerate progress toward value-based health care. 

Going National. In a number of the countries that we studied, considerable 
progress has been made in the development of excellent disease registries and even 
in putting some key national enablers in place. For one reason or another, however, 
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Source: BCG analysis.

Exhibit 5 | All Countries Have Areas of Genuine Strength
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progress has been uneven in the country as a whole. The next big challenge—and 
opportunity—is to expand value-based initiatives to the national level.

This is the case, for instance, in countries that have a relatively fragmented national 
health-care system. The classic example is the U.S. The country has some excellent 
disease registries, including, for instance, the Cystic Fibrosis Foundation Patient 
Registry, the Society for Thoracic Surgeons’ STS National Database, and the Ameri-
can College of Cardiology’s CathPCI Registry. What’s more, some regional health 
providers such as Kaiser Permanente and Intermountain Healthcare have made 
considerable progress in tracking outcomes in their own patient populations and in 
creating incentives for clinicians to use best practices identified through outcome 
research. (Keep in mind that the 8.9 million patient population covered by the 
Kaiser Permanente system is roughly equivalent to the total population of Sweden.) 

However, the high complexity and extreme fragmentation of the U.S. health system 
mean that it is difficult to build on these best practices to develop and implement a 
truly nationwide approach to value-based health care. One dramatic example: The 
U.S. has no national hip-replacement registry, but Australia, whose population is 
one-tenth the U.S. population, maintains an excellent national hip-replacement 
registry. Australia was, therefore, able to identify problems with DePuy’s ARS 
metal-on-metal implant, warn surgeons not to use the device, and eventually 
prompt a voluntary recall by its manufacturer from the Australian market in 
December 2009—a full seven months before the device was recalled by the U.S. 
Food and Drug Administration in July 2010. (After completing a successful pilot in 
May 2011, the American Joint Replacement Registry, an initiative of the American 
Academy of Orthopaedic Surgeons and other stakeholders, began enlisting hospi-
tals in a planned national hip-replacement registry for the U.S.) 

Other countries have truly world-class registries that set the standard for interna-
tional best practices, but these practices need to be replicated either at the national 
level or in other health conditions. For example, in 2005, the Ministry of Health in 
Canada’s province of Ontario established the Ontario Mental Health Reporting 
System, one of the few genuinely comprehensive mental-health registries in the 
world. But so far, the system’s coverage is limited to Ontario. A next step would be to 
use the Ontario system as a model and extend it to other Canadian provinces. 
Similarly, the success of Australia’s national hip-replacement registry needs to be 
replicated for other health conditions. Australia has made progress in this regard—
particularly in its recent initiative to combine regional disease registries for acute 
myocardial infarction into the truly national Australian Cardiac Procedures Registry.

Another successful example of “going national” is the recently established National 
Cancer Intelligence Network (NCIN) in the U.K. Previously, the country had a 
number of regional cancer registries, but they were fragmented and tended to focus 
primarily on patient mortality. By contrast, NCIN is a truly national registry, de-
signed to track a broad variety of diagnosis, treatment, and outcome data. The new 
system harmonizes and links data across the regional registries to create a patient 
record with consistent data. It also connects to databases outside the regional 
registries (for example, the cancer data set from the U.K.’s Office for National 
Statistics, data from a number of national clinical audits, and local-hospital episode 

For many countries, 
the next big chal-
lenge—and opportu-
nity—is to expand 
value-based initiatives 
to the national level.
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statistics), increasing the variables available for risk adjustment. Perhaps most 
important, the U.K.’s national health system with unique patient identifiers allows 
NCIN to combine patient data for more than 90 percent of all cancer sufferers in 
the nation. 

Moving from Data Collection to Data Use. Some countries that collect compre-
hensive and reliable national outcome data have yet to use their data effectively to 
improve clinical practices. Singapore, for example, is pursuing a major national 
disease-registry agenda. In 2001, the national government established the National 
Registry of Diseases Office (NRDO) to collect and maintain information on a set of 
disease conditions and to compile and publish statistics mainly for epidemiological 
purposes, resource planning, and setting health care policies. In 2007, Singapore 
passed the National Registry of Diseases Act, which creates a standardized system 
for the compulsory reporting of health outcome data for patients suffering from 
cancer, renal failure, stroke, acute myocardial infarction, and other diseases. The 
country also has a pioneering e-health initiative in the area of diabetes, and its 
introduction of “transparent” hospital billing has helped health consumers develop 
a clearer understanding of the costs of treatment.

The next step for Singapore, however, is to leverage this world-class data infrastruc-
ture by helping clinicians analyze the vast amounts of data being collected and to 
actually use the data to identify best practices and improve clinical performance. In 
order for this to happen, NRDO, in collaboration with professional medical organi-
zations, will need to take a more active role in coordinating the dissemination of 
data to clinicians.

Reimbursing for Value. Finally, there is the rare country that already has ad-
vanced outcome-based data collection and whose engaged clinical community 
actively uses the data with the goal of delivering national benefits in the form of 
improved health outcomes. Of the countries we evaluated, only Sweden has 
achieved this.

Sweden has been an international pacesetter in the establishment of disease 
registries, some of which date back to the 1970s. Today, the country boasts nearly 
90 registries covering more than 25 percent of total national-health expenditures. 
About one-third collect patient data on more than 90 percent of all Swedish pa-
tients diagnosed with a given condition or undergoing a particular procedure, and 
many have been in place long enough to provide unique longitudinal data. A recent 
study found that Sweden has the best health-care outcomes in Europe, even while 
its health-care costs, as a percentage of GDP, hover around the European average  
of roughly 9 percent.2 In September 2011, Sweden’s government declared the 
expansion of Sweden’s network of registries a national priority and has commit- 
ted to increasing its direct financial support nearly fivefold—from $10 million to 
$45 million per year—by 2013. 

But even Sweden has work to do. Although most major health conditions are 
comprehensively covered by registries, some areas such as psychiatry and primary 
care remain underdeveloped. There is also an opportunity to encourage national 
standardization through the development of a shared national IT platform. 

Some countries that 
collect comprehensive 

and reliable national 
outcome data have 
yet to use the data 

effectively to improve 
clinical practices.
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Perhaps the most important challenge to Sweden’s efforts, however, is to engage 
health care providers and suppliers in developing reimbursement models that link 
outcome data collection, reporting, and results (that is, outcomes actually achieved) 
to reimbursement. At the moment, only adverse outcomes have an impact on 
reimbursement. But as outcome-based incentives are key to driving performance, it 
is important also to reward both providers and suppliers for quality improvements 
and to increase demand for innovation that improves care. 

Although Sweden was an early mover in value-based pricing of pharmaceuticals 
with the establishment of its Pharmaceutical Benefit Board in 2002, Sweden’s 
current government has recently been discussing a plan to move away from that 
approach to a simpler, more cost-focused “reference pricing” model. Such a move 
would delay the country’s progress toward value-based health care and could 
perhaps even undermine its standing as a world leader. In the U.K., by contrast, 
the Department of Health, has recently announced its intent to introduce a system 
of value-based pricing for branded medicines in 2014. The new approach will 
create a much closer link between the price the National Health System pays for a 
particular medication and the value that it delivers, as assessed on the basis of 
improvements in health outcomes. Should we repeat our international progress 
assessment within the next few years, the order of the country rankings may well 
be different.

The Role of Government
Our work in the field of value-based health care has convinced us that although the 
clinical community must be at the center of each country’s efforts in value-based 
health care, government also has an important set of roles to play. In effect, govern-
ment is a necessary orchestrator that can facilitate the transition to value-based 
health care.

Facilitating Engagement. In countries whose clinicians and health policy makers 
are not fully engaged in setting up the necessary institutions for value-based health 
care, government can play a facilitating role, assembling the key stakeholders and 
providing hands-off support for clinician groups designing, collecting, and sharing 
registry data among themselves. For instance, government can create incentives by 
providing early seed funding for registries and associated research and by providing 
accreditation benefits for participation. And once the “tipping point” of clinician 
engagement has been reached, government can also pass legislation establishing 
consent frameworks for the collection and use of health information, setting 
guidelines for registry success, and creating standards that make sure that data on 
health procedures and outcomes are linked to cost. Even countries at the very 
beginning of the journey toward value-based health care can make enormous 
progress by leveraging examples from around the world to demonstrate the impact 
of the approach. 

It is critical, however, that government maintain an arm’s length distance from the 
process of actually defining metrics, collecting and analyzing data, and sharing best 
practices with clinicians. These tasks need to remain the responsibility of the 
clinical community itself. Overzealous actions by government—for example, 
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glossing over valid explanations for variation in outcomes or publishing results 
before they are supported by the clinical community—will likely entrench resis-
tance to change. 

Building Infrastructure. Government also has a lead role to play in the creation of 
shared IT infrastructure and data standards, including unique patient identifiers. 
We are not suggesting that the government should actually run a country’s network 
of disease registries. The effective functioning of registries requires that the rele-
vant clinicians have a sense of ownership and be deeply engaged in registry man-
agement. However, by encouraging—and perhaps investing in—the creation of a 
shared IT platform, a country’s government is contributing to the interoperability of 
data sets among registries and to the eventual transition to effective e-health 
records. What’s more, the existence of a common infrastructure will significantly 
reduce the start-up costs and also, therefore, barriers to entry for new registries. 

Creating Incentives for Continuous Improvement. Finally, in most countries—
even countries without public health-care systems—government is a major payer 
for health care services. It can, therefore, create incentives for the use of best 
practices that have been demonstrated to improve health care value. For example, 
government can make the collection and sharing of health outcome data a condi-
tion for reimbursement or accreditation. It can make value-based health care a 
priority in the allocation of the public health-care budget. And, as the existence of 
comprehensive health-outcome data leads to the identification of best practices, 
government can incorporate those practices into the standards for reimbursable 
treatment. 

Reimbursement to pharmaceutical and medical-technology companies should also 
be increasingly determined by their contribution to better outcomes or to lowering 
the cost of care—as reflected in real-world outcome data. A health care system that 
is truly aligned around value will encourage and reward the development of 
innovative new products and services that improve outcomes and reduce costs for a 
given patient group.

It takes years and, perhaps, even decades for a country to make the transition to 
value-based health care. But the picture of what it takes to build an effective 

value-based health-care system is becoming clearer. And the most advanced coun-
tries are already reaping the benefits.

Notes
1. See Improving Health Care Value: The Case for Disease Registries, BCG report, December 2011; and 
Stefan Larsson et al., “Use of 13 Disease Registries in 5 Countries Demonstrates the Potential to Use 
Outcome Data to Improve Health Care’s Value,” Health Affairs 31 ( January 2012): 220–227. 
2. See Euro Health Consumer Index 2009, Health Consumer Powerhouse, 2009. 
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