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ABSTRACT. The value-based concept in healthcare was introduced by M. Porter in 2004 as an
approach for improving the quality of medical care. The existing practice of implementing this
approach in Russia and abroad by the present time has been limited by single projects and tools,
while comprehensive methodology adapted to Russian oncological care isn’t created. The article
presents a roadmap for implementation of value-based projects in oncology developed and based on
the author’s experience. The analysis of Russian and foreign literature, standards, methods on the
research topic was carried out. Project management tools and road mapping techniques are used.
Processes decomposition, scenario and intermediate results were determined to achieve the goal —
a value-oriented oncological care. The roadmap includes seven consecutive steps — setting up the
integrated practice units in the form of centers of excellence, the multidisciplinary teams education,
mapping the patient’s pathways, implementation into routine practice the patient-reported outcome
measures (PROMs) and patient-relevant experience measures (PREMs), shared decision-making,
and development of patient support programs. The necessary measures to support stakeholders
for each stage of implementation are formulated. The present study is theoretical, representing the
result of the analysis of the author’s previous experience and the synthesis of existing approaches.
Since the roadmap has a long life cycle, the content of the stages may change during operation. The
implementation of the approach requires reforming the healthcare system with a change in financing
methods, approaches to cancer care, and the creation of rational incentives for all stakeholders. For
replication a benchmarking platform and a flexible digital infrastructure with the ability to monitor
the costs and results of medical care at the individual patient’s level must be formed.

KEY WORDS: value-based healthcare; patient-oriented approach; patient adherence; quality of
life; shared decision making; patient pathway; oncology care.
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PE3IOME. Unes 11eHHOCTHO-OPUEHTHPOBAHHOTO TTOIX0/1a B 3[PaBOOXPAHEHUH ObLIIa MTPEIIOKEHA
M. Porter B 2004 r. B KayecTBEe CpeICTBa MOBBIIICHUS KauecTBa MeAULMHCKOW nmomowu. Cyie-
CTBYIOLIAs MPaKTUKa peann3anuu noaxoaa B Poccun u 3a pyOekoM 10 HACTOSLIETO BpEMEHH Orpa-
HUYCHA BHEAPECHUEM JIMIIb OTACIbHBIX HHCTPYMEHTOB, TOTJA KaK BCEOOBEMITIONIAs METOAOIOTHS,
aJlalTUPOBAHHASI K POCCUICKON OHKOJOTMYECKOM MPaKTHKE, OTCYTCTBYET. B cTaThe nmpeacrasieHa
pa3paboTaHHasi Ha OCHOBAaHUHU OIBITa aBTOpPa IOPO’KHAsI KapTa peaju3alMuy IPOEKTOB LIEHHOCT-
HO-OPHEHTHPOBAHHOIO TOAX0Ja B OHKOJOTMH. BblI mpoBefeH aHaIu3 pOCCHIICKON U 3apyOexHON
JUTEepaTyphl, CTaHAAPTOB, METOJMK 10 TeMe uccieqoBaHus. C MOMOIIbI0 METOAOB TPOEKTHOIO Me-
HEPKMEHTA U JIOPOXKHOT'O0 KapTHPOBAaHMS ObllIa MPOU3BE/NeHA JEKOMIO3UINS paboT, ONpeeseHbl
MPOMEXYTOUYHBIE PE3YJIbTAaThl, pa3paboTaH CLEHAPUIl JOCTUKEHUS LIEJIM — LIEHHOCTHO-OPUEHTUPO-
BaHHOM OHKOJIOTMYECKOH cy>kObl. JlopokHast KapTa BKJIIOYAET CEMb IOCJIEA0BATEIbHBIX 3TAIIOB —
CO3/1aHKE HEHTPOB KOMIIETCHIIMI HHTEIPUPOBAHHOI'0 OKa3aHMsI MEIULIMHCKOM MOMOIIH, (OPMUPO-
BaHUC U 06yquI/Ie MYJIBTUAUCHUIIIIMHAPHBIX KOMaHA, KApTUPOBAHUE IIYTHU IMALIUCHTA, BHCAPCHUC
OIICHOK TAIMMEHTCKUX Mokasareneil ucxoma (PROMs) u ombita mamuenta (PREMs), coBmecTHOE
NPHUHSTHE PEUICHMS O JICYCHHH, pa3padoTKa MporpaMmM MogAepXKu nauueHToB. Chopmyauposa-
HbI HEOOXOMMBbIE MepPbI TMOAACPKKHU CTEHKXOJIIEPOB JIsl KaXX0ro 3Tana BHeApeHus. Hacrosmee
WCCJIeIOBAHNE SIBIAETCS TEOPETHUYECKUM, MPENCTaBIsAsI cOO0H pe3ynbTrar aHajau3a MpeablIyIiero
OIIBITAa aBTOPA M CHHTE3a UMEIOIIUXCS MOAX010B. II0CKONIBKY JOpOKHASA KapTa UMEET JIUTEIbHBIN
JKU3HEHHBIH LIMKJI, B Ipolecce paboThl CoAepKaHUE 3TAIIOB MOKET MEHATHCS U KOPPEKTUPOBATHCA.
Peanmzanust monxoxa TpedyeT nepedopMaTUPOBAHUS CUCTEMBI 3PaBOOXPAHEHUS CO CMEHOW Me-
TOJIOB (PMHAHCHPOBAHUS, MMOJIXO/I0B K OKa3aHUIO OHKOJOTMYECKOM TTOMOIIH, CO3/IaHUsI PAIIHOHATb-
HBIX CTUMYJIOB ISl €€ YYaCTHUKOB. sl THpaXMpOBaHUs HEOOXOAUMO HaJIM4ue IIaT(opmMbl 1is
OeHUMapKHHTa U THOKOH HU(POBOH MHPPACTPYKTYPHl ¢ BOZMOKHOCTBIO MOHMTOPHHTA 3aTpaTr U
PE3YJIbTAaTOB OKa3aHUA MG[II/IHHHCKOﬁ IMoOMOIIHM HAa MHAWBUAYAJIbHOM YPOBHC.

KJIFIOYEBBIE CJIOBA: 11eHHOCTHO-OpPUEHTHPOBAHHOE 3APaBOOXpPAaHEHHUE; MAllUEHTOOPUEHTHPO-
BAaHHOCTD; IPUBEPKEHHOCTh MAaIMEeHTa; KadeCTBO >KM3HU; COBMECTHOE TPUHITHE pELICHUs O

JICYCHU U, IYTh MMAaUCHTA; OHKOJIOTHUYECKasd cny>1<6a.

A distinctive feature of modern health-
care is its high technology and innovation.
However, with the advent of innovative, ex-
pensive technologies, healthcare costs are
increasing. The aging population and the
growing proportion of chronic diseases also
lead to increased costs, which may hinder the
achievement of target indicators. The issues
of increasing the efficiency of the healthcare
system are extremely acute throughout the
world, and Russia is no exception [32].

Changes in methods of payment for medi-
cal services partially solve this problem.
Thus, in recent years, the Russian Federa-
tion has undertaken considerable work to
shift from the “payment per service” and
“per capita financing” models to clinical and
statistical groups (CRGs). It is obvious that
payment should be linked not to the quantity,
but to the quality of medical care — namelly
to the value received as a result of treatment.
At the same time, a patient himself should
formulate the value of treatment since he
is the object of therapeutic manipulations.
These approaches are the basis of a relatively

new concept for Russian medicine — value-
based health care.

The basis of the value-based approach in
healthcare (VBA) is the transformation of me-
dical care “from measuring the volume and pro-
cesses of medical care to controlling the final
results that are important for patients” [26, 27].
The goal of a value-based approach is to maxi-
mize “value,” defined as the ratio of outcomes
“important to patients” to the cost of achieving
them [3, 10].

Despite the fact that the idea of VBA was
first mentioned by M. Porter in 2004 [26] af-
ter 10 years of research devoted to analyzing
the health care industry from the perspective of
competition, there is no algorithm for its practi-
cal implementation. The term ‘“value” often re-
fers to “humanistic principles” or to a concept
for “cost reduction” [22].

Separate attempts to create a methodology
for VBA were implemented within the frame-
work of the EIT Health project [22]. In addition,
a wide variety of organizations develop and ap-
ply standardized toolkits (sets, checklists) in
order to accomplish individual VBA tools. One
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such organization involved in standardizing
Patient-reported outcome measures (PROMs) is
the non-profit organization International Con-
sortium of Health Outcomes (ICHOMB) [28].
Nevertheless, a comprehensive methodology
for the implementation of PROMs, especially
adapted to Russian oncologic practice, is cur-
rently lacking, which determines the impor-
tance of the present research [10].

In June 2022, the Agency for Strategic Initia-
tives (ASI) established the Coordination Council
for the Development of the Healthcare System
of the Russian Federation (CC NSSS (non-state
security sphere) of the RF ). The main focus of
the CC NSSS RF is to search for opportunities
to cooperate between civil society, non-profit
organizations and entrepreneurs with legisla-
tive and executive authorities at different levels
and in various formats. As part of the work of
the CC NSSS RF, the project “Modernization
of Oncology Service on the Principles of Value-
Based Approach” was selected as a backbone
project. It was recommended for further support
by the authorities. To support the implementa-
tion of the Project, the website www.VBHC.ru
is functioning.

AIM

To develop a roadmap for the implementa-
tion of value-based approach projects in on-
cology.

MATERIALS AND METHODS

Russian and foreign literature, standards,
and methods of the value-based approach were
analyzed. Based on the synthesis of informa-
tion, foreign practices of the value-oriented ap-
proach, and the author’s previous experience of
implementation, the main parameters and pro-
visions were formulated [2—8]. The structure
of the roadmap is based on the methodologies
of project management and road mapping. The
work was decomposed, intermediate results
were defined, and a scenario was developed to
achieve the goal of implementing the full cycle
of value-based approach projects.

RESULTS

Based on the results of the pilot projects of
the value-based approach, a roadmap with se-

ven consecutive stages of implementation was
drawn up.

1. Implementation of an integrated system
of specialized oncological care through
the designation of centers of competence

At the first stage, it is necessary to reform
the existing approach to the provision of medi-
cal care by creating centers of competence
(CCs) (Integrated practice units (IPUs) for the
most common or socially important nosologies.
Separation of CCs into divided structural units
allows not only to focus efforts on achieving
target indicators, but also to visualize processes
and facilitate comparison between different or-
ganizations and regions [22].

According to the data of the P.A. Herzen
Moscow Research Institute of Oncology, in
2020 there were following leading localizations
in the overall (both sexes) structure of cancer
morbidity in the Russian Federation: Breast
(11.8%), skin (except melanoma) (10.9%),
trachea, bronchus, lung (9.8%), colon (7.2%),
prostate (6.9%), stomach (5.8%), rectum, rec-
tosigmoid junction, anus (5.1%), lymphatic
and hematopoietic tissue (5.0%), uterine body
(4.3%), kidney (3.8%), pancreas (3.4%), cer-
vix (2.8%), bladder (2.8%), and ovary (2.4%)
[9]. Priority nosologies were identified to form
eight CCs with subsequent replication to other
nosologies, in accordance with the frequency
of oncologic morbidity, as well as with expert
assessments. Such CCs are multidisciplinary
teams, which are ideally physically located in
one medical organization. The main task of
multidisciplinary teams is to “fully and com-
prehensively meet the needs of well-defined
groups of patients throughout the entire cycle
of medical care” [22]. The creation of CCs imp-
lies profound organizational changes in order
to provide better, patient-centered and efficient
medical care with a shorter cycle.

An integrated approach to patient care also
implies the use of multimodal methods of diag-
nosis and treatment. Multidisciplinarity is “an
opportunity to improve the quality of medical
care for patients on the basis of multilevel and
integrated use of the potential of doctors of dif-
ferent profiles and specialists, whose success-
ful cooperation leads to the introduction of or-
ganizational, informational, therapeutic innova-
tions” [20].
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Previous results of the implementation of
multidisciplinary approach in oncodermatolo-
gic practice indicate an increase in the detec-
tion of skin cancer, increased patient adherence
to treatment and dispensary follow-up, and in-
creased patient satisfaction with the quality of
services [4].

Implementation of this stage is difficult since
the structure of such multidisciplinary teams
disrupts the traditional practice of clinical work
at the specialty level: it changes approaches to
the distribution of authority and cash flow, re-
quires serious changes in staffing and remune-
ration system [10].

2. Formation of multidisciplinary teams
on the basis of centers of competence

In Russia, the multidisciplinary approach
to treatment is enshrined in the procedures for
the provision of medical care in the relevant
profile. Thus, the multidisciplinary approach
to the treatment of oncological diseases is de-
fined by the Order of the Ministry of Health of
the Russian Federation No. 116n dated Febru-
ary 19, 2021 “On Approval of the Procedure for
the Provision of Medical Care to Adults with
Oncological Diseases” [11]. Nevertheless, the
creation of multidisciplinary teams (MDTs) as
a separate organizational structure differs from
the multidisciplinary approach since it elimi-
nates formalism, and also provides an opportu-
nity to monitor their effectiveness and motiva-
tion by including indicators (key performance
indicators, KPI) in the effective contract [12].

In 2009, The National Cancer Action Team
(NCAT) studied and standardized the rules of
functioning of multidisciplinary teams [24].
To date, these standards are the most widely
recognized and accessible guidelines for multi-
disciplinary practice. Later on, these standards
were supplemented and adapted, and special
checklists were created. Most of the listed tools
include assessment of such basic characteris-
tics as team requirements, infrastructure, or-
ganization of the discussion process, patient-
centeredness of the clinical decision and team
management.

The implementation of an integrated system
of specialized cancer care is becoming more
common as it is a logical consequence of ad-
vances in medicine. The implementation of an
integrated approach to the provision of medical

care can prevent duplication of medical func-
tions and increase the efficiency of health care
resources [15, 20, 25]. Thus, the previously
implemented project on the organization of a
multidisciplinary team confirmed its effective-
ness: doctors began to base their clinical deci-
sions more often on evidence, to comply with
clinical recommendations, to focus in their
practice not only on clinical results, but also
on the psycho-emotional and social needs of
the patient [5].

3. Mapping the “patient pathway”
on the basis of simulation modeling

The transformation of modern healthcare
towards patients’ values dictates new require-
ments to the quality and availability of medi-
cal care. Mapping of the “cancer patient’s path”
based on patients’ values allows to identify
“bottlenecks” of routing and to predict possi-
ble risks of low patient adherence to treatment
related to the availability of medical care. For
instance, the external and internal routing of
skin cancer patients was restructured as a result
of patient pathway mapping, which allowed to
reduce the time from the beginning of the first
treatment to discharge by 9 days in the case of
surgical treatment and by 6 days in the case of
radiotherapy treatment [3, 4].

The problem of treatment adherence is one
of the most significant for modern medicine
and society [31]. The research of the types of
patients’ behavior during the process of cho-
osing a medical institution, attending physician,
and treatment method has been called “patient
pathway research” [16]. The “patient pathway”
map allows describing and predicting the pos-
sible risks of “losing” patients at each stage of
seeking medical help. Transparency of the pa-
tient’s journey at all stages of the treatment and
diagnostic process, as well as understanding the
reasons for his/her refusal of treatment at any
stages allows health care authorities to improve
the process of providing medical services. The
world’s leading agencies are developing met-
hodologies for analyzing the “patient pathway”
to better understand the relationship between
seeking medical care and the availability of
medical services [22, 31]. Cancer patient moni-
toring systems designed for comprehensive in-
formatization of oncological service are already
successfully functioning in a number of Russian
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regions [1]. They allow comprehensive moni-
toring of the oncologic situation in the region,
manage patient flows by creating an operational
digital picture of the oncologic situation.

Patient routing is a key organizational tech-
nology in ensuring the quality and availability
of medical care. The use of simulation modeling
methods allows describing and predicting the
possible risks of routing [3].

New models of medical care organization
should be built on the basis of a prototype [31].
Simulation modeling is an innovative paradigm.
It has become a widespread tool in logistics,
management and strategic planning, allowing
to solve multicriteria optimization problems of
large dimensionality.

4. Evaluation of patient-reported
outcomes (PROMs)

A key aspect of value-based approach is the
identification of patient-relevant outcomes.
Data received from patients refer to patient-re-
ported outcome measures (PROMs). The most
commonly used PROM questionnaires assess:

* symptoms (impairment) and other aspects

of well-being;

+ functioning (disability);

* health status and the patient’s perception

of health;

* quality of life (QoL);

* health-related quality of life (HRQoL).

Health-related quality of life assessment tools
are typically multidimensional questionnaires
that assess a combination of impairment and/
or disability dimensions and reflect a patient’s
health status. In contrast, QoL questionnaires
go beyond impairments and disabilities, explo-
ring the patient’s ability to meet their needs as
well as the patient’s emotional response to their
limitations. Questionnaires can be universal for
all diseases (e.g., EQ-5D, SF-36, HUI) or spe-
cific, i.e., designed to assess treatment for spe-
cific cancers [10, 22].

Evaluation of patient-reported outcome
measures, as experience has shown [4, 7], al-
lows a physician to identify the patient’s in-
dividual values and needs in relation to the
conducted therapy and to take them into ac-
count when a physician makes corresponding
treatment decisions. This approach ultimately
improves patient satisfaction with the quality
of medical care in general and with the chosen

method of treatment in particular. Thus, con-
sidering patient-associated factors improved
individual patient experience (50—100 Rush
scores) [4].

Digitized questionnaires — ePROMs — are
becoming increasingly common [22]. As part of
the strategy of implementing a single digital cir-
cuit in healthcare, ePROMs can be implemented
in the form of an additional SEMD (structured
electronic medical document) containing specif-
ic ePROMs for selected oncologic nosologies.
The questionnaires are filled out by medical
staff using the patient’s words, and the data are
entered into the MIS (medical information sys-
tem) with subsequent uploading to the regional
VIMIS (vertically integrated medical informa-
tion system) and the possibility of integration
with federal VIMIS services for data verifica-
tion and interregional sub-sectoral benchmar-
king. The use of questionnaires and their vali-
dated translations, strictly validated for a spe-
cific nosology became an important element of
data unification for further comparison.

5. Shared treatment decision making

Patient-reported outcome data (PROMs)
should be used as a guide to make joint treatment
choices with a patient [4]. The formalization of
shared treatment decision making as an approach
occurred in the late 1990s as a result of the work
of family medicine theorists Alvin and Edwards
[17-19, 23]. They developed and proposed crite-
ria that were subsequently included in the UK in a
mandatory list of indicators of a treatment quality.

Currently, there are different models of com-
munication with the patient — the OPTION
model [17], the ecological model [30], the Tree-
talk Model [18], IP-SDM [22], VALS and lad-
dering techniques are also used [7].

Several researchers in this field have deve-
loped scales to measure the extent to which the
patient is involved in the decision-making pro-
cess. The purpose of these scales is to examine
what happens in shared decision making and to
what extent a physician can encourage a patient
to become an active participant in the choice of
treatment. Based on these scales, tools are being
developed to help physicians better understand
patient needs. SURE rapid questionnaire is one
of such validated tools [21].

An ecarlier research [4] showed the applica-
bility of this concept in Russian industry prac-
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tice. Thus, the research showed that younger age
(r=—=0.398, p=0.009) and female gender
(r=—0.475, p=0.001) are factors associated with
higher emotional distress about appearance,
which needs to be taken into account when
choosing therapy [4]. Older patients were less in-
volved in treatment choice (r=0.633, p=0.001)
[4]. The use of a patient-centered communication
algorithm achieves satisfactory engagement (>3
points out of 4) in 67% of patients [4].

6. Measuring patient experience

Patient-relevant experience measures
(PREMs) also include data on patient percep-
tions of the treatment process. Unlike PROMs,
PREMs are of non-medical nature, they aim to
assess the quality of service delivery. Patient-re-
levant experience measures do not require strict
validation of questionnaires and can be adap-
ted to the aim of the research. According to the
Federal Law No. 256-FZ of July 21, 2014 “On
Amendments to Certain Legislative Acts of the
Russian Federation on the Issues of Independent
Assessment of the Quality of Service Delivery
by Organizations in the Sphere of Culture, So-
cial Services, Health Care and Education”, all
medical institutions “participating in the imple-
mentation of the program of state guarantees
of free medical care for citizens are obliged to
conduct an independent assessment of the qua-
lity of service delivery” [14]. In accordance with
the Order of the Ministry of Health of the Rus-
sian Federation of July 13, 2018, No. 442 “On
the organization of work to provide a technical
possibility for patients to express their opinions
about the quality of conditions of service pro-
vision by medical organizations on the official
website of the Ministry of Health of the Rus-
sian Federation in the Internet», such an assess-
ment is possible in the electronic form as well
[13]. The main criteria for such an assessment
include “openness and accessibility of informa-
tion about the medical organization, comfort of
service conditions and their availability, waiting
time, friendliness, politeness, and competence
of employees”. There are also various numerical
options for evaluating patient experience [2].

7. Development of patient support programs

The final stage of a value-based approach
is development of patient support programs

(PSP) to increase patient adherence to treat-
ment and follow-up. PSP is a system of pa-
tient support throughout the patient’s path
from diagnosis and prescription of therapy to
its completion or certain outcome in order to
improve and preserve the patient’s quality of
life [29, 31].

The main goals of PSP implementation in-
clude: increasing patients’ awareness of the
disease; increasing adherence to treatment;
and building disease management skills. The
results of researches demonstrate the positive
impact of PSP on the adherence of patients
with chronic diseases, clinical outcome indi-
cators in such patients, as well as their psy-
chological state [29]. The aggregated Russian
experience of program implementation has
shown its direct impact on reducing health-
care costs, improving the quality of medical
care, and patient adherence [8]. Patient sup-
port programs, implemented with the support
of commercial stakeholders (pharmaceutical
companies), take over a part of the functions
of the health care institution such as drug sup-
ply, diagnostics, training medical personnel
and patients, as well as infrastructural sup-
port [8].

IMPLEMENTATION
OF ENCHMARKING SYSTEM
AT THE NATIONAL LEVEL

Benchmarking is a systematic research, com-
parison and analysis of key indicators, proces-
ses, functional features and trends of the com-
pany with similar indicators among both com-
petitors, and leaders from other areas. It helps
to identify gaps in the company functioning and
ways to eliminate them by introducing the best
practices. Benchmarking provides a systematic
approach to the issue of identifying reference
points for development and efficiency improve-
ment. In public health care, benchmarking is
used for the rating system of medical organiza-
tions [10]. Benchmarking is an obligatory tool
for the implementation of value-based health-
care projects, since it makes it possible to com-
pare the work of both medical organizations
and private services and medical specialists
[10, 22, 26]. Owing to dynamic comparison, the
principle of competition and improvement of
the quality of medical care can be implemented
[10, 22, 26].

MEDICINE AND HEALTH CARE ORGANIZATION

TOMB 21 2025

elSSN 26364220



3

ORIGINAL PAPERS

Benchmarking provides a sufficiently high
degree of reliability of the results in case the
methodology of benchmarking research is fol-
lowed. Using the tool is complicated as it re-
quires a good knowledge of benchmarking
methodology, experience in conducting such
studies, time and in some cases resources to
obtain data. The introduction of benchmarking
(rating system) is possible if the approaches to
assessing the results of medical care are stan-
dardized. Various foreign organizations develop
and implement standardized sets (checklists)
of outcomes assessment [28]. Thus, according
to ICHOM methodology, data on the results of
medical care can be divided into three catego-
ries: “Achieved health status”, “Recovery pro-
cess”, “Sustainable result” [28].

DISCUSSION

Implementation of value-based approach
programs in oncology requires active participa-
tion and coordination of support measures with
all stakeholders: adaptation of the staff schedule
and effective contract provisions, organization
of team training, implementation of developed
SOPs (standard operating procedures), adap-
tation of routing, exchange of cancer patient
monitoring data, integration with federal and
regional services.

Limitations of the research. Despite the
fact that individual tools of the value-based
approach were previously successfully imple-
mented in Russian oncological service, these
projects have not been implemented as a com-
prehensive program, which may require clarifi-
cation in the future.

CONCLUSION

The implementation of value-based princi-
ples requires reformatting of the entire healthcare
system with a change in financing methods, ap-
proaches to oncological care, revision of key per-
formance indicators for medical personnel, and
creation of rational stimulation for participants.
Taking into account the complexity in imple-
menting such projects, it is recommended to start
with individual elements — oncologic nosologies
that contribute most to morbidity and mortality.

The expected results of the implementation
of value-based healthcare projects according to
the stated roadmap include:

1) increased efficiency of oncology services
at the scale of individual regions and the
whole country through operational ef-
ficiency and concentration of resources
which are important for patients;

2) increasing patient adherence to treatment
through patient-centered external (at the
regional level) and internal (within the
medical organization and structural subdi-
visions) routing;

3) increasing patient satisfaction through the
introduction of patient-centered principles
of work, taking into account the patient’s
opinions and his individual psycho-emo-
tional and social needs when choosing a
method of treatment;

4) improvement of interdisciplinary interac-
tion, compliance with clinical recommen-
dations, which ultimately improves the
quality of medical care.

To replicate centers of competence and cre-
ate a platform for benchmarking, it is necessary
to have a flexible digital infrastructure with the
ability to monitor costs and results of medical
care at the individual level (at the level of a
particular patient). The software should enable
transparent and objective monitoring of both
clinical and patient data. When co-creating
software, it is necessary to take into account
the existing digital infrastructure of the region
and the medical organization.
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