
 

D5.5 RITMOCORE Policy Brief on regulatory issues and economic factors © 2022 by RITMOCORE Consortium is licensed under 
Attribution-NonCommercial-ShareAlike 4.0 International  

This project has received funding from the European Union’s Horizon 2020 research and 
innovation programme under Grant Agreement No 688878 

 

 

 

 

Grant Agreement no.: 727796 

Project acronym: RITMOCORE 

Funding scheme: Public Procurement of Innovation 

Project start: 01/11/2016 

Project duration: 69 months 

 

 

 

 

 

 

D5.5 RITMOCORE Policy Brief on 
regulatory issues and economic factors 

 

 

 

Document Information 

Work Package: [WP 5] – Dissemination, Training & 
Exploitation 

Leading partner: AQuAS 

Due date: 31/07/2022  

Actual submission date: 31/07/2022 

Type: Report 

Dissemination level: Public 

Status: FINAL 

Version: 1.0 

 
 

 
 
 

www.ritmocore-ppi.eu 



Grant Agreement: 727796 

[D5.5] - [Policy Brief] 
[FINAL] 

[Public] 
Page 2 de 66 

 

 

 

Deliverable Description 

In collaboration with external stakeholders, RITMOCORE Consortium consolidated their 
experience in the project in a policy brief that includes:  

 
1. The perspective of RITMOCORE-PPI Buyers Group who actually got to sign 

contracts with economic operators (STPAU, HUB and LHCH) to assess, 
based on lived experience, the replicability and scalability of RITMOCORE-
PPI model in future procurement procedures.  

 
2. Collect key external stakeholders’ point of view on the readiness of innovation 

ecosystem to respond to procurement models such the one proposed by 
RITMOCORE-PPI as well as incentives that could facilitate the 
implementation of these models.  

 

For this purpose, the Consortium engaged with policy makers from European 
Commission with expertise on innovation procurement, payers from public and private 
healthcare organisations and, ultimately, a patient representative to include patients’ 
perspective on the implemented model 

 

Versioning and contribution history 

Version Date Comments Partner 
0.1 20.07.2022 Revision ALL 
FINAL 31.07.2022 Submission AQUAS 

 

Authors 

Name Partner 
Uxío Meis AQUAS 
Ion Arrizabalaga Garde AQUAS 
Rossana Alessandrello AQUAS 

 

Contributors 

Name Partner 
Sofia Moreno, Nico Fidalgo, Alicia Feliciano VALDE 
Xavier Viñolas, Caterina Sampol, Mireia Barroso, Farners Vilà STPAU 
Michael Filek, Jay Wright, Steve Doran LHCH 
Ignasi Anguera, Carmen Santamaria HUB 
Fernando Jara, Laura Buguña HUMT 
Lindsay Sharples AHSN 



Grant Agreement: 727796 

[D5.5] - [Policy Brief] 
[FINAL] 

[Public] 
Page 3 de 66 

 

 
 

ABBREVIATIONS AND ACRONYMS 

FAMT Fundación Asistencial Mutua de Terrassa (Mutua de Terrassa 
Healthcare Foundation) 

FMT/FAMT-
HUMT 

Hospital Universitari Mútua de Terrassa (Mutua de Terrassa University 
Hospital) 

FP7 7th Framework Programme (EU) 
GDPR General Data Protection Regulation 
HUB Hospital Universitari de Bellvitge (Bellvitge University Hospital) 
ICS Health Institute of Catalonia (Institut Català de Salut) 
IT Information Technologies 
LHCH Liverpool Heart and Chest Hospital 
PM Pacemaker 
PPI Public Procurement of Innovative Solutions 
SLA Service Level Agreements 
STPAU, Sant 
Pau 

Fundación de Gestión Sanitaria Hospital de la Santa Creu i Sant Pau 
(Private Healthcare Management Foundation, Hospital de la Santa 
Creu i Sant Pau) 

AQuAS Agency for Health Quality and Assessment of Catalonia 
 

 



Grant Agreement: 727796 

[D5.5] - [Policy Brief] 
[FINAL] 

[Public] 
Page 4 de 66 

 

 
Table of contents 

List of Tables ........................................................................................................... 4 

List of Images .......................................................................................................... 4 

1. Executive Summary ..................................................................................................... 5 

2. Background .................................................................................................................. 6 

3. RITMOCORE-PPI model ............................................................................................... 8 

4. Methodology ................................................................................................................10 

4.1 The International Scalability Assessment Tool (ISAT) with the Buyers Group 10 

4.2 Semi-Structured Interviews with Policy-Makers and Payers.............................12 

5. Results .........................................................................................................................14 

5.1 The International Scalability Assessment Tool (ISAT) with the Buyers Group 14 

5.2 Semi-Structured Interviews with Policy-Makers and Payers.............................28 

6. Conclusions .................................................................................................................40 

Annex I ................................................................................................................................45 

Annex II ...............................................................................................................................64 

 

List of Tables 

Table 1 – Part A of ISAT questionnaire  ............................................................................... 17 

Table 2 -  Part B of ISAT questionnaire ................................................................................ 24 

 

List of Images 

Figure 1 – Results of final scoring ISAT of Hospital Sant Pau ...............................................25 

Figure 2 - Results of final scoring ISAT of Hospital Universitari Bellvitge ..............................26 

Figure 3 - Results of final scoring ISAT of Liverpool Heart and Chest Hospital .....................27 

 

 

 

 

 

 

 



Grant Agreement: 727796 

[D5.5] - [Policy Brief] 
[FINAL] 

[Public] 
Page 5 de 66 

 

1. Executive Summary 

In collaboration with external stakeholders, RITMOCORE Consortium consolidated their 

experience in a policy brief that includes two remarkable sections.  

On the one hand, RITMOCORE-PPI Buyers Group who actually signed contracts with 

economic operators (STPAU, HUB and LHCH) assessed, based on lived experience, the 

replicability and scalability of RITMOCORE-PPI model in future procurement procedures. For 

that purpose, they completed The International Scalability Assessment Tool (ISAT), a tool 

designed to assist practitioners to determine the scalability of a discrete health program or 

intervention.  Overall, ISAT helped to address the scalability of RITMOCORE-PPI intervention 

by: 

• Identifying and assessing contextual factors facilitating or hindering scale up 

• Providing a mechanism for identifying gaps in the information required to make an 

assessment or to inform an assessment on the scalability of an intervention 

• Providing key considerations when determining if a program is scalable. 

The results of the ISAT questionnaire provided by the buyers showed a clear capability of the 

RITMOCORE model in terms of scalability. It also helped to show insightful information about 

the strengths and weaknesses of the process, and those topics where improvement is needed. 

Overall, the conclusion is that more training, communication between partners and 
resources are needed to achieve a scalability of the innovative service. 

Additionally, the Consortium performed five semi-structured interviews with key external 

stakeholders to collect their points of view on the readiness of the innovation ecosystem to 

respond to procurement models such the one proposed by RITMOCORE-PPI. In the same 

way, the interviews aimed to identify incentives that could facilitate the implementation of these 

models in the future. For this purpose, the Consortium engaged with policy makers from the 

European Commission with expertise on innovation procurement, payers from public and 

private healthcare organisations and, ultimately, a patient representative to include patients’ 

perspective on the implemented model. 

The conclusions obtained highlight the need to move towards the direction proposed by 

RITMOCORE-PPI. However, different actions were also identified that are still needed 

implement proposed model in an efficient way that could benefit all parts of the health 

innovation ecosystem and, ultimately, contribute to the wellbeing of the society.  
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2. Background 

There are a range of ways in which an outcomes orientation can be incorporated into public 

services, by which a focus is placed on the overall improvements in the life of service users, 

rather than on participation in individual services. Outcomes-based contracting is one way of 

achieving this, by linking payments directly to the achievement of outcomes with service users.   

Outcomes-based contracting, where payments are linked to the achievement of outcomes, sits 

in a broader range of public service sourcing strategies. In-house service delivery or grant 

funding to external provider organisations focuses payment on inputs, including financial 

resources and staffing. Fee-for-service contracts pay providers to deliver a specified activity to 

users.  

Results-based financing (RBF) approaches tie payment to the achievement of pre-specified 

objectives. In some forms of RBF, payment is tied to outputs, such as completion of an activity.   

Outcomes-based contracting is a form of RBF. Payments are linked to the achievement of 

specified outcomes. Impact bonds are a subset of outcomes-based contracts, in which private 

investors provide the upfront capital to cover service delivery costs1.   

The theoretical debate  

Those in favour of outcomes-based contracts propose a range of policy objectives that may 

be achieved through them. These claims can be grouped into three broad themes:  

Incentivising desired behaviour - parties to outcomes-based contracts are incentivised to 

behave in a more positive manner. Contracting organisations will allow providers to be more 

flexible, providers will adopt a more innovative and evidence-based approach, and investors 

will finance public services.  

Managing risks - as payment for a service is only made upon the achievement of outcomes, 

the risk of not delivering outcomes is transferred away from public sector contracting 

organisations to providers and/or investors.   

Reducing costs/increasing effectiveness - the costs of public services are reduced through 

increased competition, freedom in service design, and private sector terms and conditions. 

Effectiveness is simultaneously improved by a focus on evidence-based interventions.  

                                                
1 https://golab.bsg.ox.ac.uk/the-basics/outcomes-based-contracting/  

https://golab.bsg.ox.ac.uk/the-basics/outcomes-based-contracting/
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However, there are a number of counterarguments which cast doubt on each of these 

purported benefits. Attempting to understand which side of each of these debates may be 

correct leads to examine the evidence from outcomes-based contracting in practice.  

The evidence  

Unfortunately, the empirical evidence on outcomes-based contracting is limited, and 

sometimes conflicting. Outcomes-based contracting and other forms of RBF have been 

explored in a range of contexts around the world, with mixed results. There is a lack of evidence 

on the contracting mechanism, with most evaluations focusing on the intervention delivered 

through an outcomes-based contract (OBC), rather than the merits of the OBC itself.  

Lessons learned so far 

Despite limitations in the evidence surrounding outcomes-based contracting, some high-level 

lessons may still be drawn from evaluations of the approach.   

It is important to understand the overall fit of outcomes-based contracting for a particular social 

challenge. There should be a clear purpose for the use of an OBC, and a full understanding of 

the costs associated with them.  

During the design of the OBC, care should be taken to segment the target population and 

define outcomes to align closely with policy objectives, to avoid perverse incentives. 

Collaborative design with key stakeholders can help in this process. As the new form of 

contracting is implemented, transitional arrangements and support and training may ease the 

move from more traditional contracting.  

Finally, evaluation of the OBC should be considered from the outset. Data must be collected 

to understand the impact of the approach and how it may be improved, and where possible 

should be shared transparently to facilitate learning from the project. 
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3. RITMOCORE-PPI model  

At the beginning of 2020, RITMOCORE challenged the industry to cope with the increase in 

patients with bradycardia who need a pacemaker, an inevitable consequence of the 

progressive aging of the population. RITMOCORE intended to change the focus in the 

purchase of products and services necessary for its treatment, evolving from a traditional 

purchase of material (pacemaker, explanation material...) towards an innovative purchase of 

comprehensive services complementary to the medical treatment of these patients, 

implementing a new model of care that offers continuous and patient-centred care, while 

improving the efficiency of cardiology services of hospitals. 

The main objective was procuring the support services for the management of changes 

proposed by the care model through risk-sharing contracts, including mechanisms to engage 

individuals in achieving the reality of change, through the identification, definition and 

implementation of the necessary processes to implement a new model and boost its adoption 

by the different stakeholders, through the performance, as a minimum, of the following lines or 

objectives: 

I. The personalisation of the treatment of patients to offer them the most adequate 

attention adapted to their condition and environment, including the provision of 

devices, the storage logistics, the technical assistance services during the 

implantation and explanation procedures, as well as the most appropriate 

technologies to the characteristics of each patient. 

II. Remote monitoring of patients, which must allow knowing the patient's status and 

the functioning of the device through the information stored and sent by the 

pacemaker, reducing travels and visits to the hospital to only those clinically 

relevant, so that it will include the reception of information about the patient and the 

device conditions, the identification and activation of alerts according to the 

protocols approved by the hospital, the technological solutions that facilitate the 

treatment and storage of information in a model of continuous improvement and 

self-learning, for the prevention of adverse events for the health and well-being of 

the patient. 

III. The coordination of the monitoring, control and treatment of patients with 

pacemakers between the different levels of care involved, by means of the 

integration, connection and interoperability of the solution of control offered with 

that used by the primary care teams, enabling communication channels and sharing 

of information about the condition of the implanted patient, providing the necessary 
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training to all the assistance personnel for the purposes of access, consultation and 

management of the solution offered. 

IV. Activation of the patient through human and technological resources, to 

participate in the control and monitoring of their own condition, improving their 

sense of security and self-control through information, training, support, monitoring, 

participation in patient networks and creation of a catalogue to present those 

devices and applications existing in the market in the field of prevention and 

identification of arrhythmia risks which proven efficacy is supported by reference 

entities. 

V. The Change Management, key to implement in an effective way the advances 

proposed by the RITMOCORE model in each hospital. In their proposals, bidders 

must include a Change Management Programme tailored to the transition of each 

hospital to make it most successful in implementing the RITMOCORE model for 

pacemaker patients. Methodology to transition to the new care model should be 

based on co-operation and value creation. 

 

Traditional forms of public service contracting tend to link payments to the inputs or activities 

of the service. However, public services exist to achieve tangible outcomes with service users 

- that is, changes which positively impact their life experience. 

The present deliverable has two main objectives:  

1. Gather the perspective of RITMOCORE-PPI Buyers Group who actually got to sign 

contracts with economic operators (STPAU, HUB and LHCH) to assess, based on 

their experience, the replicability and scalability of RITMOCORE-PPI model in 

future procurement procedures.  

2. Collect key external stakeholders’ point of view on the readiness of innovation 

ecosystem to respond to procurement models such the one proposed by 

RITMOCORE-PPI as well as incentives that could facilitate the implementation of 

these models.  

For this purpose, RITMOCORE project engaged with policy makers from the European 

Commission with expertise on innovation procurement, payers from public and private 

healthcare organisations and, ultimately, a patient representative to include patients’ 

perspective on the implemented model.  
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4. Methodology 

The methodology of the RITMOCORE project evaluation consisted in a mixed-methods 

strategy to gather both qualitative and quantitative points of view. To cope with the quantitative 

part and measure the scalability of the innovative solution, the ISAT was distributed among 

buyers. The impact and the influence of the RITMOCORE innovative solution measured in 

qualitative methods was carried out through one-to-one semi-structured interviews with key 

external stakeholders. 

4.1 The International Scalability Assessment 
Tool (ISAT) with the Buyers Group 

The International Scalability Assessment Tool (ISAT) is a tool designed to assist practitioners, 

policy makers, program managers and researchers to determine the scalability of a discrete 

health program or intervention.2 The scalability of an intervention is considered as the ability 

of a health intervention to be efficacious in a small scale and capacity to expand to the real 

world with greater conditions3.  

ISAT helps to address the scalability of an intervention, and as it is stated in the guide, it also 

helps to: 

• Identify and assess contextual factors facilitating or hindering scale up 

• Provide a mechanism for identifying gaps in the information required to make an 

assessment or to inform an assessment on the scalability of an intervention 

• Provide a structure for working through key considerations when determining if a 

program is scalable. 

 

And the tool may be used for: 

• Determining how to design a program or intervention for implementation and future 

scale up  

                                                
2 https://nova.newcastle.edu.au/vital/access/services/Download/uon:35807/ATTACHMENT02?view=true 

3 Intervention Scalability Assessment Tool: A decision support tool for health policy makers and implementers. MilatA et al. Health Res Policy Syst. 2020 Jan 

3;18(1):1. doi : 10.1186/s12961 019 0494 2. 

 

https://nova.newcastle.edu.au/vital/access/services/Download/uon:35807/ATTACHMENT02?view=true
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• Making comparisons across multiple programs and interventions being considered for 

scale up  

• Making assessments on the readiness of an intervention for scale up  

•  Structuring the decision-making process on whether to fund or scale up new or pilot 

interventions  

• Determining the future of current interventions, that is, whether to continue or terminate 

an intervention  

• Informing the strategic planning process. 

 

The structure of ISAT consists in a questionnaire divided in three parts. The first two parts 

consist in five domains and Part C summarises the assessment. 

Part A “Setting the scene”: defines the problem and the context where the intervention will be 

scaled up.  

Part B “Intervention and implementation planning”: focused on the implementation and 

feasibility of an intervention, taking into account factors related to potential scale up aspects 

such as: fidelity and adaptations, reach and acceptability, delivery settings and agents, and 

implementation infrastructure and training. 

Part C “Summary of scalability assessment”: summarizes all information gathered through the 

questionnaire and sets up a visual representation. 

 

Regarding RITMOCORE, the use of ISAT tool will help define the scalability of the intervention 

measured through the experience of the buyers. RITMOCORE’s three buyers responded to 

the questionnaire at the end of the project in order to share their experience of the whole 

journey, and to see and compare how scalable the intervention is. It also provides valuable 

information for future projects of public procurement of innovation in medical devices. 

The full questionnaire was programmed in Google Forms and sent to the participants. The full 

questionnaire is available in Annex I. 
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4.2 Semi-Structured Interviews with Policy-
Makers and Payers 

To gather all the relevant information, semi-structured interviews were carried out remotely via 

Microsoft Teams. Semi-structured interviews are a blend of structured and unstructured 

interviews. While the interviewer had a general plan for what they wanted to ask, the questions 

did not follow a strict phrasing or order. 

Semi-structured interviews were open-ended and they allowed flexibility while following a 

predetermined thematic framework, giving a sense of order. For this reason, they were 

considered “the best of both worlds” between the structured and unstructured interviews.  

The implemented predetermined script available in Annex II.  

The interviews took place during the last phase of the project and were focused on the payers 

and policy makers that could bring value to the discussion of the scalability. The interviews 

covered two payers: CatSalut (Catalan Health Department) and Consorci de Salut I Social 

(Catalan Health and Social Care Consortium), two policy makers from the European 

Commission, and a patient member group. 

This interviews helped RITMOCORE Consortium to see the importance of the project, the 

scalability and relevance of the intervention. It also helped to disseminate the actions of the 

project to those that were not familiar with. Nevertheless, it is mandatory to state that the 

content of the project and its outcomes it is only RITMOCORE’s Consortium responsibilities 

and not of the interviewees, who did not participate in the elaboration of any deliverable of the 

project. The curriculum and background of the interviewees: 

Payers’ perspective: 

- David Magem: Responsible of Innovation of CatSalut, public Catalan health payer 

organization. Economist with more than twenty years of experience in the Catalan 

public health sector, with especial emphasis in public procurement of innovation, 

market access, revision and new payment and contracting methods for services, 

implants, surgical procedures, and techniques in the public health sector. 

- Rosa Vidal: Economist with a PhD in Health economics evaluation. Currently works in 

the Economic Area of CatSalut, public Catalan health payer organization, with duties 

in costs analysis, payment systems, and economic evaluation of health services. 

- Toni Gilabert: Director of Innovation and Partnership at Consorci de Salut i Social de 

Catalunya (CSC), Catalonian Group Purchasing Organization. Doctor of Pharmacy 

(PhD) with more than twenty years’ experience in both private and public sector. 
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Previously he worked for the public Catalan health payer organization as Responsible 

and then as Director of the Unit of the Pharmacy and Medicines Access and he was 

pioneer to settle risk sharing agreement with pharmaceutical companies for innovative 

drugs in oncology. 

Policy maker’s perspective: 

- Ivo Locatelli: Senior Expert that currently works at DG Industry, Internal Market, 

Entrepreneurship and SMEs (DG GROW), European Commission. He does research 

in Public Procurement. He coordinates the work in the area of Strategic Procurement 

(Innovation, Green and Social). He has been coordinating and shaping policy on digital 

transformation of Public Procurement and telecoms regulation. 

- Vasileios Tsanidis: Experienced Lawyer and Policy Officer with a demonstrated 

history of working in the European public administration. Skilled in Innovation 

Procurement, International Project Management, European Integration, and European 

Law. Strong community and social services professional with a PhD in European 

Commercial Law. He is currently acting as Innovation Procurement Advisor at the 

European Innovation Council and SMEs Executive Agency (EISMEA).  

Patients’ perspective: 

- Jenny Camaradou: is a patient representative at the European Academy of Neurology 

WG on autonomic nervous system disorders, a One Neurology Global Partnership 

ambassador for EU region, a member of PiPPi Community of Practice Patients & 

Citizens Advisory Group (PCAG)4 (PiPPi is a EC cofounded project (GA: 826157)), a 

lay member on the UK NICE Covid Expert Panel, a Citizen Partner on COVID END 

Evidence synthesis network  and a fellow of the European Patients’ Academy on 

Therapeutic Innovation (EUPATI)5 and EURORDIS Patient expert. Jenny has over 18 

years of commercial experience working in policy, stakeholder engagement, 

partnerships, project management and start-up roles across public and private sectors. 

A dual EU/UK national with 4 foreign languages, Ms. Camaradou holds an 

undergraduate degree in law (JD), an MSc in Psychology. Jenny works as a freelance 

innovation bid writer and PPI training consultant. 

                                                
4 https://pippi-platform.eu/ and https://cordis.europa.eu/project/id/826157 
5 https://eupati.eu/ 

 

https://pippi-platform.eu/
https://eupati.eu/
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5. Results 

This section will analyse and discuss the results of the ISAT questionnaire and the semi-
structured interviews carried out by the RITMOCORE-PPI team members. 

5.1 The International Scalability Assessment 
Tool (ISAT) with the Buyers Group 

The results of the ISAT questionnaire can be grouped in three main parts: A, B and C. 

Part A consists in information about the intervention and the context. All three buyers 
responded the questionnaire on scalability based on the intervention (RITMOCORE’s 
innovative procurement). 

Thus, three responses were collected:  

• Buyer 1: Hospital Sant Pau (HSP) 
• Buyer 2: Hospital Universitari Bellvitge (HUB) 
• Buyer 3: Liverpool Heart and Chest Hospital (LHCH) 

 

Part A covers the following aspects: 

• Name of the intervention: RITMOCORE-PPI 
• Ultimate level of scale up: cross-border. 
• What is the problem? 
• How does the problem impact on the health of the population? 
• What is the current practice? 
• Describe the aims/objectives of the intervention 
• Describe the key elements 
• Is it addressing internationally? Is it addressing an identified need? 
• Evidence of effectiveness. 
• What were the intervention costs reported? 
• Was there any evidence of benefit? 

 

PART A: SETTING 
THE SCENE 

HSP HUB Liverpool HCH 

Name of the 
intervention 

RITMOCORE-PPI RITMOCORE-PPI RITMOCORE-PPI 

Ultimate level of 
scale up 

Cross-border PPI Cross-border PPI Cross-border PPI 

What is the 
problem? 

Europe’s ageing 
population translates in a 
steady growth in the 
demand for pacemakers, 
but budgetary constraints 
in healthcare systems 
mean resources remain 

The high number of 
patients with pacemakers 
and the associated 
complexities make it 
necessary to design an 
intervention that improves 
the monitoring process and 

Providing pacemaking 
treatment services is 
proving more challenging 
in the face of growing 
demand, new constraints 
arising during and after 
the Covid19 pandemic. 
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stagnant. There is a need 
for innovative solutions to 
meet this rising demand 
while safeguarding the 
quality of care. 

therefore the patient's 
quality of life. 

Technology enables 
greater patient 
engagement and 
activation, and improved 
patient experience as well 
as reduced reliance on 
face to face contact. 
Unnecessary face to face 
follow ups constrains 
access to services that 
can be supported instead 
by remote monitoring. 
Significant cost 
implications of introducing 
remote monitoring creates 
a barrier to adoption 

How does the 
problem impact on 
the health of the 
population? 

Patients receive lower 
quality follow-up in a care 
pathway that is already 
fragmented, and where 
general practitioners lack 
the necessary information 
to provide them with a 
comprehensive care. 

In more specific terms, the 
vast majority of face-to-face 
visits do not provide clinical 
value and RITMOCORE 
represents a great 
improvement in the follow-
up of these patients. 

Lower than expected 
implantation rate; Quality 
of outcomes are affected 
where technology 
developments are not 
exploited.  

What is the current 
practice? 

The current approach 
generally consists in 
reducing the price per 
device by aggregating 
purchases, but this means 
that the pacemakers 
purchased by healthcare 
systems are of the lower 
range, and that suppliers, 
to make up for the 
discount, cut back on 
services they offer. 
Meanwhile, the newer, 
higher range pacemaker 
models offer possibilities 
such as remote 
monitoring. This means 
clinicians, already 
overworked, do not have 
access to technologies 
that could significantly 
decrease the time 
resources required per 
patient in the follow-up 
stages of the care 
pathway. 

A small proportion of 
patients with pacemakers 
had remote monitoring and 
frequent face-to-face 
checks in the office. 

Remote follow up now 
offered to every implant 
and box change patient. 
Also those at high risk 
(pacing dependent/ 
batteries depleting) 

Describe the 
aims/objectives on 
the intervention 
 

Transform the care 
pathway of patients 
suffering from 
bradycardias and 
implanted with a 
pacemaker. The model 
proposed by 
RITMOCORE posits a 

Bring greater clinical value 
to face-to-face 
consultations. The rest, 
being able to monitor them 
remotely. All this allows the 
patient to be much better 
controlled and, moreover, 

The aims are to reduce 
reliance on face to face 
follow ups through 
increased uptake of 
remote monitoring and 
associated technology.  
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shift from purchasing 
devices to purchasing 
services, where payments 
are outcome based (thus 
distributing the risk 
between the parties), and 
where services are 
supported by advanced 
ICT systems that makes 
remote monitoring 
possible. Following-up 
patients by remote 
monitoring means 
identifying problems 
earlier, preventing 
comorbidities, and 
reducing costs of 
transportation for patients 
and time demands on 
clinicians. RITMOCORE’s 
model uses the ICT 
platforms that support 
remote monitoring to help 
coordinate care by 
making the data available 
to all clinicians involved in 
a patient’s care pathway 
and informing patients. By 
continuously collecting 
data on patients’ status 
and activating alerts only 
when necessary, the 
model reduces the need 
to contact specialists for 
routine visits, facilitating 
transfer of follow-up 
activities towards primary 
care and saving 
considerable resources. 
The model also helps 
empower patients to 
assume greater 
responsibilities in their 
own care, paving the way 
towards the 
implementation of 
resource-efficient models 
of self-care. 

he does not have to travel 
to the hospital. 
 
In addition, the project 
contemplates an important 
area of work in terms of 
patient empowerment: at 
the end of this year it will 
have a web-app that will 
allow them to be in direct 
contact with the hospital as 
well as receive the 
necessary information 
about his illness. Many 
training materials have 
been developed in this 
regard and will also be 
available in this web-app. 
 
Likewise, a fundamental 
objective of RITMOCORE 
is to improve 
communication circuits with 
primary care and other 
hospitals in relation to 
problems that may arise for 
patients enrolled in the 
project. 

Describe the key 
elements on the 
intervention 
 

RITMOCORE is based 
around the 
implementation of five 
pillar services: 
Personalised Therapy, 
Remote Monitoring, 
Coordinated Care, and 
Patient Activation. These 
pillars are supported by a 
Data Integration Platform, 

1) Universal remote 
monitoring of patients with 
pacemakers 
2) Patient empowerment 
3) Process reengineering 
4) Change management 
5) Continuity of care 
 

Providing patient with 
remote enabled box top 
device for remote follow 
up from patient home 
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an Assistance Centre for 
Remote Monitoring, and a 
Governance Model to 
govern the 
implementation and 
deployment of these 
elements.  

It is addressing 
internationally? It is 
addressing an 
identified need? 

RITMOCORE’s 
consortium is composed 
by an international group 
of procurers and 
knowledge partners. 

Yes, this project works on a 
need that can exist in any 
hospital. 
 

It is addressing 
internationally an 
identified need  

Evidence of 
effectiveness 
available? 
 

RITMOCORE uses an 
outcome-based payment 
system to suppliers, 
where 5% of payments 
are dependent on meeting 
a set of quality indicators, 
among which 
effectiveness is included.  

More than 95% of 
candidate patients 
included. 
More than 1000 patients 
currently monitored. 
Daily reception of fully 
operational monitoring and 
alerts. 
120 severe alerts handled 
since the beginning. 
 

Yes  

What were the 
intervention costs 
reported? 

Lot 2 for Hospital de la 
Santa Creu i Sant Pau 
had a total assigned 
budget of 6.867.402,00 
(excluding VAT). 

If you are referring to 
economic costs, we have 
answered this in detail in 
Questionnaire 1. 
 

Remote monitoring costs 
for period 1/1/2021 to 
30/6/2022 - GBP£861,000 

Was there any 
evidence of 
benefit? 

RITMOCORE uses an 
outcome-based payment 
system to suppliers, 
where 5% of payments 
are dependent on meeting 
a set of quality indicators. 
These indicators are in 
turn very useful to 
evaluate the benefits 
brought by the project. 

Also answered in 
questionnaire 1. 
 

Yes 

Table 1 – Part A of ISAT questionnaire 

PART B: Consider the implementation and feasibility factors relating to all potential scale up 
aspects, including fidelity and adaptations, reach and acceptability, delivery settings and 
agents, and implementation infrastructure and training. 

The questions addressed are the following: 

• B1: Fidelity and adaptation Consideration of whether there are any proposed 
changes to the intervention required for scale-up. 

• B2: Reach and acceptability Consideration of the reach and acceptability of the 
intervention for the target population. 

• B3: Delivery setting and workforce Consideration of the setting within which the 
intervention is delivered as well as the delivery workforce. 

• B4: Implementation infrastructure Consideration of the potential implementation 
infrastructure required for scale-up. 
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• B5: Sustainability Consideration of the potential longer-term outcomes of the scale-
up and how, once scaled up, the intervention could become sustainable over the 
medium to longer term. 

PART B: INTERVENTION 
IMPLEMENTATION 

HSP HUB LHCH 

B1.1: Will there be any 
changes and/or adaptations 
made to the intervention 
from what was described in 
RITMOCORE-PPI if the 
intervention is scaled up? 
(Yes, No, Unsure). If Yes, 
please indicate what those 
changes will be. Note: 
Adaptions to intervention 
components may have 
positive or negative impacts 
on intervention 
effectiveness 

Yes. Support solutions are 
developed for individual 
centers to scale at 
multicentre level further IT 
functionalities should be 
developed. 

Yes. 1. Improve the prior 
estimate of the activity 
planned in the project. 2. 
Ensure that the tools / 
platforms are well 
developed, and have a  
pre-production 
environment to test the 
solutions. 

Unsure - no compliant 
bids received. Liverpool 
Heart and Chest initiated 
on a regional basis the 
implementation of remote 
monitoring patient 
pathway. 

B1.2: Are those changes 
and/or adaptations likely to 
have any impact on the 
intended outcomes of the 
intervention as described in 
RITMOCORE-PPI? (Yes, No, 
Unsure). If Yes, please 
indicate what those 
changes/impacts will be 

No 1. A more accomplished 
fulfilment of KPIs. 2. Better 
change management. 

Not applicable 

B1.3: How will intervention 
fidelity be monitored and 
maintained? 

Through the daily follow up 
process of the 
multidisciplinary, Technical 
follow up Committee with 
monthly review of activity 
and results. Annual review 
of objectives 

Capable and sufficient 
staff, with well-defined 
roles and responsibilities. 
Perform quality audits on 
activity and data. 

Not applicable 

B2.1 Describe the target 
population for the 
intervention? Describe who 
was targeted in the 
literature or in pilot program 
 

Target population of the 
intervention is the same 
targeted in the 
RITMOCORE proposal: 
elderly people with 
pacemaker or in need of a 
pacemaker. 

All patients with 
pacemakers, new implants 
and previous implants. 

All patients with 
pacemakers, in the 
Liverpool Heart and 
Chest Hospital 
catchment area 

B2.2 How were the target 
population identified and 
recruited? Describe how the 
target population(s) were 
identified and/or recruited 
in the literature or pilot 
program, e.g. what 
recruitment strategies were 
used 

Patients are being 
recruited through the 
hospital patients requiring 
a pacemaker or those 
already using a pacemaker 
that are candidates for 
remote monitoring. In this 
last case, during a routine 
hospital visit, they are 
invited to enter to the Sant 
Pau RITMOCORE 
Program and when they 
accept (we are having 
90% of acceptance) they 

All patients described are 
candidates. They are 
identified through the daily 
operating room diaries. 

Identified through 
pacemaker follow up 
clinic database 
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are activated as remote 
monitored patients. The 
activation includes the 
training on the use of the 
App and remote 
monitoring devices. 

B2.3 What was the level of 
participation and/or 
completion rate in the target 
population? Describe the 
level of participation and/or 
rate of completion of the 
target population in the 
literature or pilot program 

More than 85% of patients 
accepted to enrol in the 
Sant Pau RITMOCORE 
Program 

More than 95% of 
candidate patients have 
been included. 

Not applicable, no 
compliant bids 

B2.4 Was the intervention 
acceptable to the target 
population? Was there any 
evidence (from literature or 
pilot program) to suggest 
that the intervention was 
acceptable to the 
intervention population? 

Yes. All quality indicators 
for the first year were 
reached at the maximum 

The degree of acceptance 
has been almost 100% of 
the population. 

Yes when remote 
monitoring subsequently 
introduced to meet 
clinical need during 
Covid19 pandemic 

B2.5 Describe the target 
population for the 
intervention at scale 

To scale the solution, 
target population should 
include patients from other 
hospitals. Scalability 
should be progressive: 
hospital by hospital 
adapting change 
management procedures 
to the target population of 
each hospital 

The same, as long as the 
devices are compatible. 

All patients with 
pacemakers 

B2.6 How will the intended 
target group be identified 
and recruited at scale? 

This will be done as it is 
currently: hospital 
cardiologists indicate 
pacemaker as the 
adequate therapy for the 
patient and patient is 
invited to enrol the 
RITMOCORE Program 

It does not apply, the 
same. 

From pacemaker clinic 
database; and from new 
implant theatre 

B2.7 Have there been any 
projections/estimations 
developed for scale up, to 
consider: 

• Likely level of 
participation and/or 
completion rates of 
the target 
population 

• Likely required 
timeframe required 
to achieve desired 
level of participation 
and/or reach? 

Yes. We are studying to 
include a regional hospital 
in the coming period 
(2023) and now analysing 
processes and resources 
necessary to successfully 
scale-up the RITMOCORE 
Program model 

With the necessary staff 
and infrastructure, very 
high acceptance rates can 
be achieved. Additional 
support is required to 
maintain the proper 
functioning of the devices. 

Due to clinical need 
during Covid pandemic 
implemented remote 
follow up in all 
pacemaker patients 
immediately 
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If yes, what are they and 
how likely are they to be 
achieved within available 
resources? 

B2.8 Are there any 
foreseeable facilitators 
and/or barriers for reaching 
the target populations as 
part of the scale up 
process? Facilitators or 
barriers in this case can be 
in terms of process, 
persons, practices, policies, 
budget 

Organizational culture, 
resistance to change and 
budgetary adjustment. 

Facilitators: circuits, 
motivated staff and 
protocols. Barriers: need to 
hire staff; supply problems 
in the current context. 

Accessibility of 
technology from 
pacemaker 
manufacturers 

B3.1 Describe the delivery 
setting/s where the 
intervention has been 
delivered. Describe where 
the intervention has been 
implemented (in pilot or 
literature). Delivery setting 
in this case means the 
context in which the 
intervention has been 
delivered e.g. schools, 
school canteens, sexual 
health clinics, community 
health centres, early 
childhood settings 

The intervention has been 
delivered in the Sant Pau 
Hospital Settings 
(Emergency Department, 
Operating rooms, In 
hospital settings and 
external consultation 
settings) and patient home 

Hospital and Primary Care. Implemented at scale in 
hospital setting in 
Liverpool, with follow ups 
in patients’ homes 

B3.2 Describe the delivery 
workforce required for the 
administering the program/ 
intervention 
Who were they and what did 
they do? 

They were case nurses, 
cardiologists, project 
managers, bioengineers 

Daily delivery, information, 
health education, for 
candidate patients. 
Delivery of documentation. 
A nurse fully dedicated to 
these jobs. 

Consultant cardiologist 
provided communication 
to all pacemaker patients 
that remote follow up 
would be implemented 
with immediate effect due 
to Covid pandemic. 
Patients identified by 
clinical physiologists and 
administration staff. 
Patients were then 
provided with remote 
follow up technology 
requiring single visit to 
hospital 

B3.3 Was the intervention 
deemed acceptable to the 
delivery workforce? 

For example, was there any 
feedback from the delivery 
workforce in relation to the 
intervention? Consider 
feedback from referrers 
to/from the intervention as 
well 

Yes it was In general the acceptance 
has been very good. 

Yes, although patient 
clinics were laborious 
and were managed in the 
same way as a face to 
face clinic attendance 
would have been.  
Cardiology support 
available via email or 
phone 
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B3.4 How was the delivery 
workforce supported to 
deliver the intervention 
implementation? 

For example, were 
resources provided to 
assist with implementation, 
how much time was 
required to assist with 
implementation? 

The delivery workforce has 
supported the delivery of 
intervention 
implementation as planned 

Training and 
communication have been 
strengthened. Project-
specific training and also 
non-specific training for 
people in the service but 
without a direct 
relationship with the 
project has been carried 
out. 

No financial support as 
no compliant bids from 
RITMOCORE process. 

B3.5 Were there any 
facilitators and/or barriers 
identified in the delivery 
setting when the 
intervention was 
implemented? If yes, what 
were they? 

No A new workstation with two 
computers has been 
installed. So it hasn't been 
a big change. 

Covid19 pandemic 
prompted urgent clinical 
need. Lack of additional 
funding to support 
investment and 
implement change 

B3.6 Will the intervention be 
implemented in the same 
settings at scale? Yes, No, 
Unsure. If no, in which other 
settings will the 
intervention be 
implemented? 

No. In other referrer 
hospitals coordinated with 
Sant Pau 

Yes Has been implemented 
at scale during pandemic 
covid19. 

B3.7 Who will deliver the 
intervention at scale? For 
example, will the same 
delivery workforce be 
used? Will 
the same referrers be 
involved at scale? 

The same delivery 
workforce with additional 
resources 

Yes. In any case, the 
number of nurses and 
doctors should be 
increased, which should 
grow with the number of 
patients included. At the 
moment, with 
approximately 1000 
patients monitored (500 
new in a year), there is 1 
full-time nurse and a part-
time doctor. 

Yes, same delivery 
workforce 

B3.8 Is the intervention 
likely to be acceptable to 
the delivery workforce 
involved if implemented at 
scale? 

Yes Yes, as long as it is 
accompanied by the 
necessary training 
processes and appropriate 
communication actions. It 
is very important that the 
new activity generated by 
the project is scheduled 
and not done over and 
over again. 

Yes 

 
B3.9 Does the intervention 
require a small or a large 
departure from current 
practices and cultures of 
delivery 
organisations and 
workforce? Note: Consider 
the impact the 
implementation of the 
intervention will have on 

Yes. Currently we are 
conducting a study to 
define processes and 
actions to ensure success 
in the implementation: 
taking into account the 
differences in clinical 
practices and 
organisational culture as 
well as target population 

It represents an important 
change in the way we work 
and relate to the patient. 
As a pioneering digital 
transformation project at 
HUB, we can see how a 
new relationship with the 
patient is established. 

It was a large departure 
from previous practice 
implemented a rapid 
pace due to the clinical 
needs in the pandemic 
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current practices and 
cultures of the organisation 
and whether those impacts 
will be well received 
B3.10 Have there been any 
projections/estimations 
developed for scale up, to 
consider: 

• Likely level of 
adoption/uptake rates of 
delivery organizations 

• Likely required timeframe 
required to achieve desired 
level of adoption/uptake by 
delivery organizations 

• Likely required timeframe 
to achieve the desired 
levels of 
resourcing/recruitment of 
the delivery workforce 

If yes, what are they and 
how likely are they to be 
achieved within available 
resources? 

Not yet In the case of HUB, we 
have enrolled all patients 
with pacemakers and 
therefore, we are at 95% 
(there are only specific 
cases where they are not 
enrolled for various 
reasons) 

No further projections 
have been made, the 
scale up regionally is 
complete. There may be 
areas in the UK that 
would benefit from further 
scaling 

B3.11 Are there similar 
programs/interventions 
already in place in the 
proposed delivery setting 
that might facilitate or 
hinder scale up? Does the 
intervention duplicate other 
services or interventions 
already in place or link with 
or leverage existing 
settings and/or services? 

No Yes, at HUB there is the 
ADELE project which is 
with patients with DAIs and 
this project has made it 
possible to create 
synergies with 
RITMOCORE. In addition, 
the organization has 
committed to doing more 
digital transformation 
projects. In this sense, 
RITMOCORE is a lever for 
change in the organization. 

Already deliver remote 
follow up for ICD and 
CRT patients 

B3.12 Are there any 
foreseeable facilitators 
and/or barriers for the 
delivery settings as part of 
the scale up process? 
Facilitators or barriers in 
this case can be in terms of 
process, people, practices, 
policies, budget 

No Answered above No 

B4.1 Describe the 
infrastructure requirements 
for the delivery of the 
program/ intervention i.e. 
classrooms, clinic facilities, 
sporting fields, community 
centres, IT equipment, etc 

IT solutions adaptation and 
IT equipment for the new 
settings 

Workspace and computer 
equipment in the hospital 

Robust procurement 
process of remote follow 
up box top devices 
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B4.2 Describe the 
operational requirements 
for delivery of the 
intervention i.e. training, 
education, monitoring and 
feedback systems, 
accreditation processes etc. 

Training and education of 
clinicians, nurses and IT 
professionals, innovation 
unit, etc. 

Training for professionals 
given that it involves a new 
activity that was not done 
until now; Health education 
to patients; Activity 
monitoring 

Mirrored the processes 
already in place in 
Liverpool Heart and 
Chest Hospital for ICD 
and CRT (training, 
education, monitoring 
and feedback) 

B4.3 Were there facilitators 
and/or barriers to the 
creation and maintenance 
of implementation 
infrastructure? 

No As a barrier, we would 
highlight the integration of 
Enigma with SAP 

Facilitated by clinical 
need arising from the 
Covid19 pandemic.  
Barrier was the 
unplanned cost of remote 
pacemaker box tops 

B4.4 Have there been any 
projections/estimations 
made for scale up, to 
consider:  
 
• Likely implementation 
infrastructure required 
• Likely resources and 
timeframe required to build 
or procure the 
implementation 
infrastructure? 
If yes, what are they and 
how likely are they to be 
achieved within available 
resources? 

Not yet Staffing needs will 
increase as the number of 
patients’ increases. 
Partially this can be 
compensated by the 
reduction of face-to-face 
visits. A study should be 
done to refine the 
estimates. 

No.  Delivered at scale, 
incurred significant cost 
to deliver aims 

B4.5 Will implementation at 
scale require the creation of 
an implementation support 
team? 
If yes, could they be created 
within proposed resources? 

Yes, they will require 
additional resources, 
currently being estimated 

If the project is scaled, 
people who know the 
project and the "lessons 
learned" are needed to 
implement it on a large 
scale. 

No, in place within 
existing resource 

B4.6 Are there any 
foreseeable facilitators 
and/or barriers to building 
implementation 
infrastructure as 
part of the scale up 
process? Facilitators or 
barriers in this case can be 
in terms of acceptability to 
workforce, changes to 
practice, workload, etc. 

Yes. Workforce change 
resistance is one of the 
potential barriers we are 
studying how to cope with 

An infrastructure where the 
people of the 
implementation team can 
work: office and computers 
as well as warehouses for 
monitors and materials. 

No 

B5.1 What level of 
integration into existing 
service delivery settings or 
organisations will the 
intervention 
require if scaled up? Also 
consider whether the level 
of integration is feasible or 
suitable 

Not very difficult and 
foreseen for the second 
phase of implementation of 
the RITMOCORE Program 
model 

If we talk about system 
integration, it is a key part 
of the project that needs to 
be prioritized in the work 
plan. 

Already integrated into 
remote follow ups for 
arrhythmia 
(ICD/CRT/pacing) 

B5.2 If the intervention is 
implemented at scale, will it 
require a large commitment 

Yes. We are currently 
studying the funding needs 
and how to finance them 

Resources are needed for 
the recruitment of the extra 
staff of the service to 

Ongoing revenue costs 
of box top devices with 
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of funds (initial or 
ongoing)? If yes to either or 
both, consider if an internal 
funding model such as co-
payment schemes or 
sourcing from other 
agencies is possible, or 
whether it would be feasible 
to implement a self-funding 
model to pay for parts or all 
of the intervention through 
co-payments from 
individuals or organisations 

perform the new functions, 
for the implementation of 
the Enigma platform, for 
the implementation of the 
project with the support 
team and for the tasks to 
be done by the 
organization where it is 
implemented (process 
reengineering, training, 
communication, 
management support, 
project evaluation, etc.) 

remote monitoring 
functionality 

B5.3 Is the proposed 
delivery workforce required 
for implementation at scale 
sustainable (e.g. financially 
and/or in terms of supply)? 
Is there an alternative 
delivery workforce that can 
deliver the implementation 
at scale, e.g. using fitness 
leaders to deliver exercise 
classes instead of 
physiotherapists 

Under study In principle, yes, because 
once the project is 
implemented, the staff who 
perform new functions 
could be compensated by 
the reduction of inquiries. 
However, a specific study 
is needed to make a more 
accurate estimate. 

Yes 

Table 2 – Part B of ISAT questionnaire 
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Part C (graphic) 

At the end of each domain there are several questions to respond in order to provide a better 

picture about the readiness and to assist in identifying the strengths and weaknesses across 

the domains. Each question can be scored from 0 to 3, where 0 is the minimum and 3 the 

maximum relevance in readiness. Also, if the question does not apply, N/A option is available. 

The following graphs highlighted the domains which may need to be strengthened or improved. 

 

ISAT Final scoring for Hospital Sant Pau: 

 

Figure 1 – Results of final scoring ISAT of Hospital Sant Pau 

The graph above represents the final scoring by Hospital Sant Pau. What can be seen here is 

that the program/intervention is being addressed, and so are some other domains on part A 

such as strategic and political context or Evidence and effectiveness.  

In part B, processes to guarantee the sustainability or the implementation of the structure can 

be improved, nevertheless the score is high. Reach and acceptability reaches the highest 

mark. 
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ISAT Final Scoring for Hospital Universitari Bellvitge (HUB): 

 

Figure 2 - Results of final scoring ISAT of Hospital Universitari Bellvitge 

The graph above represents the final scoring by Hospital Universitari Bellvitge. Here, as in the 

graph for Sant Pau, it is shown that the problem and the program/intervention is being 

addressed, and so are the reach and acceptability.  

However, B part regarding delivery setting and workforce, implementation and infrastructure 

received more mixed results.  
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ISAT Final Scoring for LHCH: 

 

Figure 3 - Results of final scoring ISAT of Liverpool Heart and Chest 
Hospital 

Finally, the graph above represents the final scoring by LHCH. Here, besides the high marks 

of the problem and the intervention, in Part A it should be highlighted that the evidence of 

effectiveness scored maximum points. Part B looks similar to the rest of the graphs, where 

reach and acceptability score high, and low marks are given to sustainability, implementation 

and infrastructure and delivery setting and workforce. 

Taking into account the three graphs together, all of them score high in the Part A: where A1: 

The problem; A2: The program/intervention; and A4: Evidence of effectiveness score high. 

However, the three teams marked low marks in part B overall, with the exception of Reach and 

acceptability. One main conclusion is that sustainability, implementation infrastructure and 

delivery setting and workforce can be improved. Nevertheless, with the marks of the three 

altogether the intervention can be scaled-up.  
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5.2 Semi-Structured Interviews with Policy-
Makers and Payers 

Five semi-structured interviews were performed to a variety of stakeholders to share their 

views in the potential of replicability and scalability of RITMOCORE-PPI model.  

• David Magem and Rosa Vidal - CatSalut - Innovation and Economic Units  

• Toni Gilabert - Director of Innovation and Partnership at Consorci de Salut I Social de 

Catalunya (CSC) - Group Purchasing Organization 

• Vasileios Tsanidis - Innovation Procurement Advisor at the European Innovation 

Council and SMEs Executive Agency (EISMEA). 

• Ivo Locatelli - Senior Expert that currently works at DG Industry, Internal Market, 

Entrepreneurship and SMEs (DG GROW), European Commission 

• Jenny Camaradou - Patient and Citizen Advisory Group of PiPPi Community of 

Practice   

 

Looking at the results by specific questions of the semi-structured interview script:  

 

1. RITMOCORE-PPI Model – Service provision 
 

Overall, intervewees consider that suppliers are ready to move from the provision of specific 

product/goods to the procurement of integrated service(s). Some relevant reflections were 

highlighted depending on the interviewee’s profile. 
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According to Toni Gilabert, YES, they are ready to move to payment for 

services. Nevertheless, some companies want to deliver product or 

goods instead of services, and the incentives have to be placed right in 

order to cause a shift towards a service-based system - Incentives like 

incorporating the needs of buyers in public procurement in order to 

clearly state to the market the need of an integrated service rather than 

a specific product. 

Toni Gilabert  
 
Group 

Purchasing 

Organization  

 

 

 

Vasileios 
Tsanidis  

 

Policy Maker at 

European 

Commission 

Yes, there is a capacity for change from the supply chain part. However, 

what is needed is a good business case for both the healthcare 
providers and suppliers. If there is a good business case for both sides, 

such as the one in RITMOCORE-PPI, it would lead to a service provision 

that will lead to a more beneficial and closer relationship between the 

procurer and the supplier, which also helps the constant and continuous 

improvement of the service. There is a need to take a holistic approach 

that covers different angles of the same need.  

 

This synergy between hospitals and suppliers might at the same time 

create new markets that were not foreseen in the past, given the product-

David Magem 
and Rosa 
Vidal 
 
CatSalut  -

Public Catalan 

Health Payer 

According to David Magem and Rosa Vidal, the transition from payment 

for product to payment for service is already taking place in specific 

contracts between CatSalut and companies. Therefore, from CatSalut’s 

strategic point of view, there would be no problem in including a payment 

per service provision within their reimbursement model. Nonetheless, it 

would be necessary to analyse up to what point is interesting for CatSalut 

and Catalan hospitals to implement it.  

 

Similarly, there are examples of specific actions that hospitals want to do 

by themselves or that outsource to the industry, this dilemma leads to a 

tension in deciding when it is right to outsource a service and when it is not 

and the desired healthcare provision model.  
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based approach that was implemented, and contribute towards a more 

service-oriented market.  

 

Ivo Locatelli considers there are interesting advantages for both 

healthcare providers and suppliers in moving to an integrated service 

provision. The move implies a significant economic shift, from price for 

a single item, which is paid at the moment of purchase, and an approach 

based on total cost of ownership, where instead of looking at one 

procurement at a time, you look at the life of the service overall, 

potentially leading to significant savings. Beyond the savings there 

is the question of the overall efficiency. How to measure the efficiency 

of something by just looking at a fraction of the overall process? It is not 

possible. And also, given that we are providing a health service to 

patients, it is clear that user-center approach is the right approach. 

Ivo Locatelli  
 

Policy Maker at 

European 

Commission 

 
 

Jenny 
Camaradou  

 
Patient 

representative 
in PiPPi CoP 

PCAG 

Jenny Camaradou states that there is a need to have a gold standard of 
excellence to compare practices. Innovation procurement is just one of the 
tools with which more health equity can be created, not just for patients but 
for all stakeholders concerned. Healthcare providers have enough work to 
manage in terms of taking care of patients rather than managing the stock, 
and the delivery, the logistics, any kind of communication, these aspects 
impede operational and systems efficiency, and could in many ways 
be performed by external companies more effectively for sure and 
most likely more rapidly. Companies have more capacity to keep track of 
agreed KPIs as well as ensuring financial sustainability by working in agile 
ways. In order for any integrated service to be properly implemented, there 
is need to include the patients’ perspective, during the preparatory phases 
to ensure their views are taken into consideration in the actual needs' 
identification and the business case definition itself, as well as ensuring 
that the needs of the end user have been validated in the market readiness 
of any assessment of innovation or procured solution in a standardized 
framework. You don't want patients in one disease area in one country to 
have unequal access to something that helps create better quality of life 
outcomes for them, that is available in another, just because of an 
implementation administration issue, patient organisations throughout 
Europe and in different disease areas have consistently experienced 
market access issues and many want to take advantage of the ECs policy 
initiatives in the Digital Single Market, EHDEN and other initiatives that 
represent exciting opportunities for change. 
Clinicians’ authority is important to patients as well as trusst, but there are 
other things that  can sometimes be forgotten by them because, as 
healthcare professionals, they tend to have a more practical point of view 
of it all. By contrast the end user patient and his/her family have a different 
view point, that might not be fully applied by the clinicians and hospital mid 
level management unless there is consultation. 
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Jenny Camaradou has been involved as a EUPATI Patient expert with 
pharmaceutical industry and as member of the PiPPI Community of 
Practice project, so understands the consensus guidelines and the 
process overall. She supports start-ups and universities in knowledge 
exchange, market readiness and public involvement and engagement 
activities professionally in addition to being a service user in different 
clinical areas. Some countries in Europe are more used to getting patients 
involved in designing their clinical protocols, and the pharma and Medtech 
industry are used to doing it too to gather different viewpoints to improve 
their product and boost adherence and prevent drop out from trials. Patient 
groups should be considered when drafting any consent form to take part 
in any project, be that clinical or health improvement quality led but often 
the problems arise in the procurement stage or implementation 
stage.  There are many different methods of engagement for both 
experienced patient experts and lay people, for example one page flyers, 
for instance can be produced in different formats and can be redacted in a 
simple language, making them easy to understand. To be able to get to 
this point, healthcare organisations must foresee the possibility in the 
tender documents to allow the improvements while the contract is ongoing. 
Hospitals know what the need is, but not the service that will be 
eventually  be offered by the suppliers. Therefore, it is really important, 
when you are drafting the tender documents, to include flexible clauses 
that could allow modifications during the implementation stage if the 
monitoring tasks show that the provided service is not satisfying hospital 
needs and that these are taking into account broader consultation with 
stakeholders that must also include patients. By de-risking and simplifying 
the implementation of innovation, this has a lot of potential to create better 
systems for better care that can benefit society as a whole. 
  

 

 

2. RITMOCORE-PPI Model – Outcome-based model of payment (Suppliers - 
Hospital) 

 

From an organisational point of view, interviewees considered that both suppliers and 

healthcare organisations are overall ready to move to an outcome-based risk-sharing contract 

delivering integrated services, but some factors need to be taken into consideration to make 

these agreements effective.  
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In Toni Gilabert opinion, the healthcare organizations are the weakest 

part of these initiatives. Suppliers normally adapt their way according to 

market environment and signals of purchasers. They sometimes are the 

ones proposing this type of models.  

 

Healthcare providers must be convinced to do it and have the resilience 

to implement it in the tenders and the procurement processes. This is 

much more a complex and sophisticated process than buying a product. 

It implies monitoring the contract, measuring the value, measuring the 

outcomes, and implementing different transactions based on these 

outcomes. It is more customized and consequently requires more use 

of resources, especially human resources. Healthcare providers are 

moving towards this way of procurement, but still need to be more 

convinced about its outcomes.  Internal elements such as more training 

on innovation procurement, better information systems and managers’ 

Toni Gilabert  
 

Group 
Purchasing 

Organization  

David Magem 
and Rosa 

Vidal 
 

CatSalut   -
Public Catalan 
Health Payer 

The level of readiness for risk-sharing contracts is high, although for 

example, the logistics needed to implement this risk-sharing contracts in 

small hospitals are a remarkable barrier. These contracts depend on 

economies of scale, and where there are larger organizations, everyone 

can benefit more from achieving results. Monitoring and evaluation costs, 

and consensus costs, are important and therefore it depends on the 

available platform and how such costs are evaluated. David Magem’s 

question here the role CatSalut is to play in these joint venture contracts. 

CatSalut has no problem with the healthcare providers establishing such 

a contract with the company, because they have contracted the service 

and paid the hospital for the provision. CatSalut will not interfere with what 

the healthcare provider does with the industry, but the question is whether 

there are economic savings as a result of shifting to a risk-sharing 

agreement. 

 

Additionally, there is a very relevant aspect to take into account in risk-

sharing agreements, which is the definition of co-responsibility along 

clinical workflow defined in the contract. Depending on the task to be 

assessed, which stakeholder is responsible for what?  
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commitment can be crucial for healthcare organisations to start applying 

risk-sharing agreements.  

 

Lastly, there are some environmental elements that could also support 

this shift, such as payers push starting to promote this kind of contracts.  

 

Vasileios 
Tsanidis  

 
Policy Maker 
at European 
Commission 

This is something that the market needs to respond to. Value-based 

contracts require very good and down-to-earth key performance indicators 

(KPIs). They require a very good reflection by the hospitals/procurers in 

order to challenge the market to deliver results in accordance to the 

defined KPIs. 

 

In PPIs, we are in a good position to define some first KPIs that the market 

should cover. If they do not deliver, then a penalisation to the market 

should be defined. In the same manner, for an effective use of value-based 

contracts, it is key to define responsibilities and set who is responsible for 

fulfilling the different indicators.  

 

Not really sure. Ivo Locatelly does not feel competent in this area. 
 

Ivo Locatelli  
 

Policy Maker at 
European 

Commission 

 
 

Jenny 
Camaradou  

 
Patient 

representative 
in PiPPi CoP 

PCAG 

Yes, both healthcare providers and suppliers are ready. However, there is 

need to include patient-related outcomes in these risk-sharing 

agreements, such as quality of life, PROMS and/or PREMS measures 

There is a need to understand what those outcomes should be and how 

best to measure them. Likewise, there is need to validate the instrument 

and the methodology and understand if the patient understands this. For 

this purpose, there is need to train them to understand it.   

 

In the same way, healthcare professionals need to understand what those 

outcomes are 360º feedback and then you need to figure out the risk model 
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and how you can model it, in a small pilot, before you decide you’re going 

to adopt it and invest a lot of money.  

 

Lastly, both healthcare providers and suppliers need to ensure that patient 

data is accordingly treated.  

 
 

3. RITMOCORE-PPI Model – Outcome-based model of payment (Public/Private 
Insurers - Hospitals) 

 

When asked about the convenience of changing existing reimbursement models between the 

hospital and the healthcare system insurer if the model between hospitals and suppliers’ 

changes, the responses differed among interviewees, with interesting reflexions being 

provided from all parts. By allusions, both CatSalut’s and CSC’s response, as payers, was of 

special interest.   

 

David Magem 
and Rosa 

Vidal 
 

CatSalut   -
Public Catalan 
Health Payer 

They both don't have a clear answer. Sometimes CatSalut is the driver of 

change, but other times the change comes from the way of working. And 

in this case, our healthcare providers are opening a market, or a different 

way of contracting services and products than they had been doing up to 

that moment. Therefore, at some point such initiatives should be assessed 

by the CatSalut. Not only at a technical level, which it can be done, but at 

an organizational level of CatSalut. Something has to change at the 

institutional level so that it can end up permeating from one side to the 

other. That is, when the pressure is great enough on one side or the 

opportunity is great on the other side, CatSalut should trigger such 

assessment. 

 

Still an assessment framework should be built: How could the impact of 

these shared risk contracts be transferred to the system? It is a balance 

that must be sought between the hospital and the system, and this formula 

is not developed yet. Magem and Vidal assume some management costs 

of the risk-sharing agreement, but CatSalut will not necessarily receive 

anything in return because the benefits remain with the system. Therefore, 

there is need to talk about a balance between the healthcare provider and 

payer.  



Grant Agreement: 727796 

[D5.5] - [Policy Brief] 
[FINAL] 

[Public] 
Page 35 de 66 

 

 

The role of the payers that contract health activity to healthcare 

organisations is key. Sometimes the way of payment from payers to 

hospitals is contrary to this kind of risk-sharing models and Value-based 

procurement initiatives. Payers pay for product, hospitalizations, 

discharges… but not based on outcomes. There is a need for further 

incentives from payers, much more initiatives from healthcare 

organisations, and suppliers will adapt to any way to provide services 

that can provide profit for their companies.  

 

It will be much easier for insurers and payers if the concept of 

“uncertainty” is clear and defined by all actors and agreed and shared 

between payers and industry. 

 

Same healthcare orgnisations, together with supporting entities, such 

as AQuAS, can support payers to define different frameworks to start 

implementing, through pilots, risk-sharing agreements between payers 

and healthcare organisations. In the same way, another important factor 

is the appropriate information system. 

Toni Gilabert  
 

Group 
Purchasing 

Organization  

 

Vasileios 
Tsanidis  

 
Policy Maker 
at European 
Commission 

Risk-based models require payments from Payers in any case. If the 

results the procurers set are obtained, the suppliers have to be paid. It 
changes the payment modality, but not the necessity of being paid. 
That is why Vasileios Tsanidis does not think that this payment modality 

could cause any difference in the financing of public hospitals. They need 

to be financed by the payers, but the payment modality towards the market 

players is different.   

 

Not really sure. He does not feel competent in this area. 
 

Ivo Locatelli  
 

Policy Maker at 
European 

Commission 

 
 

Jenny 
Camaradou  

Not really sure. She does not feel competent in this area. 
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Patient 

representative 
in PiPPi CoP 

PCAG 

 

 

 
4. What aspects do you consider RITMOCORE PPI Buyers Group (or other) would 

need to take into consideration in future procurement procedures? 
 

 

David Magem 
and Rosa 

Vidal 
 

CatSalut   -
Public Catalan 
Health Payer 

It depends a lot on the type of product or service and above all it depends 

on which of our suppliers is the one that has to do this. Large hospitals 

have a purchasing team, invoicing, etc., very powerful economic teams 

that are already engaged in this type of activity. For example, hospital 

network in Catalonia is made up of 60 hospitals, many of them 

administered locally and other regionally. Any innovation and related 

advantages can reach the whole network if such adoption is supported, 

and someone is taking the leadership. Such leadership and support will 

depend on the category of the hospitals (high level, tertiary or regional). If 

there is a clear will that such innovation is adopted by the whole system, it 

would be necessary to find a way to integrate more centers taking into 

consideration their diversity in size, capacity, governance bodies, etc. 

 

Logistics for small hospitals is a barrier. It depends on economies of scale, 

and where there are larger organizations, everyone can benefit more from 

achieving results. Monitoring and evaluation costs, and consensus costs, 

are important and therefore it depends on the platform you have and how 

it is evaluated.  

 

Therefore, Magem and Vidal would recommend for those hospitals 

capable and with less risk of implementing this innovation procurements, 

to keep working on these initiatives so they can generate lessons learnt 
and guidance for smaller hospitals with less resources. This will support 

the implementation of innovation procurement initiatives in the short/mid-

term with less probability and consequences to fail.  
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Hospitals are influenced by the way they are payed. So Gilabert 

recommendation is to try to incorporate this kind of way of doing 

procurement, trying to maximize their own efficiency. Of course, 

supporting entities can show the theoretical outcomes innovation 

procurement brings to the healthcare organisations, but the most 

important thing is that things happen and to show that this is good for 

you. Therefore, Toni Gilabert would recommend to the hospitals to put 

initiatives in place, evaluate and learn from them, in order to show 

payers and policy-makers its potential as well as further identified 

elements of action that could make it better such as a robust health 

information systems. 

Toni Gilabert  
 

Group 
Purchasing 

Organization 

 

Vasileios 
Tsanidis  

 
Policy Maker 
at European 
Commission 

From my experience, the very top recommendation would be to break the 
silos with the clinicians. There are hospital doctors that are not aware at 

all about innovation procurement potential, but at the same time, they are 

responsible for the application of the technologies that can be procured by 

the hospital itself.  

 

The hospitals’ decision makers, project managers and procurement 

officers need to closely engage with a lead clinician that will be part of 
the whole procurement procedure, from the preparatory stage, with the 

needs identification and market consultation, until the implementation and 

monitoring of the contract. If this is not the case, there are high probabilities 

that hospitals will end up buying off-the-shelf solutions.   

 

Healthcare organisation must showcase based on the results they 
achieved. Therefore, it is crucial to properly assess and evaluate the 

obtained results (either good or bad) so other procurement 

organisations can learn from the experience. This is also a key input for 

the European Commission to refine our funding programs.   

 

Hospitals should reference in guidance, supporting documents, 

organizational technical webinars, promotion, creating a lot of 

awareness, maybe continue funding projects, specifically funding 

projects not only on PPI but on value-based procurement. So try to IN-

Ivo Locatelli  
 

Policy Maker at 
European 

Commission 
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SHOUT the practices that are really good to have an impact on both 

payers and decision-makers.  

 

For example, as DG Grow, they do not fund PCPs. PCPs are outside 

the directives, and they are responsible for public procurement, they are 

responsible for the actual procurement of devices and they are 

interested in the deployment of what is developed. Therefore, in our PPI 

projects they aim to go up to the actual procurement. This is essential 

to our position. And this is why they understand that the innovation 

partnership is extremely interesting as a tool because it incorporates 

research and development in innovation and the actual purchase within 

one single procedure which is a simplification both for the contractor 

then of course for the supplier. It creates, it allows for negotiation, and 

frankly speaking Ivo Locatelli does not see how nowadays you can 

innovate within the public sector without negotiating, without co-creating 

with the buyers, without having an interactive process. Only 
procedures which allow for these dynamics are favourable for 
innovation. 

 
 

Jenny 
Camaradou  

 
Patient 

representative 
PCAG 

Healthcare providers should take advantage of engaging with patients and 

patient associations and groups. It would make sense to have people 

involved in the evaluation, who are also involved in co-production and co-

design.  This would need to take into account different levels of health 

literacy and digital tools, so you would probably need to do a survey online 

and use digital tools that actually go much further and consider integrating 

patient insight from different levels of experience, so a person with lived 

experience as a carer, a patient advocate or professional patient expert, a 

social enterprise or not for profit, there needs to be representativeness at 

a different levels of experience. In the same way, hospitals have to 

consider carers’ perspectives more often, particularly those who are 

dealing with the elderly or complex comorbidity, dementia, etc. This has 

the potential to increase integration between health and social care and 

prevent fragmentation.  By enabling patents to act as equal decision 

makers to better integrate PROs and CROs this can have a spin off effect 

on both behaviour change and integration of RWE into more 
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personalised, adaptive treatments, both of these outcomes are more 

achievable with innovation that is patient centric yet sustainable financially. 

The bottlenecks are around the implementation practices around this area, 

RITMOCORE has shown ways to help mitigate these. 
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6. Conclusions 

The actions described in the present document are very relevant to the purposes of the project, 

as they have allowed RITMOCORE-PPI to understand the views of the Buyers Group on the 

potential of the RITMOCORE model to be replicated in other hospitals as well as its potential 

for scalability to units other than Cardiology as well as scalable at a system level. 

The responses of the Buyers Group to the ISAT clearly manifest the view that the intervention 

could be scaled up. However, some aspects that need to be strengthened have been 

emphasized and weaknesses pointed out, facilitating the necessary inputs for the model to 

grow further. 

What seems to be clear from the responses of the Buyers Group to the ISAT (especially in 

Part C – The graphic) is that Part A is integrated and sorted, and ready for scale up. However, 

there are some issues in Part B, all three buyers agreed that some actions still need to be 

improved. As main conclusions:  

• In terms of fidelity and adaptation, the major changes that need to be effected to 

prepare the intervention for scale up are related to role definition, the preparation of 

staff, and reviews of guidelines. Also, three buyers agreed that some improvements 

must be done in IT, multicentre approach, and the activity plan. 

• In terms of reach and acceptability for the target population, the identification and 

participation of the target population was acceptable. To reach more patients ready to 

participate, more staff and infrastructure is needed. And possibly with facilitators that 

help in that matter, as HUB stated: “Facilitators: circuits, motivated staff and protocols. 

Barriers: need to hire staff; supply problems in the current context”. 

• Regarding the delivery setting and workforce, some interesting responses led to 

identifying that training and communication of the staff is key. For future interventions, 

the same delivery workforce will be used to scale. Nevertheless, it represents an 

important change in culture and current practices. 

• Based on the RITMOCORE-PPI experience, some improvements are needed in terms 

such as operational requirements. There were some barriers identified such as the 

integration of platform Enigma with SAP, or the unplanned costs of remote 

pacemakers’ box tops. All three buyers agreed that it will require additional resources 

and applied with the lessons learned. 

• Lastly, the sustainability matter of this project is crucial to go further. The responses 

identified that sustainability is one of the major issues of the buyers towards scale up. 
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It will definitely need funds or resources to implement new functions and to support the 

team. 

Conclusions obtained from the ISAT tool states that the intervention level of readiness is 

enough to scale up. According to the experience of the buyers, RITMOCORE innovative 

solution can be scaled up from the hospital’s perspective. The conversations carried out with 

external experts complemented by the Buyers Group provided inputs that have helped the 

RITMOCORE Consortium to analyse the readiness of European innovation ecosystem to 

implement proposed model, as well as to identify incentives that could facilitate the 

implementation of these models in the future. Engaging with three key targeted stakeholders 

(Catalan payer and group purchasing organizatoin, European policy makers, and patient 

representatives) led to meaningful conclusions:  

 

1. Innovation Ecosystem is ready to move from the provision of specific 
product/goods to the procurement of integrated service(s), but the 
implementation requires a cautious alignment of both business cases. 

According to the experts, the transition from payment for product to payment for service 

is already taking place. Given that part of the supply chain is still intent on delivering 

product or goods instead of services, it is necessary for the healthcare organisations to 

reflect their need to move to a service provision by putting the right incentives in the 

right places.  

A good business case for both sides will lead to a service provision that will bring a more 

beneficial and closer relation between the procurer and the supplier, contributing to a 

constant and continuous improvement of the service. There is need to take a holistic 

approach that covers different angles of the same need. This synergy between hospitals 

and suppliers might at the same time create new markets that were not foreseen in the 

past, given the product-based approach that was implemented, and have the market 

evolve towards more service-oriented structures. 

2. Patients are needed facilitators of innovation, not a barrier to be dodged.  

Healthcare providers should not fear engaging with patients, or patient associations or 

groups. It would make sense to have patients involved at all stages: co-design, co-

production and the evaluation stages. To the extent possible, try to engage with already 

skilful and experienced patients as this will require less time for training.  
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There is a need to include patient-related outcomes in these risk-sharing agreements, 

such as quality of life and PROMS and/or PREMS measures. Likewise, there is a need 

to understand what those outcomes should be and how best to measure them. 

Healthcare professionals need to understand what those outcomes are and then need 

to figure out the risk model accordingly, through implementation in small pilots, before 

deciding to adopt it and invest a lot of money in it.  

Lastly, both healthcare providers and suppliers need to ensure that patient data is 

treated according to patients’ wishes. 

3. Risk-sharing agreements between procurement organisations and suppliers 
are convenient as long as i) responsibilities are duly defined during contract 
implementation and ii) the profitability is ensured for all parts. 

Where there are economies of scale, especially with larger organizations, everyone can 

benefit more from achieving positive results. Monitoring and evaluation costs, and 

consensus costs, are important and therefore it depends on the platform and how it is 

evaluated.  

In this sense, healthcare organizations seem to be the weakest part of these initiatives, 

as suppliers normally adapt their way according to market environment and signals of 

purchasers and are even sometimes the ones proposing this type of models.  

Healthcare providers must be convinced to get on board and implement these initiatives 

in tenders and procurement processes. These initiatives require more customisation 

and consequently a more intense use of resources, especially human resources. Value-

based contracts require very good and down-to-earth key performance indicators 

(KPIs), and a studied reflection by hospitals/procurers to find ways to challenge the 

market to deliver results according to the KPIs. 

Healthcare providers are slowly moving towards this way of procurement, but still need 

to be more convinced about the outcomes of its effectiveness. Internal elements such 

as more training on innovation procurement, better information systems and managers’ 

commitment can be crucial for healthcare organisations to start implementing risk-

sharing agreements.  

In the same way, environmental elements that could also support this, such as Payers 

push to start promoting this kind of contracts.   
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4. It is still unclear whether risk-sharing agreements between healthcare 
providers-suppliers should (or not) impact the relation between payers and 
healthcare providers.  

Experts reflected that at some point the change has to end up reaching payers’ table at 

the technical and organisational levels. Same healthcare organisations, together with 

supporting entities, such as AQuAS, can support payers to define different frameworks 

to start implementing, through pilots, risk-sharing agreements between payers and 

healthcare organisations. In the same way, another important factor is having the 

appropriate information systems. 

On the other hand, policy makers consider that a risk-based model requires payment 

from Payers in any case. It changes the payment modality, but not the necessity of being 

paid. For that reason, there is a doubt whether this payment modality could cause any 

differences in the financing of public hospital. Procurement organisations need to be 

financed by the payers, but the payment modality towards the market players is 

different.   

5. Engagement and evaluation as crucial elements to generate knowledge that 
can be exploited by all parts of the innovation ecosystem 

During the procurement, both in the preparatory and execution stage, a very top 

recommendation was to break the silos with the clinicians. The hospitals’ decision 

makers, project managers and procurement officers need to closely engage with a 

lead clinician that will be part of the whole procurement procedure, from the 

preparatory stage, with the needs identification and market consultation, until the 

implementation and monitoring of the contract.  

Concerning the evaluation, healthcare organisation are encouraged to showcase 

based on their results achieved. Therefore, it is crucial to properly assess and 

evaluate the obtained results (either good or bad) so other procurement organisations 

can learn from your experience. This was also highlighted as a key input for the 

European Commission to refine our funding programs.   

Understanding that logistics for small hospitals is a barrier, it is recommended for 

those hospitals capable and with less risk of implementing this innovation 

procurements, to keep working on these initiatives so they can generate lessons 

learnt and guidance for smaller hospitals with less resources. This will support the 
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implementation of innovation procurement initiatives in the short/mid-term reducing 

the probability and cushioning the consequences of failure.   
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Annex II 

Script for the semi-structured interviews 
 

5. Welcome and overall presentation. 
1. Consider introducing an ice-breaker or other niceties 

 
6. Explanation on how the interview is structured and rules of the game.  

a) Duration: 45 min 
b) Privacy  
c) Treatment of information 
d) Recording, note taking, etc 

 
7. Self-presentation of the speaker.  

a) Role in the organisation  
b) Relation to RITMOCORE PPI Project (if any) 
c) Experience in innovation procurement procedures 

 
 

8. Introduction to RITMOCORE PPI model and focus of the interview. 
 
Brief Explanation of RITMOCORE PPI model, used by the Buyers Group to challenge the 
industry:  
 

1. To provide an innovative solution in the arrhythmias care process for patients with 
a pacemaker implanted, shifting from the provision of specific product/goods to the 
procurement of integrated service(s) 
 

2. To participate in an innovative procurement procedure in which they agree to move 
from a system based on a fixed price for hospital discharges, medical procedure 
and implanted prosthesis to a risk sharing model and outcome based payment. 

 
 
Objective of the interview: To gather key policy-makers’ perspectives to assess the 
replicability and scalability of RITMOCORE-PPI model in future procurement procedures. 

 
 
 

9. RITMOCORE-PPI Model – Service provision 
 
Overall, do you consider suppliers are ready to move from the provision of specific 
product/goods to the procurement of integrated service(s)? Why? 
 

- Advantages 
- Barriers 

 
 

10. RITMOCORE-PPI Model – Outcome-based model of payment (Suppliers - 
Hospital) 
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From an organisational point of view, do you consider suppliers are ready to move to 
an outcome-based risk-sharing contract delivering integrated services? 
 

- Advantages 
- Barriers 

 
 

11. RITMOCORE-PPI Model – Outcome-based model of payment (Public/Private 
Insurers - Hospitals) 
 
From an organisational point of view, do you see convenient to change existing 
reimbursement models between the hospital and the healthcare system insurer? 
 

- Advantages 
- Barriers 

 
 

12. On the contrary, what aspects do you consider RITMOCORE PPI Buyers Group 
(or other) would need to take into consideration in future procurement 
procedures?  

 
 
You are welcome to participate to RITMOCORE Final Event, where project results will 
be presented. It will be held remotely on 13th of September in the morning. Do you 
want us to send you an invitation? 

 
 
Thank the interviewer for their time. 
 

Note: the interview is not over till the connection is off. Take advantage of the ´informal closing 
time´ to acquire hints and tips from the speaker. 
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