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Session Objectives

• Attendees will be able to:
– Describe a population of focus for community, 

state and regional initiatives
– Establish initial system level aims and a 

portfolio of initiatives to move performance 
toward those aims

– Apply lessons from other initiatives, e.g., 
Triple Aim, STate Action on Avoidable 
Rehospitalizations (STAAR,) and Beacon 
Communities



Your Aims for Session?

• Turn to your neighbor and share one goal 
or one question that you have for today’s 
session.  Be prepared to share with the 
group.

• What is one thing that you want to learn 
this morning?

• What question(s) do you have? 



The Plan

• Using examples from current IHI initiatives 
we will discuss the implications of defining 
and focusing on populations.

• Describe purpose and aims, and discuss 
examples

• Describe system-level measures and 
discuss examples

• Illustrate how portfolios of projects can 
advance whole system results



Triple Aim Overview: Three 
Dimensions of Value
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Potential Triple Aim Outcome Measures  11/09
Dimension Measure

Population Health 1. Health/Functional Status: single‐question (e.g. from CDC HRQOL‐4) or multi‐
domain (e.g. SF‐12, EuroQol)

2. Risk Status: composite health risk appraisal (HRA) score

3. Disease Burden: Incidence (yearly rate of onset, avg. age of onset) and/or 
prevalence of major chronic conditions; summary of predictive model scores

4. Mortality: life expectancy; years of potential life lost; standardized mortality 
rates. Note: Healthy Life Expectancy (HLE) combines life expectancy and health 
status into a single measure, reflecting remaining years of life in good health. See 
http://reves.site.ined.fr/en/DFLE/definition/

Patient Experience 1. Standard questions from patient surveys, for example: 
‐Global questions from US CAHPS or How’s Your Health surveys
‐Experience questions from NHS World Class Commissioning or CareQuality 
Commission 
‐Likelihood to recommend

2. Set of measures based on key dimensions (e.g., US IOM Quality Chasm aims: 
Safe, Effective, Timely, Efficient, Equitable and Patient‐centered)

Per Capita Cost 1. Total cost per member of the population per month

2. Hospital and ED utilization rate



Global Triple Aim Participants



http://www.ihi.org/IHI/Programs/StrategicInitiatives/STate
ActiononAvoidableRehospitalizationsSTAAR.htm

http://www.ihi.org/IHI/Programs/StrategicInitiatives/STateActiononAvoidableRehospitalizationsSTAAR.htm
http://www.ihi.org/IHI/Programs/StrategicInitiatives/STateActiononAvoidableRehospitalizationsSTAAR.htm


STate Action on Avoidable Rehospitalizations 
(STAAR) Initiative

The Commonwealth Fund-supported initiative to reduce
avoidable 30-day rehospitalizations, taking states as unit of
intervention.

• May 1, 2009 launch
• Anticipated 4-year initiative
• Institute for Healthcare Improvement providing 

technical assistance and facilitating a learning 
system

• Multi-stakeholder coalitions in 3 states selected as 
partners in this initiative (Massachusetts, Michigan, 
Washington)



The Challenge

• Potentially preventable rehospitalizations are prevalent, 
costly, burdensome for patients and families and 
frustrating for providers

• No one provider or patient can “just work harder” to 
address the complex factors leading to early unplanned 
rehospitalization

• Problem is exacerbated by a highly fragmented delivery 
system in which providers largely act in isolation and 
patients are usually responsible for the own care 
coordination

• Most payment systems reward maximizing units of care 
delivered rather than quality care over time





Opportunities

• Rehospitalizations are frequent, costly and many are 
avoidable;

• Successful pilots, local programs and research studies 
demonstrate that rehospitalization rates can be reduced;

• Individual successes exist where financial incentives are 
aligned; 

• Improving transitions state-wide requires action beyond the 
level of the individual provider; systemic barriers must be 
addressed; 

• Leadership at the provider, association, community, and 
state levels are essential assets in a state-wide effort to 
improve care coordination across settings and over time. 



1. Provide technical assistance to front-line teams of 
providers working to improve the transition out of the 
hospital and into the next care setting with the 
specific aim of reducing avoidable rehospitalizations 
and improving patient satisfaction with care.

2. Create and support state-based, multi-stakeholder 
initiatives to concurrently examine and address the 
systemic barriers to improving care transitions, care 
coordination over time (policies, regulations, 
accreditation standards, etc.).

STAAR Initiative: Two Concurrent Strategies

http://content.healthaffairs.org/content/30/7/1272.abstract



FOCUSING ON POPULATIONS





Suggestions for Selecting a 
Population

• Population is known:
– Individuals in the population can be enumerated with 

reasonable accuracy.
– Per capita cost can be estimated
– Some information about variation in overall health of 

individuals is available.
• The population is somewhat stable.
• Large enough to be meaningful

– 10,000’s to 100,000’s
• Generally not focused on a specific disease or 

condition
• You can make a rational case for choosing this 

population
18



Example Population Segments 

• Everyone employed by a company or health 
system

• Everyone covered by a particular health plan
• The population served by a medical home
• A capitated population, HMO, or potential ACO 

population
• Broadly defined sub-populations, e.g.

– Elderly, working adults, individuals with medical and 
social complexity, children

• Everyone in a particular geography (zip code, 
county, state, HRR, etc.)



Population/Cost Segments
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Source:  Lynn J, Straube BM, Bell K, Jencks SF, Kambic RT in Milbank Quarterly, Vol 85 No. 2, 2007 (pp. 185-208)



Caring for the Socially Complex
The New Yorker, Jan 24, 2011



UNDERSTANDING 
POPULATIONS BY LISTENING 
TO INDIVIDUALS



Rebecca’s Story



Patient Voices

http://www.nytimes.com/interactive/2009/0
9/10/health/Patient_Voices.html

How do patients cope 
with and manage their 
conditions?
What do patients 
really want and need?

http://www.nytimes.com/interactive/2009/09/10/health/Patient_Voices.html
http://www.nytimes.com/interactive/2009/09/10/health/Patient_Voices.html


Exercise:  Identify Population 
Segment(s)

• Talk together about the populations each 
of you serves

• Speculate together about some possible 
population segments.



Improvement Science

• Aims

• Measures

• Changes

• Testing

Will

ExecutionIdeas



Aims/Goals

• What are we trying to accomplish?
• How much, by when?
• What are the low-hanging fruit? What are 

some changes that can be made with 
minimal disruption?

“Hope is not a Plan”

“Aims create systems” – Deming



Aim

• Aligned
• Timed
• Numeric
• Unachievable (by hard work alone)
• Non-negotiable (once set)



Aim Statements
System Level: 
• Increase Healthy Life Expectancy by two years within two 

years. (Population health) 
• Reduce growth in per capita health care costs to  CPI + 2% 

within _____ years. (Per Capita cost)

Project Specific: 
• Decrease rates of ED visits for “ambulatory treatable 

conditions” by 15% with use of the NYU ED Algorithm 
within ten months.  (Care experience/Cost)



Exercise: Create an Aim Statement 

• Generate 1-3 potential aim statements for 
your population that would reflect 
significant system improvement for that 
population.

• Share the ones you think are best with 
those at your table.

• How would you know if improvement was 
occurring (measures)?



FINDING LEVERS FOR 
IMPROVEMENT



Programs and 
Policies

Health Factors

Health Outcomes

Health Factors

Programs and 
Policies

Health Outcomes
Mortality (length of life)      (50%)

Morbidity (quality of life)    (50%)

Unsafe sex (5%)

Alcohol use (5%)

Diet & exercise (10%)

Tobacco use (10%)

Access to care (10%)

Quality of care (10%)

Community safety (5%)

Education (10%)

Family & social support (5%)

Employment (10%)

Income (10%)

Built environment (5%)

Environmental quality (5%)Physical environment
(10%)

Social & economic factors 
(40%)

Health behaviors  
(30%)

Clinical care 
(20%)





Exercise

• What are some of the key “levers” or 
“drivers” of improvement for your 
population?

• For your key levers or drivers, can you 
identify some potential measures?

• At what level are these measures?
─Population or segment?
─Project?

34



Portfolio: Definitions

• A hinged cover or flexible case for carrying 
a collection of loose papers

• The diversified collection of securities held 
by an investor designed to spread risk

• For our purposes:
– The set of projects, investments, and 

capacities that together are sufficient to 
achieve the Triple Aim



What is Already in Your Portfolio?

• For your chosen population, what are you 
doing now?

• Are there project goals that align with your 
overall population goals?

• Discuss at your tables for a few minutes 
and make some notes.



Where Are the “Edges” of Your 
System?

Public 
Health

Employers

Behavioral 
Health

Health Plans

PCMH

Specialty

Other Schools

Addiction/ 
Recovery

Social 
Services

Community 
orgs.; faith 

communities



Enhancing Your Portfolio

• Using your thinking about “levers” or 
“drivers” to prompt your thinking, identify 
additional elements you could add to your 
portfolio to get results for your focus 
population.

• Consider projects where other 
stakeholders can participate or take the 
lead.



A
im
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Project metrics Related  overall population 
metrics

Measure System for a Project
Project description:  



Attributes of an Effective Portfolio of 
Projects and Investments 

• Risk matches the goals
• Diversified
• Periodically rebalanced with new insights



Discussion

• What surprised you today?
• What may have been confusing?
• Any ideas that you learned that you could 

apply to your work?
• What outstanding questions do you have?
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