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Population health has been studied by many public health and policymakers since the mid-twentieth century. Their work has 
facilitated great advances in areas such as immunizations, public safety, sanitation, and communicable diseases. Now, terms 
such as population health and population health management are moving beyond traditional definitions to describe new 
models of care. The challenge is to measure the value and effectiveness of these newly defined models. 

The Affordable Care Act (ACA) has created a paradigm shift in how care is delivered and paid for, and as such, providers are 
faced with the task of moving from volume to value, while still taking care of people. Providers need to address not only the 
clinical aspect, but also determinants of health within the population. Under this new paradigm, healthcare is no longer viewed 
simply in terms of admissions, visits, or episodes of care, but also in quality and outcomes. Focusing on populations while still 
individualizing patient care and monitoring the quality of care delivered is important: physicians are paid on both the value 
of such care delivered and the outcomes. 

Since the ACA mandates the use of electronic health record (EHR) systems, claims data, disease registries, and even feedback 
from consumer advocates, these sources provide an opportunity to collect quality outcomes and population health measures 
and potentially can be used as clinical decision-making tools. The integration of these data sources, however, can prove to be 
challenging as care and measurement move from the reactive to proactive and preventative. This shift in approach to healthcare 
affects how we think about measurement—both the health of the population and how well we treat patients. 

Population Health Value in the Context of the Triple Aim

In modern healthcare, population health is defined as “the health outcomes of a group of individuals, including the distribution 
of such outcomes within the group.”1 Conceptually, population health has focused on the monitoring of, management of, and 
systematic approaches to care for groups of individual patients across distinct geographies, socioeconomic backgrounds, 
and specific health needs.

Quantifying value in population health can be accomplished through use of the Triple Aim framework.2 Developed in 2007 by 
the Institute for Healthcare Improvement (IHI), the Triple Aim is a “framework that describes an approach to optimizing health 
system performance.”3 This framework endeavors to simultaneously 1) improve the patient experience of care (including quality 
and satisfaction); 2) improve the health of populations; and 3) reduce the per-capita cost of healthcare. To use this framework, 
IHI directs entities, institutions, and providers to identify a defined population and select outcome measures reflective of 
population health, experience of care, and per capita cost.4 

A healthcare provider may not have the ability to measure true population health—obesity rates, smoking rates, and access 
to prenatal care—but conclusions may be drawn about the health of a population by measuring the outcomes of healthcare 
within a population of patients across the continuum of care. Each setting, whether acute, community, or post-acute, 
provides distinct areas of patient management and quality measures; what is critical is the linking of these distinct areas 
of care, while understanding and measuring quality across the care continuum. It is easy to forget that patient population 
metrics, quality, and outcomes are closely tied together, and, collectively, represent the framework for population health 
management so vital to demonstrating success under the Triple Aim. 

1  Kindig, David, and Greg Stoddart, “What is Population Health?’ American Journal of Public Health 93:3 (March 2003), 380–383, accessed March 27, 2017, at: www.
ncbi.nlm.nih.gov/pmc/articles/PMC1447747/  

2  Stiefel, Matthew, and Kevin Nolan, A Guide to Measuring the Triple Aim: Population Health, Experience of Care, and Per Capita Cost, IHI Innovation Series white 
paper, Cambridge, Massachusetts: Institute for Healthcare Improvement (2012), accessed April 13, 2017, at www.IHI.org

3  IHI, “Triple Aim for Populations” (n.d.), accessed April 11, 2017, at: http://www.ihi.org/Topics/TripleAim/Pages/Overview.aspx

4  Ibid. at n. 3.
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From these few examples, it is important to note that the data captured by measures are diffuse and multifaceted: patient 
versus person, entity versus intervention, and care outcome versus cost. Measure use (and ultimate value) is dependent on 
the purpose this information serves.

Current Challenges

An entity seeking to move from academic concept to collecting population health and healthcare outcomes’ measurement 
data in the “real world” faces a number of challenges. One set of challenges that has begun to be addressed by stakeholders is 
the lack of standardization in not only measure definitions across entities and measure stewards, but also lack of conformity 
in performance standards. Efforts are underway to achieve uniformity and consistency in measures, one being Medicare’s 
spearheaded effort, called the Core Quality Measures Collaborative. The Collaborative has released a “list of standard quality 
measures for primary and accountable care, as well as six specialties, including cardiology, gastroenterology, HIV, medical 
oncology, Hepatitis C, obstetrics, gynecology, and orthopedics.”5 

Despite these and similar initiatives, a national measure set is not in widespread use. Existing disparate systems create 
opportunity for overlap between systems, duplicative efforts, clinician and institutional frustration, and increased cost. When 
embarking on efforts to measure population health and health outcomes, entities must be prepared to clearly define measures 
and outcomes standards for all stakeholders.

Data Sources

Population health and clinical quality are meant to capture different things, about different individuals, at different points along 
the care continuum. As such, the measures use multiple and disparate sources of information in their development, including 
state and federal vital statistics, payer claims data, and electronic health records.6 Specifically, the integrated EHR platform 
may prove critical to capturing the data needed for standardized measure development. As its use by clinicians and entities 
increases, a greater amount of accurate information can be standardized, aggregated, and accessed. Accuracy is key: without 
accurate coding and optimization of the EHR, accurate measures are not attainable. Accurate information begets accurate 
measures, and accurate measures benefit providers, the patients they care for, and the populations they make up by gauging 
success under the framework of the Triple Aim.

The Road Ahead

Clinical quality measures are distinct from population health measures, but they can be interconnected and synergistic. The 
synergies are observed in the data sources. Even if the measures capture different things, the data populating measures can 
be organized and aggregated, depending on what the data needs to accomplish. It is critical that a provider or payer collect 
and organize data in such a way that the story of the continuum of care can be created—whether for public reporting, for 
value-based reimbursement, or to drive clinical decision-making.

As efforts to create standardized quality measures continue, institutions, payers, and providers should be mindful that the 
linkages among disparate measures, measurement systems, and measurement purposes are the data collected from patient 

5 Evans, Melanie. “The Hard Work Ahead on Adopting Uniform Quality Measures,” Modern Healthcare (February 18, 2016), 10–11, accessed April 17, 2017, at: http://
www.modernhealthcare.com/article/20160218/NEWS/160219901

6 While closely related, the terms Electronic Medical Records (EMR) and Electronic Health Records (EHR) are not interchangeable. EMR are a digital version of a 
medical chart, while EHR are a digital record of health information. The EHR is more comprehensive than an EMR, but can be more complicated and costly. See 
Practice Fusion Blog, “EHR vs. EMR; usage trends” (December 1, 2016), accessed April 14, 2017, at: http://www.practicefusion.com/blog/ehr-vs-emr/#EHR Usage 
Trends
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encounters and the populations served. While standardization is important for gauging and meeting measure targets, the 
method by which this information is captured may prove just as important to the success of measurement systems in tracking 
and (ultimately) optimizing the benefit for patients and populations. The EHR platform is well suited to capture data on patient 
encounters that make up quality outcome measures, as well as social determinants that affect the measures of population 
health. This method of measuring the population can prove valuable to providers as well as patients and others, and expanding 
availability and use of economic EHR platforms can maximize the benefit to all groups along the care continuum. 




