
The Quintuple Aim for Health Care Improvement
A New Imperative to Advance Health Equity

The COVID-19 pandemic has brought long-overdue
and much-needed attention to the lack of health equity
in the US and around the world. Nearly everywhere,
socially marginalized populations, including racial and
ethnic minoritized groups,1 older adults, and individuals
living in poverty, experienced higher rates of COVID-19
and morbidity and mortality from infection, as well as
greater disruptions to their preventive and chronic
care. Although the reasons are myriad, the fact remains
that these differences, which persisted long before
the pandemic, are unacceptable and avoidable. The
challenge now is translating this heightened social
consciousness into action, particularly in communities,
clinics, and health systems.

The triple aim—improving population health, enhanc-
ing the care experience, and reducing costs—was first
described in 2008 by Berwick and colleagues2 as
a “North Star” for health care improvement. Before the
triple aim, these aims were often held in opposition
(eg, creating a better experience would necessarily
increase costs). The breakthrough was the proposition
that the aims could be reinforcing of one another. In
2014, these goals were expanded to the quadruple aim

in recognition of the growing challenge of burnout
(ie, exhaustion, cynicism, and professional dissatisfac-
tion) among physicians and other members of the
health care workforce.3 Evidence of the framework’s
broad acceptance in health care includes (as of October
21, 2021) the number of peer-reviewed citations of the
original articles describing the triple and quadruple
aims (1542), the number of peer-reviewed publications
with triple or quadruple aim in the title (199), Google
search results (320 700), and recognition by accredit-
ing bodies such as the National Committee for Quality
Assurance and the Joint Commission, physician soci-
eties, and industry groups. This Viewpoint proposes
expanding the quadruple aim to the quintuple aim,
adding a fifth aim of advancing health equity.

Health equity is defined as “the state in which
everyone has the opportunity to attain their full health
potential and no one is disadvantaged from achieving
this potential because of social position or other socially

determined circumstances.”4 Health inequities affect
many populations, including individuals who identify as
Black, Latino, Native American, or LGBTQ; individuals in
rural communities; individuals living in poverty; indi-
viduals with disabilities; and older persons. The rea-
sons for health inequities are multifold, including struc-
tural racism, which shapes numerous opportunities that
influence health, including educational attainment, em-
ployment, access to safe environments, affordable hous-
ing, healthful food, access to care, social relationships,
and networks.

The focus on health equity is certainly not new.
The 2001 Institute of Medicine (now the National Acad-
emy of Medicine) report Crossing the Quality Chasm:
A New Health System for the 21st Century cited equity
as 1 of the 6 aims for improvement, alongside timeli-
ness, patient-centeredness, efficacy, safety, and effi-
ciency. Two years later, the 2003 National Academy
of Medicine report Unequal Treatment defined
and described health care disparities and provided sev-
eral recommendations related to improvements in
health care financing, allocation of care, availability of
language translation, community-based care, cross-

cultural education of health profession-
als, and data collection and research ini-
tiatives. However, there has not been
substantial progress in achieving equity
in the 20 years since the first report was
published. Part of the reason is the chal-
lenge of translating high-level policy
aspirations into change in health care
delivery and clinical practice. Practition-
ers have been adequately charged with
improving health outcomes, patient sat-

isfaction, and process measures, but health equity
requires a more fundamental transformation toward
addressing upstream determinants of health. The
result is that the promise of quality improvement has
been realized inequitably.

Part of the effectiveness of the triple or quadruple
aim is its conciseness. When the fourth aim was added,
the authors effectively argued that by failing to address
burnout (or worse, by contributing to it) quality improve-
ment would ultimately be unsustainable. In short, it
would be a hollow victory. The reasoning for adding eq-
uity as a fifth aim is similar: quality improvement with-
out equity is a hollow victory. It is tempting to argue that
health equity is already covered in 2 of the aims, better
experience of care and better health for populations. But
neither is guaranteed unless health equity is made an ex-
plicit goal. Quality improvement efforts without a fo-
cus on disparity reduction may have limited effects on
health disparities and in fact unintentionally worsen

The pursuit of health equity ought to be
elevated as the fifth aim for health care
improvement, purposefully including
with all improvement and innovation
efforts a focus on individuals and
communities who need them most.
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them.5,6 In addition, the inclusion of health equity as an explicit goal
of quality improvement may spur new efforts that may not other-
wise be taken (ie, efforts for which the primary objective is in-
tended to improve health equity). Thus, with the incorporation of
health equity, the quintuple aim has the potential to meaningfully
shift quality improvement efforts (Supplement).

To address the fifth aim, health care leaders and practitioners must
identify disparities, design and implement evidence-based interven-
tions to reduce them, invest in equity measurement, and incentivize
the achievement of equity. As has been evident time and again dur-
ing the pandemic, health disparities such as reporting COVID-19 in-
fection rates and morbidity and mortality by race remain inad-
equately and inconsistently documented. Health care leaders should
provide practitioners the needed resources to measure and report
quality and operational data stratified by the relevant social catego-
ries. At a minimum, this should include race, ethnicity, and gender iden-
tity, based on self-reported data. In addition, practitioners should be
incentivized or required to collect data on social needs and barriers
to care such as transportation, food insecurity, and housing.

Quality improvement efforts should be explicitly designed to im-
prove health equity. This includes choosing interventions that are
evidence based and proven to reduce health disparities,7 as well as
involving persons from groups and communities that are affected
in the planning, designing, and delivery of interventions so they are
inclusive, culturally sensitive, and structurally appropriate.8 Such ef-
forts will require overcoming challenges with addressing upstream
social determinants of health, including the need for better data shar-
ing between health care and community-based organizations, lack
of clarity about who should pay for the interventions, and disincen-
tives to cross-sector collaboration.9

Health equity is measurable, but measurement must move be-
yond stratifying the first 3 aims by race, ethnicity, or other social cat-
egories such as preferred language, gender, or physical or mental abil-
ity. A key design idea in the original triple aim was that the aims could
be measured independently and that they varied independently. Ac-
cordingly, health care leaders and practitioners must consider pri-
mary measures of health equity, such as measures of the underly-
ing causes of inequities (eg, racism, discrimination, mistrust, food
insecurity, housing instability), in improvement efforts.

Policy makers should set health equity standards and design ef-
fective economic supports to help achieve them.10 At a minimum,
the accurate and timely collection of demographic identifiers and
stratification of existing clinical measures discussed earlier, as well
as public or transparent reporting, could be supported through in-
centive programs. Incentives should be based on outcome improve-
ments and should flow to organizations that provide care to more
patients from underresourced communities. In fee-for-service en-
vironments, evidence-based interventions designed to address un-
derlying social needs that often underlie health inequities should be
reimbursed so that quality improvement efforts to address these
needs have a financing model. In addition, efforts should be made
to accelerate value-based payment in underresourced communi-
ties in which payments reflect the greater social and medical needs
of these populations.

The COVID-19 pandemic has forced practitioners, health care
leaders, and policy makers to grapple with the profound health in-
equities present in society. The pursuit of health equity ought to be
elevated as the fifth aim for health care improvement, purpose-
fully including with all improvement and innovation efforts a focus
on individuals and communities who need them most.
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