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Quality iMproveMent

Accelerating population health improvement
Pedro Delgado and colleagues describe how applying improvement methods to working with 

populations could help close equity gaps

A
s the covid-19 pandemic shines 
a bright light on longstanding 
health equity gaps,1 concerted 
action around social determi-
nants of health to close these 

gaps continues to increase. Improvement 
methods (including shared tools and lan-
guage) traditionally used in healthcare 
are agnostic in nature and can also be 
used in sectors such as education, local 
government, law enforcement, and others 
to improve social determinants of health. 
Such adoption could catalyse population 
health improvement efforts with and for the 
populations they serve.

Three related concepts are core to this 
article. “Population health” is defined 
as the health outcomes of a group of 
individuals in a specified population, 
including the distribution of such 
outcomes within the group. “Population 
health management” efforts seek to 
optimise the health of populations over 
individual life spans.2 3 We did not find a 
common definition for “population health 
improvement,” but we think this is an area 
that will start to generate more learning and 
evidence over the coming years. Ahead of 
such developments, we suggest an early 
definition: concerted, intentional, and 
systematic efforts by those working together 
towards measurable improvement of health 
and wellbeing outcomes, co-produced with 
and for the population in their locality.1

Actors jointly working to pursue better 
health for well defined populations 

(including citizens, healthcare providers 
at all levels, councils or municipalities, 
businesses, schools, fire services, voluntary 
sectors, housing associations, social 
services, and police) will benefit from 
having a shared method that includes 
a common language and tools and can 
be applied across four areas: defining 
the system, describing shared aims 
and the work required to achieve them, 
measuring systematically over time, and 
acknowledging that change happens. These 
four components form the foundation 
of the improvement method, and their 
systematic application4 can bring health 
economy actors together in pursuit of better 
population health.

A common method to tackle shared challenges

People are living longer; technology is 
evolving rapidly; and the costs associated 
with lack of proactive, concerted actions to 
prevent and manage non-communicable 
diseases have the potential to bankrupt 
healthcare systems and affect other sec-
tors of the economy. With these drivers as a 
backdrop, several trends have taken shape 
in healthcare, including a shift towards 
tackling upstream factors, prevention, 
and self-management of conditions.5 Care 
models are shifting from specialized care 
to primary care, which has demanded the 
development of support systems, including 
use of technology to enable virtual care.5 6 
Similarly, healthcare providers’ priorities 
are shifting from volume to value,7 tack-
ling quality and all of its dimensions5 and 
ensuring access to high quality care for all, 
with increased attention to inequities in 
outcomes for distinct populations.

Healthcare provider organisations 
are focused on partnering with citizens 
and communities to improve health and 
with patients to improve care.7 They are 
increasingly looking beyond the walls of 
their institutions to understand their effects 
more widely,8 with a greater awareness of 
the bi-directional connection between 
environmental changes and health, 
combining the concepts of planetary health 
and sustainability.9 There is a clear push 
towards health economy integration and 
place based health,10 11 and organisations 
are making efforts to enhance the 

contribution of health systems as anchor 
institutions.8

Building on these trends, governments 
have been promoting strategies to pursue 
better care and better health at sustainable 
costs.12-14 Health economies are therefore 
formally and informally fostering hands-on 
collaboration among traditional partners, 
such as healthcare institutions, and non-
traditional partners, such as sectors 
related to the social determinants of 
health, to serve their local populations. In 
England, for example, the NHS is leading 
efforts to formalise collaboration by 
moving Integrated Care Partnerships into 
legislation by April 2022.15

As these partnerships form and evolve 
over time, a common improvement 
method (tools and language) provides a 
shared approach that stakeholders in and 
across sectors can use to translate strategy 
and evidence based changes, using local 
expertise, into measurable results.

Strategies for population health improvement

Box 1 shows priority areas and strategies 
for health systems to consider when under-
taking population health improvement.

Define and co-design

Identify a group of people with similar 
needs or characteristics for whom a port-
folio of interventions might improve out-
comes. Start with the question, “Who is 
not thriving?” to identify broad popula-
tions, such as adult mental health or chil-
dren and young people’s health, and then 
select more specific population segments 
to focus improvement efforts by identifying 
an aim and changes to test, such as reduc-
ing suicide rates in men aged 16-24 in a 
particular geographical area. The King’s 
Fund defines four interdependent pillars 
as the “system” of population health: indi-
vidual health behaviour and choices; the 
places and communities that individuals 
live in and with; an integrated health and 
care system; and the wider determinants of 
health.16 These can be used to help define 
the population. A three part data review 
is also useful for population stratification 
to better understand the needs and assets 
of the population, which then inform the 
design choices to improve outcomes.17
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Bold ambitions for population health 
improvement need to be supported by 
aims that specify how much, by when, for 
whom, and where. Start by developing a 
bold purpose statement such as “being the 
best place to grow up.”18 Next, create more 
specific and measurable aim statements 
that relate to the population rather than 
the service; for example, under the “best 
place to grow up” the vision could be 
“90% of all children in each community 
planning partnership area will have 
reached all of the expected developmental 
milestones and learning outcomes by 
the end of primary school) by the end of 
2021.” Good aim setting will help identify 
opportunities to segment populations, 
establish relationships, and ensure that 
impact can be measured.

Co-design and co-production with 
individuals from the target population 
should be embraced at every step 
of the process. In population health 
improvement efforts, activating the agency 
of the population as well as that of those 
coordinating their care is fundamental. The 
process of working together towards the aim 
is as important as the aim itself and requires 
engaging key actors in the health economy 
(as described above), including citizens 
and service users, to design and adopt the 
changes needed to improve. People’s health 
is heavily influenced by factors outside of 
their care such as their social and economic 
environment, physical environment, and 
individual characteristics and behaviours.19 
So individuals are protagonists in efforts to 
improve population health, not passive 
“receivers” of health. Activating people’s 
agency is at the heart of the Institute for 
Healthcare Improvement’s Psychology 

of Change Framework.20 The framework 
describes methods and approaches around 
five inter-related domains of practice that 
organisations can use to advance and 
sustain improvement.

The complexity of the population health 
system is such that health economies 

will almost inevitably need a portfolio 
of projects occurring in parallel to make 
progress. Our experience emphasises the 
value of identifying key drivers for each 
aim and tackling them through targeted 
improvement projects, ensuring the efforts 
are also aligned with strategic priorities of 
these systems. “Think big and start small” 
is a mantra we often use.

Partnering for equity

There is no quality without equity. Strati-
fying data allows for better understanding 
of variation and gaps in outcomes, which 
in turn allows for tailoring strategies that 
respond to the specific needs of different 
populations to eliminate equity gaps.21 If 
a differentiated approach is not adopted, 
the gap between people who have access to 
the best possible health and those who do 
not will widen, leading to avoidable suffer-
ing, intergenerational cycles of poor health, 
and high costs for health economies.22 The 
World Health Organization defines equity 
as “the absence of avoidable, unfair, or 
remediable differences among groups of 
people, whether those groups are defined 
socially, economically, demographically 
or geographically, or by other means of 
stratification it implies that ideally every-
one should have a fair opportunity to attain 
their full health potential and that no one 
should be disadvantaged from achieving 
this potential.”23

Between 2017 and 2019, the Institute for 
Healthcare Improvement ran an initiative 
with eight health systems in the United 
States to improve equity in access to and 
quality of care, as well as health outcomes, 
through the practical application of 
improvement methods, collaboration, 
and shared learning.24 One key element 
was ensuring that health systems had 
the capacity to collect and stratify data 
to better understand which populations 
were benefitting and which ones were 
being left behind, including data about 
race, language, and ethnicity. This enabled 

health systems to create better solutions 
that took into consideration the specific 
needs and conditions of those left behind.24

Health systems should proactively 
partner with individuals, communities, 
and institutions within and beyond 
healthcare. There is a growing realisation 
that the historical approach to health and 
healthcare, which is largely dependent 
on professionally trained and qualified 
health and healthcare “experts,” needs 
to be reconsidered. The most successful 
population health improvement efforts 
involve actors that are open and willing 
to value each other’s assets (such as will, 
abilities, and resources) and understand 
that the whole is greater than the sum of 
its parts.

Integration will move forward at the 
speed of trust. In the earliest stages, 
health economies that are learning to work 
together will require humility to accept 
that the protagonist is the citizen, not any 
single actor, and will require designing 
systems that are organized around the 
needs of those citizens. This is hard to do 
and must be intentionally designed early 
in the process to create an environment 
of psychological safety, to develop a 
sense of community guided by a unified 
purpose, and to foster trust and a set of 
behaviours that build trust, instil purpose, 
and generate energy.25 Municipal leaders 
from the Bridge for Better Health effort in 
Denmark have a performance indicator 
related to the quality of their relationships 
with partners as a way of focusing attention 
on humility and good collaboration.13

Measure and learn

Health systems should identify what mat-
ters most to the population of interest and 
develop measures to track progress. The 
large number of measures health systems 
are often required to track leads to diffusion 
of impact and exhaustion of staff, who find 
themselves collecting data for many indica-
tors with little connection to the purpose of 
such efforts.26 More importantly, tracking 
too many measures might not directly ben-
efit the people that health systems serve. 
Population health improvement efforts 
often struggle because health economy 
actors do not feel ownership of broad aims, 
and it is difficult to define who is respon-
sible for achieving outcomes when data 
are collected. We foresee a future in which 
health systems will start to include other 
aspects in their measurement efforts: rela-
tionships between partners in the health 
economy and the environmental effects of 
the carbon footprint resulting from more 

Box 1: Strategies for successful population health improvement

Define the population and design accordingly

Develop bold ambitions and bold aims

Act with and for the population

Build a portfolio of projects focused on each population health aim

Segment for equity

Measure what matters

Embrace an asset based approach

Embrace humility to generate trust

Test your way into better partnership work, in pursuit of results

Make health improvement everyone’s business and make improvement skills available to all
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home based health and care models, for 
example.

Avoiding planning paralysis is important. 
Too often, integration efforts in health 
economies dedicate a disproportionate 
amount of time and energy to establishing 
governance arrangements and idealised 
strategies and plans, without paying 
enough attention to how ambitions will 
be tested, implemented, and scaled up. 
Integration is frequently seen as an end 
in itself, when it’s clearly a means to an 
end—measurable outcomes for better 
population health. We encourage testing 
and learning, from the integration process 
to implementing specific changes to 
improve population health. This iterative 
testing and learning approach enables 
refinement of the strategy and “the work” 
of improving population health, and it is a 
cornerstone of the improvement methods 
described above.

Improving population health starts 
and ends with each citizen. Making 
improvement everyone’s business will 
create the opportunity to put improvement 
knowledge in their hands. We hope in the 
future that citizens will develop fluency 
in improvement methods and be able 
to design their personal health driver 
diagrams, to test changes in their own 
lives that are co-designed with members of 
their “life system,” and to measure progress 
over time. The same principle applies to 
all health economy actors, who yield the 
benefit of having a common language for 
implementation to progress towards better 
population health. The jargon filled nature 
of improvement literature needs to be 
tackled to make the content accessible to 
citizens, families, health professionals, and 
other actors of health economies.

Conclusion

Covid-19 will continue to have a profound 
effect on the health of populations globally 
and is already challenging health systems 
to work agilely with local partners to bet-
ter serve their communities. Our experience 
based reflections are offered as both a prov-
ocation and an invitation to stakeholders in 
population health improvement to adopt a 
common improvement method to acceler-
ate progress. Furthermore, we think that 
clearly defining population health improve-
ment as a field of learning can help those 
working towards better population health 
share lessons, successes, and opportuni-
ties from their efforts. We envision a future 
where systematic use of a shared improve-
ment method will yield valuable lessons 

about improving population health, and 
a thriving population health improvement 
learning community will continue to grow 
in numbers and strength.
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