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Overview 
Ontario Health Teams (OHTs) will need to learn and 
improve rapidly to achieve specific targets related to the 
care experiences and health outcomes of their year 1 
priority populations (building block #4). They can then 
build on these experiences in steadily expanding their 
priority populations (building block #1) and in-scope 
services (building block #2) in later years, with the goal 
of eventually optimizing care experiences and health 
outcomes in an equitable way for the entire attributed 
population for which they’re accountable, while keeping 
per capita costs manageable and provider experiences 
positive (i.e., achieving the quadruple aim). 
 
A key part of this learning and improvement will 
involve transitioning from responding reactively to the 
patients seeking care now from OHT partners to being 
proactive in meeting the needs of the entire 
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1) using a population risk pyramid (see Figure 2) and developing data-driven mechanisms to divide the attributed 
population into clinical risk segments that specify groups at high, medium, and low risk based on the complexity 
of their ongoing health and social needs and their needs for care coordination and care management
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3)! older adults with greater needs, which was variably defined by OHTs as including 'at risk,' co-
morbidities/chronic conditions, complexity, frailty, and high service users; and 

4)! people at the end of life and/or needing palliative care. 
These descriptions of year 1 priority populations: 
1)! overlap with one another (e.g., an older adult may be living with advanced congestive heart failure and an 

addiction issue and be accessing palliative-care services); 
2)! contain some conflicting concepts (e.g., palliative care is usually conceived of more broadly than end-of-life care 

and often doesn’t include medical assistance in dying);  
3)! use some definitions (e.g., an overall measure of high service use) that can create operational and equity 

challenges when approaching segmentation and co-designing pathways and services; and 
4)! will ideally be refined by cohort 1 OHTs in ways that allow as many teams as possible with the ‘same’ year 1 

priority population to work collaboratively towards ‘moving the needle’ on shared quadruple-aim metrics. 
 
More specifically, OHTs may want to consider whether to focus initially on: 
1)! only the top level in the risk pyramid, as is implied by at least some of the wording in the descriptions of at least 

two year 1 priority populations (e.g., frail older adults and people at the end of life); or 
2)! the top two or all three levels in the risk pyramid. 
The more OHTs move up the risk pyramid, the more they are likely to transition from primary prevention to 
secondary and tertiary prevention, and from managing conditions like diabetes to helping people live as well as 
possible with complex conditions (or a complex array of conditions).  
 
OHTs may also want to consider how to develop scalable mechanisms (including data platforms) to track patients 
dynamically so each OHT can: 
1)!
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4) the ‘in-
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Evaluation has also come up in relation to what pathways and services and implementation approaches do and do 
not work in terms of achieving impacts on quadruple-aim metrics related to care experiences, health outcomes, per 
capita costs, and 
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steps 1-3 in RISE brief 8 about data analytics and in RISE brief 9 about evidence sources. The essential points from 
RISE briefs 6 (this one), 8 and 9 are captured in a RISE summary sheet.  
 
In a future complementary RISE brief we will describe how population-based approaches can be used to address 
the broader social determinants of health (e.g., advocating for or introducing changes to provincial and municipal 
policy to make it easier to buy healthy foods in neighbourhood stores, to exercise in local parks, and to have a 
meaningful job and a living wage). 
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