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Rapid-Improvement Support and Exchange Click here to access
the webinar recording

Core concept and principles

* Click here to read RISE brief #6: Population-health management

The “3 curves” of population health
1: Care for acute health problems

| 2: Clinical population-health management | *New focus of OHTs
3: Population-based policies and intervention
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Washington AE, Coye MJ, Boulware LE. Academic health systems" third curve: Population-health improvement. JAMA 2016; 315(5): 459-460.

RISE's population-health management supports for Ontario Health Teams

To support Ontario Health Teams (OHTs) to understand, plan and implement a population-health management
(PHM) approach with their priority population(s), RISE is offering three types of supports.

Virtual collaborative Online PHM collaborative
meetings : discussions

What: facilitated discus- @ © What: by priority

, : sion by priority population population, share learnings
* What: foundational PHM * What: One-on-one PHM to share learnings and Q and solve problems

concepts and principles coaching , solve problems with 1 together as a group
 Who: open to all * Who: OHT admin leads/ other OHTs and coaches Who: OHT admin leads/
* When: monthly (1hr) g:'oor;)tg l%g%mat'o” working Who: OHT admin leads/ | priority population working
UPSFie: riority population workin groups lead
° Whlen: bl-.\Neek|y (Throras groupg |F;a% . i When: On.going/anytime
decided with coach) e When: monthly (1.5hrs) i * Where: OHT.
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© in-person care but unable to see
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Developed cough and flu clinic
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https://www.youtube.com/watch?v=7hpQKVp2iEQ
https://quorum.hqontario.ca/oht-collaboratives
https://quorum.hqontario.ca/oht-collaboratives
https://www.youtube.com/watch?v=7hpQKVp2iEQ
https://www.mcmasterforum.org/docs/default-source/rise-docs/rise-briefs/rb6_population-health-management.pdf?sfvrsn=327757d5_8

