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a b s t r a c t 

The notion of value-based healthcare has become increasingly important for healthcare institutions, and 

more and more countries are adopting its representative approach—namely, the US Institute for Health- 

care Improvement’s Triple Aim framework for optimizing health system performance in terms of popula- 

tion health, patient experience, and cost of care. In this study, using a five-step systematic review proto- 

col and PRISMA methods we systematically review and analyze with descriptive and qualitative analysis 

methods literature on the results of using the Triple Aim framework for assessment at the health sys- 

tem level, especially the concept of balance among the framework’s goals. Inclusion criteria were that 

the paper evaluated the policy-level impact of value-based healthcare movements based on the Triple 

Aim goals, discussing at least one of the goals or the balance. Our analysis shows a lack of consensus on 

the impact of each goal and on the concept of a balance between the goals, and a paucity of literature 

related to the pursuit of the Triple Aim at the health system level. To properly evaluate the impact of 

the value-based healthcare movement, a standard set of measures aligned with the context is needed. 

The results of this study are expected to contribute to the improved assessment of health system perfor- 

mance, development of the Triple Aim framework’s measures, and ultimately, enhanced effectiveness in 

achieving healthcare goals. 

© 2022 The Author. Published by Elsevier B.V. 

This is an open access article under the CC BY license ( http://creativecommons.org/licenses/by/4.0/ ) 
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. Introduction 

Value-based healthcare (VBHC) has become an increasingly im- 

ortant strategy to ensure high-quality healthcare with simulta- 

eous cost-efficiency [1–3] . The roots of VBHC are a century-long 

uality movement that has shaped, and continues to shape, the fo- 

us of healthcare development [4] . In 20 0 0, the World Health Or-

anization published three fundamental objectives for all health 

ystems globally—namely, improvement of health of the popula- 

ion, response to people’s expectations, and financial protection 

gainst the cost of ill health [5] . In 2006, Porter and Teisberg 

6] called for value for patients in healthcare delivery, defining 

alue as the health outcomes per dollar spent [7] . In 2008, Berwick, 

olan, and Whittington [8] , working as researchers for of the In- 

titute for Healthcare Improvement (IHI), then unified knowledge 

uilt from the WHO’s report, the quality movement, and the value 

or patients ideology under the Triple Aim framework. The IHI in- 

roduced the Triple Aim concept with a view to improving popu- 
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ation health and patient experience while decreasing the costs of 

are [8] . This concept became the overarching objective of health 

eform during the Obama era and is addressed profoundly in the 

atient Protection and Affordable Care Act (PPACA) [ 9 , 10 ]. 

Transformation “from volume to value” manifests in health care 

n several ways—with shifts to alternative payment models, new 

odels of provider organizations [ 2 , 11 ], and new models of inte- 

rated care [ 12 , 13 ]. To evaluate these programs, numerous con- 

eptual models have been developed, many of which contribute 

o Triple Aim [ 11 , 13 , 14 ]. Moreover, Triple Aim has influenced na-

ional health policies [ 3 , 10 , 12 , 15 , 16 ] and performance management

rameworks [ 17 , 18 ]. 

Already in 2007, the IHI recruited organizations internationally 

o collaborate in implementing the Triple Aim [10] ; as of 2018, it 

ad more than 100 partners globally. New Zealand adopted Triple 

im nationwide in 2010 [15] , and the Health Council of Canada 

roposed it as a relevant national framework for healthcare reform 

nd value creation in 2013 [16] . The Nordic countries have also im- 

lemented the value-based strategy in their health systems [ 1 , 3 ]. 

n their adoption, the wording of the Triple Aim goal varies accord- 

ng to different countries’ national health policies; for example, in 
der the CC BY license ( http://creativecommons.org/licenses/by/4.0/ ) 
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ew Zealand, the goals are “improved quality, safety and experi- 

nce of care, improved health and equity for all populations, and 

he best value for public health system resources” [15] . Since its 

nception, the Triple Aim has been further developed with an addi- 

ional aim—employee wellbeing—under the concept of a Quadruple 

im (cf [19] .) although we focus on the original Triple Aim concept. 

The IHI has defined the measures of Triple Aim in ‘A Guide to 

easuring the Triple Aim: Population Health, Experience of Care, 

nd Per Capita Cost’ [20] , which has been interpreted and adapted 

n other contexts and uses cases as a general framework for mea- 

uring the Triple Aim [ 18 , 17 ]. In the Netherlands, the Triple Aim

ramework was used to operationalize a population health man- 

gement (PHM) program [18] . We have taken this Dutch model 

s an illustration of the IHI’s guideline to elaborate the use of the 

riple Aim framework. Below, we give examples of how the Triple 

im goals have been evaluated. 

Population health aims to improve the overall health of popu- 

ations, including traditional health services, preventive care, and 

ealth promotion [20] . Stiefel and Nolan [20] divided the evalu- 

tion of population health into the three following domains: (i) 

he health outcomes of mortality, health and functional status, and 

heir combination for healthy life expectancy, (ii) the disease bur- 

en (incidence and/or prevalence of major chronic conditions), and 

iii) behavioral and physiological factors. In the Dutch model, par- 

icipation and functioning or quality of life are included in the as- 

essment of population health and its main determinants [18] as 

upported by other PHM initiatives internationally [17] . 

In the IHI framework on the experience of care , two perspec- 

ives are considered—patient experience and quality of care. The 

rst perspective is that of the individual who interacts with the 

ealthcare system and evaluates care. The second is that of the 

ealthcare system, which focuses on designing a high-quality ex- 

erience for patients, defined by the six key dimensions of im- 

rovement of the Institute of Medicine—safety, effectiveness, time- 

iness, efficiency, equity, and patient-centeredness [20] . The Dutch 

ramework emphasizes the dimensions slightly differently, evalu- 

ting patient safety, timeliness, responsiveness, and effectiveness 

nder the quality of care domain and accessibility and efficiency 

eparately [18] . In a comparative study by Hendrikx et al [17] ., ef-

ectiveness is replaced with domain effectivity, and instead of effi- 

iency, the support given to patients is evaluated, as is also done 

n Struijs et al.’s [18] framework. 

The total cost per member of the population per month is the 

esirable measure of per capita cost . Sites can also use high-cost 

ervices (e.g., hospital or emergency department [ED] utilization 

ates and/or costs) that account for a substantial share of health- 

are expenditures [20] . However, some authors argue that cost can 

lso be evaluated through the lenses of demand-side costs (i.e., 

ow and by whom the services are paid for), integrator costs (i.e., 

ealth plan costs), and supply-side or providers’ costs (i.e., disag- 

regated, volume, and unit costs). Moreover, costs can be evaluated 

hrough a monetary lens, such as the volume of use of services, fi- 

ancial performance, or productivity [ 17 , 18 ]. 

The three perspectives outlined above are interdependent, and 

he effect of pursuing one goal on another goal may be positive or 

egative [8] . In his description of the Iron Triangle, Kissick [21] ar- 

ued that the three goals cannot be achieved simultaneously, and 

radeoffs between costs and quality and/or access are inevitable in 

ealth care. However, Berwick et al [8] . argued that the “[p]ursuit 

f the Triple Aim is an exercise in balance,” which should be con- 

idered in policy constraints. Unfortunately, according to Hendrikx 

t al [17] ., the three dimensions of the Triple Aim are not evalu-

ted simultaneously, and there are many heterogeneous measures 

n use; this prohibits comparison of the PHM initiatives. Berwick 

t al [8] . claimed that finding a balance requires collaboration be- 

ween partners and consideration of other factors besides medi- 
303 
al determinants of health. Partners need to decide how much to 

pend on health care, as well as what coverage to provide and to 

hom [8] . Thus, achieving a balance between individuals and pop- 

lations is probably a question of prioritization [18] . 

This article investigates the Triple Aim framework at the health 

olicy (macro-) level because the goals of the Triple Aim are uni- 

ersal to all health systems, although the emphasis of the goals 

ay differ between countries or jurisdictions (cf [5] .). In the pub- 

ic policy literature, the macro-level is associated with the over- 

ll “politico-administrative system” [22] where the goals of the 

ealthcare system are set and initiated [3] . These society-level 

oals are decomposed at the meso–level into more governable ob- 

ectives or agendas. 

There is an extensive body of academic literature on VBHC 

rameworks, which has been tested in different kinds of systems 

nd contexts. The tests have focused on the impacts of care deliv- 

ry and alternative payment models and used one or more of the 

riple Aim perspectives at the level of operations [ 2 , 11 ]. However,

he evidence of the effect of the VBHC movement on healthcare 

erformance is ambivalent because of inconsistent results [ 2 , 14 ], 

otentially stemming from incomplete and simultaneous measure- 

ent of the achievement of the Triple Aim’s goals, the lack of a 

tandard set of measures and domains [ 17 , 23 ], or a too-short time-

rame from the implementation of the Triple Aim to its evaluation 

14] . Two recent systematic literature reviews of the Triple Aim 

iscussed its uses at the health system level, the consistency of 

ts adoption [24] , and its operationalization and application in pri- 

ary care [23] . Mery et al [24] . argued that jurisdictions define 

riple Aim differently at the macro-level or globally, and Obucina 

t al [23] . called for “stronger and more consistent measurement 

ools and definitions” to enhance the quality of comparisons and 

he clarity of the results concerning the impacts of the Triple Aim. 

The research questions for the study are as follows: 

1. How is the Triple Aim framework used for the performance as- 

sessment of health systems, and how is that assessment as- 

sumed to contribute to value-based healthcare strategies? 

2. How does the prior health literature conceptualize and measure 

the concept of balance in the Triple Aim framework? 

We explain our research methods and workflow below, then 

present and discuss the results of our descriptive and quali- 

tative analyses. Finally, we draw conclusions. 

. Materials and methods 

In this research, we used the five-step systematic review proto- 

ol of Denyer and Tranfields [25] . First, we formulated the research 

uestions, determined the keywords, and determined the inclusion 

nd exclusion criteria with a group of experts experienced in the 

eld [25] . Then, we discussed the research questions, keywords, 

nd inclusion criteria with a group of commentators in the fields 

f public accounting, administration, and management. We formu- 

ated the most relevant keywords—Triple Aim paired with impact 

r effect, balance, and healthcare management—to be aligned with 

he research questions. For the selection process, we generated a 

ata extraction form to gather comments, decisions, key factors, 

nd inclusion and exclusion criteria from the papers. 

We searched databases for studies using key phrases and 

oolean logic [25] . For the database selection and data search the 

uthor consulted library personnel trained in informatics. Based on 

he discussion with the library personnel, we selected the Scopus 

atabase, which combines several databases in the selected fields. 

e selected databases in the fields of health and social sciences, 

etermined as the most relevant fields for the assessment of the 

mpact of healthcare policies in Scopus. Most of the papers and 
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Table 1 

Articles selected by origin and federal level. 

Origin Federal level 

National Regional Total 

Canada 2 (100%) 2 (9,5%) 

International 2 (100%) 2 (9,5%) 

the US 11 (69%) 5 (31%) 16 (76,2%) 

UK 1 (100%) 1 (4,8%) 

Total 14 7 21 
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ournals were from the field of health sciences (79.5%), particularly 

edicine; there were also papers from the social sciences. 

We limited the search according to the language (English) and 

he timeframe (2008–2020). English is the predominantly used 

anguage used in scientific literature, and the phenomena in this 

esearch originate in the United States. We also wanted to avoid 

ranslation problems. Because the IHI established the Triple Aim 

n 2008, we set the timeframe from the beginning of 2008 to the 

earch date [8] . We conducted the search on December 21, 2020. 

he number of articles on the Triple Aim increased each year un- 

il 2019. Specifically, after the enactment of PPACA in 2010, inter- 

st in and discussion of Triple Aim seems to have increased. The 

earch strings and keywords used are listed in Appendix 1. The 

earch outputs were downloaded into Refworks software (powered 

y ProQuest LLC), where duplicates were deleted. 

We assessed the articles found as a result of the searches and 

ocumented our inclusion or exclusion of articles according to our 

redetermined criteria [25] . Two researchers, the author and a re- 

earch assistant, independently selected articles and then read and 

odified them. The research assistant participated only partly in 

he selection phase and gave a second opinion when the author 

as pondering whether to exclude or include a paper. Our two re- 

earchers have a work history in the fields of healthcare adminis- 

ration and accounting, both in practice and research. The focus is 

n the results of the use of the Triple Aim framework for assess- 

ent at the health policy level, not the enabling factors or means 

o achieve the Triple Aim’s goals. Thus, after we read the abstracts, 

e excluded papers on enabling factors, such as team-based care, 

ew forms of education, development of performance measure- 

ent techniques, aims of developing population health, care co- 

rdination and clinical and technological innovations in delivering 

ealthcare services [2] . The Triple Aim is tied to the Affordable 

are Act (ACA), and the ACA initiated several programs to achieve 

he Triple Aim. However, our interest is not in how these differ- 

nt programs affected the healthcare system. We also excluded 

ealthcare development programs initiated prior to the Triple Aim, 

uch as many alternative payment models or earlier versions of Ac- 

ountable Care Organizations (ACOs). Therefore, the inclusion crite- 

ia were that the paper evaluated the policy-level impact of value- 

ased healthcare movements based on the Triple Aim goals, dis- 

ussing at least one of the goals or the balance between the goals. 

hoosing papers evaluating only one perspective and not all three 

imultaneously may be problematic, but the number of papers fi- 

ally selected would have dropped to nearly zero if we had not 

ncluded these “one aim” papers. The selected papers usually ex- 

ressed policy-level impact as a Triple Aim impact or an ACA im- 

act; they also discussed system-level transformation to value (e.g., 

2] ) and integrated care (e.g., [13] ). For clarity, we use the expres-

ion “Triple Aim impact” to refer to the impact of VBHC assessed 

ith the Triple Aim. We codified the papers included by identify- 

ng whether Triple Aim principles were discussed in such papers 

nd how they were discussed. Our paper selection process is pre- 

ented in Fig. 1 . After we read the abstracts, our selection criteria 

ielded 263 full papers, including articles, books, and seminar pro- 

eedings. 

To describe the selected articles and the relations between 

hem, as well as to develop knowledge that could not be under- 

tood by reading isolated studies, we analyzed and synthesized the 

ata using both descriptive and qualitative synthesis [25] . We read 

nd codified the full papers ( n = 263) and documented the follow- 

ng information on our extraction form (see Appendix 2): 

1. Author(s), year of publication, journal 

2. Federal level (national or regional) and country (context) 

3. Reference type 

4. Type of study 
304 
5. Population/subgroup/focus group 

6. Aims of the study 

7. Results evaluating Triple Aim impacts (yes/no) and 

8. Key findings. 

After reading the full papers, we selected 21 papers for the final 

nalysis. We report and analyze the results in detail so that each 

eader can interpret them and evaluate the usefulness of our find- 

ngs [25] . We applied the following steps to conduct this research: 

1. Search for existing literature reviews from selected journals 

2. Reformulation of the research questions, keywords for the 

search, and the selection criteria 

3. Searches from the Scopus database with selected keywords us- 

ing phrases and Boolean logic 

4. Application of the selection criteria (excluding enabling factors, 

e.g., care models and education, and including Triple Aim im- 

pact or effect evaluation) 

5. Selection of literature and coding and 

6. Descriptive and qualitative analysis. 

We present the results in the next section via both descriptive 

nd qualitative data analysis. 

. Results 

Our data analysis focused on the results of the 21 full papers. 

ur purpose was, first, to describe what kinds of papers were 

elected for the analysis, for which we used descriptive analysis. 

econd, we sought to answer the research questions—specifically, 

hat kinds of results the selected papers provided about the use 

f the Triple Aim framework and the concept of balance between 

he goals of Triple Aim—for which we again used qualitative anal- 

sis. 

.1. Descriptive analysis 

We codified the final papers using the following categories: au- 

hor(s), year, journal, federal level (national or regional), country, 

ype of study, aims of the study, and key findings. We used the 

ategories outlined below in the descriptive analysis. 

Federal level and country: This category refers to the context 

f the publication/research. This category distinguished between 

he following (see Table 1 ): (i) the national level , referring to the 

entral or country level; and (ii) the regional level , referring to the 

ounty or region and any other area smaller than the country. In 

he country category, papers with global implications and authors 

rom diverse jurisdictions were classified as international . 

Sixteen of the papers (76.2% of the total) were from the United 

tates, two were from Canada, one was from the United Kingdom, 

nd two were international papers from European countries. Four- 

een papers in the analysis were based on the national-level per- 

pective, the two papers from Canada discussed regional-level im- 

acts, and five of the papers from the United States were based on 

he county or even smaller regional perspectives. 

Type of study: This category refers to the research approach and 

ata collection methods. We identified the six following categories 
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Fig. 1. Selection process [26] . 

Table 2 

Analysis of study types. 

absolute relative 

Data-based analysis 8 38% 

Editorials/ Commentaries/ Symposia 5 24% 

Case studies 3 14% 

Literature reviews 3 14% 

Mixed-method analysis 2 10% 

Total 21 
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see Table 2 ): (i) case studies , referring to articles analyzing spe- 

ific issues within the boundaries of a specific environment, sit- 

ation, or organization using qualitative data collection methods 

interviews and document analysis); (ii) data-based analyses, refer- 

ing to papers often using statistical analysis of data gathered from 

fficial registries; (iii) editorials/commentaries/symposia , referring to 

apers expressing the editor’s or author’s opinion; (iv) literature re- 

iews , referring to papers surveying relevant sources of a particular 

ssue, area of research, or theory and providing descriptions and 

ritical assessments of these works in relation to the research task 

tudied; and (v) mixed-method analyses , referring to papers com- 
305 
ining both quantitative and qualitative methods of data collection 

nd analysis. 

The largest group of articles were data-based analyses (38% of 

he total). Five papers discussed the authors’ opinions, three were 

ase studies and literature reviews, and two were mixed-method 

nalyses. 

According to the inclusion criteria, the papers selected for the 

ata analysis had to discuss at least one of the Triple Aim goals—

amely, population health, patient experience, costs of care, or the 

alance between the goals Fig. 2 . shows the distribution of the per- 

pectives of the selected articles. 

One-third of the articles ( n = 7) analyzed all three goals; 16 

apers discussed population health (76% of the total), 13 papers 

nalyzed the costs of care, and eight papers discussed patient ex- 

erience. Balance was covered in six articles. 

.2. Qualitative analysis 

The papers were categorized under two different criteria—those 

hat analyzed the goal mentioned in the paper and those that ana- 

yzed the direction of the impact (positive, neutral, or negative). To 

escribe the direction of the impact (cf Table 3 .), the six following 



P. Kokko Health policy 126 (2022) 302–309 

Table 3 

Impacts in the selected articles. 
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differences between the UK and other countries. 
esult categories were established: no impact (in blue), a decrease 

r increase in the intended impact (in green), a decrease or in- 

rease in the unintended impact (in red), and no information avail- 

ble. No impact means that the results of the paper analyzed pro- 

ide no evidence on behalf of the expected outcome of the studied 

ealth policy program. Further, a decrease or increase means sta- 

istically significant results or otherwise proved impact according 

o the studied papers. 

.2.1. Population health 

Population health was discussed in 16 articles. Most of them 

 n = 14) found positive impacts [ 10 , 13 , 19 , 27–37 ]. Positive im-

acts on population health were related to better insurance cov- 

rage of the health system after the ACA reform, which resulted 
306 
n improved access to care [ 27 , 29 , 30 , 32 , 33 ]. Negative unintended

mpacts were found in Robertson-Preidler et al [34] . concern- 

ng Switzerland’s outcomes from the population health perspec- 

ive. The authors argued that the more decentralized, region-based 

ealth system in Switzerland may create disparities in quality and 

utcomes and undermine equity. In addition, McCarthy [38] found 

 negative impact on population health and stated that people 

ave suffered increasing difficulty in obtaining particular primary 

are services because of extended insurance coverage. By contrast, 

urns and Pauly [2] argued that the transition to value has shown 

o evidence of an impact on the health system so far. Further- 

ore, the differences between the countries were discussed by 

obertson-Preidler et al [34] , whereas Baxter et al [13] . found no 
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Fig. 2. Systematic analysis of the literature discussing the Triple Aim goals and the 

balance between the goals. 
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.2.2. Experience of care 

Impacts on patient experience were found to be mainly positive 

n six articles, negative in two articles, and without an impact in 

ne article. The positive impacts were specified as better integra- 

ion and cooperation between healthcare services [13] and more 

ersonalized care and knowledge of where to go in case of illness 

30] . Baxter et al [13] . found strong and consistent results between 

ountries with respect to positive impacts on patient experience. 

owever, McCarthy [40] and Robertson-Preidler et al [34] . found 

wo distinctive mechanisms of unintended impacts on the patient 

xperience. McCarthy [38] stated that the volume increase in in- 

urance due to improved insurance coverage negatively affected 

atient experience and access to primary care. By contrast, in a 

ase in England, Robertson-Preidler et al [34] . found limitations in 

ndividual choice due to the national prioritization of population 

ealth and equity in access. Shaver et al [37] . argued that the im-

acts on patient experience varied between the types of insurance 

nd the patients’ health status. There was no change in the patient 

xperience of those with private insurance, but there was an im- 

rovement in the quality of the patient experience of those with 

ublic insurance and a deterioration for those with no insurance. 

.2.3. Costs of care 

The impacts on costs of care were positive in six articles 

nd negative in four articles, while in four articles no im- 

act was detected. Cost reductions were reported in six articles 

 10 , 19 , 29 , 32 , 34 , 37 ], which was explained by a decrease in hospi-

alizations (e.g., [29] ) and the progressive impact of the increase 

n resources for chronic disease care that led to cost savings (e.g., 

32] ). Keller and Chamberlain [27] claimed that the costs unex- 

ectedly increased because the new delivery forms required in- 

estments in educating and delivering the services, and McCarthy 

38] attributed the increase to better coverage, investments in new 

are and administrative models, and the overall growth of the 

conomy [38] . Once again, Robertson-Preidler et al [34] . found dif- 

erences between countries: Austria and Switzerland had higher 

osts of care due to greater patient choice and access to services, 

hereas the United Kingdom chose to prioritize cost-effectiveness 

ver individual choice. The results of the study by Ahn et al [39] .

howed that visits to hospital EDs increased after the ACA adoption 

2014–2015), specifically by 4.3% points among 2 + multi-chronic 

onditions (MCCs) patients, whereas inpatient visits and inpatient 

ights (e.g., length of stay [LOS]) decreased marginally. The authors 

uggest that ACA’s incentives to prevent hospital readmissions is a 

river of these impacts because it encourages hospitals to “game 

he system” by holding more patients in the ED instead of admit- 

ing them as inpatients. Four articles found that the impact of the 

riple Aim on healthcare costs or quality was weak or non-existent 
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 2 , 13 , 31 , 40 ], and McGrail and Ahuja [40] attributed this finding to

he cost shift between hospitals and public nursing homes—that 

s, from public spending to out-of-pocket and private spending—

ecause of decreased access to nursing homes or home care ser- 

ices. Moreover, informal care by family members or relatives was 

ound to replace public services. 

.2.4. Balance 

To answer our second research question, we evaluated how the 

oncept of balance was described. Six of the selected articles fo- 

used on the question of balance [ 2 , 9 , 34 , 38 , 42 , 43 ]; of these, three

iscussed only balance [ 9 , 42 , 43 ], two included all three goals and

alance [ 34 , 38 ], and the last one covered questions of costs and

opulation health in addition to balance [2] . 

Four articles argued that a balance between the goals and si- 

ultaneous achievement of all three goals is not possible and that 

radeoffs are inevitable [ 2 , 9 , 34 , 38 ]. McCarthy [38] stated that the

radeoffs would be between subpopulations and goals; Trosman 

t al [9] . found tradeoffs between cost and quality in cases of 

edical innovations; and Robertson-Preidler et al [34] . showed dif- 

erences between countries. Burns and Pauly [2] argued that the 

riple Aim would not lead to success because it entails a top-down 

ational policy change; instead, they suggested that the change 

hould be more gradual and occur in a bottom-up direction. In 

ontrast, more recent articles by Roth et al [41] . and Shah et al 

42] . supported the idea of balancing the three goals and achiev- 

ng them simultaneously. Shah et al [42] . argued that higher costs 

f care are not necessarily associated with better outcomes, but 

etter quality could lead to lower costs. Roth et al [41] . presented 

vidence of hospitals achieving high scores for all three goals. Both 

rticles examined the circumstances behind this success. In addi- 

ion, Shah et al [42] . found that a high number of surgeons and

eaching hospitals was associated with better quality of care but 

ower costs. Standardized processes of care using evidence-based 

easures were associated with lower costs and reductions in both 

ospital LOS and complications. Moreover, complications had ad- 

erse impacts on all three goals. Roth et al [41] . stated that high

ed utilization is positively associated with technical efficiency and 

egatively associated with clinical quality and patient experience, 

hereas physician employment is positively associated with all 

hree goals. 

. Discussion 

This review analyzes the uses of the Triple Aim framework and 

he results to assess health system performance. Furthermore, the 

rticle explores the concept of balance. The main findings are that 

here are differences in the evidence of the impact of value-based 

ovement, and although it is a globally implemented concept, re- 

earch on its impact at the health system level is insufficient. The 

carcity of studies adopting a holistic view of the Triple Aim im- 

lies the difficulty of measuring performance using the Triple Aim 

ramework [ 17 , 23 ] at the health system level. The Triple Aim tar-

ets simultaneous and balanced improvement of population health, 

atient experience, and cost of care [8] . The selected articles pre- 

ented inconsistent impacts of pursuing the Triple Aim, which is 

onsistent with previous literature [ 2 , 14 ]. Ultimately, the results of 

his study show a lack of consensus on the impact of each goal and 

n the concept of a balance between the goals. 

According the results, the value-based healthcare movement 

as had mainly positive impacts on population health and patient 

xperience but more inconsistent results on cost of care. The pop- 

lation health perspective was covered in 16 out of 21 papers re- 

ated to ACA reform and better insurance coverage in the United 

tates. Real population health-related outcomes—that is, full func- 

ioning or quality of life—were used as measures in only a few pa- 
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o

ers [ 10 , 13 , 34 ]. Better insurance coverage leads to improved access

o care but does not guarantee improvement in population health, 

o these results actually tell more about improvement in patients’ 

xperiences, than about population health. Patient experience was 

he least discussed, perhaps because this review was limited to 

onsidering policy-level papers. However, the results are promising 

rom this perspective, stating that there are improvements in in- 

egration and cooperation as well in personalized care and knowl- 

dge sharing with the patients. Cost of care showed the most in- 

onsistent results in the selected articles, possibly because of the 

ack of standardized measures in the Triple Aim framework [ 17 , 23 ].

he cost measures varied from total costs to costs of a project, pa- 

ients’ out-of-pocket costs, hospital bills, regionally gathered costs, 

nd investment costs. Furthermore, in some cases, costs were mea- 

ured as the rate of utilization of the ED or the rate of hospitaliza-

ion. Decrease in cost was explained with shorter hospitalizations 

nd cost savings in chronic care whereas, increase was attributed 

o the investment costs of new delivery forms, overall expansion 

f service coverage and choice of freedom. Gaming the system by 

ransferring costs to other organization units or patients or even 

heir family members was also pointed out in the papers. It seems 

hat the specific measurement of cost of care requires standardiza- 

ion in order for effects to be discernible and comparable. 

The initial objectives of pursuing the Triple Aim were to im- 

rove the health system as a whole [8] and to prevent zero-sum 

ompetition [6] . However, the selected articles mainly described 

ne or two of the goals, and only one-third ( n = 7) of the papers

iscussed all three perspectives. Moreover, all three perspectives 

ere evaluated along with the question of balance in only two 

rticles [ 34 , 38 ]. Pursuing all three aims simultaneously is a para-

ox in the current market-oriented healthcare system in the United 

tates, where growth of revenues seems to be a strong driver and 

he rational common interest is in conflict with the individual in- 

erests of physicians or organizations [ 2 , 8 ]. There is a lack of con-

ensus about the possibilities of achieving balance, the means to 

chieve it, or even how to define and measure balance. Most re- 

earchers still speak about inevitable tradeoffs, which can be con- 

idered one alternative to achieving balance. 

The selected articles published before 2020 argued for trade- 

ffs, stating that they are inevitable (e.g., [21] ). However, the most 

ecent research [ 41 , 42 ] provides evidence of success in finding a

alance between the goals, meaning simultaneous improvements 

n performance from all three perspectives in these cases. Suc- 

esses in the quality and cost of care are positively correlated in 

ases of high-volume surgeons, teaching hospitals, and standard- 

zed processes of care [42] , and successes in all three goals are as-

ociated with physician employment [41] . However, the question of 

alance requires greater attention, and further research is needed 

o explore the mechanisms between the goals, the prioritization 

f the goals, and trade-offs between the subpopulations or ac- 

ors involved. Nevertheless, McCarthy [38] found tradeoffs between 

ubpopulations, and McGrail and Ahuja [40] found cost shifts be- 

ween hospitals and public nursing homes, as well as between out- 

f-pocket costs and private spending and informal care. It seems 

hat balance should be sought not only between the goals but also 

mong the actors involved. 

To conclude, the VBHC movement has widely accepted all three 

erspectives presented in the Triple Aim as core components mea- 

uring value. However, the measurement of such value seems to 

ave two axioms—on the one hand, quality, and on the other, cost 

f care, measured at the micro- or meso–level. In the United States, 

he third aim—population health—was seen as involving better ac- 

ess to care or insurance coverage in this study. However, popu- 

ation health measures aim to capture the overall health of popu- 

ations [24] and even consider factors of health other than medi- 

al ones [8] . Furthermore, the balance perspective in the equation 
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equires a standardized set of measures covering all viewpoints 

nd an evaluation method that captures simultaneous views on 

erformance at the health system level. The mixture of measures, 

ontexts, levels of analysis, and populations in the same frame- 

ork creates confusion and leaves unrealized the initial aims of 

mproved population health, patient experience, and costs of care. 

ecause of the differences between countries’ health systems, there 

s no one-size-fits-all solution [24] . 

Successful implementation of the Triple Aim requires invest- 

ents in performance management, specifically in recording the 

vents, costs, and effectiveness of care, as well as the health of 

opulations and the factors that affect the need for care and the 

nalysis techniques (cf [18] .). Berwick et al [8] . suggested redesign- 

ng care services and structures population health management, 

stablishing financial systems, and measuring performance at the 

acro-level in the United States to give incentives for implement- 

ng the Triple Aim. Since 2008, the Triple Aim has indeed led to 

ealthcare reform innovations in the United States and globally 

e.g., the introduction of ACOs, bundled payments, and other in- 

ovative financing approaches), new models of primary care (e.g., 

atient-centered medical homes), sanctions for avoidable events, 

nd the integration of information technology [43] . However, a 

olistic view and evidence of improvements at the health system 

evel are still lacking. 

As a limitation of our study, although our research method was 

 systematic literature review, we acknowledge that the use of 

he Scopus database or the search strings we selected may have 

eft some relevant literature unidentified. However, the number of 

earch results ( n = 3163) ensured the stability of our conclusions. 

econd, limitation of this study is that most (76.2%) of the pa- 

ers we reviewed discussed US-specific implications. In this sense, 

he generalizability of our findings is weak. Third, papers were ex- 

luded if they concentrated mostly on the impacts of regionally 

r locally implemented payment or care delivery programs aligned 

ith the Triple Aim, rather than health system-level impacts. This 

arrows the scope of the study, and therefore we call for studies 

xploring the influence of these health policy programs in the fu- 

ure. 

. Conclusion 

The VBHC movement has influenced the evolvement of health 

ystems, at least in the Western welfare context, and the Triple 

im framework has attracted increasing attention interest in the 

erformance assessment of national-level health policies. This re- 

iew adds to the literature pointing to a lack of evidence of the 

mpacts on health system performance and inconsistency in the re- 

ults of pursuing the? Triple Aim at the health system level. More 

esearch is needed to fully comprehend the Triple Aim framework 

nd how VBHC strategies can be measured. Moreover, this study 

upports the conclusion of earlier research that the measurement 

f the performance of the Triple Aim has been unstandardized, 

hich may have affected the consistency of earlier results, thereby 

xcluding comparison of populations (e.g., [ 17 , 23 ]). 

This review contributes to the existing literature and future re- 

earch agendas in two ways. First, it confirms the need for more 

esearch at the health system level to find the most suitable stan- 

ardized measures for each Triple Aim perspective. How can we 

ompare the performance of health systems without standardized 

easures? Second, it establishes the need for discussion of the 

eaning of the concept of balance and the significance of bal- 

ncing the three Triple Aim goals at the health system level. Is 

his balance policy- and context-related, and does it always mean 

radeoffs between the aims? Or does it remind us that success 

hould not come at a cost to others but should be a compromise 

f the ideal model for all parties? To conclude, holistic use of the 
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