PLANNING AND EVALUATION

Public Health Planning

The focus of public health planning has generally been on improving health outcomes. Identification of areas that need to be targeted by a community is a task for all segments of the medical and public health systems. The planning process includes: identifying the determinants of the community’s health problems, the context in which they operate and the population groups affected; assessing the risks and benefits posed by each determinant to identify what should be addressed; identifying intervention options; identifying the steps of intervention; implementing the steps and then evaluating the success of the planning process.

Performance Measures And Accreditation Standards

Performance measures or accreditation standards need to be adopted by the local health department. One program that should be considered is the National Public Health Performance Standards Program (NPHPSP).

The National Public Health Performance Standards Program can assist the LHDs in developing quality improvement standards. The standards should help to define:

· Performance expectations
· Data for benchmarking
· An impetus for action
· Increased accountability and

· Data for best practices.

The performance measurement data will provide comparative data for public health resources and partnerships.

Each local health department has the responsibility to:

· Act as the key resource to assure that funding for public health services meets the critical health needs of the population
· Assure the adequate statutory base for local public health activities and advocacy with system partners for local policy
· Provide leadership in maintaining and improving the performance and capacity of the local public health system to provide appropriate public health services and

· Be accountable for the most effective and efficient uses of financial, human and other resources.

Out Of Compliance Response Requirement

If a local health department is out of compliance with guidelines in the PUBLIC HEALTH PRACTICE REFERENCE or the ADMINISTRATIVE REFERENCE, the local health department shall submit a plan of corrective action to the state Department for Public Health.

The corrective action plan shall be dated and include but not be limited to: 

· Local health department name
· The general performance standard (s) and specific levels of performance in question 

· Corrective actions

·  
Responsible individual and

·  
Date of plan implementation.

Quality Assurance Requirement

Each health department shall maintain an ongoing quality assurance program for public health services designed to objectively and systematically monitor and evaluate the quality of public health services and resolve identified problems in accordance with 902 KAR 8:160, Section 10 as follows:

NOTE: On the following page is a sample Patient Satisfaction Survey.  This survey can be helpful in evaluating service provision for the personal services aspect of the health department.

Reporting To The Board Of Health

The results and recommendations of evaluation studies shall be provided to the board of health.  Discussion of the results and recommendations shall be documented in the board of health minutes.

PATIENT SATISFACTION SURVEY 

	What Do You Think Of This Health Department?


We do not need your name on this form.

1. What services are you here for today and what other services have you used at this Health Department? 

2. Did you have an appointment today?
 FORMCHECKBOX 
 No
 FORMCHECKBOX 
 Yes


If Yes, how long did you have to wait to get a convenient appointment?  # days_____ # weeks _____

3.
Approximately how long did you have to wait in the waiting room for your appointment? (Check one)


 FORMCHECKBOX 
 15 minutes or less
 FORMCHECKBOX 
 16 to 30 minutes
 FORMCHECKBOX 
 31 to 45 minutes
 FORMCHECKBOX 
 More than 45 minutes
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How do you feel about…

Unhappy

Unhappy

Feeling

Happy

Happy

4.

The way Health Department workers treated you?

5.

How long you have to wait in the waiting room?

6.

The services you get at the Health Department?

7.

The privacy you have at the Health Department?

8.

How well you understand the information and

instructions given to you?

9.

The cleanliness of the Health Department (exam

room, waiting room, bathroom, etc.)?

10.

The cost of services at the Health Department?


11. 
It would be easier for me to go to the Health Department if…(Check all that apply)

 FORMCHECKBOX 
 I had fewer problems getting transportation

 FORMCHECKBOX 
 I could find a babysitter

 FORMCHECKBOX 
 I could take time off work

 FORMCHECKBOX 
 I have no problems getting to the Health Department

 FORMCHECKBOX 
 Other (explain) ____________________________________________________________________

12.
The Health Department is open from ______am to ______pm on M, T, W, T, F; and ______am to ______pm on Saturday.  If there are other hours that would be more convenient for you, please make note here:
M: ___​_____     T: _________     W: _________     T: _________     F: _________     S: _________

13.
What is your sex?
Male_____
Female_____


What is your age?
_____ Years

If you are not the patient, what is the patient’s sex?
Male_____
Female_____

What is the patient’s age?
_____ Years

14.
We would like to know if you have had any good or bad experiences with this Health Department.  Please feel free to comment on the back.

Thank you for your help.  Please fold your questionnaire and place it in the envelope at the front desk.

ENCUESTA DE LA SATISFACCIÓN DEL PACIENTE
	¿Qué piensa usted de este Departamento de Salud?


                                                       Su nombre no es necesario en este formulario.

1. ¿Para cuáles servicios está usted aquí hoy, y cuáles otros servicios ha usado en este Departamento de Salud? 

2. ¿Tuvo usted una cita hoy?
   FORMCHECKBOX 
 No

 FORMCHECKBOX 
 Sí


Si la respuesta es Sí, ¿cuánto esperó usted para conseguir una cita conveniente?  # días_____ # semanas _____ 

3.
¿Aproximadamente cuánto esperó usted en la sala de espera antes de su cita? (Marcar uno)


 FORMCHECKBOX 
 15 minutos o menos

 FORMCHECKBOX 
 16 a 30 minutos
 FORMCHECKBOX 
 31 a 45 minutos
 FORMCHECKBOX 
 Más de 45 minutos
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Contento

Contento

4.

la manera en la cual los trabajadores del 

Departamento de Salud lo trataron?

5.

la duración de la espera en la sala de espera?

6.

los servicios que recibió en el Departamento de 

Salud?

7.

la privacidad que tiene usted en el Departamento 

de Salud?

8.

su entendimiento de la información e instrucciones

que le dieron?

9.

la limpieza del Departamento de Salud (la sala de

examen, la sala de espera, el baño, etc.)?

10.

el costo de los servicios en el Departamento de 

Salud?

11. 
Para mí, sería más fácil ir al Departamento de Salud si... (Marcar todos que sean pertinentes)

 FORMCHECKBOX 
 yo tuviera menos problemas en conseguir transporte

 FORMCHECKBOX 
 yo pudiera encontrar alguien que cuide a los niños

 FORMCHECKBOX 
 yo pudiera tomarme tiempo del trabajo

 FORMCHECKBOX 
 Yo no tengo problemas en ir al Departamento de Salud

 FORMCHECKBOX 
 Otro (explicar) ____________________________________________________________________

12.
El Departamento de Salud está abierto entre las ______ a.m. y las _____ p.m. los L, M, M, J, V; y entre las  _____ a.m. y las ______ p.m. los sábados.  Si hay otras horas que le serían más convenientes a usted, favor de marcarlas aquí:

L: ___​_____     M: _________     M: _________     J: _________     V: _________     S: _________

13.
¿Cuál es su sexo? 
Masculino_____
 
Femenino_____


       ¿Cuántos años tiene usted?


_____ años

       Si usted no es el paciente, ¿cuál es el sexo del paciente?
Masculino_____

Femenino______

       ¿Cuántos años tiene el paciente?

_____ años

14.
Nos gustaría saber si usted ha tenido alguna experiencia buena o mala con este Departamento de Salud.  No dude en escribir su comentario al dorso de la página.

Gracias por su ayuda.  Favor de doblar su encuesta y ponerla en el sobre en la recepción.
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