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THE CENTER FOR PERFORMANCE MANAGEMENT

Overview: The Center for Performance Management (CPM) is a free resource for both state and local health departments to assist with accreditation, performance management, quality improvement and customer satisfaction initiatives. CPM is housed at the Kentucky Department for Public Health (KDPH) in the Commissioner’s Office and was initially funded by a multi-year cooperative agreement program entitled “Strengthening Public Health Infrastructure for Improved Health Outcomes” that was awarded in 2010. The over-arching goal of this cooperative agreement is for recipients to make fundamental changes in their organizations and practices, so that they can improve the delivery of public health services. The 10 Essential Public Health Services and Public Health Accreditation Board (PHAB) are the driving forces to achieve minimum standards and measures for public health. 
Categories of Work:

· Performance Management

· Accreditation

· Quality Improvement

· Customer Satisfaction

· Policy and Workforce Development

· Public Health System Development/Redevelopment

· Best Practice implementation

Our Deliverables:

· State Health Assessment

· State Health Improvement Plan

· Strategic Plan

· Quality Improvement Plan

· Workforce Development Plan

· Training and Technical Assistance to State and Local Health Department Staff

The importance of leadership: Senior leadership is key in creating a culture of quality. What is done is stronger than what is said. This initiative will help foster better utilization of funding, greater efficiency, and more streamlined processes, which will in turn lead to better service to clients and improved health outcomes. Having strong leadership buy-in is critical to the success of creating a culture in which performance management and quality improvement are integrated within an agency.

The Center for Performance Management has a local/state liaison to assist with training and support for quality improvement, accreditation, and performance management initiatives.

Periodically, a group of local health department accreditation coordinators meet to network, share success stories, and discuss training opportunities. There is also an online resource available to local health department staff that contains templates, sample evidence, training documents, and many other tools to assist your agency. To access this resource, please click on the following link:   
http://chfs.ky.gov/dph/Accreditation+Resources.htm 
For more information on the local accreditation coordinators workgroup or about anything listed in this section, please contact the Center for Performance Management at CPM.KDPH@ky.gov
or visit our website: http://chfs.ky.gov/dph/CenterforPerformanceManagement.htm
ACCREDITATION, PERFORMANCE MANAGEMENT, 
AND QUALITY IMPROVEMENT
The national interest in accreditation and performance management of health departments is grounded in the desire to improve the performance of public health agencies and ultimately to improve health status. Accreditation and performance management emphasize quality improvement. The Centers for Disease Control and Prevention (CDC) has funded a number of initiatives in support of accreditation and performance management, including the Center for Performance Management that supports the Kentucky Department for Public Health and Kentucky’s local health departments (LHDs).
ACCREDITATION
The Public Health Accreditation Board (PHAB) is the nationally recognized organization that accredits state, local and tribal health departments. Three Kentucky LHDs were among the first eleven ever accredited and many more have since applied or are in the process of applying to PHAB. PHAB defines accreditation as “the development of a set of standards, a process to measure health department performance against those standards, and reward or recognition for those health departments who meet the standards.” Being accredited means that the health department has met national standards for capacity and performance. Accreditation is voluntary, and any LHD seeking to become accredited must make this decision in consultation with their board of health, carefully weighing the requirement for staff time, application fees, and other resources.
PHAB Standards and Measures Version 1.5, effective July 1, 2014, is based on the Ten Essential Public Health Services (Domains 1 – 10) and additional standards for administration and governance (Domains 11 – 12). Even if a LHD determines it will not seek accreditation at this time, it can use the Standards and Measures for a self-assessment and to guide improvements in the provision of public health services.

All LHDs are eligible to apply for accreditation; however, prior to application, they must have completed three prerequisites: Community Health Assessment (CHA), Community Health Improvement Plan (CHIP), and an agency Strategic Plan. The local health departments should assess the needs of their communities approximately every 3-5 years with annual data updates. There are a variety of assessment and planning models that a community could utilize, such as Mobilizing for Action through Planning and Partnerships (MAPP). Each LHD should pick the model that works best for their unique population. The National Association of County and City Health Officials (NACCHO) has a toolkit on community assessments and health improvement planning. Additionally, the accreditation standards and measures cite other planning documents including an All Hazards Emergency Operations Plan, a Quality Improvement Plan, a Workforce Development Plan and a Communications Plan. 
QUALITY IMPROVEMENT

“Quality improvement in public health is the use of a deliberate and defined improvement process which is focused on activities that are responsive to community needs and improving population health. It refers to a continuous and ongoing effort to achieve measurable improvements in the efficiency, effectiveness, performance, accountability, outcomes, and other indicators of quality in services or processes which achieve equity and improve the health of the community.” (This definition was developed by the Accreditation Coalition Workgroup and approved by the Accreditation Coalition in June 2009, Public Health Foundation)

Dr. W. Edwards Deming and Dr. Joseph Juran were the two most famous quality experts sent to Japan by the US Government following World War II. Their mission was to introduce tools and methods of quality improvement to Japanese Industrialists trying to rebuild their economy. The success of Japanese industry is due in large part to their commitment to quality and adoption of quality tools and methods, particularly the Plan-Do-Check-Act (PDCA) cycle. Dr. Deming popularized the PDCA cycle in the U.S., which he later evolved into the PDSA (Plan-Do-Study-Act) cycle. Although there are numerous methods – many are adaptations of PDSA – and tools, PDSA is a simple and proven concept. KDPH and PHAB have both adopted PDSA as the preferred method for quality improvement; however, both organizations encourage the use of other methods when appropriate for the specific improvement project.
Phases of the PDCA Model. The phases of the PDCA model were described in an article by Grace Gorenflo and Jack Moran of the Public Health Foundation in their article, The ABCs of PDCA. 
Plan: The purpose of this phase is to investigate the current situation, fully understand the nature of any problem to be solved, and to develop potential solutions to the problem that will be tested. 

1. Identify and prioritize quality improvement opportunities. 

2. Develop an AIM Statement.

3. Describe the current process. 

4. Collect data on the current process. 

5. Identify all possible causes.

6. Identify potential improvements. 

7. Develop an improvement theory. 

8. Develop an action plan.

Do: The purpose of this phase is to implement the action plan. 

1. Implement the improvement. 

2. Collect and document the data. 

3. Document problems, unexpected observations, lessons learned and knowledge gained. 

Check/Study: 
1. Reflect on the analysis.

2. Document problems, observations, and lessons learned.

Act: This phase marks the culmination of the planning, testing, and analysis regarding whether the desired improvement was achieved as articulated in the aim statement, and the purpose is to act upon what has been learned. Options include: Adopt, Adapt, or Abandon.

QUALITY ASSURANCE VERSUS QUALITY IMPROVEMENT
Quality Assurance is a systematic process of checking the delivery of a service to ensure action(s) taken meet established standards and are in compliance with public health practice and applicable state and federal regulatory requirements. The quality assurance process may consist of the review of computer generated data and documented patient or client files. 
	Quality Assurance
	Quality Improvement

	· Reactive
	· Proactive

	· Works on problems after they occur
	· Works on processes

	· Regulatory usually by State or Federal law
	· Seeks to improve (culture shift)

	· Led by management
	· Led by staff

	· Periodic look-back
	· Continuous

	· Responds to a mandate or crisis or fixed schedule
	· Proactively selects a process to improve

	· Meets a standard (Pass/Fail)
	· To exceed expectations


“A Closer Look, QI Nuts and Bolts” ASTHO webinar presentation 2010

Details concerning program specific monitoring and quality assurance will be located in the Training Guidelines and Program Descriptions Section of the Administrative Reference. Financial reviews will be located in the Financial Management Section under Compliance Reviews.
PERFORMANCE MANAGEMENT
Performance management is the practice of actively using performance data to improve the public's health. This practice involves strategic use of performance measures and standards to establish performance targets and goals, to prioritize and allocate resources, to inform managers about needed adjustments or changes in policy or program directions to meet goals, to frame reports on the success in meeting performance goals, and to improve the quality of public health practice. 

Performance Management describes using performance information to help make better decisions, while the Performance Management System uses performance information on a regular basis as part of a continually repeated cycle of performance monitoring, analysis, and improvement, in which measured results are fed back into decision making to improve future performance.  When a desired result isn’t achieved, quality improvement initiatives are implemented.    
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Public health departments provide a wide array of services and programs. Many of those programs have annual goals developed during the budgeting process. To illustrate a simple performance management system, consider this example using our diabetes program. During the budget process, a LHD might establish a goal of providing a diabetes self-management program to 300 individuals during the year. As the classes are provided during the year, the LHD collects data on the actual number of attendees and maintains reports/analysis of that data. Periodically data is presented to staff. Again for illustration, if the data showed at mid-year that only 100 individuals had attended the classes, the LHD might start a QI process to see how the LHD might increase attendance.

CUSTOMER SATISFACTION 
Customer satisfaction is an important aspect when creating a culture of quality for your agency and can help to identify possible quality improvement initiatives. 
The Department for Public Health recommends that customer/patient satisfaction surveys be completed at least annually and internal control policies should be in place to specify the procedures for these surveys. Most of our federally funded programs also require patient satisfaction surveys to be completed. 
Questions in the survey should focus on three areas about your agency: 
· Quality of service being delivered
· Accessibility of service being delivered
· Treatment of patients (i.e. were they treated with courtesy and respect, will they refer others, will they return) 
Samples of Patient Satisfaction Surveys, in English and Spanish that may be helpful in evaluating service provisions for the personal health services aspect of the health department can be found at http://chfs.ky.gov/dph/info/lhd/lhob.htm.  
Customer Satisfaction as referenced in 902 KAR 8:160. Local health department operations requirements. http://www.lrc.ky.gov/kar/902/008/160.htm
Not only are local health departments encouraged to administer customer/patient satisfaction surveys, but also efforts to improve satisfaction within their agency and with other stakeholders.  Employee and stakeholder satisfaction surveys can be a great way to identify opportunities for improvement.  Examples of these can be obtained by contacting the Center for Performance Management. 
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