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Introduction

Wicomico County Health Department (WiCHD) is committed to integrating the principles of performance management

and quality improvement (QI) into all WiCHD programs, services and processes. This Performance Monitoring and Quality

Improvement Plan (PMQIP) combines guidance and goals for both performance management and quality improvement,

and provides a framework for the agency towards achieving a culture of continuous QI.

This PMQIP serves to address the most recent standards and measures regarding QI set forth by the Public Health

Accreditation Board (PHAB). PHAB guidance for Domain 9 (Improve and innovate public health functions through ongoing

evaluation, research, and continuous quality improvement) outlines this plan. For additional information, refer to

Appendix A, PHAB Guidance1.

Key Quality Terms

Please see Appendix B, Quality Key Terms2, for a summary of common terminology and definitions used throughout this

document.

Culture of Quality

The WiCHD strives to embed a culture of quality within the health department. The agency’s Quality Council has

developed the following mission statement.

Quality Council Mission

To grow a culture of quality improvement in the Wicomico County Health Department (WiCHD).

Current and Future State of Quality

The Quality Council follows the framework provided by the National Association of County and City Health Officials

(NACCHO) called “Roadmap to a Culture of Quality Improvement”3.

WiCHD is working towards achieving a Phase 6 of the Roadmap. An organization at a Phase 6 has staff who use QI daily,

staff who can show QI’s return on investment, staff who prioritize customers, and consider problems to be great

opportunities to improve.
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The Quality Council uses two assessment tools - the QI Maturity Tool and the Public Health Performance Management

Self-Assessment Tool. During FY23, the Quality Council voted to change the frequency of these assessments from

annually to biennially. Each assessment will be conducted in alternate years. For example, during FY23, the QI Maturity

Tool was completed. In FY24, the Public Health Performance Management Self-Assessment Tool will be administered.

In March 2023, the Quality Council conducted a Culture of Quality Improvement Assessment throughout WiCHD using

the QI Maturity Tool, developed by the Minnesota Public Health Research to Action Network to evaluate the Robert

Wood Johnson Foundation Multi-State Learning Collaborative. The assessment was sent out via Google Forms to all staff.

The assessment groups staff into four groups - senior managers, supervisors, public health professionals (positions that

require at least a bachelor's degree), and front-line staff (positions that require a high school diploma). This allows us to

align results with our workforce development survey, which also grouped staff into these categories. To review the

assessment and data, refer to Appendix C, Quality Improvement Assessment.

The Public Health Foundations Public Health Performance Management Self-Assessment Tool was last completed in

2022. This assessment will be updated in FY24. The table below summarizes the key 2022 findings.

For more details, refer to Appendix D, Performance Management Assessment.

Keeping the results of the quality improvement and performance management assessment in mind, we also assessed

our current state versus our desired state by using the foundational elements and characteristics described in NACCHO’s

Roadmap.
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Current State Desired State

EMPLOYEE EMPOWERMENT

Few QI Champions exist to lead QI projects and mentor
staff. There has been turnover over the past several years
with QI Champions leaving the agency. During FY23 the
council was successful in recruiting three new members.

QC recruits and trains new QI Champions to help lead the
QI charge at WiCHD.

The FY23 Culture of Quality Improvement Assessment
shows senior managers have the highest scores and front
line staff have the lowest scores.

All staff are aware and have knowledge of basic QI
principles.

Some staff remain resistant to QI and view it as an added
responsibility or a negative reflection on their work.

All staff view QI as an opportunity instead of a
punishment, and look for ways to incorporate QI in their
day to day work.

During FY23 the performance management system was
refined and dashboards are now shared agency-wide.
Annual 1:1 performance management meetings are held
with each division along with key staff to develop
performance measures.

All staff understand Performance Management and how
to develop performance measures. QC and Key Staff can
guide others in the PM process.

TEAMWORK & COLLABORATION

One or two teams may have convened to implement
formal or informal QI projects.

All staff will be encouraged to increase use of
collaborative QI techniques for problem solving including
implementing QI Projects.

LEADERSHIP

Senior Managers understand QI and its value to the
agency’s work. Supervisors may still demonstrate
resistance.

Leaders continue to communicate to employees key
messages including (1) QI is not about placing blame or
punishment; (2) QI is a way to make daily work easier and
more efficient; (3) QI is within reach of all staff and will
get easier with practice.

CUSTOMER FOCUS

During FY23 the customer satisfaction surveys (CSS)
process was refined. The survey is now used agency wide,
with two campaigns a year to push for responses. CSS
data has been incorporated into the agency’s
performance management system.

A standardized survey is used across all departments and
programs to collect customer satisfaction data.

Customer satisfaction data is beginning to be used to
make improvements.

WiCHD uses standardized survey to assess potential
improvements to programs/services.

QI INFRASTRUCTURE

Agency has a Quality Council with QI champions
representing 5 of the 8 main agency divisions.

QI Champions exist throughout every dept/program and
every staff level within the agency. The QC is fully staffed
and all staff have a basic knowledge of QI.
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Departments/programs have process measures but not
always outcome measures. Performance measures are
not consistently linked to agency strategic priorities.

Key Staff understand Performance Management and
create meaningful measures that align with the agency’s
strategic plan and guide QI projects.

Performance data exists, but isn’t consistently used for
decision making, performance monitoring, and QI project
identification.

Senior Leadership will take the lead for performance
management in their department, to model how to use
performance data.

CONTINUOUS PROCESS IMPROVEMENT

Performance data is inconsistently used as part of
improvement projects.

QC will identify and sponsor “winnable” QI projects using
agency performance data; QI efforts are linked to
strategic priorities.

Customer Satisfaction Survey (CSS)

In Fiscal Year 2020, WiCHD developed and implemented an agency-wide customer satisfaction survey, based on

satisfaction surveys already collected by some programs and other program feedback. The Quality Council also gathered

data on what method would work best - electronic vs. paper surveys, with programs indicating that both methods should

be offered. Programs also ranked the customer service attributes that would be most useful to their program. The

highest ranking attributes were respect, courtesy & helpfulness, accessibility, overall satisfaction and convenience. The

Quality Council created the survey questions around these areas, went through the required Institutional Review Board

Process and piloted the survey during FY 2021.

In FY 2023, the CSS was updated to include two additional questions around the ease of understanding and the

timeliness of the service/information needed, as well as allowing respondents to indicate which service was provided in

addition to the department visited. The updated CSS was approved by the IRB on November 29, 2022. In addition to the

updated survey, the Quality Council also identified customer focus as its All Staff Training for FY 2023. All staff were

introduced to the principles of improving customer focus in a brief presentation. Following that, senior managers met

with key staff members involved with CSS data collection, to document their individual CSS implementation process (as

this may vary from division to division). CSS data was also incorporated into the agency’s performance management

system, with the expectation that results are used for improvements in policies, programs and/or interventions. The

annual CSS process cycle is available in Appendix E, WiCHD Annual Customer Satisfaction Survey Process.

Quality Improvement versus Quality Planning

In addition to quality improvement (QI) projects, the Quality Council does quality planning (QP) projects. QI is used to

improve an existing program, service or process. QP is used to establish a process which is either new or not stable. It is

not always clear cut when to use QI versus QP. The QC uses the guidance below.
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Organizational Structure, Roles and Responsibilities

Organizational Structure

WiCHD Performance Management and Quality Council activities are overseen by the Health Officer. Staff at all levels are

incorporated in the performance management and quality improvement process including, but not limited to: collecting

managing program data, suggesting program performance indicators, identifying potential QI projects, functioning as

subject matter experts or participating in a QI Project Team.

Quality Council Charter and Membership

The Quality Council (QC) consists of WiCHD members from all areas of the organizational structure. Staff interested in

joining the QC complete an online interest form hosted on the agency’s intranet (private internal network). At the

monthly QC meetings, the QC reviews submitted interest forms and consider the following factors: overall membership

diversity, program/department representation, needed/desired skill sets, and candidate availability. Please refer to

Appendix E, Quality Council Charter for additional information on membership, QC structure, and QC elected positions.

Other Roles and Responsibilities

The Health Officer has empowered the Quality Council to provide the agency’s quality improvement efforts. The Quality

Council is also responsible for maintaining and monitoring the performance management system.

PERFORMANCE MANAGEMENT STAKEHOLDERS

Position Responsibilities

Health Officer ● Leading member of performance management steering committee

Senior Managers ● Comprise the remainder of the performance management steering
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committee
● Review performance progress quarterly and make recommendations

for areas of improvement

Program Managers and Supervisors ● Timely entry of quarterly performance data in collection instruments
● Escalate any changes in grant-based indicators to QC leadership

Quality Council Leadership ● Responsible for the quarterly performance indicator data collection
● Publish and present quarterly PM data dashboard progress with

senior management to elicit improvement recommendations
● Meet with senior managers annually to refine performance standards

and measures

QUALITY COUNCIL ROLES

Position Elected? Responsibilities

Administrator No ● Ex officio position filled the agency’s Health Planner.
● Responsible for oversight of the QC including: convening

regular meetings, setting agendas, coordinating training
opportunities, implementing a QI recognition program,
and leading the development, implementation and
monitoring of an annual QI Plan.

● Serves as liaison between the QC and Agency Leadership.

Co-Chair Yes ● Up to two individuals elected for two year terms.
● Leads QC meetings and oversees QC projects
● Serves as a liaison between QC and Agency Leadership.

QI Consultant Yes ● Up to two individuals elected for a one year term.
● Responsible for responding to and following up with QI

suggestions submitted through an online ticket system
that do not meet QI or QP project criteria but are still an
improvement.

Secretary Yes ● Up to two individuals elected for a one year term.
● Completes QC meeting minutes.

Member No ● Participates in monthly meetings.
● Assists in completion of QI projects and planning.

QI PROJECT TEAMS ROLES

Position Responsibilities

Sponsor ● Either the Administrator or one of the co-chairs.
● Connects the project to overall agency strategic objectives and serves

as a link to Senior Management.
● Reviews team progress and ensures accountability.
● Advocates for resources and overcomes barriers.
● Ensures the team follows QI process and uses appropriate QI tools.
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Team Lead ● Facilitates the QI project.
● Sets agenda, meeting schedule, and works with the team to ensure

documentation.

Team Members ● Typically Quality Council members, but could include members of
other key committees/groups within the agency.

Subject Matter Experts ● Not necessarily Quality Council members. They are individuals whose
everyday work is directly affected by the QI project and typically they
have an in-depth understanding of the processes/procedures in
question (meaning they can offer useful improvement insight).

Recorder ● Assigned individuals that keep meeting minutes and manages
documentation.

Staffing and Administrative Support

The WiCHD has 0.6 Full Time Equivalent (FTE) staff dedicated to QI and PM activities. The 0.6 FTE is split between two

staff - the Health Planner (0.5 FTE) and the Special Assistant to the Health Officer/Deputy PIO (0.10 FTE).

Budget and Resource Allocation

Other than salary for the 0.6 FTE staff, the Quality Council does not have a dedicated budget. Funding requests for PM,

QI projects and training are submitted to the Health Officer for initial approval. If approved, the Administrator reviews

resources and makes a final determination based on available funding.

Performance Management Overview

Performance management occurs when an organization analyzes performance measures and standards to achieve

desired results, including quality improvement, accreditation, funding opportunities, evidence-based decisions, and

improved health outcomes. Simply, performance management is asking: Where do you want to be? How will you

measure it? Are you where you want to be? How can we improve if we aren’t where we want to be?

The WiCHD Performance Management system was developed using the Turning Point Management Framework

developed by the Turning Point Performance Management National Excellence Collaborative (PMC). The system is

grounded in four core components: Performance Standards, Performance Measurement, Reporting of Progress and

Continuous Quality Improvement.
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Performance Standards

Standards are general guidelines used to assess an organization's performance and guide direction. When available,

WiCHD uses national standards, such as Healthy People 2030, Public Health Accreditation Board and National Public

Health Standards when selecting key indicators and targets. Standards may also be determined by grant requirements,

state requirements, requirements from other accrediting bodies, or county leadership. In some cases where no external

standards are available, standards may also be developed by program leadership based on an improvement from

baseline.

Performance Measurement

Measures (or indicators) are strategically selected to reflect the capacities, processes and/or outcomes under each of the

agency’s performance standards. Each measure typically has a baseline value, which is the initial or most recent level of

performance, and a target, which is the quantifiable amount of improvement to achieve from the baseline in a set time

period. The majority of WiCHD performance measures are collected on a quarterly basis, unless otherwise noted.

Reporting Progress

Each quarter, the WiCHD Quality Council leadership publish a comprehensive dashboard summarizing performance

progress, including the programmatic and department-wide indicator data described above, as well as any contextual

information provided by managers and supervisors related to the indicator data points. The dashboard is presented by

the QC leadership to senior management at the end of the first month of each new quarter to both identify areas of

improvement, but also to identify areas of success and progress throughout the department. Any follow up items are

also noted in the dashboard document, with specific staff member(s) assigned to those items, and all follow up items are

discussed at the subsequent senior management meeting to ‘close the loop.’

To ensure transparency throughout the department, the WiCHD Performance Management dashboards are posted to an

All Staff Google Drive each quarter. Due to the infancy of the PM system, performance data has not been shared with

external stakeholders, but WiCHD anticipates using the dashboard and/or the some of specific indicators within it, in
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communications with our local county Board of Health, county Executive office, the local health improvement coalition

(LHIC), the department’s governing agency the Maryland Department of Health, and other community partners. Other

regular reports incorporating performance data may include the WiCHD Annual Report, the WiCHD Community Health

Indicators Report, and various grant applications and evaluation reports.

Quality Improvement

Data from the performance management process directly feeds into the continuous quality improvement process at the

WiCHD. The formal process used by the WiCHD to identify improvement areas is detailed later in this plan.

Agency Mission, Vision and Guiding Principles

Goals and Objectives: Strategic Plan, Community Health Improvement Plan, Workforce
Development Plan, Customer Service Surveys, Program Assessments

Data-Driven Decisions, Improved Processes and Services, Improved Community Health

Performance Management Process

Quarterly Data Collection and Review

The majority of WiCHD performance indicators are collected on a fiscal quarter basis. The fiscal year runs from July 1

through June 30 each year.
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Annual Review of Performance Standards and Measures

During the 3rd quarter of each fiscal year, the Quality Council leadership conducts one-on-one meetings with each of the
department’s ten senior managers and designated program staff as a part of the annual performance management
review. The goals of these meetings are to:

● Assess any changes to program goals for the upcoming fiscal year
● Review current performance measures and discuss progress towards targets (through the 3rd Quarter)

○ Measures consistently exceeding targeted goals should be considered for removal
○ Measures consistently not meeting targeted goals should be discussed, and potential reasons for not

reaching target documented and/or referred to the Quality Council for a potential QI project
● Brainstorm measure(s) for any new department programs/grants
● Review qualitative data submitted to date (e.g., accomplishments, challenges, outreach, etc.)
● Review performance measurement principles with any new staff (if applicable)

Every other year, Senior Management also completes the Public Health Foundation’s Self Assessment Tool to gauge the
agency’s performance management efforts. The individual assessment results are discussed with senior managers at
their one-on-one meetings to highlight any gaps in their department’s performance management and to suggest
improvements for the new fiscal year.

Quality Improvement Training

The Quality Council (QC) has developed and implemented a two part training plan. The first part is training for new

employees. Within six months of hire, all new employees are required to complete a half-day training - Introduction to

Quality Improvement. This training was created by the QC and is provided either virtually or in-person. The training

covers basic QI terms and principles, as well as QI tools such as process maps, fishbones, and run charts. The training also

familiarizes staff with the NACCHO Roadmap to a Culture of Quality Improvement, WiCHD’s status on the Roadmap, and

simple steps for reaching the next Roadmap phase. Additionally, the training provides an introduction to performance

management and its relationship to QI.

The second part of the training plan is providing on-going training for all employees. After completing Introduction to

Quality Improvement, all employees are required to complete an annual training planned by the QC. The annual training

is intended to continue to build knowledge, skills and abilities in both quality improvement and performance

management. Each fiscal year, the QC will plan the training, including determining the training topic, the trainer, the

training mode (e.g. in-person, webinar, self-paced, etc.), the venue (if applicable), etc.

QC members also continue to learn via self-study. If time permits during the regular monthly meetings, QC members

explore new QI tools and resources to expand their QI skills and knowledge. Additionally, pending available funding, each

year the agency sends several QC members to national conferences such as the National Network of Public Health

Institutes Open Forum for Quality Improvement and Innovation and/or the Public Health Improvement Training.
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Quality Improvement Methodology

WiCHD uses the Model of Improvement with the Plan-Do-Study-Act (PDSA) method. The Model of Improvement has two

parts.

1. Answers to three fundamental questions:

○ What are we trying to accomplish?

○ How will we know whether a change is an improvement?

○ What changes can we make that will result in improvement?

2. The Plan, Do, Study, Act (PDSA) cycle: tests and implements changes in actual work settings.

Going through the prescribed four steps in the PDSA method guides the thinking process into breaking down the process

into steps, planning and implementing one change to the process, and then evaluating the outcome, improving on it, and

testing again.

Common QI tools used with this model include process maps, fishbone diagrams, brainstorming, run charts, etc.

The Quality Council identifies QI projects two ways:

1. Through the Performance Management Process, and/or

2. Via the Ticket Submission Process

As noted in the Performance Management Process section above, performance data is reviewed quarterly. Through the

data review process, QI may be initiated to help the program reach their target.

The ticket submission process allows any staff to submit an idea for improvement. The staff completes a Google form via

the agency’s intranet. The QC evaluates submitted project ideas using the Model for Improvement criteria. See

Appendix F, Ticket Submission Process. Additional details can also be found in Appendix G, Annual Planning Process.

In FY23, the QC will implement a screening checklist to further assist in determining whether a proposed project is

appropriate for a QI project. See Appendix H, Screening Checklist for Quality Improvement (QI) Projects.
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Quality Improvement and Performance Management Goals FY 2024

To review the evaluation for the FY23 goals, objectives and strategies, please see Appendix I, Quality Improvement Plan

Monitoring and Evaluation.

GOAL 1

Continue implementing and monitoring performance management
health department-wide to achieve organizational objectives.

Measurable Objective Performance Metrics Responsible Parties

1.1 At the end of each quarter, the QC will collect programmatic and
health-department wide indicator data from each department and
publish a comprehensive dashboard summarizing performance
progress.

Documentation of the
dashboard.

QC & Leadership

1.2 At the end of the first month of each new quarter, QC leadership
will present the dashboard to senior management to identify areas of
improvement, to determine whether to initiate a QI project on
identified opportunities for improvement, and identify areas of success
and progress throughout the department.

Meeting minutes.
Documentation of the
dashboard with
feedback
documented.
QI projects initiated.

QC & Leadership

1.3 Complete at least 1 quality improvement project that is identified
through the performance management system by March 2024.

Meeting minutes. QI
Story Board.

QC & Leadership

1.4 At the end of the first month of each new quarter, the dashboard
will be shared with all staff by posting to the All Staff Google Drive.

Date dashboard
posted to Google
Drive.

QC

1.5 By April 2024, the QC and Senior Management will complete the
Public Health Foundation’s Self Assessment Tool (completed biennially)
to gauge the agency’s performance management efforts.

Completed
assessment.

QC & Leadership

1.6 Between February 2024 - March 2024, the QC will conduct
one-on-one meetings with each of the health department’s senior
managers and their program staff as a part of the annual performance
management review.

Documentation of
meetings and data.

QC & Leadership

1.7 At least annually, communicate with the County Council regarding
performance management and quality improvement initiatives and
progress.

Documentation of
communication.

QC & Leadership

GOAL 2

Institutionalize Continuous Quality Improvement to strengthen the health department’s culture of QI.

Measurable Objective Performance Metrics Responsible Parties

2.1 The QC will provide the Introduction to Quality Improvement
training either virtually or in-person to new staff three times per year.

Documentation of
completed trainings.

QC
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2.2 90% of new hires will complete Introduction to Quality
Improvement training within 6 months of hire date.

Percent of newly
hired staff trained

QC

2.3 By 10/31/23 the QC will finalize planning for the annual all staff
training in the core competencies for public health professionals
developed by the Council on Linkages between Academia and Public
Health Practice.

Course
created/selected.

QC

2.4 By 12/31/23, all staff will complete the annual Quality Improvement
training on core competencies.

Documentation of
staff completing
training

QC

2.5 Biannually, every July and January, the QC will have a focused
campaign/push to collect at least 300 customer satisfaction survey
responses agency wide.

Process Map, gantt
chart, and survey
results

QC, Senior
Management and
Supervisors

2.6 During FY24, the customer satisfaction survey campaigns/pushes
will have a focus to survey the LEP population, with a goal of at least 75
(25%) of the 300 responses coming from LEP clients.

Process Map, gantt
chart, and survey
results

QC, Senior
Management and
Supervisors

2.7 To create a transparent and engaging environment, the QC will
continue current communication via quarterly health officer
newsletters, emails, and quarterly meetings with Senior Leadership.

Newsletters, meeting
minutes, email
documentation

QC, Senior
Management, and
Supervisors

2.8 The QC will complete 4 Quality Improvement (QI) and/or Quality
Planning (QP) projects by 6/30/2024.

Completed
storyboards.

QC

2.9 By 6/30/24, the QC will develop and implement a plan to celebrate
and encourage QI and QP successes.

Completed and
implemented plan

QC

GOAL 3

Strengthen infrastructure of Quality Council for QI and PM activities.

Measurable Objective Performance Metrics Responsible
Parties

3.1 The QC will hold open houses, during their regular monthly meeting,
three times per year - March, June and November.

Documentation of
open house
advertising; meeting
minutes.

QC

3.2 The QC will create 2 internal marketing materials to promote QC
membership throughout the agency by 6/30/2024.

Marketing materials.
Documentation of
emails, newsletters,
etc.

QC

3.3 By 6/30/24, the QC will attend staff meetings to do outreach and QC
recruitment to departments that do not have representation on the
council.

Meeting minutes,
new QC Members
recruited

QC

3.4 Once per quarter, the QC members will learn and practice new QI
tools, such as the 7 basic QI tools in NACCHO’s Roadmap.

Meeting minutes QC
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3.5 Review and revise governing documents (charter, plan, and policy)
and QC diversity matrix by 06/30/2024.

Record of review QC

3.6 As funding permits, send at least 2 QC members to the annual
National Open Forum Conference, the annual Public Health
Improvement Training (PHIT), and/or other similar training.

Number of staff
trained

QC, Senior
Leadership

Implementation and Monitoring

Implementation and Monitoring is completed by the following:

● Monthly meetings with the Health Officer and QC leadership to review progress and discuss implementation

tactics.

● Monthly meetings with Co-chairs and Quality Council Administrator to update the Quality Council’s plan progress

tracker, plan for the council’s meeting, and develop content for the quarterly QI newsletter, and

● Quarterly meetings with Senior Management, Quality Council Administrator and Quality Council Co-Chairs to

give updates and receive feedback regarding quality improvement and performance management.

Communication

Regular communication to all staff about the QC activities is done through the following:

● Performance management dashboard,

● Quarterly meeting between QC leadership and Senior Management,

● Informational/educational QI article in the Health Officer’s newsletter, “Quarterly Connection”,

● Monthly meetings with QC leadership and the agency’s Health Officer,

● Quality Council Meeting Minutes, and

● Staff meeting updates.

Evaluation of the Quality Improvement Plan and Activities

The Performance Monitoring and Quality Improvement Plan will be evaluated on a quarterly basis by the Quality Council.

The evaluations will determine if the aspects of the plan are being followed, and if any improvements or revisions are

necessary. The evaluation will include a summary of the progress toward goals/objectives of the plan. The outcomes

accomplished by each QI Team will be reviewed including the process that was targeted, the performance indicators

utilized, measurement outcomes and data aggregation, the assessment and analysis process, and the improvement

initiatives implemented in response to the results of the QI project. To review the evaluation for the FY22 QIP Please see

Appendix H, Quality Improvement Plan Monitoring and Evaluation.

17



Appendix A. Public Health Accreditation Board (PHAB) Guidance - Version 2022
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To view the Standards & Measures for Reaccreditation, Version 2022, go to

https://phaboard.org/wp-content/uploads/Standard-Measures-Version-2022-Reaccreditation.pdf
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Appendix B. Key Quality Terms

Accreditation. The development and acceptance of a set of national public health department (HD)

accreditation standards; the development and acceptance of a standardized process to

measure HD performance against those standards; the periodic issuance of recognition

for HD that meet a specified set of national accreditation standards; and the periodic

review, refining, and updating of the national public HD accreditation standards and the

process for measuring and awarding accreditation recognition.

Performance Management. Quality improvement is one part of performance management.

Performance Management is a systematic process that helps an organization achieve its

mission and strategic goals by improving effectiveness, empowering employees, and

streamlining decision making. In practice, performance management often means

actively using data to improve performance, including the strategic use of performance

standards, measures, progress reports, and ongoing quality improvement efforts to

ensure an agency achieves desired results.

Plan-Do-Study-Act (PDSA). PDSA is a repetitive four-stage problem-solving model for improving a

process or carrying out change. Three fundamental questions associated with PDSA are:

what are we trying to accomplish? How will we know that a change is an improvement?

What changes can we make that will result in improvement?

Quality Improvement (QI). The use of a deliberate and defined improvement process that 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.

Quality Planning (QP). A set of methods and tools used to develop new processes or to revamp existing ones

that will be able to meet established goals under operating conditions. At WiCHD, the

distinction between QI and QP is that QI optimizes existing processes while QP

establishes a process (either new or revamped).

QI Culture. QI is fully embedded into the way the agency does business, across all levels,

departments, and programs. Leadership and staff are fully committed to quality, and

results of QI efforts are communicated internally and externally. Even if leadership

changes, the basics of QI are so ingrained in staff that they seek out the root cause of

problems. They do not assume that an intervention will be effective, but rather they

establish and quantify progress toward measurable objectives.

PMQI Plan (PMQIP). Describes what WiCHD is planning to do better. It is a living document that is

updated annually, to reflect accomplishments, lessons learned, and changing

organizational priorities.

Note: Key Quality Terms are from the Public Health Accreditation Board. (2013). Acronyms & Glossary of Terms, Version 1.5.

Retrieved from: http://www.phaboard.org/wp-content/uploads/FINAL_PHAB-Acronyms-and-Glossary-of-Terms-Version-1.5.pdf
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Appendix C. Quality Improvement Assessment

Maturity Tool & Rubric
The QI maturity tool measures quality improvement (QI) maturity. The QI maturity score corresponds to the Roadmap to

an Organizational Culture of Quality Improvement produced by the National Association of County and City Health

Officials (NACCHO).

------------------------------------------------------------------------------------------------------------------------------------------------

Instructions

Step 1 of 2

1. Answer each question by selecting one response. (see questions on the next page)

2. Calculate the overall QI maturity score.

a. Value of each response

i. I don’t know = 1

ii. Strongly Disagree = 1

iii. Disagree = 2

iv. Neutral = 3

v. Agree = 4

vi. Strongly Agree = 5

b. Respondents

i. Individual = calculate average (Responses values / 10)

ii. Multiple Respondents = calculate median (of responses to each question )

Step 2 of 2

1. After completing the QI maturity tool, find QI maturity score in table below.

2. Match QI maturity score to NACCHO Roadmap phase.

3. To identify current state of quality, go to identified phase # in NACCHO Roadmap.

4. Transcribe phase’s “human characteristics” and “process characteristics” to describe current state.

KEY

QI MATURITY SCORE DESCRIPTION NACCHO ROADMAP
PHASES

0-2.9 (median=1.45) Low QI (no knowledge, not involved, starting to get involved) 1,2

3.0-3.9 (median=3.45) Medium QI (ad hoc QI) 3,4

4.0+ High QI (Borderline formal QI, formal QI, QI Culture) 5,6

Learn more about this tool

These ten measures represent a subset of a much more extensive 37-item survey developed, tested, and administered

nationally to top public health officials as a way to measure the QI maturity of individual health departments. The ten

measures also demonstrate the QI maturity level within three themes: Organizational Culture, QI Capacity and

Competency, and Alignment and Spread. For more information: Joly BM, Booth M, Mittal P, et al. (2012). Measuring

quality improvement in public health: the development and psychometric testing of a QI Maturity Tool. Eval Health Prof

35(2), 119-47. Learn more from Minnesota Public Health Research to Action Network and Robert Wood Johnson

Foundation.
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See below for most recent findings on QI maturity score.

FY 2023 Quality Improvement Maturity Scores by Staff Level

Total Responses = 115 Median Scores

Overall (n=115; Response Rate = 58.7% ) 3.60

Front Line Staff (n=44; Response Rate = 60.3%) 3.20

Public Health Professionals (n=43; Response Rate = 57.3%) 3.50

Supervisors (n=19; Response Rate = 51.4%) 3.60

Senior Management (n=9; Response Rate = 81.8%) 4.10

Organizational Culture Overall Scores

3.50

Staff members are routinely asked to contribute to decisions (agency-wide and/or within your
program)

When trying to facilitate change, staff has the authority to work within and across program
boundaries.

Key decision makers (agency -wide and/or within your program) believe quality improvement is very
important.

Wicomico Health has a pervasive culture that focuses on continuous quality improvement.

QI Capacity & Competency Overall Scores

3.67

Leaders (agency-wide and/or within your program) are trained in basic methods for evaluating and
improving quality. (i.e. “Plan, Do, Study, Act”)

Wicomico Health has a quality improvement plan

Wicomico Health currently has a high level of capacity to engage in quality improvement efforts

Alignment & Spread Overall Scores

3.67

Job descriptions for many individuals responsible for programs and services include specific
responsibilities related to measuring and improving quality

Customer satisfaction information is routinely used by many individuals responsible for programs
and services

Wicomico Health has currently aligned our commitment to quality with most of our efforts, policies,
and plans.
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Appendix D. Performance Management Assessment
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Appendix E. WiCHD Customer Satisfaction Survey (CSS) Process
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Appendix F. Quality Council Charter

Quality Council
Charter

1. PURPOSE OF THE QUALITY COUNCIL
1.1. The Quality Council (QC) of Wicomico County Health Department (WiCHD) is responsible for the

development, implementation and oversight of the WiCHD Performance Monitoring and Quality
Improvement Plan. The QC supports WiCHD staff in building a culture of quality improvement
throughout the organization. The QC will also provide leadership support and guidance for: building
capacity for quality improvement, quality planning and performance management on all levels;
communicating and sharing QC activities and resources; and recognizing efforts and successes.

1.2. The mission of the Quality Council (QC) is to grow a culture of quality improvement in WiCHD.

2. DEFINITIONS AND ACRONYMS1

2.1. Accreditation. The development and acceptance of a set of national public health department (HD)
accreditation standards; the development and acceptance of a standardized process to measure HD
performance against those standards; the periodic issuance of recognition for HD that meet a
specified set of national accreditation standards; and the periodic review, refining, and updating of
the national public HD accreditation standards and the process for measuring and awarding
accreditation recognition.

2.2. Performance Management (PM). Quality improvement is one part of PM. PM is a systematic process
that helps an organization achieve its mission and strategic goals by improving effectiveness,
empowering employees, and streamlining decision making. In practice, PM often means actively
using data to improve performance, including the strategic use of performance standards, measures,
progress reports, and ongoing quality improvement efforts to ensure an agency achieves desired
results.

2.3. Plan-Do-Study-Act (PDSA). PDSA is a repetitive four-stage problem-solving model for improving a
process or carrying out change. Three fundamental questions associated with PDSA are: what are
we trying to accomplish? How will we know that a change is an improvement? What changes can we
make that will result in improvement?

2.4. Quality Improvement (QI). The use of a deliberate and defined improvement process that 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.

2.5. QI Culture. QI is fully embedded into the way the agency does business, across all levels,
departments, and programs. Leadership and staff are fully committed to quality, and results of QI
efforts are communicated internally and externally. Even if leadership changes, the basics of QI are
so ingrained in staff that they seek out the root cause of problems. They do not assume that an
intervention will be effective, but rather they establish and quantify progress toward measurable
objectives.

1Public Health Accreditation Board. (2013). Acronyms & Glossary of Terms, Version 1.5. Retrieved from:
http://www.phaboard.org/wp-content/uploads/FINAL_PHAB-Acronyms-and-Glossary-of-Terms-Version-1.5.pdf
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2.6. Quality Planning (QP). A set of methods and tools used to develop new processes or to revamp
existing ones that will be able to meet established goals under operating conditions. At WiCHD, the
distinction between QI and QP is that QI optimizes existing processes while QP establishes a process
(either new or revamped).

2.7. Performance Monitoring & Quality Improvement Plan. Describes what WiCHD is planning to do
better by using and monitoring data to improve performance. It is a living document that is updated
annually, to reflect accomplishments, lessons learned, and changing organizational priorities.

3. OVERSIGHT
3.1. WiCHD leadership oversees the QC and their work plan.

4. QUALITY COUNCIL (QC) STRUCTURE ANDMEMBERSHIP
4.1. QC Membership Rotation. Due to the small nature of the council, membership does not rotate;

however, analysis of Council diversity (position/role, department, gender, & race) happens annually
through Council members submitting self-identifying demographics.

4.2 QC Size. The QC shall consist of no less than five (5) and no more than fifteen (15) members. A
vacancy shall not prevent the QC from conducting business.

4.3. Meeting Frequency. The QC shall meet monthly for 1.5 hours. The current meeting schedule is
in-person, in the Adkins Conference Room, the first Wednesday of the month, from 9:00 a.m. to
10:30 a.m. If needed, the QC may meet more frequently. Additional meetings may be held for
specific QI, QP, and PM projects and/or planning.

4.4. QC Membership. All WiCHD staff, excluding the Health Officer and Deputy Health Officers are
eligible to join the QC.

● Interested staff submit a Membership Interest Form via a Google form link available on the
agency shared Google drive.

● Initial approval/denial is obtained from the Health Officer and if applicable, the Health
Officer’s designee(s).

● The supervisor of the interested staff is given an opportunity to provide feedback to the
Health Officer regarding approval/denial.

● If membership is denied, the interested staff is notified.
● If approved, the QC will review for final approval/denial.
● The interested staff is notified of the final decision.

Additionally, the QC has the right to remove QC members when good cause is shown. This includes
not adhering to the attendance requirement in section 4.8.

4.5. Voting Rights. Each QC member shall have one vote on each matter submitted to the QC. A quorum
at any meeting consists of a simple majority of the membership present, with a minimum of at least
three members. A quorum for an electronic vote consists of a simple majority of the entire QC
membership.

4.6. Term. There are no term limits for QC members.
4.7. Member Resignation. Members wishing to leave the QC shall submit a written resignation letter or

email to the QC Chair or Co-Chair(s) and QC Administrator.
4.8. Attendance Requirements. Members are required to attend a minimum of 75% of QC meetings in a

calendar year. If a member does not meet the attendance requirement, continued membership will
be assessed by the QC Chair or QC Co-Chair(s) and QC Administrator to determine ongoing
participation.

4.9. Positions. The positions within the QC are flexible and scalable to needs and resources. Elected
positions shall be made by a simple majority vote by January 15th of each calendar year. For all
positions, there is no limit to the number of terms served. Individuals may concurrently serve in
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more than one position. The following positions will be filled by QC members:
4.8.1. QC Administrator.
This is an ex officio position filled by the agency’s Health Planner. Responsible for
overseeing all aspects of the QC including but not limited to: convening regular meetings,
setting meeting agendas, coordinating training opportunities, implementing a QC
recognition program and leading the development, implementation and monitoring of an
annual QI Plan. Serves as liaison between the QC and Agency Leadership.
4.8.2. QC Chair or QC Co-Chairs.
Up to two individuals each elected for a two year term. The individuals in these positions
will be elected on alternating years, allowing for succession and mentoring. Responsible for
leading the QC Meetings, overseeing QC projects, and serving as a liaison between the QC
and Agency Leadership.
4.8.3. Secretary.
Up to two individuals elected for a one year term. Secretaries will alternate completing the
monthly meeting minutes. Responsible for completing QC Meeting minutes no later than
two weeks after each meeting.
4.8.4. QC Member.
Participates in monthly meetings and assists in completing QI, QC and PM projects and
planning.

5. GUIDING PRINCIPLES
5.1. The QC will ground its work on QI methodology (i.e., PDSA) and employ QI tools to understand and

improve processes and outcomes.
5.2. The QC’s decisions will be data-driven and evidence-based, but it will also use and respect people’s

knowledge and experience.
5.3. The QC will facilitate processes that will be transparent and inclusive.
5.4. The QC will foster engagement and accountability within project teams.
5.5. The QC will focus on learning and improvement over judgment and blame, and value prevention

over correction.

6. TEAM NORMS
6.1. The QC will establish, at a minimum, team norms for communication issues, decision-making,

participation, attendance, confidentiality, and preparedness for meetings. QC expectations
include:

● Decisions will be made by consensus.
● Keep an open mind.
● Be respectful.
● Maintain confidentiality.
● Operate in the spirit of improvement. Practice what we preach. Be in the mindset of

continuous change.
● Be on time for meetings.
● Do your homework.
● Be clear about expectations for homework/preparation.
● Distribute agendas to the team in advance of the meeting.
● Ask the group ahead of time if there are any agenda items to add.
● Stick to the agenda.
● Bring information to and from the QC.
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7. RESPONSIBILITIES & ANNUAL PLAN
7.1. Annually, QC members will update the Performance Monitoring & Quality Improvement Plan

(PM/QIP).
7.2. As delineated by NACCHO2, the PM/QIP will be guided by: Leadership Commitment, QI

Infrastructure (including finalizing a PM/QIP), Employee Empowerment and Commitment,
Customer Focus, Teamwork and Collaboration (including actively participating in QI, QP and PM
projects) and Continuous Process Improvement.

7.3 QC members are responsible to come prepared to meetings to actively participate and contribute in
breakout groups that work on current/future projects.

8. COMMUNICATION PLAN
8.1. The QC Leadership will provide clear and consistent communication to QC members and to WiCHD

staff about QI, QP and PM efforts by doing the following:
● Recognizing QI, QP and PM Efforts
● Documenting QI, QP and PM Project Activity
● Reporting Regularly on QI, QP and PM Efforts and Achievements
● Enhancing, Maintaining, and Promoting QI, QP and PM Resources and Tools
● Organizing and Sharing QI, QP and PM Documents on Google Team Drive

2 National Association of County & City Health Officials. (2012). Roadmap to a Culture of Quality Improvement. Retrieved from:
https://qiroadmap.org/qi-home

Initial Approved 12/15/2017
Updated & Approved: 1/11/2019, 2/3/2020, 12/7/2020, 6/7/2021, 3/7/2022, 8/9/2022, 1/4/2023
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Appendix G. Ticket Submission Process

TICKET SUBMISSION PROCESS

1. Staff submit improvement idea through intranet ticket system.

2. Assigned Quality Council(QC) staff review submission and conduct initial screening
to assess whether improvement idea meets criteria for quality improvement (QI)
project or quality planning (QP) project.

(a) QC makes phone/face-to-face contact with ticket submitter within 7 business
days to discuss submission and advise submitter of the ticket process.
Additionally, contacting other staff regarding improvement idea may be
discussed, depending on the screening determination.

(b) If applicable, other staff are contacted to gather additional information to
bring to the QC meeting.

(c) Initial screening determination is completed. Sections 1 and 2 of the Quality
Council Ticket Review Form are completed.

3. Quality Council Ticket Review Form is forwarded to Health Officer for
approval/disapproval to forward to Quality Council for further review and
disposition.

4. The ticket is presented and reviewed at the next monthly QC meeting. QC
determines whether to accept or not accept the ticket for either a QI or QP project. At
times, ticket disposition will be deferred to gather additional information.

a. If ticket is accepted, QC staff are assigned to project. Ticket submitter notified
of outcome.

b. If ticket is not accepted, ticket submitter notified with explanation.
c. If ticket is deferred, QC staff assigned to gather additional information.

Submitter notified of outcome. Ticket to be reviewed at the following months
QC meeting for disposition (accept, not accept, defer).

Approved 2/14/2019
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Appendix H. Quality Improvement Plan Annual Planning Process

PERFORMANCE MONITORING AND QUALITY IMPROVEMENT PLAN

ANNUAL PLANNING PROCESS

The agency’s Quality Improvement Plan (QIP) is to be updated every fiscal year. This document describes our process
which includes:

1. Evaluating the QIP to review any needed improvements or revisions, as well as assessing progress toward the QIP
goals/objectives and QI activities conducted during the past year;

2. Assessing the agency’s culture of quality improvement by annually sending a short survey to the entire health
department;

3. Assessing the agency’s performance management progress; and
4. Identifying potential QI projects with senior managers as well as through staff submissions via the ticket system.

1. Annual Review of Quality Improvement Plan (QIP)

The QIP is evaluated on an annual basis by the Quality Council during the last quarter of each fiscal year. The evaluation
determines if the aspects of the plan are being followed, and if any improvements or revisions are necessary. The
evaluation includes a summary of the progress towards goals/objectives of the agency’s QI Plan, as well as QI activities
conducted during the past year. The outcomes accomplished by each QI Team is reviewed, including the process that was
targeted, the performance indicators utilized, measurement outcomes and data aggregation, the assessment and
analysis process, and the improvement initiatives implemented in response to the results of the QI project.

2. Annual Culture of Quality Improvement Assessment

During the 3rd Quarter of each fiscal year, the Quality Council administers the annual Culture of Quality Improvement
Assessment to all WiCHD staff.

After administering the assessment to all WiCHD staff, the Quality Council:
● Tabulates the results and compares current scores to previous ones;
● Uses the assessment results along with guidance from NACCHO’s Roadmap to a Culture of Quality

Improvement to develop strategies in the QIP to help the agency reach the next level on the Roadmap;
● Communicates the assessment results and their improvement strategies to WiCHD staff; and
● Documents the score, assessment analysis, and relevant strategies in the QIP.

3. Annual Assessment of Performance Management

During the 3rd quarter of each fiscal year, the Quality Council leadership, currently comprised of the WiCHD’s Health
Planner, Health Policy Analyst and Epidemiologist, conduct one-on-one meetings with each of the department’s senior
managers as a part of the annual performance management review. The goals of these meetings are to:
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● Assess any changes to program goals for the upcoming fiscal year
● Review current performance measures and discuss progress towards targets (through the 2nd Quarter)

○ Measures consistently exceeding targeted goals should be considered for removal
○ Measures consistently not meeting targeted goals should be discussed, and potential reasons for not

reaching target documented and/or referred to the Quality Council
● Brainstorm measure(s) for any new department programs/grants
● Review qualitative data submitted to date (e.g., accomplishments, challenges, outreach, etc.)
● Review performance measurement principles with any new senior managers (if applicable)

Prior to annual one-on-one meetings each year, Senior Management also completes the Public Health Foundation’s Self
Assessment Tool to gauge the agency’s performance management efforts. The individual assessment results are
discussed with senior managers at their one-on-one meetings to highlight any gaps in their department’s performance
management and to suggest improvements for the new fiscal year. An aggregate-level executive summary of the
assessment is provided to senior leadership at the July senior manager meeting each year.

4. Identifying Potential Quality Improvement Projects

The QC has two methods of selecting potential QI projects.
● Quarterly Performance Management Data Review: Each quarter, the department-wide performance

management dashboard is presented at the WiCHD senior management meeting (falling on the last
Tuesday of January, April, July and October). At this meeting, senior managers are asked to review their
department’s performance data and provide a brief report out using this standard script, including
referrals for quality improvement projects:

Based on my department’s performance measure data and contextual narratives submitted in the
previous quarter:
1. I am proud of ___________________.
2. My department will work to improve _____________ by doing ____________.
3. I need help finding a solution or need additional resources for ______________.
4. ________________ should be referred to the Quality Council as a potential formal improvement

project.

NOTE: It is expected that not all all suggested improvements discussed at this meeting will meet the
criteria for formal QI project referral; however, any action items not referred to the Quality Council will
still have designated points of contact and follow ups on these action items will be documented at the
following quarter’s senior management meeting.

● Staff Submissions: The QC maintains a ticket system through which staff can submit improvement ideas
through the WiCHD intranet. Any improvement ideas submitted through the ticket process that meets
criteria for a QI project will be assessed and then weighted using the prioritization matrix to rank these
new ideas with that year’s wait listed projects. Exceptions may apply if the potential project is of an
extremely urgent nature. See the TICKET SUBMISSION PROCESS for more details.

Approved June 2022
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Appendix I. Screening Checklist for Quality Improvement (QI) Projects

This checklist will help you determine whether a proposed project is appropriate for a QI project.

Consideration Question Yes No

PROCESS Is the improvement idea part of a process?

Is the process consistent and stable?

PURPOSE Is the primary aim or motive of the project either to:
● Improve the process/delivery of care of services for our external customers? OR
● Improve operations or efficiency of internal administrative processes? Remember, QI is not

appropriate to address personnel/staff performance issues.

PROBLEM STATEMENT Is the target problem clearly defined?

MEASURABLE Is the problem measurable?

DATA Is there baseline data available? OR
Is baseline data able to be easily obtained?

CUSTOMER FOCUS Does the project have a customer focus (internal or external)?

FEASIBILITY Is it within our organization's control?

FUNDING/RESOURCES Does the project have the resources/funding needed?

IMPORTANCE Is it important to address this issue? Consider who it is important to.

LINKAGE TO AGENCY PLANS Is the improvement idea related to the agency’s strategic plan or community health improvement plan?

EXTENT OF PROBLEM Does the problem span across the agency?

PROJECT TIMEFRAME Can the project be completed in a reasonable timeframe?

EMERGENCY Is there a sense of urgency?

SAFETY Is it a safety issue?

If most of the answers are “yes”, then the project is likely appropriate for a QI project.
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Appendix J. FY23 Quality Improvement Plan Monitoring and Evaluation

The table below summarizes the progress made during FY23 on the PMQIP.

FY 2023 QUALITY IMPROVEMENT PLAN MONITORING AND EVALUATION
KEY: • Not Started • Work in Progress • Response Pending (e.g. approval, surveys, etc.) • Revised/Abandoned • Completed

GOAL 1: Continue implementing and

monitoring performance management

health department-wide to achieve

organizational objectives

Quarter 1

Status

(07/01/22 -

09/30/22)

Quarter 2

Status

(10/01/22 -

12/31/22)

Quarter 3

Status

(01/01/23 -

03/31/23)

Quarter 4

Status

(04/01/23 -

06/30/23)

End of FY Notes

1.1 At the end of each quarter, the QC

will collect programmatic and

health-department wide indicator data

from each department and publish a

comprehensive dashboard summarizing

performance progress.

Completed Completed Completed Completed

1.2 At the end of the first month of each

new quarter, QC leadership will present

the dashboard to senior management to

identify areas of improvement, to

determine whether to initiate a QI

project on identified opportunities for

improvement, and identify areas of

success and progress throughout the

department.

Completed Completed Completed Completed

1.3 At the end of the first month of each

new quarter, the dashboard will be

shared with all staff by posting to the All

Staff Google Drive.

Not Started Not Started Not Started Completed

1.4 By April 2023, the QC and Senior

Management will complete the Public

Health Foundation’s Self Assessment Tool

to gauge the agency’s performance

management efforts.

Not Started Not Started
Revised/Aban

doned

Revised/Aban

doned

Goal modified to be
completed every
other year. On the
alternating years
the Culture of QI
Assessment will be
done. Next PM
assessment will by
done by April 2024

1.5 During the fourth quarter (April 2023

- June 2023), the QC will conduct

one-on-one meetings with each of the

health department’s senior managers as

a part of the annual performance

management review.

Not Started Not Started
Work In

Progress
Completed

1.6 At least annually, communicate with

the County Council regarding

performance management and quality

improvement initiatives and progress.

Not Started
Work In

Progress
Completed Completed

In the Fall, the
FY22 Annual
Report shared with
the County Council.
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GOAL 2: Institutionalize Continuous

Quality Improvement to strengthen the

health department’s culture of QI.

Quarter 1

Status

(07/01/22 -

09/30/22)

Quarter 2

Status

(10/01/22 -

12/31/22)

Quarter 3

Status

(01/01/23 -

03/31/23)

Quarter 4

Status

(04/01/23 -

06/30/23)

End of FY Notes

2.1 The QC will provide the Introduction

to Quality Improvement training either

virtually or in-person to new staff three

times per year.

Work In

Progress

Work In

Progress

Work In

Progress
Completed

Trainings provided:

9/14/22, 1/25/23,

and 5/25/23.

2.2 90% of new hires will complete

Introduction to Quality Improvement

training within 1 year of hire date.

Work In

Progress

Work In

Progress

Work In

Progress
Completed

2.3 By 12/31/22, the QC will finalize

plans for the annual all staff training in an

area of quality improvement and/or

performance management.

Work In

Progress
Completed Completed Completed

Training on
Customer
Satisfaction Survey
completed in Dec &
Jan (parts 1 & 2).

2.4 By 6/30/23, all staff will complete the

annual Quality Improvement training.
Not Started

Work In

Progress
Completed Completed

99.47% (188
individuals) of staff
completed part 1 of
the training,
"Improving Our
Customer Focus".
All 8 divisions
completed Part 2 of
the training.

2.5 By 3/31/23, the QC will complete the

annual culture of QI assessment and

utilize results to update the FY 2024

PMQI Plan.

Not Started Not Started
Work In

Progress
Completed

Survey distributed

from 3/1/23 -

3/17/23. 115

responses received.

2.6 Biannually, the QC will have a focused

campaign to increase customer

satisfaction survey responses.

Work In

Progress

Work In

Progress
Completed Completed

Due to training
around customer
focus, only one
push was
completed in
February. Going
forward the pushes
will occur every July
and January.

2.7 To create a transparent and engaging

environment, the QC will continue

current communication via quarterly

newsletters, emails, and quarterly Senior

Leadership updates.

Work In

Progress

Work In

Progress

Work In

Progress
Completed

Updates provided in
health officer
quarterly newsletter.
QC continues to
meet quarterly with
senior
management.
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2.8 The QC will complete 4 Quality

Improvement (QI) and/or Quality

Planning (QP) projects by 6/30/2023.

Work In

Progress

Work In

Progress

Work In

Progress
Completed

Completed following

QP Projects:

• All Staff Drive

• BH Staff Billable

Hours,

• Workforce

Development

Committee -

Implementation Plan

• Inventory of

Committees

• Outreach Tracking

• Assessment and

Training Gantt Chart

Completed following

QI Project:

• Customer

Satisfaction Survey

2.9 The QC will develop and implement a

plan to celebrate and encourage QI and

QP successes.

Work In

Progress

Work In

Progress

Work In

Progress

Work In

Progress

Have template
developed for QI
Project
Storyboards. Need
to develop
something for QP
Projects.

GOAL 3: Strengthen infrastructure of

Quality Council for QI and PM activities.

Quarter 1

Status

(07/01/22 -

09/30/22)

Quarter 2

Status

(10/01/22 -

12/31/22)

Quarter 3

Status

(01/01/23 -

03/31/23)

Quarter 4

Status

(04/01/23 -

06/30/23)

End of FY Notes

3.1 At least annually, the QC will conduct

targeted recruitment to have

representatives from each of the

agency’s departments.

Not Started Not Started Completed Completed

At the 1/24/23 Senior

Management

Meeting QC

leadership asked for

help in recruiting

members from

departments not

represented -

Community Health,

Dental,

Developmental

Disabilities,

Environmental Health

and LBHA.
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3.2 The QC will create 2 internal

marketing materials to promote QC

membership throughout the agency by

6/30/2023.

Not Started Not Started Completed Completed

Open house held

3/1/23. 1 staff

attended. Going

forward, Open

Houses will be held

every March, June

and November (to

occur after new

employee training).

Paper copy of

membership form

with QR Code

developed to hand

out at new employee

trainings.

3.3 Once per quarter, the QC members

will learn and practice new QI tools, such

as the 7 basic QI tools in NACCHO’s

Roadmap.

Work In

Progress

Work In

Progress

Work In

Progress

Work In

Progress

3.4 Review and revise governing

documents (charter, plan, and policy) and

QC diversity matrix by 06/30/2023.

Not Started Not Started Completed Completed Completed in January

2023.

3.5 As funding permits, send at least 2

QC members to the annual National

Open Forum Conference, the annual

Public Health Improvement Training

(PHIT), and/or other similar training.

Not Started Not Started
Work In

Progress
Completed

4 staff will attend the

5/8/23 Public Health

Improvement Training

(PHIT) in Washington

DC. 6 Staff will attend

the virtual PHIT

6/5/23 - 6/7/23
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