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1. Purpose, Vision, and Mission

PHAB related guidance: 9.1.2 - Establish a process that guides health department quality improvement efforts
across the department

1.1. Purpose

The purpose of the Kane County Health Department (KCHD) Quality Improvement & Performance Management
Plan is to provide context and framework for quality improvement (Ql) and performance management (PM)
activities. KCHD utilizes the Turning Point Performance Management Framework, as described in Figure 1
provided by Public Health Foundation (PHF, 2018).

The QI/PM Plan provides the structure that supports the following:

1. Build an organization quality culture emphasizing customer-focused, equity-minded, and evidence-based
practice, and continuous quality improvement.

2. Define and monitor KCHD performance measures.

3. Sustain and gain improvement with leadership, staff competence and skills.

4. Review selected programs evaluations and make recommendations for improvements.

5. Review after-action reports and make recommendations to the appropriate managers/leads.

6. Review recommendations for improvement from the national Public Health Accreditation Board (PHAB)
accreditation process and ensure that appropriate recommended policy and process changes are
implemented.

7. Review, evaluate and revise the Ql plan every three years.

Figure 1
Performance Management Core Elements
PuBLIC HEALTH PERFORMANCE MANAGEMENT SYSTEM
\S\BLE LEADERg
PERFORMANCE PERFORMANCE
STANDARDS ~ MEASUREMENT
* |dentify relevant * Refine indicators
standards * Define measures
* Select indicators * Develop data systems
* Set goals and targets e Collect data
¢ Communicate
expectations
REPORTING QUALITY
PROGRESS IMPROVEMENT
* Analyze and * Use data for decisions
interpret data to improve policies,
* Report results broadly programs, outcomes
* Develop a regular * Manage changes
reporting cycle * Create a learning
organization
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Vision
KCHD shall have a culture where Ql is embedded into the way the agency does business across the organization.
Leadership and staff shall be committed to the quality and outcomes of Ql efforts internally and externally.

Mission
Develop and implement a Ql system that will integrate all programs and operational aspects of the organization.

2. Culture of Quality

PHAB related guidance: 9.1 — Build and foster a culture of quality.

2.1. Background and Concepts

2.1.1. Definition of Quality Improvement

“Quality improvement in public health is the use of a deliberate and defined improvement process, such as Plan-
Do-Check-Act, 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” (Riley, Moran, Corso, et alli, 2010).

Each year, goals, strategies and tactics will be developed by the Ql committee to plan activities for the year.
Plans are developed using the evidence-based transition strategies, or foundational elements, listed by the
National Association of County and City Health Officials (NACCHO) Roadmap to a Culture of Quality
Improvement (NACCHO, 2020). Implementing and advancing quality efforts at KCHD is based on these 6
elements of Ql Culture:

1. Leadership Commitment
Leadership is responsible for initiating and leading the process towards a culture of quality by
dedicating resources to Ql, communicating progress, defining clear expectations, and exhibiting
visible support for Ql.

2. Employee Empowerment
Staff should be empowered by the assurance of necessary awareness, knowledge, skills, and support
to allow incorporation of Ql in daily work.

3. QlInfrastructure
Systems and structure must be in place to support Ql, and must be aligned with KCHD’s mission,
vision, and strategic plan. The main components of KCHD's infrastructure are the QI-PM Committee,
the Performance Management System, and the Ql Plan.

4. Customer Focus
Customer Focus is at the core of quality, which means that understanding and meeting the
community needs is a key component of programs and services provided by the KCHD.

5. Teamwork and Collaboration
Performance expectations that are clear allow teams to jointly solve problems, implement Ql
projects, and collaboratively improve processes and find innovative solution.

6. Continuous Quality Improvement
The ongoing quality effort aims at countering the notion of perfection, by implementing gradual
improvement in processes to reduce waste and variation, with the purpose of increasing customer
satisfaction. This is generally accomplished by using successive cycles of Plan-Do-Check-Act (PDCA).
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The QI Roadmap identifies six progressive phases of Ql integration into organizational culture, shown in table 1.

Table 1

Phases of Ql Culture (adapted from NACCHO QI Roadmap).

Phase 1

Phase 2

Phase 3

Phase 4

Phase 5

Phase 6

Phases of Ql Culture

No knowledge of = Ql is a passing phase, not relevant to PH practice; decisions not driven by data,

Ql customer satisfaction not a priority; process tend to be ineffective and
inefficient.

No QI Activity No time to implement Ql, fear of blaming, anxiety due to limited Ql knowledge,
reactive improvements only.

Informal or ad Some data is collected, monitored, and shared, but not used consistently for

hoc Ql decision making; few staff actually engaged in Ql activities;

Formal Ql in some Existence of teams that lead Ql projects; performance monitoring in some areas

areas are linked to strategic plan; organization has a Ql plan, but results of Ql project
are not always documented and shared; leaders manage resistance from staff.

Formal agency- Staff and leadership committed to Ql; Ql incorporated in job descriptions; Ql

wide QI team meets on a regular basis; performance measures linked to strategic goals;

existence of a centralized performance management system; decision making is
driven by data.

Culture of quality = Leadership fully embrace Ql; Ql embedded at individual, team and organizational
levels; staff has autonomy for Ql responsibilities; staff understand how they
contribute to the organization’s mission, vision, and strategic plan.

The Ql Roadmap provides guidance on progressing through the six phases. Organizational characteristics and
transition strategies, categorized by the six foundational elements, are provided for each phase on the
continuum to creating a culture of Ql.

2.1.2. Steps to creating a culture of quality

Assess the culture of quality: The KCHD leadership must assess the culture of quality in the
department at least every three years, prior to revision of the QI-PM Plan. The assessment will be
done using a validated assessment tool, such as the NACCHO Organizational Culture of Quality Self-
Assessment Tool Version 2. This assessment tool is based on the six foundational elements identified in
the Ql Roadmap. KCHD might also opt to do an informal, high-level assessment by walking through the
phases of Ql Culture described above, prior to a formal assessment.

Plan for improvements: Based on this assessment, and the phase of the QI Roadmap that the
department is currently in, corresponding transition strategies will be identified with the goal of
transitioning the KCHD to the next phase. The results of the assessment will be documented and the
information will be utilized in the annual Ql planning process.

Reassess: Reassessment will be conducted using a simplified assessment tool annually, except on the
years when the NACCHO Self-Assessment Tool is utilized. Assessment results will be compared to the
previous years to determine whether improvement strategies are effective, and what further
strategies are needed.

Manage change: In order to successfully implement changes needed for improvement, attention will
be devoted to both the process and the human aspects of change. Managing process change refers to
working on the activities required to achieving a desired state, while managing human change is
related to providing support and training to the people impacted by the change.
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3. Key Quality Terms

PHAB related guidance: 9.1.2a — List and description of key quality terms.
To provide a common vocabulary and a clear, consistent message, the following key quality terms are defined
below.

Continuous Quality Improvement (CQl): An ongoing effort to increase an agency’s approach to manage
performance, motivate improvement, and capture lessons learned in areas that may or may not be measured as
part of accreditation. In addition, CQl is an ongoing effort to improve the efficiency, effectiveness, quality, and
performance of services, processes, capacities, and outcomes. These efforts seek “incremental” improvement
over time or “breakthrough” all at once. Among the most widely used tools for continuous improvement is a
four-step quality model, the Plan-Do-Check-Act (PDCA) cycle (Public Health Accreditation Board [PHAB]
Acronyms and Glossary of Terms, 2009).

Data and Quality Coordinator (DQC): Position created at KCHD in 2010, which is responsible for promoting
individual and population health by leading public health informatics and quality improvement initiatives across
all units in the Organization.

Health Equity: “Health equity is the realization by people of the highest attainable level of health. Achieving
health equity requires valuing all individuals and populations equally, and entails focused and ongoing societal
efforts to address avoidable inequalities by ensuring the conditions for optimal health for all groups” (Adewale
Troutman).

Performance Improvement: The positive change in public health capacity, processes, or outcomes using clear
and aligned planning, monitoring, and improvement activities (Measuring What Matters, NACCHO, 2018).

Performance Management (PM): The process of actively using performance data to improve the public’s health.
It includes the strategic use of performance standards, performance measures, progress reports, and ongoing
quality improvement efforts to ensure an agency achieves desired results (Turning Point, 2003).

Performance Management System: Process of aligning multiple layers of performance assessment, planning,
and improvement efforts. Without an effective PM system, organizations might find their performance
improvement efforts disconnected (Measuring What Matters, NACCHO, 2018).

Performance Management Dashboard: A visual representation of the performance data being collected. The
Dashboard is organized according to the Division that is measuring and tracking the data.

Performance Measurement: Use of quantitative metrics and indicators to collect data and track progress
against strategy, goals, and objectives (Turning Point, 2003).

Performance Measures: Quantitative measures of capacities, processes, or outcomes relevant to the
assessment of a performance indicator (Turning Point, 2003).

Plan Do Check Act (PDCA) or Plan Do Study Act (PDSA): An iterative, four-stage problem- solving model for
improving a process or carrying out change. PDCA stems from the scientific method (hypothesize, experiment,
evaluate). A fundamental principle of PDCA is iteration. Once a hypothesis is supported or negated, executing
the cycle again will extend what one has learned (Embracing Quality in Local Public Health: Michigan’s QI
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Guidebook, 2008).

Public Health Accreditation Board (PHAB): A non-profit organization designated to oversee national public
health department accreditation, based on a set of standards and measures for promoting a systematic
approach for public health improvement.

Public Health Performance Improvement Network (phPIN): part of the National Network of Public Health
Institutes (NNPHI), it is a learning community and peer exchange network committed to provide guidance in
performance improvement in public health.

Quality Improvement/Performance Management Committee (Ql Committee): Agency- wide committee,
organized by the Data and Quality Coordinator and the KCHD Leadership Team, to carry out Ql activities, namely
PDCA cycles. The QI Committee objectives include supporting PDCA cycles occurring at the section level,
developing and facilitating All Hands meetings as they pertain to Ql, and reporting to Section/Division
concerning Ql updates. This committee is representative of each Division of KCHD, and includes representatives
at both staff and leadership levels. This committee also supports the work by the KCHD Leadership Team of
implementing the agency’s Performance Management system.

Quality Improvement & Performance Management Plan (Ql/PM Plan): A plan that identifies specific areas of
current operational performance for improvement within the agency. These plans can and should cross-
reference one another, so a quality improvement initiative that is in the Ql Plan may also be in the Strategic
Plan. See also Performance Management (PHAB Acronyms and Glossary of Terms, 2009).

Quality Methods (Ql Methods): A component of quality assessment in which a group of selected indicators are
regularly tracked and reported. The data should be regularly analyzed through the use of control charts and
comparison charts. The indicators show whether or not agency goals and objectives are being achieved and can
be used to identify opportunities for improvement. Once selected for improvement, the agency develops and
implements interventions, and re-measures to determine if interventions were effective. These quality methods
are frequently summarized at a high level as the Plan-Do- Check-Act (PDCA) or Deming’s Shewhart Cycle (PHAB
Acronyms and Glossary of Terms, 2009).

Quality Planning: A systematic process that translates quality policy into measurable objectives and
requirements and lays down a sequence of steps for realizing them within a specified time frame. Quality
planning is used in situations where a process does not yet exist, or a process needs a complete redesign.

Quality Improvement Tools (Ql Tools): Tools designed to assist a team when solving a defined problem or
project. Tools will help the team get a better understanding of a problem or process they are investigating or
analyzing (The Public Health QI Handbook, Bialek et al, 2009). Tools used by KCHD are outlined in the Public
Health Memory Jogger (Public Health Foundation, 2007), the Public Health Ql Handbook, and the Public Health
Quality Improvement Encyclopedia (Public Health Foundation, 2012).

Strategic Planning, Program Planning and Evaluation: Generally, Strategic Planning and Quality Improvement
occur at the level of the overall organization, while Program Planning and Evaluation are program-specific
activities that feed into the Strategic Plan and into Quality Improvement. Program evaluation alone does not
equate with Quality Improvement unless program evaluation data are used to design program improvements
and to measure the results of the improvements as implemented (PHAB Acronyms and Glossary of Terms,
2009).

Created: November 2012 Page | 8
Last updated: December 2022



4. Ql Structure at KCHD

PHAB related guidance: 9.1.2b — Key elements of the QI structure, which must minimally include a description of
roles and responsibilities for the QI plan’s implementation.

KCHD Leadership Team: The KCHD Leadership Team will support the efforts of the QI Committee by
implementing Ql activities within Divisions and Sections, and contribute to the development and
implementation of agency-level Ql activities. Leadership Team members will participate in Ql training activities,
become skilled in the implementation of Ql tools, and provides concrete feedback and evaluation of Ql training
and PDCA projects. Leadership Team members will serve as the primary group responsible for implementation,
monitoring, and evaluation of the agency’s PM system.

Kane County Health Advisory Committee: The Kane County Health Advisory Committee will support the Ql/PM
efforts of the agency, providing consultation and feedback to KCHD staff regarding QI/PM efforts. The
committee will inform the Kane County Board about QI/PM and make recommendations on policy change.

Kane County Public Health Committee: The Kane County Public Health Committee will support to the Ql/PM
efforts of the agency, providing consultation and feedback to KCHD staff regarding Ql/PM efforts, and informing
the Kane County Board about QI/PM and making recommendations on policy change.

Kane County Board: Kane County Board/Board of Health: The Kane County Board, which includes the role as the
Kane County Board of Health, will provide high-level oversight of Ql/PM efforts by the agency, as well as
approve policies to facilitate implementation of this plan and activities included therein.

Ql Committee (QIC): The QI Committee will ensure the carrying out of Ql efforts and activities, which include
development and evaluation of an annual Quality Improvement Plan, meeting PHAB accreditation standards
relative to Ql, provision of Ql updates to appropriate Section/Division, and support the work of department
improvement projects. Committee members will-plan and participate in Ql training activities, and become skilled
in the implementation of Ql tools. Committee members will serve as section-level support to the KCHD
Leadership Team in implementing, monitoring and evaluating the performance management system.

Membership and Rotation: The QI Committee will have a minimum of two members from each Division
of KCHD (one leadership and one general staff), and the Data and Quality Coordinator (DQC). The
membership term will be of two years unless otherwise decided by Division/Section leadership. The DQC
will always be a member of the committee, serving as its facilitator. Additional members can be included
at the discretion of the QIC.

Roles and Responsibilities: See Appendix B.

Staff and Administrative Support: The DQC position is specifically tasked with the development,
implementation, evaluation, and coordination of all Ql/PM activities within KCHD, involving 60-75% of the full-
time equivalent (FTE) position. This position is a part of the Division of Community Health Resources and may be
tasked for administrative support as needed. Additional staffing and/or administrative support may be provided
by various positions based on operational needs.

Budget and Resources Allocation: Kane County Health Department dedicates a full-time position to the quality
improvement process with a Data and Quality Coordinator, which is funded annually. Resources are identified
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annually and incorporated into the next fiscal year during the budget process. Budget line items may be
dedicated to QI/PM efforts, including the purchase of training materials, attendance to conferences, and
securing services of expert consultation in the areas of Ql and PM. Additionally, the KCHD Grants Management
Specialist will actively seek awards for quality improvement related activities. Future planning will include
analysis of cost, return on investment of implementation of quality improvement projects, and a more in-depth
understanding of budget allocation specific to Ql for staff members, members of the QI Committee, and the
Leadership team.

5. Ql Training
PHAB related guidance: 9.1.2c — Description of Ql learning opportunities offered to all levels of department staff.
5.1. Required QI training for all staff

All newly hired KCHD staff (and interns as recommended by their immediate supervisors) are required to
complete the basic Ql training curriculum described below within 90 days of hiring, and the required additional
training within one year from hiring date. Newly hired and current staff will be informed on the location of QI
and PM materials and will be given time to review the materials and complete related worksheets to obtain a
course completion certificate. Completed worksheets or certificates will be sent electronically or by internal mail
to the Data & Quality Coordinator and to the Workforce Development Specialist for tracking purposes. Members
of the Ql Committee, KCHD leadership, and front-line staff are expected to have high-level QI capabilities.
Training will be provided on QI/PM methodology.

Table 1
Ql training requirements at KCHD
Basic Trainings QI-PM 101 Orientation Virtual, instructor-led training
(requ:r.etfi within 50 days cQl for Public Health: The Online training
from hiring) .
Fundamentals (Ohio State
University)
PHAB Orientation Presentation in S Drive
Basic Ql Tools e SMART Planning
e (Cause & Effect (Fishbone) Diagram
e Data Collection & Analysis
e Flowcharts
e SWOT Analysis
e Gantt Chart
Advanced Trainings Advanced QI Tools e PDCA
(required within 1 year e Brainstorming & Affinity Diagrams
from hiring) e 5Whys &5 Hows
e Force Field Analysis
e Prioritization Matrix
e Storyboards
e Voice of the Customer
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Training Topics:

o Principles of QI
Orientation to the QI/PM plan
Performance Management
Plan-Do-Check-Act Cycle
Ql Tools
Accreditation/PHAB

O O O O O

5.2. Resources for Ql Tools (click on links below to access resource)

e Presentations, worksheets and templates location in the shared drive (Appendix E- Ql Resources
Pathway):

Presentations: S:\Division of Community Health Resources\Health Resources & Support\Quality

Improvement\Ql Training Resources\000 QI Training-Resources for Staff\PRESENTATIONS

Templates: S:\Division of Community Health Resources\Health Resources & Support\Quality

Improvement\Ql Training Resources\000 QI Training-Resources for Staff\TEMPLATES

Worksheets: S:\Division of Community Health Resources\Health Resources & Support\Quality

Improvement\Ql Training Resources\000 QI Training-Resources for Staff\WORKSHEETS

e Public Health Quality Encyclopedia (Public Health Foundation): A resource for public health
organizations containing information on 153 quality tools with examples derived from public health
routine. Each KCHD Division shall possess two copies of this booklet.

e The Public Health Memory Jogger (Goal QPC): A paper booklet which contains basic information on 22
quality tools with a focus on public health. It is aimed at providing everyday support for the quality
improvement process; each KCHD employee shall receive a copy of it. (Appendix C)

e QI Training Checklist (Appendix F): S:\Division of Community Health Resources\Health Resources &
Support\Quality Improvement\Ql Training Resources\Ql Training Checklist May2022.xlIsx

o Quality Tools website :The American Society for Quality -ASQ- has a useful website with a variety of
available Ql Tools trainings, although the information is not tailored for Public Health. This website has
been recommended by NACCHO QI Roadmap.

e Public Health & QI Toolbox : The Minnesota Department of Health offers a website with a variety of
quality tools and other project management resources.

5.3. New Employee Orientation

Once a new employee is hired, the Director of the Division of Community Health Resources or the Executive
Secretary sends a notification to the Data & Quality Coordinator and to the Workforce Development Specialist
(WFDS). DQC will reach out to the new employee’s supervisor to obtain details on the position, contact
information, and for VMSG permissions required for that employee. A new account will be created in VMSG for
the employee, and VMSG access and training instructions will be sent to the employee (Appendix D). At the
same time, the WFDS will send to new employee communication on training requirements, including
requirements for QI training, as listed in Table 1. This communication will prompt the new employee to reach
out to DQC to schedule one-on-one QI-PM 101 Orientation. Once the orientation is provided, the new employee
will complete the related worksheet and submit it to DQC for review. A certificate of completion will be sent to
new employee and to the WFDS as well, for tracking purposes. The general and Ql training requirements will be
completed within the established timeframes, in a self-paced mode, by the new employee; training progress will
be tracked by each employee through the QI Training Checklist (Appendix F). Completion is tracked by either IT
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file://///kane/phdshare$/Division%20of%20Community%20Health%20Resources/Health%20Resources%20&%20Support/Quality%20Improvement/QI_Training_Resources/000%20QI%20Training-Resources%20for%20Staff/PRESENTATIONS
file://///kane/phdshare$/Division%20of%20Community%20Health%20Resources/Health%20Resources%20&%20Support/Quality%20Improvement/QI_Training_Resources/000%20QI%20Training-Resources%20for%20Staff/PRESENTATIONS
file://///kane/phdshare$/Division%20of%20Community%20Health%20Resources/Health%20Resources%20&%20Support/Quality%20Improvement/QI_Training_Resources/000%20QI%20Training-Resources%20for%20Staff/TEMPLATES
file://///kane/phdshare$/Division%20of%20Community%20Health%20Resources/Health%20Resources%20&%20Support/Quality%20Improvement/QI_Training_Resources/000%20QI%20Training-Resources%20for%20Staff/TEMPLATES
file://///kane/phdshare$/Division%20of%20Community%20Health%20Resources/Health%20Resources%20&%20Support/Quality%20Improvement/QI_Training_Resources/000%20QI%20Training-Resources%20for%20Staff/WORKSHEETS
file://///kane/phdshare$/Division%20of%20Community%20Health%20Resources/Health%20Resources%20&%20Support/Quality%20Improvement/QI_Training_Resources/000%20QI%20Training-Resources%20for%20Staff/WORKSHEETS
file://///kane/phdshare$/Division%20of%20Community%20Health%20Resources/Health%20Resources%20&%20Support/Quality%20Improvement/QI_Training_Resources/QI%20Training%20Checklist_May2022.xlsx
file://///kane/phdshare$/Division%20of%20Community%20Health%20Resources/Health%20Resources%20&%20Support/Quality%20Improvement/QI_Training_Resources/QI%20Training%20Checklist_May2022.xlsx
https://asq.org/quality-resources/quality-tools
https://www.health.state.mn.us/communities/practice/resources/phqitoolbox/index.html#customerfocus

report (for videos), certificate of completion or acknowledgement sheet, or by completed worksheets. The
process flow for new employee onboarding training can be found in Appendix G.

5.4. Advanced Ql Training

Advanced training opportunities will be made available for QI Committee members, KCHD leadership, and for
strategic positions, based on training needs assessments conducted though surveys or focus groups every 3
years, and as resources permit.

Additional opportunities for advanced training in the areas of Ql and PM will be made available to the Data &
Quality Coordinator as applicable and as resources permit. These may include, but are not limited to, webinars,
off-site training opportunities, and participation in conferences, assuring that skills and competences are
acquired.

6. Performance Management (PM)

6.1. KCHD Performance Management System

PHAB related guidance: 9.1.1 — A department-wide performance management system, including:
a) Performance management goals and the associated objectives with time-framed and measurable
targets.
b) A description of how the performance management system is operated, including the process for how
staff will:
i Enter data in the performance management system.
ji. Monitor data on performance.
jii. Communicate results on a reqular reporting cycle.
iv. Use data to guide decision-making.
V. Use data to facilitate continuous quality improvement.
c) Linkages between the performance management system and strategic plan.

The purpose of performance management is to establish a system that ensures the collection of measures that
are within the scope of influence of, while at the same time, are meaningful for, the organization and its
customers. In order to achieve a successful agency-wide performance management, NACCHO recommends that
steps are taken (Measuring What Matters in Public Health, NACCHO, 2018).

As described in Figure 2, the identification of standards and targets, the definition and refinement of measures,
the collection, analysis, monitoring, and reporting of data, and the use of this data to make informed decisions
on improvement are the core elements of a performance management system. The integration of these
elements is essential for organization-wide quality improvement efforts, both individually and collaboratively.
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Figure 2

Steps for successful agency-wide performance management (source: NACCHO, 2018)

STEP 1

STEP 2

STEP 3

STEP 4

STEP 5

STEP 6

STEP 7

Align program
purpose with

agency strategy

Identify outcomes,
goals, and
objectives

Link activities to
outcomes and
objectives

Define performance
measures

Set targets and
standards for the
measures

Develop data
management
system and
reporting protocols

Prioritize and
implement

improvements

What impact on its customers does the
program seek to achieve?

How does the program’s purpose align with
agency mission and strategy?

Over what outcomes does the program have
influence?

How will the program influence these
outcomes?

What work will we do to achieve our
objectives?
How does our wark align with our outcomes?

How will we know if we are achieving our
outcomes?

How will we know if outcomes are the result
of our programs?

For what level of performance are we
aiming?
How do we compare to the field?

How will we use data to make informed
decisions?

How will we keep our stakeholders
informed?

How will we use data to continuously
improve to better meet community needs?
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6.1.1. Data Collection, Analysis, and Monitoring

Data represents a key component in the performance management process, as it empowers organizations for
data-driven planning, improvement, and decision-making. Data for the performance measures will be collected
and documented using KCHD’ performance management system software, VMSG Performance Management
Dashboard, a system by Knowledge Capital Alliance (KCA). This system, which has been designated as “Fully
Demonstrated” by the PHAB, is a cloud-based system that is accessible at all times by all staff once a user login
and password are obtained. The system is laid out in a cascading format based on the public health planning
model, where programs, goals, objectives and activities are described in detail. Where applicable, timelines for
deliverables are set, and for objectives and activities within each program, key staff members are identified and
assume responsibility for keeping all information related to that measure up-to-date on at least a quarterly
basis. On a monthly basis, the system is prompted to alert those individuals that have been assigned a task to go
in and update information on their respective activities.

Implementation plans will be entered in VMSG for each of the Health Department’s Plans and Divisions where
applicable. Data on progress will be regularly collected and analyzed utilizing VMSG. Staff in the Division of
Community Health Resources will provide assistance and ongoing support for this process. In a collaborative
effort, the DQC will work with each of the Divisions to identify new performance measures, and to assist with
existing measures within the system. The DQC will meet on a quarterly basis with each program/division to
review the data being entered in, and to provide any additional support.

6.2. Equity Considerations

Social determinants of health are defined as the role that social, physical, and economic conditions in which
people are born, live, work, and age, have in determining health outcomes of populations. With attention to
their paramount role, performance management at KCHD will be operated through an equity lens. This entails
intentional collection of data aimed at identifying health inequities and their root causes, and continued efforts
to develop goals and objectives that allow upstream interventions towards more equitable health outcomes
from the communities we serve (NACCHO, 2018).

KCHD is committed to putting equity at the center of performance management and quality improvement
processes. For this purpose, and in alighment with recommendations from the National Commission to
Transform Public Health Data Systems (Robert Wood Johnson Foundation, 2021), the collection, analysis, and
sharing of data related to the Health Department’s plans, programs, and services will be based on the following
principles:

e Collecting data with adequate granularity across population groups (i.e., race, ethnicity, language ability,
disability, gender identity, income, education, social position) and geographical levels that are useful at
the community level, and can be aggregated and disaggregated.

e Utilizing analytical methods to work with and across data sets of quantitative and qualitative data,
including historical data.

e Collecting data that are accurate and relevant at the community level to allow prioritizing and
addressing local health challenges and to track progress towards healthier communities.

e Utilize methods for interpreting public health data that are inclusive of community input, with attention
to messaging, communication, and narrative.

As described above, performance management at KCHD will be conducted utilizing disaggregated data as
frequently as possible, and as resources permit. Disaggregated data is currently seen as a key tool to advance
health equity; better information about different population groups is crucial to understanding the
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circumstantial conditions impacting health outcomes, as well as to effectively measure the progress of
interventions planned to address public health problems (Policy Link, 2018).

6.3. Alignment with Strategic Plan and Community Health Improvement Plan (CHIP)

Alignment between KCHD plans is essential to ensure that they are successfully executed. For this reason, the QI
plan is a key tool to ensure proper alignment between CHIP, Strategic Plan, and KCHD Programs and Services
through performance management and quality improvement efforts. Figure 3 illustrates the process of the
integration between the goals and the population indicators from CHIP, which provide input for the Strategic
Plan’s priorities and goals, which in turn provide organizational-level direction to help programs develop
objectives, activities, and measures.
Figure 3
Strategic alignment (source: NACCHO, 2018)

» Community Strategic Issues
» CHIP Goals
» Population Indicators

» Agency Strategic Priorities
» Strategic Goals
» Key Performance Indicators

» Programmatic Objectives
» Program Activities
» Performance measures

Program
Plans

6.4. Data Reporting

KCHD Divisions/ Sections will share progress on performance measures, collected and documented in VMSG,
with their respective team monthly, or at least on a quarterly basis. This reporting will include an update of the
data dashboard, a summary of progress on performance measures, and identification of opportunities for
quality improvement actions. During the Division meetings (with the DQC included), the group will review each
of the Division performance measures and determine their status at least quarterly. Performance measures will
be reviewed and revised as needed. Divisions will also share progress reports at QIC meetings. KCHD Divisions
will take turns, providing up to 2 progress reports in each calendar year to the QIC. For those measures targeted
for Ql action, follow up items will be documented using the meeting minute’s template (Appendix H). Ql
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Committee members will take the lead in implementing these QI action steps with the support of the division
leadership and team. Technical assistance can be provided by the DCQ as needed.

7. Ql Projects

PHAB related guidance: 9.1.2c — Description of the process for identifying, prioritizing, and initiating QI projects.
9.1.3 — Implementation of quality improvement (Ql) projects that demonstrate the following:
a. How the opportunity for improvement was identified.
b. The measurable and time-framed objective(s) for how the project aims to address the opportunity for
improvement.
c. Use of a Ql method.
d. Use of Ql tools to better understand or make decisions about:
i The current process
ji. Root causes(s)
jii. Possible solutions
iv. Prioritization/selection of solutions for implementation
V. Description of the outcomes of the Ql Project

7.1. Identification of opportunities for improvement

All levels of staff are entitled to identify areas for improvement during the regular performance monitoring of
the programs and services they provide, and submit a proposal for a Ql project to their supervisor. Ideas for Ql
project will be based on the need to improve program processes, objectives, and/or performance measures and
are tied to the agency Strategic Plan and CHA/CHIP. Leadership and Ql Committee may identify projects in a
number of ways, including, but not limited to, identification during the quarterly reviews of PM Data. As
performance measures are analyzed and presented by KCHD Divisions (Community Health Resources, Disease
Prevention, Health Protection, and Finance and Facilities) during the QI Committee meetings, discussions will
focus on needs to address an issue with a formal Ql project. The process flow to Ql Projects at KCHD is described
in Appendix |.

7.2. Project Selection Criteria

Once ideas for Ql projects are identified at the Division level, the team will utilize the PDCA Project Decision
Matrix (Appendix J), which allows ranking different proposed QI projects against the following criteria:

o Has an existing process (if not, explore quality planning)
o Has existing data to indicate a problem exists (or data can be easily collected)
o Is connected to CHIP, Strategic Plan or program/grant requirements
o Has potential for rapid turnover (at least monthly)
. Project is on a manageable scale ("bite" vs. "elephant")
. Resources are available to support project's implementation
. We have ownership/control over the outcome of the issue
. Have discussed level of reach and potential need to include others
. Staff has demonstrated interest and engagement in the project
. Has potential to produce more equitable outcomes
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After selecting a project, the PDCA workgroup will be expected to complete a Project Planning Proposal Form
(Appendix J), to be submitted to the Ql Committee for discussion and feedback, and for final approval.

7.3. Development of Ql Projects

Ql projects at KCHD will be developed utilizing the Plan-Do- Check (Study)-Act framework (PDCA). Appendix K
contains a guide to using this model in the improvement process. Equity principles and tools will be incorporated
in all steps of the PDCA cycle while teams are working on Ql projects.

The QI Committee, through its members will be called upon to provide support and technical assistance in the
development of QI proposals and project plans, and should be regularly updated on the project. Divisions should
involve as many appropriate staff as possible in a PDCA project. All staff members, at each Division, should be
involved in at least one QI project. The Division may opt to select one or more projects to allow involvement of
all staff in Ql Projects. Each KCHD Division will be expected to be working on at least one PDCA project each
fiscal year, but may choose to work on multiple projects simultaneously.

It is the expectation that the progress from the selected PDCA project(s) for each Division will be documented
via the Ql Project Team Charter (Appendix L) on an ongoing basis; the purpose is to ensure all information
pertaining to that specific project is collected, with special attention to tools used, outcomes, unexpected
observations, and the lessons learned through the process. The final information documented in the team
charter shall be used to compose a final report, which should be in a storyboard format (Appendix M). Each
Division must complete at least one storyboard during the 3-year Ql plan period (between January 2023 and
December 2025). The finished storyboard will be shared internally, and when appropriate, externally. At the
discretion of the KCHD Leadership team, the storyboards can be posted on the agency’s website and submitted
to the Public Health Performance Improvement Network (phPIN).

Ideally, working on PDCA projects should take a maximum span of six months, for the sake of sustaining the
team’s engagement. On the other hand, Divisions might work on shorter, simpler projects that are completed
within a few weeks’ time. A Ql Project should engage, at a minimum, the staff member directly involved in the
process, program, or service where improvement is intended, and their supervisor. While completion of a
storyboard is not required for shorter projects, documentation of the process in all of its steps is still mandatory,
using the Ql Project Team Charter. A list of PDCA projects selected by the sections of KCHD can be found in
Appendix N of this document.

8. Customer Focus

PHAB related guidance: 9.1.1- Implement the performance management system.
R.D 2: Example of implementation of the performance management system; the example must include
customer feedback.

Customer focus is defined as how an organization listens to the voice of its customers, builds customer
relationships, determines their satisfaction, and uses customer information to identify opportunities for
innovation or improvement (Minnesota Department of Health, n.d.). Customer focus is a key element of quality,
and, in public health, addressing this element requires understanding and meeting customer needs. Customer
focus is also one of the foundational elements of a QI Culture according to NACCHO (NACCHO QI Roadmap,
2020). There are actions that can be taken in order to ingrain a customer-focused culture within KCHD,
including, but not limited to,
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e Ensuring that customer focus is incorporated into KCHD vision and values, in a direct line of sight with
the Health Department’s strategic plan.

e Assessing the level of customer-focused culture within KCHD, through established tools designed for this
purpose, such as the Minnesota Department of Health Customer Focus Assessment Tool (Minnesota
Department of Health, n.d.)

e Ensuring that customers are identified, understood, and engaged

e Ensuring leadership’s commitment to customer satisfaction

e Ensuring that customer information is shared and actually utilized to create and improve programs.

For more information on customer satisfaction, refer to the Resources section in this plan.

The scope and purpose of customer-oriented processes within the Health Department are described in detail in
KCHD’s Customer Satisfaction Policy (Appendix O). The policy establishes that customer satisfaction from all
programs and services offered by KCHD will be assessed at least quarterly, during one full calendar month.
Partners and internal customers’ satisfaction will be assessed at least once annually. KCHD will utilize multiple
venues to apply customer survey, including online surveys, paper surveys, and focus groups. The Division of
Community Health Resources will be responsible for analyzing data from customer surveys and sharing it with
Division Directors and with the Executive Director; Division Directors shall be responsible for timely sharing
survey results with respective teams. Sections and Divisions are required to identify at least one performance
measure, to be added to KCHD performance management system, which is based on customer feedback.

9. QI-PM Goals, Objectives, and Activities

PHAB related guidance:
9.1.1a — Performance management goals and the associated objectives with time-framed and
measurable targets.
9.1.2e — Goals and objectives with time-framed targets, related to the department’s QI plan
implementation.

The process to identify agency and division-level goals, objectives, and performance measures as a part of the
agency’s PM System is ongoing throughout the year. This process will include participation by all staff in each
division, and selected measures will be documented and monitored through KCHD’s PM system, VMSG
Dashboard.

Performance Measures will have a direct line of sight with the organization Strategic Plan, the Community
Health Improvement Plan, Healthy People 2030 Objectives, the Ql Plan, the Workforce Development Plan as
well as any other recognized performance standards that fall under PHAB criteria, and information will be
captured and linked through VMSG 3-D planning.

Ql and PM goals and objectives are based on the PHAB Standards and Measures, version 2022, as well as the
PHAB Standards and Measures for Reaccreditation, version 2022. These goals, described below, are selected as
priority goals for this plan in connection to the reaccreditation requirements.
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Goal 1: Implement and run a performance management system at KCHD.

Objective 1: Between January 1, 2023, and December 31, 2025, all KCHD programs, services, and
plans are monitored on at least a quarterly basis through the agency’s performance
management system (VMSG).

Activity 1: 100% of KCHD programs have a corresponding operational plan in VMSG
(deadline is December 2025)

Activity 2: Monthly reports on VMSG user activity are submitted to and reviewed by the
Qlc.

Objective 2: | Between January 1, 2023, and December 31, 2025, each of the KCHD Divisions identifies
at least 3 opportunities for improvement related to their processes, services, or
programs.

Activity 1: Identified opportunities for improvement are brought to the QIC for approval
by each Division.

Goal 2: Steward a culture of quality within the KCHD.

Objective 1 = By December 31, 2025, there is a 50% increase in the rate of KCHD staff who completes
all trainings in the QI training curriculum, from a baseline of 16% employees completing
all Ql trainings in 2023, to 24% in 2025.
Activity 1: Training reminders will be sent quarterly to employees.

Objective 2: | By December 31, 2025, all newly-hired employees complete all basic Ql training
curriculum within 90 days from the day they were hired (baseline = 60% on December,
2022)
Activity 1: Training requirements are sent to new employees within one week from
hiring date (linked to Workforce Development Plan).
Activity 2: Ql Training Tracking sheet is updated monthly.

Objective 3: | By December 31, 2025, a minimum of 6 issues of the KCHD QI Newsletter are be
published.
Activity 1: QI Newsletter content is submitted to QIC for approval quarterly.
Activity 2: Percentage of KCHD employees actively accessing Ql Newsletter content is
tracked monthly.

Objective 4: Between January 1, 2023, and December 31, 2025, each KCHD Division completes a
minimum of 3 Quality Improvement projects, based on the opportunities identified
during performance management.

Activity 1: Ql Project team charters are completed (target: 12 team charters completed
between January 2023 and December 2025).

Activity 2: Each Division will complete at least one storyboard (between January 2023
and December 2025).
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10. Monitoring progress of the QI-PM Plan

PHAB related guidance: 9.1.2f — Description of how implementation of the Ql plan is monitored.

PHAB Domain 9 requires that health departments monitor and evaluate the implementation of goals, objectives,
and activities described in the Ql plan; for this reason, the KCHD QI operational plan, along with its activities and
defined performance measures, will be tracked through VMSG. Progress toward these goals are to be shared
with and evaluated by the Ql Committee on at least a quarterly basis.

11. Communication

PHAB related guidance: 9.1.2g- Communication strategies used to share with stakeholders about QI activities
conducted by the health department.

Regular communication about quality improvement initiatives and activities within the department is important
to build awareness, to increase knowledge, to facilitate engagement, to strengthen the Ql programs and to
promote an overall culture of quality. Regular updates on the Ql plan implementation, Ql projects selection and
progress, Ql successes, and training activities will be provided using the following:
e Communication of Ql efforts to be shared through the KCHD QI Newsletter, distributed at least twice
yearly to the staff, Public Health Committee, Health Advisory Committee, partners and the community.
e Communications within the Ql Committee, which will take place as needed through the QIC Bulletin.
e Presentations and training at Division, Section, and Team meetings, as well as at mandatory All Hands
meetings, regarding Ql project updates or Ql tools
e Infographics summarizing Ql projects
e Minutes from meetings of the QI Committee, Health Advisory Committee and Public Health Committee
posted on the network shared drive
e Storyboard presentations at Division, Section and/or Team meetings, as well as display of completed
Storyboards on KCHD website and throughout KCHD building; this may include one or more virtual
murals to display ongoing and completed Ql projects and initiatives at different KCHD Divisions.
o Ql efforts may also be shared via posting of materials through various mediums including the Employee
Newsletter, Social Media, KCHD Website, internal email, and other available methods, as appropriate.
e Divisions will allocate a time during All Hands meeting presentations to provide updates on their QI
projects, Ql bright spots, and other Ql initiatives, as applicable.

Dissemination of the approved QI/PM Plan will happen via e-mail and/or at ALL Hands mandatory meetings; a
link to the plan on the KCHD shared computer drive (S Drive) will also be provided, and KCHD staff will be
encouraged to review and provide feedback on the document; the input provided will be utilized to improve the
plan during the revision process.

12. Recognition

KCHD seeks to develop a culture of quality that encourages all staff to develop their own skills relative to quality
improvement and performance management. Strategies for recognition are also designed to acknowledge the
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efforts of all use of Ql and PM. Recognition of QI/PM efforts include, but are not limited to:

e Providing regular updates and recognition of PDCA project team members and their work, at
Division/Section meetings, and at All Hands Meetings,

e Sharing stories and “bright spots” of Ql tool use at Division, Section and Team meetings, as well as at Ql
Committee meetings, and during All Hands Meetings,

e Using incentives and rewards, as resources allow and as recommended by the leadership and QI
Committee, a QI Champion Acknowledgement Award will be selected on a quarterly basis.

12.1. The Ql Champion Program

Ql champions are individuals who inspire others to adopt QI practices and bring a spirit of Ql into the
organization. They cultivate this spirit by encouraging continuous improvement of programs and services
through providing a strong endorsement for Ql, and by participating in Ql activities. They are the organization Ql
cheerleaders (Kane, 2016). QI Champions can be found across the organization, but also within our community
partners. QI Champions typically demonstrate a combination, if not all, of the characteristics below:

e Generates support for the changes that need to be made

e Demonstrates accomplished Ql training

e Encourages, coaches, reminds, and mentors others on QI matters, training, and tools

e Demonstrates commitment to monitoring success and benchmarking

e Continually works to address communication gaps

e Fosters collaboration among teams

e Helps the Health Department to overcome resistance to change

e Demonstrate outstanding problem-solving skills

e Continually pursues success for building a culture of quality

e Demonstrate ability to mobilize resources towards improvement

e Serves as a role model for their peers.

The above characteristics will be considered when nominating and selecting a QI Champion. QI Champions will
be nominated quarterly using the KCHD QI Champion Nomination Form (Appendix P). Nominations will be
submitted to the DQC; the QIC will review list of nominated candidates during QIC meetings quarterly, and,
based on the above criteria, identify a QI Champion. QI Champions will awarded with a certificate of recognition
during All Hands.

13. Agency Policies

KCHD has policies regarding Quality Improvement, Performance Management, and Customer Satisfaction (see
Appendix O). The Executive Director approves these policies. Policies are to be reviewed every 3 years by the QI
Committee and modified as necessary to reflect changes in QI/PM efforts. After review and approval by the QI
Committee, the final step is for KCHD Executive Director to sign. The approved Ql, PM, and Customer
Satisfaction policies will be maintained in the KCHD policy book, and an electronic copy will be maintained on
the agency’s shared network drive for access by staff.

Created: November 2012 Page | 21
Last updated: December 2022



14. QI-PM Plan Revision & Approval

The QI-PM Plan will be regularly evaluated by the QI Committee, and recommendations for revision will be

based on feedback received within the organization and progress made toward goals and objectives of the plan.
The QI-PM will be formally reviewed every 3 years; the revision process will be preceded by an organization-

wide Ql culture assessment. Once a draft is complete, it will be reviewed by the Leadership Team, who will
provide feedback for additional amendments or changes. The Executive Director will provide approval and
signature of the final version.

15. Links to resources

VMSG Performance Management Dashboard- Login Page

KCA-VMSG Dashboard Training Videos

Quality Improvement Tools — ASQ

Public Health & QI Toolbox — Minnesota Department of Health
NACCHO Organizational Culture of Quality Self-Assessment Tool or SAT
Public Health Performance Improvement Network (phPIN)

Public Health Foundation

PHAB Standards & Measures for Reaccreditation- Version 2022

Core Competencies for Public Health Professionals

Foundational Public Health Services10 Essential Public Health Services
NACCHO- Measuring What Matters in Public Health

Measuring Customer Satisfaction: Nine Steps to Success- ASTHO
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https://la.vmsgdashboard.com/fmi/webd/vmsg_app?homeurl=http://VMSGDashboard.com
https://www.youtube.com/channel/UCxdtJPB8-20PpgkUQWEGt1A/videos
https://asq.org/quality-resources/quality-tools
https://www.health.state.mn.us/communities/practice/resources/phqitoolbox/index.html
https://qiroadmap.org/assessment
https://communities.nnphi.org/phpincommunity/home
http://www.phf.org/Pages/default.aspx
https://phaboard.org/wp-content/uploads/Standard-Measures-Version-2022-Reaccreditation.pdf
https://www.phf.org/resourcestools/Documents/Core_Competencies_for_Public_Health_Professionals_2021October.pdf
https://phnci.org/transformation/fphs
https://www.cdc.gov/publichealthgateway/publichealthservices/essentialhealthservices.html
https://www.naccho.org/uploads/downloadable-resources/NACCHO-PM-System-Guide.pdf
https://www.astho.org/globalassets/pdf/accreditation/measuring-customer-satisfaction-nine-steps-to-success.pdf
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Appendix A
Definitions/Clarifications

Baseline data: The rate/percent/number that you will be comparing current data with to determine whether
there has been a change.

Baseline date(s): When was your baseline data collected? For example, it could be from the previous year or an
average from the previous three years.

Definitions: Do any of the words or phrases in your performance measure need further explanation or
definition?

Denominator: In a percentage or rate, this is the bottom number. For example, the denominator for the
percent of Kane County adults who smoke cigarettes is the number of Kane County adults.

Numerator: In a percentage or rate, this is the top number. For example, the numerator for the percent of Kane
County adults who smoke cigarettes is the number of adults who currently smoke cigarettes.

Target: This is the “goal” for the performance measure. What number are you trying to reach? Examples are a
percent improvement from previous years or higher than the average rating for comparable local health
departments.

Target End Date: One year from the date, which you begin, tracking the measure.

Target population: A description of the group of people that your measure covers. For example, will the
measure report data for all Kane County residents or only clients that participate in your program? In many
cases, this may be the same as the denominator.
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Appendix B

Roles and Responsibilities

Executive Director

Provide leadership for department vision, mission, strategic plan and directions related to Ql effects.
Allocate resources for Ql programs and activities, assuring that staff has access to resources to
conduct Ql projects and training.

Promote a continuous quality improvement (CQl) learning environment for KCHD.

Advocate for Ql culture, both to staff and external customers, through presentation and messaging.
Report on QI activities to the Board of Health, Public Health Committee and Health Advisory
Committee.

Request the review of specific program evaluation activities or the implementation of Ql projects.
Review and provide final approval on document and as the QI/PM Plan and QI Policy.

Apply Ql principles and tools to daily work.

Participate in efforts to implement, monitor and evaluate the PM system.

Encourage staff to use online Ql resources such as (PHQIX, NACCHO Toolbox, Etc.).

Division Directors

Facilitate the implementation of Ql activities at the Division level.

Support Assistant Directors and Supervisors in Ql activity work.

Participate in Ql project teams as requested or as required.

Facilitate the development of Ql project teams.

Provide staff with opportunities to share results of Ql efforts (findings, improvements, and lessons
learned).

Communicate with Assistant Directors and Supervisors to identify projects or processes to improve
and assist with development of proposals for Ql projects.

Document Ql efforts.

Communicate regularly with Executive Director, Data and Quality Coordinator to share Ql successes
and lessons learned.

Communicate regularly with division representatives of the QI Committee to stay updated on
Committee work.

Provide feedback to develop annual Ql/PM Plan.

Identify representatives for QI Committee.

Communicate staff training needs to DQC.

Encourage program staff to incorporate Ql concepts into daily work.

Apply Ql principles and tools to daily work.

Assure implementation, monitoring and evaluation of the agency’s PM system.

Encourage staff to use online Ql resources (PHQIX, NACCHO Toolbox, Etc.)

Assistant Directors, Supervisors, and Managers

Facilitate the implementation of QI/PM activities and an environment of CQl at the section/program
level.
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Participate in and facilitate the development of Ql/PM project teams.

Assure staff participation in Ql/PM activities.

Orient staff to the QI/PM Plan processes and resources.

Provide staff with opportunities to share results of Ql efforts (findings, improvements, and lessons
learned), including visual representations of work.

Document QI efforts.

Determine messages to communicate selected Ql activities and results to staff, the public and other
audiences (via Public Information Officer and with the support of the DQC).

Keep Division Director apprised of QI/PM activities.

Communicate regularly with section representatives of the QI Committee to stay updated on
Committee work.

Initiate problem-solving processes and/or QI projects.

Encourage staff to incorporate Ql concepts into daily work.

Apply Ql principles and tools to daily work.

Assure implementation, monitoring and evaluation of the agency’s PM system, including
communication to staff.

Encourage staff to use online Ql resources (PHQIX, NACCHO Toolbox, Etc.)

Data & Quality Coordinator

Coordinate, Support, and Guide QI/PM department-wide.

Develop the QI/PM plan and evaluation with the input of the Ql Committee and Leadership Team,
assuring that it meets PHAB accreditation requirements.

Counsel QI Committee members on the implementation of the Ql program and serve as Committee
Chair.

Provide training, consultation, and technical assistance to Ql project teams, the QI Committee and
for other staff.

Convene and facilitate the agenda and meetings for the QI Committee.

Work with the Leadership Team to define and document Ql issues.

Support Assistant Directors and Supervisors in development of messages to communicate Ql
activities to staff, the public and other audiences.

Provide technical assistance on the development, implementation, monitoring and evaluation of the
agency’s PM system.

Assure communication of Ql project results, including posting on KCHD website.

Support dissemination of agency Ql/PM efforts, including application to public health networks and
presentation at local, state and national conferences and meetings.

Assure documentation of all Ql-related activities.

Evaluate staff regarding Ql participation and training needs and PM development and integration.
Integrate QI principles in KCHD policies/protocols.

Implement other strategies to develop a “culture of Ql”.

Apply Ql principles and tools to daily work.

All KCHD Staff

Participate in the work of at least one Ql project, as requested by division directors, assistant
directors, or supervisors, on an annual basis.
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e Collect and report data for PDCA projects and PM system measures.

e Identify areas needing improvement and suggest improvement actions to identified areas (with
direct supervisor and supported by the use of data), especially as they pertain to agency goals and
mission.

e Develop an understanding of basic Ql principles and tools by participating in Ql training.

e Report Ql training needs to supervisor and/or DQC.

e Apply Ql principles and tools into daily work.

e Contribute to the development, monitoring and evaluation of the PM system.

Quality Improvement Committee

e Attend monthly meetings of Ql Committee (typically 1.5 hour/month) and complete assigned tasks.

e Provide Ql expertise and guidance for PDCA project teams.

e Provide QI training and support to new and existing staff.

e Complete all required and suggested agency Ql training modules.

e Serve as liaison between program-level Ql project and agency, providing updates at All Hands,
Division, or Section meetings.

e Assist in development of agency Ql activities.

e Participate in the development, implementation, review and evaluation of the QI/PM Plan.

e Advocate for Ql and encourage a culture of learning and Ql among staff.

e Apply Ql principles and tools to daily work.

e Provide support to the KCHD Leadership Team in implementation, monitoring and evaluation of the
PM system, providing updates to the QI Committee and making recommendations for improvement
projects based on PM results.

e Encourage staff to use online Ql resources (PHQIX, NACCHO Toolbox, Etc.)

Kane County Health Advisory Committee

e Provide consultation and feedback to KCHD Leadership staff regarding Ql/PM efforts.

e Make recommendations to Kane County Board on policy changes regarding Ql/PM.

e Participate in orientation regarding Ql/PM efforts and assist in development of Ql/PM orientation
materials for Kane County Board/Board of Health.

Kane County Board/Board of Health

e Provide oversight of Ql/PM efforts by the KCHD
e Set policies to facilitate implementation of the Ql plan and activities.
e Participate in orientation of QI/PM efforts.
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Appendix C

Public Health Memory Jogger

Quality Improvement (QI) Toolbox

QI Tool

What the Tool Does

Public Health Memory
Jogger IT

Activity Network Diagram/

Gantt Chart

Used to: Schedul 1al and simul tasks

Gives team members the chance to show what thesr
prece of the plan requires and helps team members
see why they are critical to the success of the project.
Helps teams focus its attention and scare resources on
cntical tasks.

Page 3

o

Affimty Dhagram

Used to: Gather and group ideas

Encourages team member creativity by breaking
down communication barriers.

Encourages ownership of results and helps overcome
“feam paralysis” due to an array of options and a lack
of

Page 12

HE

Brainstorming

Used to: Create bigger and better ideas

Encourages open thinking and gets all team members
involved and enthusiastic.

Allows team members to build on each other’s
creativity while staying focused on the task at hand.

Cause and Effect/Fishbone
Diagram

Page 19

Used to: Find and cure causes, not symptoms

Enables a team to focus on the content of the
problem, not the problem’s history or differmg
personal 155ues of team members.

Creates a hot of the collective knowledge and
consensus of a team around a problem.

Focuses the team on causes, not symptoms.

Page 23

Check Sheet

UaEd to: Count and accumulate data

Creates easy-to-understand data ~ makes patterns in
the data become more obvious.

Builds a clearer picture of “the facts”, as opposed to
opinions of each team member, through observation.

Control Charts

Page 31

Used to: Recognize sources of vanation

Serves as a tool for detecting and monitoning process
for

Page 36

variation. Provides a
diseussing process performance.

Helps improve a process to perform with higher
quality, lower cost, and higher effective capacity.

Interrelationship Digraph Used to: Look for drivers and outcomes Page 76 -
« Encowrages team members to think in multple
directions rather than linearly. et \t
«  Explares the cause and effect relationships amongz all | [ B
the issues.
«  Allows a team to identify root cause(s) even when \ -'/
credible data doesn’t exist.
Matrx Diagram Used to: Find relationships Page 83
»  Makes patterns of responsibilities visible and clear so A |B [C
that there 15 even distnbution of tasks. 1
« Helps a team come to on small di 2
enhancing the quality and support for the final 3
decision.
Mominal Group Techmque Used to: Rank for consensus Page 91
Allows every team member to rank issues without
being pressured by others. o | Beb | Hal | Teul
= Makes a team’s consensus visible. Al |4 [4]11
= Puts quiet team members on an equal footing with B |21 |2 |5
more dominant members. C |4 ]3 [3 |0
DI J2 |1 4
Pareto Chart Used to: Focus on key problems Page 05
+  Helps teams focus on those causes that will have the
greatest impact if solved. (Based on the Pareto
principle ~ 20 % of the sources cause 80% of any
problem.)
*  Progress is measured in 3 highly visible format that
provides incentive to push on for more
Prionitization Matrices Used to: Weigh your options

+ Forces a team to focus on the best thing(s) fo do and
not evervthing they could do.

#*  Increases the chance of follow-through because
consensus 15 sought at each step in the process (from

Dhata Points

Used to: Twn data inte information

#*  Determumes what type of datz you have
+  Determines what type of data is needed

Page 57

Flowchart

Used to: lllustrate a prcture of the process

Allows the team to come to agreement on the steps of
the process. Can serve as a traming aid

Shows unexpected {:Dmple)utv and problem areas.
Also shows where =i and dization
may be possible.

Helps the team compare and contrast the actual
versus the ideal flow ufa process to help identify

Page 56

Force Field Analy=is

Used to: Idem:lfv prrn:lws andnegatlws ufch.mge

Histogram

Presents the * ” and “nega ” of a situati +
so they are e:mlg, compared. p—
Forces people to think together about all aspects of —_—
making the desired change as 3 permanent one.

Used to: Identify process centering, spread, and shape Page 66

Displays large amounts of data by showing the
frequency of cccwrences.

Provides useful information for predicting future
performance.

Helps indicate there has been a change in the process.
Tlustrates quickly the underlying distribution of the
data.

Developed from The Public Health Memory Jogger IT (2007)

criteria fo conclusions)
Process Capability Used to: Measure conft to
#*  Helps a team answer the question “Ts the process
capable?’
»  Helps to determine if there has been a change in the
process.
Fadar Chart Used fo: Rate Drgamzauoru performance Page 121
»  Makes of strengths and weal
visible.
#*  Clearly defines full performance m each category.
»  Captures the different perceptions of all the team
about per
Fam Chart Used to: Track trends Page 125
« Momtors the performance of one or more processes
over time to detect trends, shifts, or cycles.
*  Allows a team to compare a performance measure
before and after implementztion of a solition to
measure jts impact.
Scatter Diagram Used to: Measure relationships between varizbles Page 129
Supplies the data to confirm a hypothesis that two . .
vaniables are related. * .
»  Provides a follow-up to a Cause & Effect Diagram to . Y
find out if there iz more than just a consensus <
connection between causes and the effect.
Tree Diagram Used to: Map the tasks for mplementation

«  Allows all participants (and reviewers outside the
team) to check all of the logical links and
completeness at every level of plan datail.

« Reveals the real level of complexity mvolved in the —
achievement of any goal, making potentially — _E
overwhelming projects ble, 25 well as -
uncovering unk




Appendix D

VMSG Log in Instructions

Directions for setting up your login and password in VMSG

1. Enter “login.vmsgdashboard.com” in your browser (make sure to use Google Chrome)

VMSG Dashboard Login

Please enter your Userame or eliall and Password 1o login 10 the VIISG
Dashboard.

Glick on the Send button 1o have your User information eMailed to you

UserName or elail

Password

1. Do not enter any information at this screen
2. Hit SEND



[ ) VMSG Dashboard by KCA

& 3 C @ lavmsgdashboard.com/fmi/webd/vmsg_app * B e

'VMSG Dashboard Login

Please enter your Usemame or elail and Password (o login to the VIMSG
Dashboard
Click on the Send button to have your User information eMailed to you.

UserName or eMall

‘ﬁ)&:erkalhy@w,kane, ilus ‘

Password

| \

3. Enter your email address
4. Hit SEND
5. You'll get an email in your Outlook from KCA VMSG with your login and password information
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VMSG Dashboard Login

Please enter your Username or eMail and Password {o login to the VMSG
Dashioard
Click on the Send button to have your User information eMailed to you.

UserName or eMail
‘foe;serkatny ‘

Password

‘ [— ‘

6. Go back to “login.vmsgdashboard.com” and enter your login and password that were emailed to you

No Pll Please

Although the VMSG Dashboard is extremely secure, we request that you
do not enter any Personally Identifiable Information (PIl) into the system.
Thank You

7. Hit OK for this screen
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vision, Mission |  Services &
& Values Tnitiatives

Kane CHD DepT Main MeNu

Dastsoseo: Go 10 The VMSG svsTem oasveoso
Quicc Uroure: Urosare OmtecTives avp AcTrvimees
Useas: AcofDecere/Masie Ussr Accouss

Parmiers: Manacs THE Organization's Parmiers anp Paamer Contacts.

Versbn 92 242018

DocuvenT Manassment: Searcs ano Manacs Documents ror L PLsinane Eusmenrs.

é‘v\suon, Mission & VALUES
AT V2 ARE ABOUT... L Carsconues! Manscs Cameconss 8. Sus-Careconies v Orcwnzamion

U servicesiivmamves Passwono: Coavice Your VMSG svsre passinar
Wi v ..

GoaLs, OesecTives & AcTiviTies
How WE Do IT.

ﬁ PerrormANcE MANAGEMENT
e Repoats: View or Prt VMSG Svstem Reroats
et

Sermnas: CONFIGURE PARAMETERS FOR THE SeLEcTED ORaantzation

Hewp: Hewe Svstem ano Insormarion For Usivg e YMSG Svstem

D Exrorr Operational Puan: Exrort an Orerarional PLan 7o & CSV e

‘Senyice RequesT: RequesT SvsTeM AoHinsTaamos SERces

-

Degt

8. Once you are on the Main Menu, click on the “Password: Change your VMSG system password” button
9. Type in your current and new passwords to login, and start navigating the system.
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VMSG Training Instructions
1. VMSG offers thorough and easy-access training directly built into the system. Once you are logged in,

click on the I in the top right;

—————— g
|
(Home Fage | Kane CHD Admin Main Menu w

! Dashacar: Goto e VNSO sysem deshtosrs
N [P ———

[ L —

DASHETAED || ot

o T i s s s it o P

VISION, MISSION & VALUES 2
.
WHAT WE ARE ABOUT... j Categories Manage Categories & Sub-Categories by Organcation
LB SERVICES/INITIATIVES R Password: Change your VMSG system password
- WHAT WE 0.
GoALS, OBJECTIVES & ACTIVITIES.
b How we 00 1.

e it | B s o o e i e e
SANCAMAASIAT | | (I ., o e Sy s

Expon Operatonal Plan Export an Operational Plen to 8 CSV fle

@ rvcn et Recst e Adiitoor S
‘1 VMISG Pubiec Mansge Pertomance Inacstor Rows

“ VMSG Pubkc Marage Pubic WetPages

e

2. Alist of trainings will appear on the left bar.

@ VA5G Dasnbora by KCA x o+ o - o X
€« c & A g.3pp) =httpy - *x 2
Apps M Gmsl @ YouTube B Mopr @B KCAVMSGOahbo [ Gens LT wowdb. ] Bettarimpac e Oniine @) SunerMonkey frae [ County Hoath Rank.. 8 PHQX |Publickeal.  » | 8] Reacingiet

Services & !g: 0

Dashboard Help and Information

" e
» @ any pan ot
The crganzaion o » grven pomt i feve
1 The sttty fo e3ch use 1o ssty select aad ack key msues = residme
The s 1o get a8 et
1 Opeeshomal seerieg and organeaton suscets
Each Goal Oniectve cr Achy can be fogsed wih 3 Grees, Yelow or Red stabs.

" WA Sy or Gekd b

Gener Setep intia W e Fiag - The gosl cx ciecive 12 proceeding o2 erpecied

e Fivg - The g or otvecte % not roceeding a2 expecied. Melpmay be
needed 1 et f Back fo green

- Ret g
I rets i requred 10 move £ 10 el of reen

Bo%om Staks Bar (Ceobe Cramb)

Comemon System Butons

VAISG Systam Dastecant S Goke Flag - Ths Goal. Ctyective or Activty s fapged 33 completed
e i e g 3 e wino
Dashboara Bascs - g Eating 3 Deletg Recores r MY TV ateese o
T
e g rmcsons w :
Assn nagng Gro " e
g 8 inagng Oreps time reponts across e cegenizabon
e

et snags roram asnsc U oy ey e o S o R P e S
stir s vt i 2 Z v 55 i e’
[P T—— » F R R———

s 3 e ety e g g o bt Tha sy

fre— . s
Amy S umagoy O | 2 he depatert or agency al e -
R —— |
A 8 g cvites “
Ache o Upsote "
pee : o o et 1
YU i ! Sarrcemnibatie can have m umided number of Gous
o ot O b bt achos B s £ Goslcn
Service, Gow, Otysctve or Actny Mestory L] vt > g
[T ————
E——
|

& Managiog Users

g Categeres and SubCat
naives Goai, Cbjech e e
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Users are recommended to watch the four first videos on that list within one month from first login. System
administrators would also need to view the VMSG Administrator Training Video.

3. To watch the video for each training, click on the black box with the white arrow as shown below.

@ VMSG Dashboard by KCA x4+ e - o X

<« C i lamsgdashboard.com/fmi/mwe

o ok 2

s @D Mail - KaneMRCSc.. 8 PHAB Website () CodeRed @) VMSG Dashboardb. [l Benter Impactadmi.. @ alic

e [l County Heaith Rank.. 8 PHQIX| Public Hesl » T Reading st

go: 0.

Dashboard Help and Information

[ tiroducton to the VMG Dashboard =

VS Ba

fed Help may e

ing expeciabions

Doshboand Basics - Ading, Edifng and Deleting Reconds

hars Sor Object and Acthiies

Document Mansgement

sding & Mansging Users

System Reparts

VIS Publ:

d SubCat

[ oo = T Aok T —_—___——§—s—m—m—mm—n—m—mmmnmmnmmmm—__—_——wpp e T B

H P Type here to search

4. You may also access the VMSG Videos directly from their YouTube Chanel; to do so, simply click on the
links below:

o VMSG Dashboard Intro & Overview - 48 minutes
o VMSG Gen3 Intro Training

o VMSG Basics Training - 56 minutes
o https://youtu.be/HF5U55pn804

o  VMSG Operational Planning Training - 54 minutes
o VMSG Operational Planning Training

o VMSG Performance Monitoring Training - 25 minutes
o VMSG Performance Monitoring Training

o VMSG Administrator Training - 30 minutes
o VMSG Gen3 Admin Training
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https://urldefense.com/v3/__https:/youtu.be/gpAUKyflbk8__;!!NVL4pk8hLUA!QT9PwLVMwDQ43gF5jxv4jdSxOmv7kPjfg_Rtv4r5-81bJN_SqH2RuM3XnAWuH5FYylXnz9xz$
https://urldefense.com/v3/__https:/youtu.be/HF5U5Spn8O4__;!!NVL4pk8hLUA!QT9PwLVMwDQ43gF5jxv4jdSxOmv7kPjfg_Rtv4r5-81bJN_SqH2RuM3XnAWuH5FYyo4ebtxs$
https://urldefense.com/v3/__https:/youtu.be/OeFWsC4Mzf0__;!!NVL4pk8hLUA!QT9PwLVMwDQ43gF5jxv4jdSxOmv7kPjfg_Rtv4r5-81bJN_SqH2RuM3XnAWuH5FYyhlXuGuI$
https://urldefense.com/v3/__https:/youtu.be/uxMZcqb3UTw__;!!NVL4pk8hLUA!QT9PwLVMwDQ43gF5jxv4jdSxOmv7kPjfg_Rtv4r5-81bJN_SqH2RuM3XnAWuH5FYyoaYB_Vt$
https://urldefense.com/v3/__https:/youtu.be/dAWBmZ2at6I__;!!NVL4pk8hLUA!QT9PwLVMwDQ43gF5jxv4jdSxOmv7kPjfg_Rtv4r5-81bJN_SqH2RuM3XnAWuH5FYyok_fiOB$

Appendix E

Pathway for Quality Improvement Resources and Materials in the S Drive

1. Open S Drive and go to Division of Community Health Resources

22 Search phdshare‘l

== 5 This PC » phdshared {hkane) (S L &
pris & Marne - Date rmodified Type Size
nee & Data Collection 11A17/2020 1:34 P File folder
e De 7 Division of Cornrmunity Health Resources 1072372017 8:59 AkA File folder
arms 7 | Division of Disease Prevention 2A2Ms 12826 PR File folder
Feqic 7 Division of Health Promotion 2fA2M512:26 P File folder
b [ # | Division of Health Protection 11242020 237 P File folder
7 shared 32072016 11:24 PhA File falder
) a | transfer 101420068 3157 PR File folder
otectio
H Ermpl
2. Go to “Health Resources & Support””
This PC » phdshare$ &4kaned (53 > Division of Community Health Resaurces w | 0 2 Search Division of
A
~ Marre Date modified Type Size
Adrninistration 6272022 3:54 Ak File folder
EIC 9 2022 52 Ak File folder
Health Resources & Support FETF2022 10046 Ak File folder
Requisition Juotes 5/29/2020 350 PR File folder
Wiellness 4442022 10055 Abkd File folder
7 Health Resources & Support - Shorout TETF2022 10:44 AkA Shortcut TKE
0= Ltr Beemn 47232020 10:00 Ak Microsoft Word D, 17 KB
i a1 Medical Reserve Corps - Shortcut IAT02077:47 Ak Shortcut 2 KB
! B Mon-medical Staff COVID-19 POD Sign Up 872472022 12:06 PR4 bdicrosoft Excel WA, 13 KB
: SAUPHDCO3022031810201 (002) 3182042 1070 A0 Adobe Acrobat D, 223KE
l 0E| WhSE Goal 2022 2725/ 2022 2:35 PMA Microsoft Word D, 82 KB
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3. Go to “Quality Improvement”

LI rA N [ v A | quLJ Ll ' ]

mde e e e R L R LR L L e e T
Comrmunications Main 521,202 9:56 AR File folder
Data & Quality Coordinator 082022 8:34 Ad File folder
Divizsion of Cormmunity Health Resources 10,2020 10:05 Ak File folder
EPI Reports Br25,/2022 342 P File folder
Epiderniology 02,2022 241 AhA File folder
FOI& Anirnal Contraol 4372019 5:38 AbA File folder
Julie Sharp ternp folder 12272021 414 PR File folder
KCHD EXERCISE 6.14.16 e 208 2:07 Pha File falder
Kelly Howell B 16/2047 1215 PR File folder
Performance Management 14452022 3:45 AhA File folder
PHER 11872022 2:03 P File folder
Flanning 4282022 114 PR File folder
Quality Improverment Bf25/2022 2:02 PhA File folder
Share Point 6142027 3:13 PR File folder
Ztrategic Planning 5/24/2027 @33 PhA File folder
TEMP-Contact Database 52002020 110 PRA File folder

Topics to consider:

Customer Satisfaction: contains information of all past and recent customer feedback efforts.

Ql Committee: contains information on all past and current activities, including meeting minutes.
Ql Newsletter: past and current content and issues can be found here.
Ql Plan: past and current versions of the QI-PM plan.
Ql Training Resources: contains all resources needed for Ql training, along with templates and

worksheets.

QI-PDCA Projects: contains all resources related to Ql projects, including storyboard template and team

charter template.

Resources: contains resources on Ql in general.
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Appendix F

Ql Training Checklist

HEALTH

Ql Training Tracking Sheet

Employee name:l

Training Module

Date Date
Date training  |worksheet
training is [was was
due completed | submitted

Comments

CQl- Ohio State University

Ql-PM 101 Orientation

PHAB 101 Orientation

SMART Training

Cause & Effect Diagram

Data Collection & Analysis

Flowchart

SWOT Analysis

Gantt Chart

PHAB 101 Orientation

PDCA

Brainstorming & Affinity Diagrams

5 Whys & 5 Hows

Force Field Analysis

Prioritization Matrix

Storyhoards

Voice of the Customer

Trainings due within 90 days

Trainings due within 1st year
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Appendix G

New Employee Onboarding Process Flow

New Employee Training Information— Process Flow

DCHR = Division of Community Health Re- (

Sources
DQC = Data and Quality Coordinator
‘Ql = Quality Improvement

WFD = Work Force Development Specialist

New employee is hired

DCHR Director/Exacutive
Assistant informs WFDS
and DAC

¥

'WFDS sends onbaarding communica-
tion (includes general and Ql training
regquiremeants) to new emplaoyee by
email and copies D&J coordinator

¥

DAC reaches out to new employee

supervisor for employee info +
VMSGE permissions

Wew employee reach-
»1 escutto DQC

A

New employee com-
pletes self-paced gen-
eral trainings

F

Mew employee sends comple-
tion certificate or acknowl-
edgement sheet to WFDS

y

New employee com-
pletes self-paced QI

New employee com-
pletes QI worksheet &
sends to DOC

L

DOC schedules and pro-
vides 0| 101 Orientation

r

DOC review C| worksheet &
send certificate and worksheet

to WFDS and to new employee

WFD training tracking
sheet is updated

Cll training tracking
sheet is updated

DQC creates account for
new employee in VMS3G

Updated May 2022

Created: November 2012
Last updated: December 2022
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Appendix H

Meeting Minute Template

HEALTH

Meeting Name:
Date:

Time:
Location:
Facilitator(s):

Preseni:

Absent:

Guests:

AgendaItem’ Hazndonts

Discussion/Opportunities

Next Step/Follow Up

Responsible Person

Next Meeting Date:
Next Meeting Time:
Next Meeting L ocation:




Appendix |

Ql Project Process Flow

Performance monitor- Routine processes/

ing/progress reporting service level

Ildeas for improvement

|

Discuss opportunities

for improvement at the
Division level

Yes

Prioritization matrix

Complete QI Project
Application Form

Submit project for QIC

to review and approve

PDCA Cycle by pro-
ject team

Document every step of
the process (TEAM CHAR-
TER) No

Complete storyboard +
plan next steps Storyboard is published

HEALTH

sua1 Ajnb3




Appendix J

Ql Project Proposal Form

Appendix A
Kane CountyHealth Department
Quality Improvement PDCA Project Proposal

Adapted from Tacoma-Plerce Gounty Health Department

Project title: Stbmitted by:
Date suhmitted to QF Compnittes: PDCA Matrix Completed & Aftached:
Yes [] Na ]
Briefly identify er describe the progrom, project ar process that should be addressed with « QF praject:
Priarity: ; High Plzgse explain why you selected this priarity level:
|| Medinm
Low
Departmenial ImpEcations

suppeort our mission and'or vision.

. Which strategic initictive and'or CHIP priority does this project support, or how does this project

b, Who are the stakeholdars (interndd and axtemal) and what are thelr concarms?
. What resaurces and suppert will be needed to complete the project?

. What potential impact could there be an other prograens activiies if this QI profect is conductal?

What are we tryving to acconplish? {4 brief god staternznt)

farfuture impravemeants building off af this prafect)
Long term:
Medium term:

Shortierm:

Haw will we know that a change is an improvement? (Potenticd measures of success, including implicaions

What changes can we make thet will result in an improvement? (Initicd hypotheses and description af dega
needed to focus the project and the dzvelapment of an intervention).

QI Comtnittee Member Signature:

Wha should be an this QF team ? Who should lead this O team?
Eeviewed by QI Committes on f i20
QI Comrmittee Eesponze: Approved Denied




Kane CountyHealth Department
Quality Improvement PDCA Project Decision Matrix

Place an X in boxes where the criteria match the potential project. Add
up each column and place the total in the box at the bottom of each
column.

MNARWE OF POTENTIALPROJECT
MahlE OF POTENTIALFPROJECT
MNahE OF POTENTIALPROJECT

Has an existing process (if not, explore quality planning)

Has existing data to indicate a problem exists (or data can be easily collected)

Is connectedto CHIR, Strategic Plan or program,/grant requirements

Has potential forrapid turnover (at least monthly)

Projectis ona manageable scale (Mhite" vs. "elephant)

Resources are available to support project's implem entation

Yye have ownership/contral overthe outcom e of the issue

Have discussed level of reach and potential needtoinclude others

Staff has demonstratedinterest and engagementinthe project

Has potential to produce more equitable outcomes

TOTAL

Tpdated June 2022

Created: November 2012 Page | 44
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Appendix K

PDCA Roadmap
] )
NGO e
Ql Projects- Using the PDCA (Plan-Do-Check-Adjust) model H ELIILAILI-rLI-Il
What is PDCA?

Getling started

Step &: Standardize the Aszemble the team

improvement or develop o
new theory

Step 9: Establish future plans

Examine the cumant
approach

Plon Idenfify potential

soluhions

Develop an
improvement fheory

Use data to study SfUdY DO

the results Test the theory for
improvement

First thing we need to do is ask ourselves these 3 questions:

1?7

What are we  Howwillwe  What changes

trying to know that a can we make
accomplishe changeisan that will result in
improvemente an
improvement?
t
Created: November 2012 Page | 45
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Understanding PDCA steps

Last updated: December 2022

Ask yourself Suggested
meeting
guidance

1. Getting Identify your What Team charter Initial meeting
started problem/opportunity opportunities (Bi-weekly
Have data that support our for recommended)
selection improvement
Identify & gather resources exist in our
that will be needed. work?
2. Assemble Identify participants (staff, Who can add | Team Charter Initial meeting
the team customers, partners) value to this | SMART (Bi-weekly
Draft a problem statement project? Objective recommended)
Draft a SMART objective for the | What is the Worksheet
project. objective of Role
Assign roles (leader, facilitator, | this project? | descriptions
scribe, document manager, Sample Meeting
meeting scheduler) Agenda
Create a project timeline
Organize information in a Team
Charter.
3. Examinga Team fully explores existing What do we Team Charter Meeting 1:
the current process know about Check Sheet baseline data
approach Create flow chart the problem? | Process and current
Explore data to establish mapping/flow process
baseline chart Meeting 2: root
Explore the root cause of the Root Cause cause analysis
problem. analysis tools (Bi-weekly
(Fishbone, 5 recommended)
Whys, Tree
Diagram)
4, Identify Comprehensive review of all What could be | Team Charter Bi-weekly
potential potential solutions done to Solutions recommended
solutions Look for model practices improve the brainstorm
Select potential solution problem? (affinity
(within scope of control) that diagram, tree
can best address the cause. diagram,
prioritization
matrix,
cause/effect
grid)
5. Develop an Develop improvement theory What do we Team Charter Bi-weskly
improvement Include prediction of outcome | think will Gantt chart recommended
theory when solution is tested in small | happen if we
scale try this
Develop strategy to test theory | solution?
(who will be involved, What doe we
resources needed, timeline) need to

implement it?

Created: November 2012 Page | 46




6. Test your s  Putyour plan for improvement | Are we Team Charter Manthly
theory for theory into place in a small carrying out Data collection meetings
improvement scale the test as sheets
* Document results planned?
7. Use data s Examine data collected in step | Did the Team Charter Monthly
to analyze ] change tested | Bar charts meetings
results * Compare results against result in an Tables
baseline improvement? | Pie charts
3z » Review overall team Storyboard
2 experience template
"’-‘ » Start storyboard
8. s Adopt the change as standard Should we Team Charter Monthly
Standardize ar standardize Storyboard meetings
improvement » Adjust the change and test it the change or | template
or develop again (restart from step6) do we need
new or more
improvement » Abandon the change and information?
theory develop a new theory (restart
from step 5)
9. Establish Plan on how to maintain gains Team Charter Monthly
E future plans | Plan for additional PDCA cycles Storyboard meetings
template
Adapted from: Michigan Public Health institute, Equity in Action Workshop, 2022
Resources for Ql Tools:
In KCHD “S” Drive
Presentations
S:\Division of Community Health Resources\Health Resources & Support\Quality
Improvement\Ql_Training_Resources\Ql Module_TOOLS Training Presentations
Templates
S:\Division of Community Health Resources\Health Resources & Support\Quality
Improvement\Ql_Training_Resources\Ql_Training Handouts & Templates
Quality Tools website (American Society for Quality)
Public Health & QI Toolbox (Minnesota Department of Health)
Created: November 2012 Page | 47
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Appendix L

Ql Project Team Charter

2l Project Team Charter

Project name: Date DivisionfSection:
created:

Problem statement:

Team sponsor: Team leader:
Team members Rolein the project

1. Facilitator
Meeating Scribe
Data,/Inform ation Liaisan
Docurm ent Manager
M eeting Scheduler
Subject Matter Resources
Equity Champion

a. Cther(specify)
al Project Team Meeting Frequency:

e AN U SR

SMART Objective:

Initial
Revision1
Revision 2

Final

Customers for this Gl Project
Internal External

Created: November 2012 Page | 48
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2l Project Team Charter

heasuresthat willbe used to track success (zpecify calculations when needed)

ImprovementTheory | If...

Then...

PDCATimeline Date range
Plan 1- Getting started

2- Assembleteam
3- Examine current approach
4- |dentify potential solutions

5- Developimprovement

theaory
B]a] - Test theary
Check 7-Check results

Actfadjust | B-Implement/adiust/abandon

9-Establish future plans

Progress notes

Created: November 2012
Last updated: December 2022
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0l Project Team Charter

Communication plan {reportingfsharing)

Created: November 2012
Last updated: December 2022
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Appendix M

Storyboard Template

HEALTH

D IY ISION fOFFICE :

PDCA STORYBODARD

SECTION

MEMEBERS:

PROJECT TITLE:

DATES OF PROJECT:

PLAN

Identify an opportunity and
Plan for Impravemesnt

CHECK
Use Data o Study Results
of the Test

1. Getling Started

2. Assemble the Team

3. Examine the CurentApproach

4. Identify Potential Solutions

5. DevelopanImprovementTheory

7. Check the Results

ACT

Standardize the Improvement and
Establish Future Flans

DO

Test the Theory for Irmproverment

6. Test the Theory

8. Standardize the Improvement
or Develop Newr Theory

9. Establish Future Plans

Created: November 2012
Last updated: December 2022
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Appendix N

List of Past KCHD QI Projects

Different projects from various years can be found in this folder in the S drive:

S:\Division of Community Health Resources\Health Resources & Support\Quality Improvement\QI-PDCAs
Projects

Appendix O

Quality Improvement Policy, Performance Management Policy, and Customer Satisfaction Policy
S:\Division of Community Health Resources\Health Resources & Support\Quality
Improvement\Ql PM Customer Satisfaction Policy

Created: November 2012 Page | 52
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Appendix P

Ql Champion Nomination Form

Quality Improvement Champion Award Nomination

MName of individual(s) being nominated:

Date of submission:

The KCHD Quality Improvement Award is given quarterly to a person or a group who makes excellent
use of quality improvement frameworks. Entries are voted on by the QI Committee. Your anonymous
submission should demonstrate individuals or groups with the characteristics below. Please select the
characteristics that you believe the nominee has demonstrated (check all that apply):

Generates support for the changes that need to be made

Demonstrates accomplished Ql training®

Encourages, coaches, reminds, and mentors others on QI matters, training, and tools

Demonstrates commitment to monitoring success and benchmarking®

Continually works to address communication gaps

Fosters collaboration among teams

Helps the Health Department to overcome resistance to change

Demonstrate cutstanding problem-solving skills

Continually pursues success for building a culture of guality

Demaonstrate ability to mobilize resources towards improvement

Use the space below to provide more information on how the employeefteam has demonstrated the
characteristics checked above.

(use as much space as needed)

Please return completed form to the Data & Quality Coordinator
Claudia Reginato
Suite 28, Aurora Building

reginatoclaudia@co.kane.il.us

Created: November 2012
Last updated: December 2022

Page | 53




Published by the Kane County Health Department, Division of Community Health Resources, 2022

For questions about this plan, contact
Claudia Reginato
reginatoclaudia@co.kane.il.us
(630) 232-5819
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