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Washington State’s public health partners envision a public health system that promotes
good health and provides improved protection from disease, injury, and hazards in the
environment.

To help realize that goal, the public health system is committed to:

Focusing our resources effectively, defining and monitoring outcomes for key
public health issues and trends, and emphasizing evidence-based strategies;

Maintaining a results-based accountability system, with meaningful performance
measures and program evaluation;

Using standardized technology across the public health system;

Maintaining a workforce that is well-trained for current public health challenges
and has access to continuous professional development;

Facilitating discussions about health care access and delivery issues from the
perspective of community systems, where the experiences of patients, providers,
purchasers, and payers are important components;

Applying communications strategies that are effective and foster greater public
involvement in achieving public health goals; and

Establishing new coalitions and alliances—among stakeholders, policy makers,
and leaders—that support the mission of public health.

Deborah Allwes, Manager

Public Health Improvement Partnership
(360) 236-4152
deborah.allwes@doh.wa.gov




2008 PUBLIC HEALTH
IMPROVEMENT PLAN

hington State Departr

@) Health

DOH Pub 822-015 2/2009

PUBLIC HEALTH

ALWAYS WORKING FOR A SAFER AND

HEALTHIER WASHINGTON



Deborah Allwes, Manager

Jane Lee, Committee Coordinator

Rita Schmidt, Committee Coordinator

Simana Dimitrova, Communications Coordinator

Allene Mares, Director
Marie Flake, Local Health Liaison

Alice Porter, Editor
Simana Dimitrova, Designer
Kay Koth, Copy Editor

Activities and Services Committee
Barry Kling, Chelan-Douglas Health District
Gregg Grunenfelder, Environmental Health,
Department of Health

Key Health Indicators Committee
Lyndia Tye, Spokane Regional Health District

Jude Van Buren, Epidemiology, Health Statistics
and Public Health Laboratories,
Department of Health

Performance Management Committee
Torney Smith, Spokane Regional Health District

Susan Ramsey, Performance and Accountability,
Department of Health

Public Health Information Technology
Committee

Ed Dzedzy, Lincoln County Health Department
Frank Westrum, Chief Information Officer,
Department of Health

Workforce Development Committee

Jack Thompson, Senior Lecturer,
University of Washington (UW)

Leslie Koenig, Benton-Franklin Health District

Co-Chairs
Mary Selecky, Secretary of Health
Sherri McDonald, Thurston County Public Health

Washington State Association of Local Public

Health Officials (WSALPHO)

Deborah Ahern, Thurston County Public Health

Tony Barrett, Lewis County Public Health

Julia Danskin, Jefferson County Public Health

Ed Dzedzy, Lincoln County Health Department

Peggy Grigg, Grant County Health District

Jeffrey Killip, WSALPHO

Vicki Kirkpatrick, Mason County Public Health Department

Barry Kling, Chelan-Douglas Health District

Leslie Koenig, Benton-Franklin Health District

Marc Marquis, Chelan-Douglas Health District

Rick Mockler, Snohomish Health District

Ngozi Oleru, Public Health—Seattle & King County

Jane Palmer, Klickitat County Health Department

Rick Porso, Tacoma-Pierce County Health Department

Torney Smith, Spokane Regional Health District

Marni Storey, Clark County Public Health

Lyndia Tye, Spokane Regional Health District

John Wiesman, Clark County Public Health

Diana Yu, Thurston County Public Health

Department of Health

Deborah Allwes, Public Health Systems Development

Timothy Church, Communications

Katherine Deuel, Human Resources

Simana Dimitrova, Public Health Systems Development

John Erickson, Emergency Preparedness and Response

Marie Flake, Public Health Systems Development

Gregg Grunenfelder, Environmental Health

Maxine Hayes, Health Officer

Karen Jensen, Health Systems Quality Assurance

Jane Lee, Public Health Systems Development

Allene Mares, Public Health Systems Development

Brian Peyton, Policy, Legislative and Constituent Relations

Susan Ramsey, Performance and Accountability

Rita Schmidt, Public Health Systems Development

Lois Speelman, Financial Services

Jude Van Buren, Epidemiology, Health Statistics and
Public Health Laboratories

Mary Wendt, Community and Family Health

Frank Westrum, Chief Information Officer

Bill White, Deputy Secretary

Karen White, CDC Senior Management Official

American Indian Health Commission

Marilyn Scott, Chair

Sheryl Lowe, Director

State Board of Health

Craig McLaughlin, Executive Director

UW Northwest Center for Public Health Practice

Susan Allan, Director

Mark Oberle, Associate Dean

Jack Thompson, Senior Lecturer

Washington Health Foundation

Greg Vigdor, President and CEO

Washington State Public Health Association

Desmond Skubi, Executive Director



Dear Friends of Public Health,

I am pleased to share the 2008 Public Health Improve-
ment Plan: Building Strength and Performance.

The plan is an example of how the public health system
works in Washington to improve the health of people and
communities. This partnership includes local public health
officials, state public health workers, the American Indian
Health Commission, the state Board of Health, the Univer-
sity of Washington, the Washington Health Foundation, and the Washington State Public
Health Association. | want to sincerely thank everyone who has had a hand in making this
work.

We are in a time of economic challenge unlike any in recent times. With this challenge
comes an opportunity to transform our public health system. This partnership is one of
the most important ways we can build a strong and reliable public health system.

I am proud to be a part of Washington’s public health community—innovative, passion-
ate, and capable professionals—working together to address these challenging times.

Sincerely,

o

Mary C. Selecky
Secretary of Health
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EXECUTIVE SUMMARY »

The Public Health Improvement Plan (the
Plan) describes the ways Washington’s
public health system ensures it can meet
the continuing challenge of preventing
illness and improving health. It summa-
rizes activities underway throughout the
state to assess the capacity of public
health agencies and programs, evaluate
their effectiveness, and prepare them to
meet future challenges.

This work is directed by Washington’s
Public Health Improvement Partnership
(the Partnership), an alliance of experts
that provides a guiding vision for public
health across Washington.

Part of our vision is to transform Washing-
ton’s public health system. The Partner-
ship has developed a national model to
strengthen the public health system. It
accomplishes this goal with practical steps
and coordinated activities carried out by
local and state public health agencies.
This report highlights this work to ensure
that our public health system:

» Is accountable and transparent,

» Continuously measures and improves
outcomes,

» Supports an adequate number and mix
of health care workers to address the
needs of each community, and

» Uses standardized, integrated health
information systems.

Like all Plan reports, this 2008 document
shows the progress of the work plans of
individual committees. It revisits

goals and objectives from the previous
two years and recommends steps to con-
tinue on the path to building a strong and
reliable public health system.

A recurring theme of Plan reports since
2002 has been the efforts of Washington’s
public health leaders to secure reliable
and sustainable funding to protect and
improve the public’s health. In 2008, this
element of the Plan’s work took on a new
urgency. The nation’s economic crisis is
taking a severe toll on public health
agency budgets in Washington and across
the United States, causing significant
workforce reductions. The National Asso-
ciation of County and City Health Officials
estimates that about 7,000 local public
health jobs have been lost through layoffs
and attrition. (www.naccho.org/advocacy/
upload/report_Ihdbudgets.pdf)

In Washington, local public health agen-
cies face reduced county revenue, and
state government is coping with an un-
precedented revenue shortfall as a result
of the national economic crisis. Federal
funding for public health activities in
Washington is also declining.

Over the past six years—beginning long
before the current economic problems—
the Partnership has directed a review of
public health financing and the core

Public Health Improvement Partners




activities the funds support. The Partner-
ship has developed tools to measure sys-
tem capacity and performance, health
status, and health outcomes. Together,
these efforts have confirmed that our
state’s public health investment can reduce
individual suffering from poor health, the
burden of disease in communities, and the
cost of health care to society.

Promote stable and sufficient pub-
lic health funding to support effec-
tive public health services across
Washington.

Stable and sufficient funding sources
are essential to maintaining a sound
public health system. All people in
Washington need and expect a predict-
able level of public health services, re-
gardless of current economic condi-
tions.

Continue to build a culture of
accountability and quality
improvement.

Our public health system builds ac-
countability by continuously measuring
its performance and impact on the
health of the people in Washington
State. Quality improvement is sup-
ported by a steady cycle of program
reporting, measurement, and evalua-
tion.

Washington is cooperating with other
states to develop voluntary accredita-
tion of public health agencies by 2011.
Revision of the Standards for Public
Health in Washington State should align
with the national standards to support
state and local agencies in pursuing
Public Health Accreditation Board ac-
creditation.

Transform the public health system
to address the demands of a chang-
ing environment.

Our public health system plays a vital
role in protecting people from harm

while taking steps to reduce the
health impacts of a changing world.
The Partnership will set a vision for
the future, focus on public health pri-
orities, and direct limited resources
where they are critically needed to im-
prove and protect the public’s health.

Just as the Partnership provides general
direction for the state’s public health
system, the committees review objec-
tives for the previous biennium and
identify next steps.

The committees whose work is pre-
sented in this report are:

Activities and Services, which pro-
vides a statewide platform where the
core functions of public heath activi-
ties are identified, counted, and re-
ported

Key Health Indicators, which de-
velops and implements ways to
measure the health of all who live in
Washington

Performance Management, which
directs the development of standards
and other activities that address the
public health system’s capacity, per-
formance, and quality improvement

Public Health Information Tech-
nology, which works to promote
public health professionals’ access to
information that will make their work
easier, more efficient, and more ef-
fective

Workforce Development, which
ensures that Washington’s public
health system recruits, retains, and
trains an optimal mix of workers.

The individual committee reports on
pages 11-23 discuss this work in detail.
The following table provides a summary
of their accomplishments and next steps:



The committees have completed most of the objectives set for 2007-2009, with some
work continuing to June 2009. The next steps recommended by each committee will
form the basis of a work plan for 2009-2011.

Key Health Indicators

M County data online
M Funding to collect local data
M Local assessment tools

Key Health Indicators

] Update Local Public Health Indica-
tors and website

I Provide new communication tools
U Incorporate new indicators

Performance Management

M Training on revised standards

M Communication, tools on process
M Self-assessment guide

M Training on results

Performance Management

[ Target system improvements

0 Promote and market standards

[0 Work with states on quality
improvement strategies

Workforce Development

M Complete orientation materials
M Training for 2008 measurement
Ol Priority training needs

Workforce Development

O Apply standards review results
[J Use human resources group list
O Maintain SmartPH

Information Technology

] Start coordinated oversight board
M Best practices, skills training
M Use business process analysis

Information Technology

0 Explore the development of a single,
sign-in portal for web-based public
health applications

[ Develop a PHIT strategic plan

Activities and Services

I Finalize list of core public health
services

[ Lead service availability survey
] Finalize report to the legislature







INTRODUCTION »

This Public Health Improvement Plan re-
port describes the ways Washington’s
public health system ensures it can meet
the continuing challenge of preventing ill-
ness and improving health. Published
every two years, it summarizes activities
underway throughout Washington to as-
sess the capacity of public health agencies
and programs, evaluate their effective-
ness, and prepare them to meet future
challenges.

This work is directed by Washington’s Pub-
lic Health Improvement Partnership, a
close alliance of public health experts that
provides a guiding vision for Washington’s
decentralized governmental public health
system. It includes 35 local public health
agencies, the state Department of Health,
and more than 5,400 state and local
agency workers.

Partners
» American Indian Health Commission

» Northwest Center for Public Health
Practice, University of Washington

) State Board of Health
» Washington Health Foundation

» Washington State Association of Local
Public Health Officials

» Washington State Department of Health

» Washington State Public Health
Association

The 2008 Public Health Improvement Plan
report presents the progress of the work
plans of five committees during the 2007-
2009 biennium. This 2008 document revis-
its goals and objectives from the previous
biennium and recommends steps to build a
strong and reliable public health system
over the next two years and beyond.

For details about committees and their
work plans, as well as previous Plan re-
ports, see www.doh.wa.gov/phip.

Everyday in Washington
State

Source:
Washington State Department
of Health




Washington’s Public Health Improvement
Partnership leads our state’s effort to
transform its public health system. It
works to align Washington’s public health
policies and programs in ways that em-
phasize population-based approaches,
prevention, and health promotion. It sup-
ports policies that encourage healthy en-
vironments and lifestyles, protect people
and their communities from health
threats, and eliminate health disparities.

A transformed public health system would
play a key role in achieving a much-
improved health system in the United
States by emphasizing prevention and
good health—with a goal of decreasing
the expense of preventable illness and
chronic disease.

Since its inception in the mid-1990s, the
Plan has been a national model to
strengthen the public health system
through practical steps and coordinated
activities carried out by local and state
public health agencies. These activities
focus not on illness but on the environ-
mental, social, and behavioral determi-
nants of health. And as described
throughout this report, the agencies work
together to ensure that our public health
system—

Is accountable and transparent

State and local health officials in Wash-
ington have developed and imple-
mented several accountability tools
that measure and track system capac-
ity and the health of our state. Among
these tools are the Standards for Public
Health in Washington State, which de-
fine the basic functional expectations of
public health agencies, along with proc-
ess measures that determine whether
our system has the capacity to meet
them. The Performance Management
Committee oversees the standards
work. (See page 17.)

Continuously measures and im-
proves outcomes

The Key Health Indicators Committee
oversees different types of measure-
ment of health status—from statewide
measures to Local Public Health Indica-
tors that provide a snapshot of the
health status, health behavior, and
public health system performance of
every Washington community. Local
public health jurisdictions can use these
data to evaluate their work and target
community-specific local efforts to im-
prove health. (See page 14.)

Supports an adequate number and
mix of health care workers to ad-
dress the needs of each community

In 2003, more than 5,400 people
worked for Washington'’s state and local
public health jurisdictions. It is part of
their jobs to keep pace with evidence-
based policies and interventions. The
Workforce Development Committee as-
sists state and local public health juris-
dictions in their recruitment of public
health workers and supports statewide
access to training that would be difficult
to obtain without coordinated efforts.
(See page 22.)




Uses standardized, integrated
health information systems

The Public Health Information Technol-
ogy Committee encourages access and
investment in new technologies that
support the need to share information
quickly and make timely, data-driven
decisions. System-wide planning and
investment improves business opera-
tions across all of Washington’s public
health jurisdictions. (See page 20.)

With the leadership of the Partnership and
the actions of the state and local public
health officials who put these policies into
practice, we have made remarkable pro-
gress in transforming our public health
system. Yet, continued progress—in fact,
the very ability of Washington’s public
health system to perform its fundamental
mission—depends on our state securing a
long-term, dedicated, and sustainable in-
vestment in public health. This has proven
an elusive goal, as we discuss in this re-
port.

The Partnership has spent much of the
past six years reviewing both public
health financing and the core activities
supported by that financing. The financing
work has revealed an increasingly unsta-
ble revenue mix and funding gaps that
put the public health system at risk.

We began to study public health financing
in 2002. Two years before, public health
lost its share of Washington’s motor vehi-
cle excise tax. That tax had promised to
replace revenues from cities to local pub-
lic health agencies and provide stable and
dedicated resources that would grow over
time to account for inflation and popula-
tion growth. But this revenue source was
repealed before it could meet that expec-
tation. The Washington Legislature acted
to provide about 90% of the original
amount, but inflation has taken a large
toll, opening significant gaps in public
health resources. Local governments were
unable to fill those gaps, and large

funding differences have emerged among
communities. In 2007, annual per capita
local funding (county general funds to lo-
cal public health) for local public health
agencies ranged from $1 to nearly $36.
Uneven funding can result in uneven pub-
lic health protection.

From 1994 to 2004, in the 34 local health
jurisdictions outside of King County, total
funding from local sources dropped from
$82.7 million to $60.4 million, a decline of
27%. From 1998 to 2004, Public Health—
Seattle & King County’s inflation-adjusted
funding declined by 19% (when non-
grant, non-categorical state and county
funding is considered). Studies conducted
for the Partnership revealed that local
health agencies were operating with only
half the resources needed for their ser-
vices and established the shortfall at close
to $200 million a year statewide.

The legislature has responded to the
growing public health financing concerns
with special appropriations. In 2005, the
legislature created a Joint Select Commit-
tee on Public Health Funding to review all
public health revenue and expenditures
and to “recommend potential sources of
future funding.” To inform the commit-
tee’s work, the Washington State Associa-
tion of Local Public Health Officials, the
State Board of Health, and the Washing-
ton State Department of Health in 2006
presented a report titled Creating a
Strong Public Health System: Setting Pri-
orities for Action to the Joint Committee.
The report ordered the list of priorities
“for the next investment in public health”
as:

Stopping communicable diseases be-
fore they spread,

Reducing the impact of chronic disease,
Investing in healthy families,

Protecting the safety of drinking water
and air,

Using health information to guide deci-
sions, and

Helping people get the health care ser-
vices they need.



The priorities were grouped within three
levels of additional annual investment.
According to the report, “The greatest un-
met needs are for workers and informa-
tion tools to help stop the spread of com-
municable disease, reduce the growing
impact of chronic disease, and help sup-
port at-risk families and teens to avoid
problems.”

The Joint Committee recommended that
the state provide “a stable and dedicated
funding source” for local public health and
called for the state general fund to pro-
vide $50 million per year as an initial step
to “mitigate disparities in local jurisdic-
tional core capacity and competence.” The
2007 legislature approved an additional
annual investment of $10 million, which is
$40 million short of the investment rec-
ommended by the Joint Committee.

Public health funding is still losing ground.

With the new money, the legislature
asked the Department of Health to con-
vene a panel of experts to develop a pri-
oritized list of core public health functions
of statewide significance and write per-
formance measures for the new re-
sources.

The Activities and Services Committee has
been established to identify the core ser-
vices local public health jurisdictions per-
form. It is developing a statewide survey
to find a common approach to report and
measure the delivery of public health ser-
vices. In this way, consistent performance
measurement can be adopted across the
state. And once adopted, these measures
will highlight the most effective practices
and also signal areas of specific service
needs that might vary from one locale to
the next. (See page 11.)

To make the best use of the initial $10
million investment and quantify the im-
pact, a special Performance Measures
Committee recommended three measures
for every local public health jurisdiction:

Increase the uptake of new and un-
der-used child and adolescent vac-
cines,

Improve the timely, complete identifi-
cation and standard, effective investi-
gation of notifiable conditions (per
WAC 246-101), and

Develop and implement effective com-
munity and health care system inter-
ventions to address obesity and its
consequent burden of chronic disease.

The Secretary of Health adopted these
recommended measures in December
2007. Data collection for the new meas-
ures is underway, and the legislature will
receive a progress report for the new in-
vestment in November 2009.

The Partnership has developed tools to
provide accountability for Washington’s
public health investment. But our current
funding system remains piecemeal and
inconsistent. It does not account for
population growth, inflation, or a growing
workload associated with emerging health
threats. We have made tremendous
strides in transforming our public health
system, but overall investment for public
health still falls far short. If these funding
issues continue, we risk what we have
gained.

The public health system is under se-
vere strain; overall funding is far short
of what public health officials estimate
they need to prevent disease and pro-
mote health throughout the state.

There is a state and local role

in financing public health. Funding
needs to be logical and sustainable
and address population growth, the
costs of providing services, local
needs, and new and emerging public
health threats.

Public health has the tools to focus
efforts, measure performance, and
produce outcomes.



Economic Crisis: The Impact on Public Health







When the Washington Legislature pro-
vided an additional $10 million a year to
local public health agencies as part of
E2SSB 5930, it directed the state Depart-
ment of Health to convene a panel of ex-
perts to develop a prioritized list of core
public health functions of statewide sig-
nificance. The list would serve as a frame-
work for a set of performance measures
and related reporting by local public
health jurisdictions.

The Activities and Services Committee
provides a statewide platform where the
core functions of public heath activities
are identified, counted, and reported. One
of the greatest challenges the committee
has faced since its inception in May 2008
is identifying these core activities in an
environment with great geographical di-
versity, demographic differences, local
control, variable resources, and compet-
ing local priorities.

The committee has sought input from pro-
gram experts in local and state public
health agencies. Using this information, it
drafted a pilot list of core public health
activities that public health professionals
will review and vet through a series of fo-
rums.

Local public health work is complex. Local
agencies have conducted their own analy-
ses of the services they perform, but
there is no agreement on the core activi-
ties of public health and the best way to
protect the health of a community. Local
activities are closely connected to funding,
and without sustained funding, it is diffi-
cult to track activities over long periods.

The committee will identify core public
health activities to inform Washington’s
public health improvement efforts. A criti-
cal part of these efforts is to develop com-
mon operational definitions for each ser-
vice or activity to be counted.

Using activities currently being reported,
the committee is identifying and testing
ways to count representative activities in
each service area and across all local
health jurisdictions. The committee has
identified the characteristics of activities
to include in this initial list. They should
be:

Common

Activities must be delivered by a sig-
nificant number of local public health
agencies, but they don’t have to be
universal.

Countable

Activities should be relatively easy to
define and count. Examples include
restaurant inspections and home visits.




Non-trivial

The activities should be significant to
public health. For example, a drinking
water advisory or outbreak investiga-
tion is significant, but the number of
meetings attended by staff is not.

Collected

Initially, it makes sense to use informa-
tion already being collected by local
public health agencies, the Department
of Health, and other agencies.

Frequent

The activities should be delivered fre-
quently enough to produce meaningful
annual data. For example, responses to
major emergencies would not work for
this initial set of items because major
emergencies occur rarely.

All this effort will support an annual proc-
ess for local agencies to report counts on
public health activities. The committee will
contribute to the November 2009 report
to the legislature on the additional $10
million annual investment in public health.
Future reports will draw heavily from the
work of the Activities and Services Com-
mittee. This work will provide a basis for
tracking the amount and type of public
health activities provided and linking this
information to funding levels and health
status outcomes.
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NEXT STEPS FOR 2009-2011

» Disseminate the results of inter-
views with local public health ex-
perts about core services.

Identify, define, and finalize the list
of pilot core public health activities
to be counted.

Conduct a service availability survey
and initial count across local health
jurisdictions. Analyze and report on

the survey results, including the
sustainability of the initial measures.

Identify activities that can be meas-
ured and develop performance
measures (outcomes) on pilot activi-
ties.

Recommend a tool for annual re-
porting.

Finalize the report to the legisla-
ture on this new investment in
local public health.




The Public Health Activity Inventory




One of the primary challenges of the Part-
nership is to frame ways to ask the ques-
tion, “How healthy are we?” The answers
come in the form of health outcomes—
measurements of health status and the
underlying determinants of health. For
several years, the Key Health Indicators
Committee has explored ways to address
this question, including a state health re-
port card.

The committee’s newest health measure-
ment undertaking is the list of 32 Local
Public Health Indicators, a measurement
of how each jurisdiction is progressing to-
ward improving health outcomes. These
indicators provide a snapshot of health
status, health behavior, and public health
system performance at the local level.
Along with the Standards for Public Health
in Washington State, the indicators repre-
sent a new tool to measure system per-
formance through the general health of
Washington’s population. They also allow
for comparisons of health status across
Washington counties and with state and
national averages. And like the standards,
the Local Public Health Indicators are de-
signed to recognize the unique socio-
demographic context that contributes to
every community’s health problems and
the effectiveness of public health pro-
grams in responding to them.

The Key Health Indicators Committee and
the Performance Management Committee
worked together to identify the indicators,
selecting measures that are valid, reliable,
and accessible. The first set of 27 Local
Public Health Indicators, along with local,
state, and national comparisons, were
posted on a new website in October 2007.
Five indicators will have data available in
2009, including three environmental
health indicators, a children’s health in-
surance indicator, and a child immuniza-
tion indicator.

The Public Health Improvement Partner-
ship has arranged for training sessions for
local public health agencies to use the

14

data to evaluate work and prioritize activi-
ties. It has also developed toolkits to help
local public health jurisdictions integrate
the Local Public Health Indicators with
other performance and quality improve-
ment measures, including the standards.

These efforts are helping staff of local
agencies put the indicators to work. A
survey conducted in 2008 by the Key
Health Indicators Committee showed that
the top three uses of the indicators were
to identify or confirm a health issue, for
planning processes, and for community
education. In addition, 73% of those
asked about their use of the local indica-
tors reported that they had plans to work
on health issues identified by the indica-
tors, and 89% have already used them in
their work or plan to do so. Many staff
expressed interest in how their local juris-
diction compared to the state as a whole,
and others reported that they had shared
local indicator data with local boards and
community groups.

The Local Public Health Indicators will be
re-evaluated after completion of two, two-
year reporting cycles. One cloud in the
future of the indicators—as well as other
data collection activities that help meas-
ure health status—is the rising cost of
conducting the Behavioral Risk Factor
Surveillance System (BRFSS) survey. The
survey is the source of county-level data
for 17 of the 32 local indicators.




Reported Chlamydia infections First trimester prenatal care

Treated Chlamydia infections Maternal cigarette smoking
Influenza vaccine (65 years or older) Teen birth rate
Children's immunization status> Low birth weight

Teen physical activity

Teen cigarette smoking

Teens overweight

Teen alcohol use

Childhood unintentional injury hospitalizations

Years of healthy life expected at age 20
Adult cigarette smoking

Adult physical activity

Adults overweight/obese

Adult fruit/vegetable consumption

Adult binge drinking Adults with unmet medical need
Adults with diabetes Adults with personal health care provider
Adult poor mental health Adult dental care

* Adult preventive cancer screening—breast

Adult preventive cancer screening—cervical
Solid waste facilities in compliance
Food establishments with critical viola-
tions

On-site sewage systems, corrective actions

Adult preventive cancer screening—colorectal
Adults with health insurance
Children with health insurance*

NEXT STEPS FOR 2009-2011

» In 2009 update the Local Public
Health Indicators website with the
second two-year cycle of data and
“populate” five indicators with data
as they become available.

Provide new communication tools
about the indicators to local health
agencies.

Following completion of the second
two-year data cycle in 2009, the
committee will work with local
health jurisdictions and the Depart-
ment of Health to review the current
set of indicators and consider other
health indicators that are part of
county and state health data sets,
including serious health events.

Identify clear and sustainable
funding for the collection of
BRFSS data.
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Local public health agencies and their boards of health can use Local Public
Health Indicators data to compare the health of their jurisdictions with other

communities and with the state of Washington as a whole. The graphic below—
with a sample Local Public Health Indicator—shows how.

Indicator: Maternal cigarette smoking

Percent of women giving birth who Example: Percent of women giving
smoked at any time during birth who smoked at any time during
pregnancy—data are from the pregnancy* 2003-2005
birth certificate 45 — 30%
Rationale: Tobacco smoking during gg 7]
pregnancy is the most important 30 -
preventable cause of 25 —
low birth weight. 20 —
15 —
10 —
[Chart template—use to develop 5 |
a chart for any indicator] 0 —
Local WA Average Local Your
agency agency agency
wpn g

*Birth certificates—crude percent
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One of the most ambitious features of the
public health improvement laws that the
Washington Legislature passed during the
mid-1990s was to direct the state’s public
health system to develop standards of
performance and measure its ability to
meet them over time.

The Standards for Public Health in Wash-
ington State, required by RCW 43.70.520,
are process measures that evaluate the
performance of Washington’s public
health system by defining public health
services that communities need and
measuring the capacity of public health
agencies to provide them. The Perform-
ance Management Committee directs the
development of the standards and other
activities that address system capacity,
performance, and quality improvement.

More than a decade of intense work has
been invested in the standards to craft a
practical and reliable tool to use across
state and local public health agencies.
Originally drafted in the late 1990s, they
have undergone a field test (2000), a
baseline study (2002), a first measure-
ment (2005), and a significant revision in
2006. During 2008, the 12 revised stan-
dards were used to measure system per-
formance. The results of the 2008 stan-
dards assessment are summarized on
page 19 and in Appendix 3.

The 2008 review provided a snapshot of
system performance and revealed areas
of challenge. In this and other perform-
ance reviews, the reviewers have col-
lected examples of exemplary practices
that are shared on a website (www.doh.
wa.gov/phip/documents/PerfMgmt/O8EP/
EPcompendium.pdf). The review also pro-
vided both a report for each county and
an overall report that shows strengths
and strategies for improvement.

The assessment showed that since the
2005 review, the Department of Health

and local public health agencies have
made significant improvements in system
performance. In addition, reviewers con-
cluded that Washington’s public health
system works as well as it does because
of the skills of public health staff and their
commitment to improve the health of all
who live in Washington.

Washington’s public health standards
work has drawn wide attention as an in-
novative strategy for public health system
performance improvement. The National
Network of Public Health Institutes, which
works with the Centers for Disease Con-
trol and Prevention to strengthen public
health infrastructure, has recognized this
effort by three times awarding Washing-
ton a Robert Wood Johnson Foundation
grant to use performance management
and standards to improve the quality of
public health programs.

The Performance Management Committee
provides oversight of this grant, which
supports such activities as:

Targeting areas of focus for system im-
provement based on the performance
reviews and committing to a schedule
for the reviews (every three years),

Promoting and marketing the standards
to the public health workforce,
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Working with other states to complete
quality improvement projects including
immunizations and chronic disease pre-
vention to improve public health out-
comes, and

Developing tools to teach staff quality
improvement tools and strategy.

Another area where the committee is
working closely with other states is in the
growing national effort to improve the ef-
fectiveness of public health agencies
through voluntary accreditation.

Much of the momentum for accreditation
work originated with a 2003 report of the
federal Institute of Medicine, The Future
of the Public’s Health in the 21st Century,
which called for a national steering com-
mittee to study the benefits of accrediting
public health agencies across organiza-
tional structures and jurisdictions. A year
later, the national Exploring Accreditation
Project drafted a model voluntary pro-
gram whose scope was consistent with
the Standards for Public Health in Wash-
ington State, including

Monitoring health status and under-
standing health issues,

Protecting people from health problems
and hazards,

Giving people the information they
need to make healthy choices, and

Helping people receive the health ser-
vices they need.

In 2007, a private, non-profit Public
Health Accreditation Board (PHAB) re-
ceived start-up funding from the Centers
for Disease Control and Prevention, the
Robert Wood Johnson Foundation, the
U.S. Health Resources and Services Ad-
ministration, and several public health
groups. PHAB is developing national ac-
creditation for local, state, tribal, and ter-
ritorial health departments by 2011. The
process will involve use of standards and
measures, site visit reviews, and perform-
ance documentation and scoring—all
methods that are similar to those used in
Washington State’s standards review
process.

Washington is one of 16 states participat-
ing in the Multi-state Learning Collabora-
tive, which works to enhance performance
activities underway in each state and
share exemplary practices to achieve ac-
creditation and system improvement.

NEXT STEPS FOR 2009-2011

» Revise the Standards for Public
Health in Washington State and ac-
companying measures to align with
national, Public Health Accreditation
Board standards.

Continue to monitor system per-
formance measures and use the re-
sults to identify priority areas for
system improvements by 2011.

Provide training and communicate
regularly about the use of the stan-
dards.

Develop an evaluation plan of the
standards process.




Washington State’s 12 Standards for Public Health describe the functions that public health agencies should be
able to perform; the 162 associated measures (76 for local agencies and 86 for state agencies) describe how to
meet them. The Public Health Improvement Partnership has established a three-year cycle to review how well
Washington’s state and local public health agencies are meeting the standards. In 2008, this work occurred
during March through May, as reviewer teams measured performance against the standards at all 35 local
health jurisdictions, 19 Department of Health program sites, the Office of the Secretary of Health, and the State
Board of Health.

An overall systems report presents aggregated data from all the site visits (see www.doh.wa.gov/phip/
PerfMgmt/07stds/doc/08SysRep.pdf and Appendix 3 to this report). It shows that for all the standards:

Local public health agencies were able to demonstrate performance in 56% of the local measures;
The state Board of Health and the Department of Health were able to demonstrate performance in 71% of the
state measures.

The following table shows how local public health agencies performed for each of the standards:

1. | Community Health Assessment 78% 14% 8%
2. | Communication 83% 14% 3%
3. | Community Involvement in Data Review 41% 32% 28%
4. | Monitoring Public Health Threats 83% 13% 4%
5. | Responding to Emergencies 50% 31% 19%
6. | Prevention and Health Education 50%0 33% 17%
7. | Addressing Gaps/Health Services 57% 30% 13%
8. | Program Planning and Evaluation 34% 31% 35%
9. | Financial Management Systems 35% 5496 11%
10. [Human Resource Systems 58% 28% 14%
11. | Information Systems 50% 36% 13%
12. | Leadership and Governance 34% 38% 29%

The next table summarizes performance on the standards for the Department of Health and the state Board of
Health:

1. [Community Health Assessment 86% 12% 2%
2. | Communication 88% 12% 0%
3. | Community Involvement in Data Review 77% 21% 3%
4. | Monitoring Public Health Threats 80% 20% 0%
5. | Responding to Emergencies 33% 63%0 3%
6. | Prevention and Health Education 79% 20%0 1%
7. | Addressing Gaps/Health Services 67% 26% 8%
8. | Program Planning and Evaluation 63%0 27% 10%0
9. | Financial Management Systems 37% 47% 16%0
10. | Human Resource Systems 59% 38% 3%
11. | Information Systems 45%0 50% 5%
12. | Leadership and Governance 75% 25% O(V}/
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PUBLIC HEALTH
INFORMATION TECHNOLOGY
COMMITTEE

Public health needs technology to operate
as a “system.” The Public Health Informa-
tion Technology Committee oversees
technology planning across many sepa-
rate public health entities so that commu-
nication and data transfer systems are
compatible, reliable, secure, and cost-
effective. The goal is for public health pro-
fessionals to have access to information
that will make their work easier, more ef-
ficient, and more effective.

The committee works to overcome a sig-
nificant challenge for the public health
system'’s use of technology: the fact that
every local health jurisdiction has its own
information infrastructure, which is usu-
ally a part of a county system. The com-
mittee studies ways to adopt system-wide
advancements in technology, ensuring
coordination across all public agencies,
avoiding duplication of effort and stand-
alone applications, and assuring that
training needs are met.

A New Tool for Health
Assessment

Providing timely information on the
health of communities is one of the most
important functions of the public health
system. In 2005, representatives from
across Washington’s public health system
worked together to explore the business
needs and community requirements for a
new method of community health assess-
ment. The work included an examination
of software options and costs, and its
outcome was the Community Health As-
sessment Tool.
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The assessment tool, known as CHAT,
supports the collection, analysis, inter-
pretation, and sharing of information
about the health status and needs of the
population. Currently in its design and
costing stage, this tool is a hybrid of two
current data systems that are being used
by Washington’s public health agencies:
VistaPHw and EpiQMS. It will eventually
include the datasets and functionality
necessary to meet future data needs. The
first release of CHAT is scheduled for Au-
gust 2009. The second release, sched-
uled for August 2010, will include addi-
tional applications for enhanced statisti-
cal and mapping functions.

Improving Emergency
Response

The Public Health Information Technology
Committee is taking a fresh look at long-
term business practice needs of the
Washington State Secure Electronic Com-
munication, Urgent Response, and Ex-
change System (WASECURES). This web-
based instrument allows local and state
public health agencies to send and re-
ceive emergency notifications and col-
laborate with partners quickly and se-
curely. WASECURES participants include
all of Washington’s state and local public




health agencies, emergency response
agencies in Oregon and British Columbia,
the Centers for Disease Control and Pre-
vention, and the U.S. Department of
Health and Human Service.

Public health workers throughout Wash-
ington can use WASECURES to contact
each other day or night, through the
web, voice mail, e-mail, and text mes-
saging. The system provides a way for
the Department of Health and the Cen-
ters for Disease Control and Prevention
to distribute time-sensitive information to
state, local public health, and emergency
response workers. WASECURES stores
shared public health documents that can
be used for preparedness training and
emergency response.

To ensure an efficient workforce, workers
need basic computer skills. In 2008, the
Public Health Information Technology
Committee was once again able to offer
funding in the form of mini-grants to local
public health agencies and Indian tribes
for computer-related training. The funds
support instruction to improve basic tech-
nology skills and to facilitate access to
hundreds of online information technology
courses. Seven local health jurisdictions
and two tribes will receive funds to pur-
chase learning aids, bring instructors on-
site, and send staff to instructor-led
courses.

NEXT STEPS FOR 2009-2011

» Explore the development of a single
sign-in portal for web-based public
health applications to find and man-
age data more effectively.

Develop a Public Health Information
Technology strategic plan, possibly

including an oversight board, to im-
prove software coordination

among all public health

agencies.
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More than 5,400 people work for Wash-
ington’s local and state public health
agencies. They come from diverse back-
grounds to implement the common mis-
sion of protecting and improving the
health of people in our state. The Work-
force Development Committee oversees
two sets of activities to ensure that the
workforce performs at an optimal level:
recruiting and retaining an effective mix
of workers and providing the training and
educational opportunities that are essen-
tial to their job performance.

Both tasks require attention to the needs
of individual agencies and to the public
health system as a whole. As Washing-
ton’s communities fall more deeply into
recession, the committee must address
the needs of workers who are feeling
growing pressures from resource cuts and
layoffs.

Beginning with publication of Everybody
Counts, an enumeration of Washington’s
public health workforce published in
2003, the Workforce Development Com-
mittee sponsored a series of studies
about the people who work in public
health, what attracts them to this field,
and the barriers they face in performing
their jobs. A study, contained in the Em-
ployee Recruitment and Retention in Lo-
cal Health Jurisdictions in Washington
State report, examined hiring issues
through interviews with administrators
and directors of local public health juris-
dictions and compared these to other
states. A report called Qualitative Investi-
gation: Recently Hired Public Health Em-
ployees assessed hiring barriers in public
health.

In December 2007, the committee devel-

oped a recruitment and retention plan to
promote careers in public health, assist
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local public health agencies with recruit-
ment tips, and identify ways to encour-
age careers in public health. These re-
sources are shown on the committee’s
website. (www.doh.wa.gov/phip/wfd/
resources/category/RRS.htm)

The committee will direct implementation
of several recommendations from the re-
cruitment plan. These include encouraging
public health professionals to talk about
the variety of public health careers at uni-
versities and colleges, integrating public
health in health sciences curriculum, and
sending speakers to high schools and
other community settings to talk about
public health. Key to this outreach is the
ability to describe the work of public
health. The committee’s website main-
tains updated links to orientation materi-
als, including videos.

To attract the most qualified recruits to
Washington’s public health system, the
committee is working with the Washing-
ton State Public Health Association to
cast a wide net. It has sponsored a na-
tional online recruitment tool, the Ameri-
can Public Health Association (APHA)
CareerMart, and placed a link to it on the
Washington State Public Health Associa-
tion’s website. The site enables all public
health agencies and members of the
Partnership to advertise their public
health jobs widely, assists job seekers in




applying for positions, and tracks people
who have both viewed advertisements
and applied for positions. From August
2007 through July 2008 the site posted
360 public health jobs in Washington.
(www.wspha.org/Employment-job.htm)

Ensuring access to professional develop-
ment is one of the Workforce Develop-
ment Committee’s primary responsibili-
ties. This has proven to be particularly
demanding during this period of tighten-
ing local and state resources.

Across Washington, a growing number of
public health professionals are making
use of the statewide learning manage-
ment system called SmartPH. This online
learning tool, created to assist with train-
ing workers in emergency preparedness,
has evolved into an all-purpose learning
management system. It continues to add
new and updated courses along with con-
tent for system training, evaluation, and
quality improvement. SmartPH offers
training plans that issue continuing edu-
cation credits. In 2008 alone, the system
added four epidemiology and communi-
cable disease investigation courses.

In many parts of Washington, SmartPH is
filling a professional development gap
caused by severe training reductions. But
it also brings challenges:

Some agencies experience internal
technology issues that block access to
SmartPH.

Some users experience difficulties
with the learning management sys-
tem.

Because of budget pressures, the De-
partment of Health will have less abil-
ity to enhance SmartPH through cre-
ating and updating courses.

The committee received considerable
guidance on workforce training needs
from the 2008 performance review of the
Standards for Public Health in Washing-
ton State. Taken together, the workforce
development measures revealed incon-
sistent performance in such areas as
emergency preparedness training, annual
performance evaluations with individual
training plans, and availability of training
sessions for all employees.

NEXT STEPS FOR 2009-2011

» Continue to review local and state
results from the 2008 assessment
of the Standards for Public Health in
Washington State as they relate to
training needs.

Explore ways to use a distribution
list to share information, tips, and
strategies for recruitment and re-
tention across local agencies.

Continue to maintain SmartPH use
and user satisfaction through ongo-
ing new user and refresher train-
ings, system evaluation, complaint
review, promotion of system capac-
ity, training plans, and matching of
courses to identified needs and
competencies.

Monitor national accreditation in
public health activities for work-
force development issues.
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Every two years, Washington’s Public
Health Improvement Partnership revisits
its strategies, measures progress toward
its goals, and recommends further steps
to strengthen and improve the public
health system.

Following are the Partnership’s recom-
mendations for a strong and reliable pub-
lic health system during the 2009-2011
biennium and beyond:

Promote stable and sufficient pub-
lic health funding to support effec-
tive public health services across
Washington.

Stable and sufficient funding sources
are essential to maintaining a sound
public health system. All people in
Washington need and expect a pre-
dictable level of public health services,
regardless of current economic condi-
tions.

Continue to build a culture of
accountability and quality
improvement.

Our public health system builds ac-
countability by continuously measuring
its performance and impact on the
health of the people in Washington
State. Quality improvement is sup-
ported by a steady cycle of program
reporting, measurement, and evalua-
tion.

Washington is cooperating with other
states to develop voluntary accredita-
tion of public health agencies by 2011.
Revision of the Standards for Public
Health in Washington State should
align with the national standards to
support state and local agencies in
pursuing Public Health Accreditation
Board accreditation.

Transform the public health sys-
tem to address the demands of a
changing environment.

Our public health system plays a vital
role in protecting people from harm
while taking steps to reduce the health
impacts of a changing world. The Part-
nership will set a vision for the future,
focus on public health priorities, and
direct limited resources where they
are critically needed to improve and
protect the public’s health.

Just as the Partnership reviews its overall
goals for Washington’s public health sys-
tem, the committees revisit their objec-
tives for the previous biennium and iden-
tify next steps.

The current work plans of committees are
discussed in detail on pages 11-23. Fol-
lowing are all the committees’ recommen-
dations for 2009-2011:
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Disseminate the results of interviews
with local public health experts about
core services.

Identify, define, and finalize the list
of pilot core public health activities to
be counted.

Conduct a service availability survey
and initial count across local health
jurisdictions. Analyze and report on
the survey results, including the sus-
tainability of the initial measures.

Identify activities that can be meas-
ured and develop performance meas-
ures (outcomes) on pilot activities.

Recommend a tool for annual report-
ing.

Finalize the report to the legislature on
this new investment in local public
health.

In 2009 update the Local Public
Health Indicators website with the
second two-year cycle of data and
“populate” five indicators with data
as they become available.

Provide new communication tools
about the indicators to local health
agencies.

Following completion of the second
two-year data cycle in 2009, the
committee will work with local health
jurisdictions and the Department of
Health to review the current set of
indicators and consider other health
indicators that are part of county and
state health data sets, including seri-
ous health events.

Identify clear and sustainable funding
for the collection of BRFSS data.

Revise the Standards for Public
Health in Washington State and ac-
companying measures to align with
national, Public Health Accreditation
Board standards.

Continue to monitor system perform-
ance measures and use the results to
identify priority areas for system im-
provements by 2011.

Provide training and communicate
regularly about the use of the stan-
dards.

Develop an evaluation plan of the
standards process.

Explore the development of a single,
sign-in portal for web-based public
health applications to find and man-
age data more effectively.

Develop a Public Health Information
Technology strategic plan, possibly
including an oversight board, to im-
prove software coordination among all
public health agencies.

Continue to review local and state
results from the 2008 assessment of
the Standards for Public Health in
Washington State as they relate to
training needs.

Explore ways to use a distribution list
to share information, tips, and
strategies for recruitment and reten-
tion across local agencies.

Continue to maintain SmartPH use
and user satisfaction through ongo-
ing new user and refresher trainings,



system evaluation, complaint review,
promotion of system capacity, train-

ing plans, and matching of courses to
identified needs and competencies.

Monitor national accreditation in pub-
lic health activities for workforce de-
velopment issues.

The following table summarizes how the
committees met their objectives for 2007-
2009 and matches these objectives with
the ones they set for 2009-2011.

The committees have completed most of the objectives set for 2007-2009, with some
work continuing to June 2009. The next steps recommended by each committee will

form the basis of a work plan for 2009-2011.

Key Health Indicators

M County data online
M Funding to collect local data
M Local assessment tools

Key Health Indicators

[J Update Local Public Health Indica-
tors and website

[ Provide new communication tools

O Incorporate new indicators

Performance Management

M Training on revised standards

¥ Communication, tools on process
M Self-assessment guide

M Training on results

Performance Management

O Target system improvements
O Promote and market standards

[0 Work with states on quality
improvement strategies

Workforce Development

M Complete orientation materials
M Training for 2008 measurement
U] Priority training needs

Workforce Development

U1 Apply standards review results
1 Use human resources group list
U Maintain SmartPH

Information Technology

[ Start coordinated oversight board
M Best practices, skills training

M Use business process analysis

Information Technology

[ Explore the development of a single,
sign-in portal for web-based public
health applications

] Develop a PHIT strategic plan

Activities and Services

J Finalize list of core public health
services

[ Lead service availability survey

U Finalize report to the legislature
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Protecting the public's health across the state is a
fundamental responsibility of the state. With any
new state funding of the public health system as
appropriated for the purposes of *sections 60
through 65 of this act, the state expects that
measurable benefits will be realized to the health
of the residents of Washington. A transparent
process that shows the impact of increased public
health spending on performance measures re-
lated to the health outcomes in subsection (2) of
this section is of great value to the state and its
residents. In addition, a well-funded public health
system is expected to become a more integral
part of the state's emergency preparedness sys-
tem.
Subject to the availability of amounts appropri-
ated for the purposes of *sections 60 through 65
of this act, distributions to local health jurisdic-
tions shall deliver the following outcomes:

Create a disease response system capable of

responding at all times;

Stop the increase in, and reduce, sexually

transmitted disease rates;

Reduce vaccine preventable diseases;

Build capacity to quickly contain disease out-
breaks;

Decrease childhood and adult obesity and
types | and Il diabetes rates, and resulting
kidney failure and dialysis;

Increase childhood immunization rates;

Improve birth outcomes and decrease child
abuse;
Reduce animal-to-human disease rates; and
Monitor and protect drinking water across
jurisdictional boundaries.
Benchmarks for these outcomes shall be drawn
from the national healthy people 2010 goals,
other reliable data sets, and any subsequent na-
tional goals.

Address: Communicable disease prevention
and response; preparation for, and re-
sponse to, public health emergencies
caused by

pandemic disease, earthquake, flood, or
terrorism; prevention and management of
chronic diseases and disabilities; promotion
of healthy families and the development of
children; assessment of local health condi-
tions, risks, and trends, and evaluation of
the effectiveness of intervention efforts;
and environmental health concerns;

Promote uniformity in the public health ac-
tivities conducted by all local health juris-
dictions in the public health system, in-
crease the overall strength of the public
health system, or apply to broad public
health efforts; and

If left neglected or inadequately addressed,
are reasonably likely to have a significant
adverse impact on counties beyond the
borders of the local health jurisdiction.

"Local health jurisdiction™ or “jurisdiction™
means a county board of health organized under
chapter 70.05 RCW, a health district organized
under chapter 70.46 RCW, or a combined city
and county health department organized under
chapter 70.08 RCW.

The department shall accomplish the tasks in-
cluded in subsection (2) of this section by utiliz-
ing the expertise of varied interests, as provided
in this subsection.

In addition to the perspectives of local
health jurisdictions, the state board of
health, the Washington health foundation,
and department staff that are currently
engaged in development of the public
health services improvement plan under
RCW 43.70.520, the secretary shall ac-
tively engage:
Individuals or entities with expertise in
the development of performance
measures, accountability and systems
management, such as the University

The definitions in this section apply throughout
*sections 60 through 65 of this act unless the context
clearly requires otherwise.
"Core public health functions of statewide signifi-
cance" or "public health functions” means health
services that:

of Washington school of public health
and community medicine, and experts
in the development of evidence-based
medical guidelines or public health
practice guidelines; and
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Individuals or entities who will be im-

pacted by performance measures devel-

oped under this section and have rele-

vant expertise, such as community clin-

ics, public health nurses, large employ-

ers, tribal health providers, family plan-

ning providers, and

physicians.
In developing the performance measures,
consideration shall be given to levels of
performance necessary to promote uni-
formity in core public health functions of
statewide significance among all local
health jurisdictions, best scientific evidence,
national standards of performance, and
innovations in public health practice. The
performance measures shall be developed
to meet the goals and outcomes in RCW
43.70.512. The office of the state auditor
shall provide advice and consultation to the
committee to assist in the development of
effective performance measures and health
status indicators.

On or before November 1, 2007, the ex-
perts assembled under this section shall
provide recommendations to the secretary
related to the activities and services that
qualify as core public health functions of
statewide significance and performance
measures. The secretary shall provide writ-
ten justification for any departure from the
recommendations.

By January 1, 2008, the department shall:

Adopt a prioritized list of activities and ser-
vices performed by local health jurisdictions
that qualify as core public health functions
of statewide significance as defined in RCW
43.70.514; and

Adopt appropriate performance measures
with the intent of improving health status
indicators applicable to the core public
health functions of statewide significance
that local health jurisdictions must provide.

The secretary may revise the list of activities
and the performance measures in future years
as appropriate. Prior to modifying either the list
or the performance measures, the secretary
must provide a written explanation of the ration-
ale for such changes.

The department and the local health jurisdic-
tions shall abide by the prioritized list of activi-
ties and services and the performance measures
developed pursuant to this section.

The department, in consultation with represen-
tatives of county governments, shall provide
local jurisdictions with financial incentives to
encourage and increase local investments in
core public health functions. The local jurisdic-
tions shall not supplant existing local funding
with such state-incented resources.

Beginning November 15, 2009, the department shall
report to the legislature and the governor annually
on the distribution of funds to local health jurisdic-
tions under *sections 60 through 65 of this act and
the use of those funds. The initial report must dis-
cuss the performance measures adopted by the sec-
retary and any impact the funding in chapter 259,
Laws of 2007 has had on local health jurisdiction
performance and health status indicators. Future
reports shall evaluate trends in performance over
time and the effects of expenditures on performance
over time.

*Reviser's note: "Sections 60 through 65 of
this act" include this section, RCW 43.70.512,
43.70.514, 43.70.516, and 43.70.522, and
the 2007 ¢ 259 amendments to RCW
43.70.520

The legislature finds that the public health func-
tions of community assessment, policy develop-
ment, and assurance of service delivery are
essential elements in achieving the objectives of
health reform in Washington state. The legisla-
ture further finds that the population-based
services provided by state and local health de-
partments are cost-effective and are a critical
strategy for the long-term containment of health
care costs. The legislature further finds that the
public health system in the state lacks the ca-
pacity to fulfill these functions consistent with
the needs of a reformed health care system.
The legislature further finds that public health
nurses and nursing services are an essential
part of our public health system, delivering evi-
dence-based care and providing core services
including prevention of illness, injury, or disabil-
ity; the promotion of health; and maintenance
of the health of populations.

The department of health shall develop, in con-
sultation with local health departments and dis-
tricts, the state board of health, the health ser-
vices commission, area Indian health service,
and other state agencies, health services pro-
viders, and citizens concerned about public
health, a public health services improvement
plan. The plan shall provide a detailed account-
ing of deficits in the core functions of assess-
ment, policy development, assurance of the
current public health system, how additional



public health funding would be used, and de-
scribe the benefits expected from expanded
expenditures.

The plan shall include:

Definition of minimum standards for public
health protection through assessment, pol-
icy development, and assurances:

Enumeration of communities not meet-
ing those standards;

A budget and staffing plan for bringing
all communities up to minimum stan-
dards;

An analysis of the costs and benefits
expected from adopting minimum pub-
lic health standards for assessment,
policy development, and assurances;

Recommended strategies and a schedule for
improving public health programs through-
out the state, including:

Strategies for transferring personal
health care services from the public
health system, into the uniform bene-
fits package where feasible; and

Linking funding for public health ser-
vices to performance measures that
relate to achieving improved health

outcomes; and

A recommended level of dedicated funding
for public health services to be expressed in
terms of a percentage of total health ser-
vice expenditures in the state or a set per
person amount; such recommendation shall
also include methods to ensure that such
funding does not supplant existing federal,
state, and local funds received by local
health departments, and methods of distrib-
uting funds among local health depart-
ments.

The department shall coordinate this planning
process with the study activities required in sec-
tion 258, chapter 492, Laws of 1993.

By March 1, 1994, the department shall provide
initial recommendations of the public health
services improvement plan to the legislature
regarding minimum public health standards, and
public health programs needed to address ur-
gent needs, such as those cited in subsection
(7) of this section.

By December 1, 1994, the department shall
present the public health services improvement
plan to the legislature, with specific recommen-
dations for each element of the plan to be im-
plemented over the period from 1995 through
1997.

Thereafter, the department shall update the
public health services improvement plan for
presentation to the legislature prior to the be-
ginning of a new biennium.

Among the specific population-based public
health activities to be considered in the public
health services improvement plan are: Health
data assessment and chronic and infectious
disease surveillance; rapid response to

outbreaks of communicable disease; efforts to
prevent and control specific communicable dis-
eases, such as tuberculosis and acquired im-
mune deficiency syndrome; health education to
promote healthy behaviors and to reduce the
prevalence of chronic disease, such as those
linked to the use of tobacco; access to primary
care in coordination with existing community
and migrant health clinics and other not for
profit health care organizations; programs to
ensure children are born as healthy as possible
and they receive immunizations and adequate
nutrition; efforts to prevent intentional and un-
intentional injury; programs to ensure the safety
of drinking water and food supplies; poison con-
trol; trauma services; and other activities that
have the potential to improve the health of the
population or special populations and reduce the
need for or cost of health services.

Each local health jurisdiction shall submit to the
secretary such data as the secretary determines
is necessary to allow the secretary to assess
whether the local health jurisdiction has used
the funds in a manner consistent with achieving
the performance measures in RCW 43.70.516.

If the secretary determines that the data sub-
mitted demonstrates that the local health juris-
diction is not spending the funds in a manner
consistent with achieving the performance
measures, the secretary shall:

Provide a report to the governor identifying
the local health jurisdiction and the specific
items that the secretary identified as incon-
sistent with achieving the performance
measures; and

Require that the local health jurisdiction
submit a plan of correction to the secretary
within sixty days of receiving notice from
the secretary, which explains the measures
that the jurisdiction will take to resume
spending funds in a manner consistent with
achieving the performance measures. The
secretary shall provide technical assistance
to the local health jurisdiction to support
the jurisdiction in successfully completing
the activities included in the plan of correc-
tion.
Upon a determination by the secretary that a
local health jurisdiction that had previously been
identified as not spending the funds in a manner
consistent with achieving the performance
measures has resumed consistency, the secre-
tary shall notify the governor that the jurisdic-
tion has returned to consistent status.
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The

Any local health jurisdiction that has not resumed
spending funds in a manner consistent with
achieving the performance measures within one
year of the secretary reporting the jurisdiction to
the governor shall be precluded from receiving
any funds appropriated for the purposes of
*sections 60 through 65 of this act.

Funds may resume once the local health jurisdic-
tion has demonstrated to the satisfaction of the
secretary that it has returned to consistent status.

primary responsibility of the public health system,

is to take those actions necessary to protect, promote,

and

improve the health of the population. In order to

accomplish this, the department shall:
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Identify, as part of the public health improvement
plan, the key health outcomes sought for the
population and the capacity needed by the public
health system to fulfill its responsibilities in im-
proving health outcomes.

Distribute state funds that, in conjunction with
local revenues, are intended to improve the ca-
pacity of the public health system. The distribution
methodology shall encourage system-wide effec-
tiveness and efficiency and provide local health
jurisdictions with the flexibility both to determine
governance structures and address their unique
needs.

Enter into with each local health jurisdiction
performance-based contracts that establish
clear measures of the degree to which the
local health jurisdiction is attaining the ca-
pacity necessary to improve health out-
comes. The contracts negotiated between
the local health jurisdictions and the depart-
ment of health must identify the specific
measurable progress that local health juris-
dictions will make toward achieving health
outcomes. A community assessment con-
ducted by the local health jurisdiction ac-
cording to the public health improvement
plan, which shall include the results of the
comprehensive plan prepared according to
RCW 70.190.130, will be used as the basis
for identifying the health outcomes. The
contracts shall include provisions to encour-
age collaboration among local health juris-
dictions. State funds shall be used solely to
expand and complement, but not to sup-
plant city and county government support
for public health programs.
Develop criteria to assess the degree to which
capacity is being achieved and ensure compli-
ance by public health jurisdictions.
Adopt rules necessary to carry out the purposes
of chapter 43, Laws of 1995.
Biennially, within the public health improvement
plan, evaluate the effectiveness of the public
health system, assess the degree to which the
public health system is attaining the capacity to
improve the status of the public's health, and
report progress made by each local health juris-
diction toward improving health outcomes.



Washington State law gives primary re-
sponsibility for the health and safety of
Washington residents to 39 county gov-
ernments. It charges the counties’ legisla-
tive authorities with establishing either a
county department or a health district to
assure the public’s health. (RCW 70.05,
70.08, 70.46—www.leg.wa.gov/
lawsandagencyrules) In Washington State
the governmental public health system
consists of 35 local public health agencies
that work with the state Department of
Health. In three cases, county legislative
authorities have formed multi-county
health districts.

Each county legislative authority must
also establish a local board of health,
which “shall have supervision over all
matters pertaining to the preservation of
the life and health of the people within its
jurisdiction.” (RCW 70.05.060) Local
boards of health approve the budgets,
programs, and policies of local public
health agencies and may also appoint the
agency administrator. Board members
include county commissioners or mem-
bers of the county council and may in-
clude elected or non-elected officials.
Elected officials must always make up the
majority.

Historically, a combination of local, state,
and federal resources has financed local
public health services. These include:

Local funds—county general funds,
licenses, permits, and fees for ser-
vices,

State funds—contracts for specific pro-
grams, flexible funds to meet local
needs, and reimbursement for per-
forming specific services (i.e., Medi-
caid reimbursement),

Federal funds—contracts for specific
programs and reimbursement for per-
forming specific services (most of this
funding is passed through the state
Department of Health), and

Other funding—such as federal or pri-
vate grants.

The mix of these funds and the conditions
attached to their use have changed over
time.

When tuberculosis (TB) was more com-
mon, in the mid-1900s, a portion of local
property taxes was set aside for tubercu-
losis control and general public health. As
TB declined, more of the funds were avail-
able for general public health. In 1976,
the Washington Legislature repealed the
requirement that those funds be spent on
public health, leaving the cities and coun-
ties to determine spending levels for pub-
lic health. Local government continued to
collect the tax but could use it for another
purpose.

While counties held the major responsibil-
ity for public health, the law made refer-
ence to cities as well, without stipulating
the amount of cities’ financial participa-
tion. In practice, not all cities provided
funding for public health. Over time, local
governments made very different choices,
and per capita public health spending
came to vary widely from one jurisdiction
to another.

Most local funding is derived from county
contributions from taxes, fees, or other

local sources. With no criteria set for local
government contribution, the variation is
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pronounced. Data for 2007 reveal that
local government funding to most public
health agencies ranged from just over $1
to nearly $36 per capita, per year.
(www.doh.wa.gov/msd/OFS/2007rs/
RevsumQ7.htm)

In 1993 the legislature passed the Health
Services Act, which shifted 2.95% of mo-
tor vehicle excise tax (MVET) revenues
from cities to counties for use by local
public health departments and districts.
This change effectively removed the
statutory responsibility for cities to fund
public health. It also clarified that coun-
ties were responsible and made clear that
no city could establish its own health de-
partment. This portion of the law was to
take effect in 1996. (Some cities continue
to contribute to public health, but funding
is generally tied to specific services and
residence requirements.)

The amount of MVET revenue to be raised
by the 2.959% fell roughly $7 million short
of what cities had collectively contributed.
The legislature provided a special appro-
priation to make up most of the difference
in the years that followed. The idea was
that MVET revenues were growing, so the
gap would be filled in time and public
health would once again have a dedicated
source of revenue that kept pace with
population growth and inflation.

The distribution of the MVET funds was
somewhat problematic. Since MVET fund-
ing had been tied to city contributions,
the money for each county was linked to
the level of past city contributions. This
perpetuated the historical variation
among jurisdictions.

Following voter approval of the tax-
limiting Initiative 695, the legislature in
2000 voted to repeal the MVET. The sta-
bility of a dedicated funding source was
gone. During the same session, the legis-
lature appropriated an amount from state
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general fund that restored 90% of the lost
public health funds. During the 2001 ses-
sion, the legislature again made up 90%
of the difference and has made an equal
appropriation—without adjustments for
inflation or population growth—in each
biennium since.

Local public health agencies receive both
federal and state funds, generally through
contracts with the Washington State De-
partment of Health and the Department of
Social and Health Services. Most often,
these are “categorical funds” because
they are restricted to specific programs,
including the Women, Infants, and Chil-
dren (WIC) nutritional program; family
planning; HIV services; tobacco use pre-
vention; obesity prevention and physical
activity and nutrition promotion; drinking
water quality; and solid and hazardous
waste programs.

Local public health agencies can be over-
reliant on categorical funds, particularly
when local resources decline. Recognizing
this problem, the 1993 Health Services
Act directed the use of state general funds
to establish the Local Capacity Develop-
ment Fund (LCDF). This fund supports lo-
cally determined needs and priorities.
Washington’s 1993-1995 biennial budget
appropriated $10 million in what was
characterized as a “down payment” to-
ward an estimated need for $115 million a
year for local public health. In 1995, the
LCDF was increased to $16 million for the
next biennium. No further legislative in-
creases were made toward this fund, and
during an economic downturn in 1999-
2001, the fund was reduced by $700,000.

The current funding streams supporting
local public health are shown in the fol-
lowing chart:



Federal—through De-
partment of Health and
other state agencies, — Local government
Medicaid Title X1X, and and fund balance
other fee-for-service $94.7 million
$125.2 million

Licenses, permits,
State—Department of Health, and fees
other agencies, Local Capac- __ $66.6 million
ity Development Fund, and
1-695 replacement
$75.2 million $361.8 million (difference due to rounding)

Source: 2007 Revenue Summary from BARS A Reports,
Compiled by the Department of Health

State and federal funding often comes
with special conditions such as distribu-
tion formulas, target populations, or other

mandates. The Department of Health and Since the mid-1990s, the Public Health
each local public health agency develop a Improvement Partnership has supported a
consolidated contract every five years series of studies that have identified the
that is amended as needed. The contract gap between what was currently funded
for each local agency includes the pro- and what was actually needed to fully
gram requirements and deliverables. fund public health services. One study re-

vealed that in the decade of 1994 to
2004, local public health funding dropped
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27%—from $82.7 million to $60.4 million
for 34 local public health jurisdictions
(excluding King County).

Inflation is a significant factor in this de-
cline. For example, the LCDF amounts and
the MVET replacement amounts stayed
the same. Each year, the loss to inflation
seems small, but since 2003, the state
population has increased by 8% and the
consumer price index has increased by
17%.

The 2006 Washington Legislature created
the Joint Select Committee on Public
Health Funding, a bipartisan study com-
mittee of the House and Senate, to ad-
dress the persistent public health funding
shortfall. In response to the committee’s
request for information, local and state
public health officials developed and pre-
sented a report titled Creating a Stronger
Public Health System: Setting Priorities
for Action (labeled Statewide Priorities on
the committee’s web site). The report or-
dered a list of priorities “for the next in-
vestment in public health” as follows:

Stopping communicable diseases be-
fore they spread,

Reducing the impact of chronic disease,
Investing in healthy families,

Protecting the safety of drinking water
and air,

Using health information to guide deci-
sions, and

Helping people get the health care ser-
vices they need.

The committee unanimously concluded
that “the lack of a stable source of fund-
ing provided specifically for public health
services has eroded the ability of local
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health jurisdictions to maintain a reliable
statewide system that protects the pub-
lic’s health.” It recommended that the
state “provide additional funding in the
amount of approximately $50 million an-
nually during the 2007-2009 biennium, as
an initial investment” and that a
“dedicated account for public health reve-
nues” be established. Finally, it recom-
mended that these actions be considered
“the first step in what must be continuing
state and local efforts to fund the public
health system at a level that provides the
capacity to effectively deliver the five core
functions.” (www.leg.wa.gov/Joint/
Committees/PHF)

The 2007 Washington Legislature appro-
priated an additional $10 million annually
for local public health during the 2007-
2009 biennium (E2SSB 5930). The so-
called “5930 funds” go to local agencies to
address the priority areas of stopping
communicable diseases before they
spread and reducing the impact of chronic
disease. Public health officials have devel-
oped statewide performance measures for
each. The measures are improved uptake
of childhood immunizations, more timely
communicable disease investigation, and
efforts to stop the obesity epidemic. Local
public health agencies are using these
funds for new and additional activities in
their communities that are deemed to
have the greatest potential to affect these
performance measures. Currently, there is
no mechanism in this funding stream to
account for inflation, population growth,
or new and additional public health re-
sponsibilities.

As of July 1, 2007, three state, non-
categorical funding streams support local
public health agencies as shown in the
following table:



1993 $16 million/

Local Capacity Development Fund

State General Fund

biennium

2000 $48 million/ Motor Vehicle Excise Tax or 1-695 State General Fund
biennium replacement

2007 $20 million/ 5930 funds (named after the bill State General Fund
biennium number that created the fund)

Washington’s public health system de-
pends on funding from local, state, and
federal sources. Since the 1970s, cities
and counties have had responsibility for
determining spending levels for public
health. Per capita local public health
spending varies widely across jurisdic-
tions. The system has lacked the stability
of a dedicated funding source since
2000, and legislative appropriations since
have not adjusted for inflation and popu-
lation growth. Local public health

agencies have relied somewhat on cate-
gorical federal and state funding streams.
Several studies directed by the Public
Health Improvement Partnership have
identified the growing gap between cur-
rent resources and those required to fully
fund public health services. Recognizing
the shortfall, the 2007 Washington Legis-
lature appropriated an additional $10 mil-
lion annually for local public health during
the 2007-2009 biennium.
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APPENDIX 3: 2008 PERFORMANCE REVIEW
OF STANDARDS FOR PUBLIC HEALTH IN
WASHINGTON STATE—Executive Summary of
OVERALL SYSTEM REPORT »

The Standards

This report provides summary results of
the 2008 performance review of the Stan-
dards for Public Health in Washington
State. The standards were developed col-
laboratively by local and state public
health staff in 1999 and have been used
every three years to review the public
health system in Washington. A baseline
measurement was conducted in 2002 and
re-measurements were conducted in
2005 and 2008.

Providing a framework for public health
and laying the foundation of “what every
person has the right to expect,” the stan-
dards are an integral part of measuring
and improving public health practice.
While the standards describe the functions
that public health agencies should be able
to perform, the measures describe how
the standard is met. For the 2008 stan-
dards review cycle, there are 12 stan-
dards and 162 measures (76 local meas-
ures and 86 state measures). Because of
differing roles, there is a set of measures
for local health agencies and a separate
set for the state agencies and programs,
including the State Board of Health and
the Department of Health.

The standards reside under the auspices
of the Public Health Improvement Part-
nership’s (PHIP) Performance Manage-
ment Committee. The committee, with
assistance of a consultant team from
MCPP Healthcare Consulting, Inc., was
responsible for directing and overseeing
the standards review process and approv-
ing the recommendations put forward in
this report.

Site Visit Preparation and
Process

Eight performance reviewers—two from
local health agencies and six from the De-
partment of Health—were trained in 2007
to conduct portions of the site review for
the performance standards. In the fall of
2007 the MCPP consultants provided 11
half-days of training for Department of
Health and local health agency staff and
managers to help them prepare for the
performance review.

Site reviews were conducted from March
through May 2008. Each site review con-
cluded with a closing conference in which
general strengths and opportunities for
improvement were discussed, and feed-
back on the standards and assessment
process was obtained. In total, 34 local

Standards for Public Health
1.
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health agencies, the State Board of
Health, and 20 Department of Health pro-
gram sites were reviewed.

While the 12 standards apply to all public
health programs/activities conducted at
the state or local level, not all measures
under a standard apply to all programs/
activities. Consequently, there are three
ways a measure can apply—first, to the
agency at the local or state level (rather
than individual programs), second, to
every program/activity (individual dem-
onstration), or third, to specific pro-
grams/activities.

During the 2008 standards review cycle,
specific local health agency programs
were reviewed. These same programs
were reviewed at the Department of
Health to create a system-wide “look” at
these programs. Programs were selected
because of heightened activity or interest
in these programs.

Comparability of previous topic areas to
performance in the individual standards in
the 2008 review is not possible. This is
because the standards were restructured
and significantly revised in 2006, with the
focus of the individual standards on a spe-
cific area of public health practice. How-
ever, some comparisons were still possi-
ble for findings specific to individual
measures, and analysis for statistically
significant change was conducted on
about two dozen measures.

The 2008 review necessitated a higher
level of performance because the stan-
dards were revised to clarify and further
stipulate the requirements of each meas-
ure. The results must be interpreted with
the understanding that performance was,
in some cases, more challenging to dem-
onstrate.
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Three common themes can be drawn from
the 2008 snapshot of system perform-
ance. First, the system works as well as it
does because of the skills and commit-
ment of the staff and the scope and depth
of work being done to improve the health
status of Washington State residents.
Second, since the 2005 performance re-
view, the Department of Health and some
local health agencies made significant in-
vestments to address the results of the
2005 performance review and to improve
the public health system. Third, many of
the local and Department of Health pro-
grams were only able to partially demon-
strate performance due to failure in com-
pleting the Plan-Do-Study-Act (PDSA) cy-
cle of improvement (e.g., planning activi-
ties and implementing them, but not
studying the effectiveness or impact of
the activities or taking action on the re-
sults).

In this report there is a focus on the 50th
percentile, in which the midpoint is envi-
sioned as a fulcrum. Where the weight
falls toward demonstrated performance,
improvement may still be needed, but the
system is heading in the right direction.
Conversely, where the weight falls to-
wards no or partially demonstrated per-
formance, these areas will require signifi-
cant planning and assistance to fully dem-
onstrate performance.

The State Board of Health and Depart-
ment of Health agencies and programs
were able to demonstrate an average of
71% of the measures in all the standards.
Three standards had more than 50% of
the state-level agencies and programs
able to demonstrate performance on
every measure, and one standard had
three measures with fewer than 50% of
programs able to demonstrate perform-
ance. There were 42 measures with 95%
or higher demonstrated performance.



Local health agency results showed an
overall performance ranging from 24% to
83% of measures demonstrated by indi-
vidual local health agency. Average dem-
onstrated performance was 56% of all lo-
cal health agency measures. Compared to
the percent of demonstrated measures in
2005, 14 local health agencies increased
the percent of measures they were able to
demonstrate and 17 decreased in percent
demonstrated. There were no measures
where no local health agency was able to
demonstrate performance.

Overall for local health agencies, the ag-
gregate level of fully demonstrates is at or
above 75% in three of the standards,
while five standards have an aggregate
fully demonstrates score between 50%
and 74%. Four standards have less than
50% fully demonstrates—Standards 3, 8,
9, and 12.

During the 2008 standards review cycle,
specific local health agency programs
were reviewed. These same programs
were reviewed at the Department of
Health to create a system-wide “look” at
these programs. Programs were selected
because of heightened activity or interest
in these programs.

For all state programs, the aggregate
level of fully demonstrates is at or above
75% in six of the standards, while three
standards have an aggregate fully demon-
strates score between 50% and 74%.
Three standards have less than 50% fully
demonstrates—Standards 5, 9, and 11.

As in previous standards review cycles,
analysis was conducted to determine if,
and what, correlations exist between

performance of the standards and both
budget and FTE levels in local jurisdic-
tions. As expected, some jurisdictions
with larger budgets or more FTEs did
demonstrate higher performance of some
of the measures. In other words, more
resources did lead to higher performance.
However, the relationship between overall
local health agency performance and an-
nual budgets and FTEs did not show a
clear correlation between the size of the
local health agency and the demonstrated
performance. There is variability in per-
formance that indicates that performance,
while connected to budget and size, also
has other drivers.

Recommendations are made to assist
local and state agencies in developing
meaningful approaches to address defi-
ciencies and capitalizing on opportunities.

Closing the Plan-Do-Study-Act Cycle

Many of the local and state programs
were only able to partially demonstrate
performance due to a failure to complete
the Plan-Do-Study-Act (PDSA) cycle of
improvement (e.g., planning activities and
implementing them, but not studying the
effectiveness or impact of the activities or
taking action on the results of monitoring
program performance measures). Several
recommendations related to specific areas
that need “closure of the PDSA loop” are
described below.

Management
and evaluation processes should empha-
size the Study step of the PDSA cycle, and
the Act step should be emphasized in
leadership and governance minutes and
reports.

Community Involvement in the Re-
view of Data and Recommending Ac-
tion

Standard 3 showed lower performance for
measures that relate to the review and
use of data to inform community
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recommendations for action and use of
the Study and the Act steps of the PDSA
improvement cycle.

Rou-
tinely document community group and
stakeholder review of data along with the
actions taken to address conclusions from
the data analysis, including policy deci-
sions based on the review of data.

Process to lIdentify New Licensees

Both local health agency and Department
of Health programs showed lower per-
formance due to the inconsistency in
processes to identify new licensees. Most
of the local health agencies have a proc-
ess for distributing notifiable conditions
information to providers, but many do not
have processes to identify the new licen-
sees in their communities.

Lo-
cal and state programs should work col-
laboratively to implement actions to pro-
vide the notifiable conditions information
to new licensees in a timely manner.

Emergency Preparedness and Re-
sponse Plan (EPRP) Orientation and
Training

This measure had low performance in
2005 and again across the public health
system in this 2008 review.

Lo-
cal health agencies and the Department of
Health should consistently orient new staff
to the EPRP and conduct annual review of
the EPRP for all staff in the agency.

Review of Prevention and Health Edu-
cation Information

Certain measures require the review of all
types of educational materials at least
every other year. This was another area
with low performance in 2005 as well as
this performance review.

Im-
plement systematic processes for the
regular review of materials to revise or
improve them, as needed.

a4

Program Planning and Evaluation

While more agencies and programs at
both the state and local level demon-
strated the establishment of program
goals, objectives and performance meas-
ures than in 2005, this is still a system-
wide area needing improvement. This
standard continues to have the lowest
level of performance (34% demonstrated)
at the local level as demonstrated through
the review of 100 programs. In the De-
partment of Health programs, the per-
formance in several measures showed
meaningful improvement, but more than
25% were not able to demonstrate the
tracking, analysis, and use of monitoring
performance measures. Improvement ef-
forts should be expanded by:

Establishing and Monitoring Per-
formance Measures and Using
the Results

Measures for this standard are a prime
arena to demonstrate “closing the
PDSA loop” by tracking, analyzing and
using program specific performance
measures. There are numerous exam-
ples of exemplary practices at both
the local and state level that should be
used by lower performing programs to
improve.

All programs in local health agen-
cies and the Department of Health
strengthen their focus and initiatives
to establish and monitor performance
measures and use the results to im-
prove programs and services.

Conducting at Least Annual Inter-
nal Audits of Cases or Activities

Only about 25% of the Department of
Health programs and less than 20% of
local programs were able to demon-
strate that they conduct annual audits
of program activities for timeliness
and compliance with protocols.



Conduct internal audits of regular
activities in all programs, such as case
files or investigation reports, for time-
liness and compliance with protocols
and procedures.

Customer Service Standards

Measures require that customer service
standards be established for all employ-
ees that interact with the public, stake-
holders and/or partners and that meas-
ures for these standards be identified
and evaluated. At the local level, only
24% of local health agencies were able
to demonstrate that they had estab-
lished and evaluated customer service
standards for those staff that interact
with the public. The Department of
Health agency partially demonstrated
this measure.

Establish customer service standards for
all staff that interact with the public and
identify and monitor performance meas-
ures for these standards.

Performance Evaluations with Train-
ing Plans

Measures require that performance
evaluations are conducted routinely and
include training plans that are updated
annually. This measure was partially dem-
onstrated by the Department of Health
agency, and only 18% of local health
agencies were able to demonstrate the
measure.

Ensure that performance evaluations, in-
cluding plans for training and develop-
ment, are conducted annually for all staff.

Standards Needing the Most Im-
provement in Local Health Agencies

Several standards had low aggregate per-
formance with 50% or fewer local health
agencies able to demonstrate perform-
ance. These four areas offer the most ur-
gent need for improvement across all lo-
cal health agencies:

Standard 3 related to community in-
volvement in review of data and tak-
ing action

Standard 8 related to program plan-
ning and evaluation

Standard 9 related to ensuring budg-
ets are aligned with strategic plans
and to conducting contract monitoring

Standard 12 related to board of health
functions, strategic planning, and
quality improvement activities

Address requirements for board of
health for orientation, operating rules,
and review of data and taking action

Establish and get board of health ap-
proval of an agency strategic plan

Establish a quality improvement plan
by using the results of monitoring per-
formance measures and program
evaluations and implement quality im-
provement plan

Standards Needing the Most Im-
provement in the Department of
Health

Several standards had low aggregate per-
formance with 50% or fewer of the De-
partment of Health agency or programs
able to demonstrate performance. These
three areas offer the most urgent need for
improvement across the Department of
Health:

Standard 5 related to technical assis-
tance and consultation and orientation
and training on planning for and re-
sponding to public health emergencies

Standard 9 related to legal review of
contracts and to conducting contract
monitoring

Standard 11 related to data sharing
agreements and protected data trans-
fers
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The cycle of performance improvement
that begins with the release of the 2008
Overall System Performance Report must
take into consideration the standards and
processes established by the Public Health
Accreditation Board (PHAB) for national
accreditation. Revision of the Washington
Standards for Public Health should align,
to the extent possible, with the PHAB
standards to support state and local agen-
cies in pursuing national PHAB accredita-
tion in the future.

Establish a subcommittee of the Per-
formance Management Committee to
revise the Washington Standards for
Public Health based on the feedback
from the review cycle and to align, to
the extent possible, with the PHAB
standards for accreditation. Ensure
these revisions to the standards are
reflected in a revision of the guide-
lines. The standards revision work
should be completed in 2009.

Plan to conduct the next performance
review cycle in 2011 using the revised
standards to create the overall system
report of statewide public health per-
formance. Use site-specific reports as
a tool to prepare local and state agen-
cies interested in applying for PHAB
accreditation.
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Involve and engage boards of health
in increasing knowledge of their role in
demonstrating performance against
the standards and in relationship to
future PHAB accreditation.

In June 2008, following the performance
review, a survey was created and sent to
all participants in the review process. Us-
ing a Likert and forced-choice scale, par-
ticipants were asked to rate their experi-
ence in demonstrating performance
against the revised standards in the train-
ing provided prior to the site visit and
during the site visit. The survey also re-
quested information on the methods and
staff used to prepare for the performance
review. This information will be used to
make improvements to the standards and
the review processes.

Another aspect of the performance review
is the site-specific reports that are pro-
vided to each LHJ, the SBOH and the DOH
agency and programs. These reports pro-
vide specific recommendations for im-
proving deficient areas based on the find-
ings at each individual site. Each agency
and program is encouraged to create
quality improvement plans and efforts
around these vital recommendations.
Likewise, the Performance Management
Committee will be reviewing this Overall
System Performance Report’s recommen-
dations and taking action to implement
quality improvement efforts across the
state’s public health system.

(The 2008 Overall System Report in its
entirety can be found at
www.doh.wa.gov/phip/PerfMgmt/07stds/
doc/08SysRep.pdf)
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