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2012 Governor'’s Sterling Award Application Form
GENERAL INSTRUCTIONS

Plesase update any informamon it bas chiged sinee the Application of Infent aml tvpe or very elearly print all mlormistion
requested. The Application Form may be duplicated s single-sided pages submitted, Applicants mast submit o copy of the
Apphication Form with each copy of the Application. A total of sixteen (16) complete Applications are required to be
submitted.

ITEM INSTRUCTIONG

[em | — Applicant — Provide the officiol rame sl modling nddedes af (be orgamizmson applying foar the Awand.
1. Applicant Official Mame

Organization Name: Miami-Dade County Health Department
Address: 8323 NW 12 Street, Suite 212, Doral, FL 33126

P — Crfffciad Irqiary’ Podng — A3 I SxmamiFaro | 5, e Al iisralod may ieed 80 contact the A pqlcant for slditions) (nbormiaian

Citve the naine, address, and 1eleplbome number of the: official with authorny o prosads sdidbionsl mformaron e s armegs & Sne Ve
17 this officiol contoet point chimges during the eorse of the Apg ik process, please inform the Floods Sweling Council,
1. (fficial Inguiry Point
Mame: Rene Ynestroza, MBA, MSMIS
Title: Senior Public Health Services Manager
Mailing Address: 8323 NW 12 Street, Suite 212
Doral, FL 33126
Crvernizht Mailing Address: 8323 NW 12 Street, Suite 212
Doral, FL 33126

Telephone Mumber: 786-336-1255

Fax Mumber: T86-336-1297 Frail Address: Fene_ynestroza@doh. state fl.us
Item } - Foes —
Application of Intent Foe 5100 { Sashimad with Applacation of Inlent)
Sanall Mled, Org Apgplicarion Fes 53,0008 (Subonlr with applicasios)
Large Organiznteon Application Fee S3.000 | Subanir with applicatioe)
Eile Visit Fee 52.50Mp (Ehze 20 duys pritr 1o soe visilk
Fhis Exinminer’s Espemses THD { Billed afler sife vl

3. Fre(see instructions}
Enclosed is 5 58€ MEMha cover the Application Fee, Make check or money arder payable 1o;
THE FLORIDA STERLING COUNCIL

figm 4 - Releass Statement — Please read this secton canclully, A signed Applicotion indicates that the Applicant agrees {othe temis and
conditions stabed therem.

4. Release Statement

We understand this application will be reviewed by members of the Board of Examiners. We agree i host the Site Visa and
facilitate an epen and unbiased exammation. 'We understand that Site Visit expenses will be determined in accordance withi the
section: Apuication Fees (page 63, 2002 - 2003 Srevling Criteria for Performonce Excellence),

bem — Awsthomaring Cifkesal — The segnonare of the Applicans's highest mnking managemens afficial or designes i required snd mdigotes the Appdicans will
canpply wilh the tenms and conditions stred in the documens ™ F

5. Sigoature, Authoriing Official:
Mame: Lillian Rivera, RN, MSN, PhD

Title: Administrator
Address: B323 NW 12 Street, Suite 212
Dae: 111111 Tebephone Number: 786-336-1259

l.ﬁ '“|. -_“-I-- Fairie Pl I'l"-.. '..”'- f .'-..'- ._."-' I|l T



Site Listing and Descriptors Form A

Address of Site

B. Relative Size —
Percent of Applicant’s

C. Description of Products,
Services, or Programs

Employees

Sales or
Operating
Budget

8323 NW 12 Street, Suites 212/214, Doral, FL 331

26

2%

Administration/ Communications
and Legislative Affairs/ Human
Systems/ Volunteer Services/
Legal/ Contract Management/ IT

8175 NW 12 Street, third Floor, Doral, FL 33126

11%

Financial Management/ Asset
Management/ Purchasing/ School
Health/ Public Health Preparedne
Research and Statistics/ Mall
Services

s/

8600 NW 17 Street, Second Floor, Doral, FL 3312

6

%10

Epidemiology, Disease Control &
Immunization Services/ HIV/AIDS
Women’s Health/ Dental

1725 NW 167 Street, Miami, FL 33056

8%

Environna¢htealth

1313 NW 36 Street, Suite 102, Doral, FL 33142

2%

AIDS Drug Assistance Program/
Pharmacy

18255 Homestead Avenue, Miami, FL 33157

8%

Comiyueéalth & Planning/
Vital Records/ Healthy Start Data
Management/ Clinic Services
(Family Planning, Lab, STD, TB,
WIC)

1350 NW 14 Street, Miami, FL 33125

27%

Vital RetsgrClinic Services
(Sexually Transmitted Diseases/
Tuberculosis/ Hepatitis/ Family
Planning/ Laboratory/)

315 NW 27 Avenue, Miami, FL 33125

8%

Refugee Healsessment

7785 NW 48 Street, H300-325, Doral, FL 33166

21%

onEn, Infants and Children
(WIC) and Nutrition

300 NE 80 Terrace, Miami, FL 33138

3%

Women's e TD/ TB/
Immunizations

The above is a list of the MDCHDsin facilities. There are several other sagelind mobile units.
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ORGANIZATIONAL PROFILE

Public health is a specialized science that focuseshe
community as its client with a focus on health podion/
disease prevention activities. The Miami-Dade Cpunt

Figure P.1-1 Organizational Culture

Purpose
Prevent disease and improve the health of the
Miami-Dade County community

Health Department (MDCHD), under a unit of the Kar
Department of Health (DOH), is the county health

Vision
A healthier future for the people of Florida

department located in Miami, Florida. It provides
population/ community-based services to the cogn/5
million residents and over 12.6 million annual tas$, and

Mission
To protect and promote the health of all residants
visitors in Miami-Dade County Florida.

is responsible for assessing, maintaining and impg
health and safety within the county. Although MDCHD
dates back to the 1940s, the current organizatismatture
dates to 1997 when the legislature created the RxHthe
Department of Children and Families from the former

CoreValues
Integrity; Customer and Community Focus;
Accountability; Teamwork; Excellence; Respect for
People; Learning; Continuous Improvement and
Innovation

Department of Health and Rehabilitative Services.

MDCHD is the lead agency providing core public tieal
(PH) functions and essential services in the coastpart of
a complex PH system that includes hospitals, dinic

Strategic Priorities
1. Prevention & Preparedness
2. Return on Investment
3. Service Excellence

planning agencies, community-based organizationsl an
others. PH is a fundamental element of the qualftyife
available to residents and visitors in Miami-Dadmu@ty and
focuses on promoting and protecting community healt
through prevention and preparedness. MDCHD currentl

Core Competencies
1. Collaboration and Partnerships
2. Public Health Emergency Preparedness
3. Epidemiology, Disease Control and Prevention
4. Public Health Environmental Regulation

employs approximately 900 staff and has an annugdét in

5. Public Health Promotion and Services

excess of $80 million.

P.la.  Organizational Environment

P.1a(1) Product Offerings

In order to best achieve its mission and vision, GHD is
organized into a number of program areas that facuthe
surveillance, prevention, detection and treatménhe most
significant health and environmental issues withime
county. The major services provided by MDCHD asythe
align with the essential PH Services as determimgdhe
national Centers for Disease Control and Prevent@DC)
are shown irFigure P.1-2.

P.1a(2) Vision and Mission

PH is a modern concept, although it has roots figaity. As
opposed to the past,
communicable diseases and sanitation, modern
incorporates a variety of general health deterremaind
focuses on health promotion and preventative astion

Employees work together in the spirit of public\ées to
prevent and resolve significant and emerging healtiterns
that may impact the community.

MDCHD’s Mission, Vision and Values were developed i
1997 upon the restructuring of the Department égnifeed a
deliberate change of organizational culture. Thegren
reviewed and updated four times as part of theteglia
planning process in 2001-02, 2003-04 2004-06 arhglu
the 2010-11 strategic planning cycle the stateomisand
mission were adopted to provide focus for all cgumtalth
departments in the state. Core competencies aed ba@s a
listing of PH Core Competencies are identified tiylo a self
examination process by leadership and reviewed hm t
Strategic Planning Process. $égure P.1-1.

P

when PH focused mostly ofVorkforce benefits include health, dental,

P.1a(3) Workforce Profile

Workforce Profile. The workforce Profile is shown in
Figure P.1-3.The number of employees fluctuates due to
grants and contracts that employ individuals om@rtsterm
basis. Of the approximate 900 employees, 88% assified
are full time positions and 12% are OPS (contractployees
who are in temporary/per diem positions. Employees
highly educated, and representative of the pomratf the
county and possess the language skills needed i¢Bngl
Spanish and Creole). Collective bargaining orgdituna
include the Florida Nurses Association, the Fedmmabf
Physicians and Dentists, and the American Federabio
County, State and Municipal Employees.

visiolife
ihsurance as well as tuition waivers, reimburseraenbunts,
deferred compensation, Employee Assistance Progpaid,
time off and holiday pay amongst others.

The organization has special safety needs andreqgents
as is typical of the health care industry. Safedyning is an
ongoing part of staff development. Safety insperticof
facilities are regularly conducted and OccupatioSafety
and Health Administration standards are followedpad of
the Safety Program. A Safety Committee fosterstgafethe
workplace through multiple initiatives and exersise

Staff engagement is cultivated through a team enwient
embracing collaboration, ongoing leadership andolaust
rewards andecognition program.



Figure P.1-2 Miami-Dade County Health Department Services and Delivery M echanisms

Public Health Domains Health Efgarr;mim Core # MDiiVe_fy
(20 Essential Servicesplus2 Administrative Services) rogre FTE echanisms
(Domain Alignment)
. : HIV/AIDS Prevention 57 CFP,|I
1. Monitor health status and understand health issues (1,2,3.4.7,8,10)
2. Protect people from health problems and healthrdaza Sexuallﬁl’;ags?métaeod) Diseases| 21 C.FP
3. Give people information they need to make healtigices | Tuberculosis Control (1,2,3,7,8,10) 52 C,FP
i _ i Epidemiology (1,2,3,5,6,7,9,10) | 34 C,OFP
4. Engage the community to identify and solve health Chronic Disease and Health O,F,P,I
problems Promotion (1,2,3,4,5,7,9,10)
5. Develop PH policies and plans School Health (1,2,3,7,9,10) 36 CF
WIC (3,7,9,10) 189 C,P
6. Enforce PH laws and regulations Refugee Health (1,2,3,7,9,10) | 77 c
Women'’s Health/Family Planning C
7. Help people receive health services (1,2,3,5,7,10) 49
Environmental Health (1,3,5,6,9,10) 69 F, I
8. Maintain a competent PH workforce Public Health Preparedness/ 18 O,F, I
9. Use continuous quality improvement tools to evauatd Emerg((ef c2y22|s8agtelrol)?esponse
improve the quality of programs and interventions vital Records (birth/ death 29 o1
10. Contribute to and apply the evidence base of PH certificates) (9,11)
Community Health and Planning| 19 O,F
11. Maintain administrative and management capacity (1,2,3,4,5,7,9,10)
— X . Administration 51 O,P
12. Maintain capacity to engage the PH governirtgyen 1,2,3,4,5,6,7,8,9,10,11,12)
Key - Delivery M echanisms(C)-Clinic (O) Office (F)-Field (P)-Phone (1)-On-line

P.1a(4) Assets

Major Facilities and Equipment: MDCHD has 42
strategically located facilities operated by 14 ommity
programs and supported by 10 operational prograrhsty
locations comprise clinical settings and more tG8#%6 of our
employees are based out of 4 locations within thath\
Central and Southern part of the county along sithaller
health clinics, shared sites and mobile vans. Feddvice
workers provide outreach to targeted high risk sr&DCHD
has established primary and secondary emergencynaach
centers in the north and southeast of the countgugport
MDCHD's role as the county’s health and medicatl€aring
emergencies. With the growth of our community wetowe
to renovate and move to strategic locations. Wentg built a
64,000 sqg. ft. Health Care Clinic (MDCHD Health it
Center), renovated a 2,000 sq. ft facility for WarseHealth
and built a Tobacco Cessation training facility.eThacilities
are equipped with state of the art medical, liféetsaand
security equipment. The MDCHD operates a Marchiofies
MOMmobile prenatal care clinic, born in responsethe
devastation caused by Hurricane Andrew in SoutheDasl
designed to operate like a traditional health gamevider's
office providing prenatal and post partum care, cation,
screenings, and referrals to ensure healthy birtbomes.

Technology: We have a full-fiber optic/high-speed backbone

leveraging the State of Florida MyFlorida.NET wideea
network for a high level of available bandwidtrexibility and
cost-savings enabling video conferencing, web carmge-
over-IP phones and secure wireless technologiesrirservice
sites as well as reliable access in a variety efrenments. We

also use various technology tools for Emergency&hetiness
including: communications  platform, ready-to-deploy
technology kits, mobile wireless internet acced8Nysatellite
access and telecommunications tools. The Intigneted for
disseminating important organizational and prepased
information to our staff. We udeootprints, for submitting and
tracking of service related items, and an integratestomer
survey component with dashboards and reports faitoring

satisfaction and outcomes.

We also use the state operated Health ManagemesterSy
(HMS), a dedicated public access phone line, anenaployee
hotline for emergency notification (FDENS). We afsaintain
24-hour on call coverage and are linked with hadpitand
physicians through data sharing and surveillanctesys that
provide alerts to PH emergencies.

P.1a(5) Regulatory Requirements

The MDCHD is governed by FS Chapter 154. It opesrat a
highly regulated and political environment. Fuoo8 and
funding levels are determined by the state legiséat There
are numerous, federal, state and county regulatimatsaffect
virtually all aspects of services and employment.

We are also required to adhere to licensing stalsddor

various healthcare professionals, and Medicare Medicaid

regulations. Furthermore, as a provider of healthservices,
MDCHD is subject to the Health Insurance Portapiéind

Accountability Act (HIPAA) and laboratory/healthear
provider licensure requirements.

Although there are no required accreditation ottifoeation
requirements, we participated in a Beta Test obw hocal

Vi



Health Department Accreditation Process overseenthgy performance. SLs identify and address the key ssghat
Public Health Accreditation Board (PHAB). We intend  may impact organizational sustainability.

pursue voluntary accreditation as soon as it isiptesto apply [T Ao i R R T
(late 2011) A letter of intent to apply has beetrsitted.. [ cystomer Groups L ocation Requir ements

Accreditation serves as a comprehensive assessofieRH [ RECT
processes that enable compliance with standar@sdieg the — ~.— :
provision of the 10 Essential PH services (Bigire P.1-2). Clinical service| N.C,S Accuracy
recipients - Confidentiality
Employees|878 Total (Female 73%, Male 27%) - Wic Countywide sensitive
20-29: 11.39%  50-59: 25.29% - = NS Multi Lingual
. 10.36% 560-64- 10.14% - Refugees C Timeliness
HispaﬁiC' .48 2;%' Blac.k' 34 .02%?' INDIRECT d ig::(gigitbility
T ' Lo ' - i i Countywide
Workforce White: 15.63%; (mirrors the county we serve) . EE ﬁriﬁfri?rgggy Countyyxide
Diversity 48.41% speak two or more languages _
Spanish: 39.82% Creole: 11.44% Location - N (North), C (Central), S (South), | tgmet)
French: 7'55% Other:  1.72% P.1b(2) Customers and Stakeholders
Job Exempt (salaried): 3.5%; Our key customer groups and their requirementpereided
Diversity |Non-exempt (hourly): 96.5% in Figure P.1-4. MDCHD provides PH services at the local
Doctorate: 6%  Associate: 12% county level as mandated by legislature. Miami-Dedksted
Education |Master: 15% Vocational/Tech.: 7% among the nation’s largest counties in terms of iBslies.
BA/BS: 26%; High School: 34% MDC is a gateway to the Caribbean and Latin Ameaind it
0-5 Years: 11% 16-20 Yrs: 11% has become a m_elting _pot of various c_ultures arntiet
Tenure 6-10 Yrs: 28% 21-25 Yrs: 9% groups, with S|g_n|f|can_t immigrant populat_l(_)ns fro@entral
11-15 Yrs: 13% 26+ Yrs: 7% and South America, primarily Cuba and Haiti.

The organization has divided its customers into thistinct
groups, the first being direct service recipientiefts) of
MDCHD's clinical and preventive services. Theselude
residents and visitors receiving services alondp vétated case
management and counseling services. These ctiemdsto be
medically indigent and do not have insurance cayerar
means to access private sector health care servidese than
P.1b. Organizational Relationships 200,000 clients are directly served by MDCHD anfhuaWe
P.1b(1) Organizational Structure also segment customers by service provided, byrgpbg and

The MDCHD primarily falls under the purview of tigtate by demographics.

Executive Branch (Governor) through the DOH cabinet The second group of customers includes the entipeiption
position (Surgeon General); however, it can alssden as a of residents and visitors to MDC. These custonaeesoften
hybrid operating with the county but with the stagaining not aware of services being provided for them tautdfit from
ultimate jurisdiction. preventative services (such as environmental arsbade
The MDCHD is led by its Administrator who reports the surveillance). They often become aware of thesécss only
state Assistant Deputy Secretary, who reports ¢oDteputy ~ When emergency situations (such as a hurricanejl an
Secretary, then the State Surgeon General andyfitiag enwronme_ntal issues (such as a beach_closmga, ghsease
Governor as shown in the Table of Organization. The Outbreak in a school makes the headlines. Thisipgrof
Administrator is supported by a team of 12 Senieaders customers  constitutes Ilkely future clients of MDH
(SLs) comprised of 9 Program Directors, a Chiesefff, and  clinical and preventative services.

3 Administrative Directors that oversee supportcfions that P.1b(3) Suppliersand Partners

cut across the entire organization.. SLs are appoasible for Figure P.1-5 provides a listing of Key suppliers and partners
the specific functions and/or programs of the oizmtion. along with communications methods, and supply chain
SLT is responsible for developing the long termatstgic requirements. Suppliers are selected and managesistent
plans and for optimizing organizational agility and with criteria and guidelines established by FDMS.

Administrative/clerical: 34% Nurses: 11%
Physician: 2% Paraprofessionals: 9%
Employee |Nutrition Educators & Dieticians: 8%
Categories |Engineers/ Inspectors: 6%

Health Service Reps & Technicians: 10%
Managers /supervisors 15% Other: 20%

vii



Figure P.1-5Key Partnersand Suppliers

Rolein
Innovation

Agency/ Group And Rolein
Work System

KEY PARTNERS: Work with usto deliver services.
BOCC: Approve local funding

Relationship/
Communication

Supply Chain
Requirements

» Official Memorandums |+ Satisfaction » Improvement

CDC: Regulates disease control and provides fun{e Two-way « Timely delivery of ideas
Hospitals/ Funeral Homes: Birth/ death record datdg communication service and * Collaboration to
DOH Bureaus: Regulate internal procedures « Meetings/Conference | information address

State agencies (DMS, DFS, AHCA) provide calls/emails * Accuracy obstacles/
administrative services « Customer Service Surv(s Legal/Policy complaints/

L ocal non-profit organizations and local, state, « BOCC Official Meetingg Compliance suggestions
federal agencies: Provide Program Funding o Team work

» Grant applications

KEY SUPPLIERS: Businesses we pay to provide | mportant Services

Leasing/ management e Supplier Customer  Timely delivery of [¢ New products/

Security guard services
Staffing Services
Pharmaceuticals

* Meetings/conference
calls/emails

* RFP/ITB/ITN Process

* Billing accuracy

« Contractual
compliance

Computers, IT equipment Copy equipment rental | Service Survey services services
Office supplies/furniture * Quotes * Satisfaction * New
Electricity/water/sewer « Contract Management |+ Fair and competitive| technology
Mail/package delivery « Two-way pricing . Eartic_ipate
Fleet management Communication « Customer Support | N action
planning

« Participate in
idea generation

Medical providers, health/ lab services
Medical Supplies and vaccines

e Counseling
« MFMP integration

e Prompt Payment of
Services

One of our strategic objectives is to increaseptftanotion of
our PH messaging and services, and disseminatidmealth

preparedness and response, specific EH activid€; and
Refugee Health.

information to our clients, and our key community \\pCHD does have competition for funding and clients

collaborators (Miami Matters and the Consortium far
Healthier Miami-Dade). We meet the needs of adargunty
with limited resources, through collaboration armhtcacting

with providers of services. Our role has been sligftirom

directly providing services, to contracting witlverseeing and
monitoring organizations that provide these sestice

MDCHD also partners with many community organizasio
and individuals who provide both in-kind contritaris of

services and volunteer labor hours. These enable provide
services beyond our budgeted capability. The Qoinso is

our leading disease prevention and health promgirogram

utilizing a broad range of support from organizasio
throughout MDC.

P.2a.  Competitive Environment

P.2a(1) Competitive Position

MDCHD is the largest county health department & state in
budget and population and second in the numbempfayees.
While there is year to year variation in the numbg&clients

seen per program, there has been a growth ratbaft %%

annually in overall clients served.

MDCHD provides statutorily mandated services andaie
federally funded programs administered in Floritiotigh

particularly those with insurance, from numerousgie and
publicly funded care providers in the areas of aingatient
services: Women’s Health, STD, TB, and HIV/AIDS.
MDCHD serves many clients without access to medical
insurance and is required to provide many serviggsout
charge, and regardless of ability/refusal to pay.

Many community organizations serve as partnersha RPH
system and there is cooperative coordination anddd direct
competition with these agencies. Examples includeoal
health services, Healthy Start, and chronic androonicable
disease prevention. While MDCHD does not have tirec
competition for a number of its programs, it musmpete
with other government and social service agencw@stlie
limited funding available and therefore must pravitligh
quality services at a lower cost than others.

P.2a(2) Competitiveness Changes

Principle factorsthat deter mine competitive success:

PH programs measure success by analyzing healtoroat
measures with comparisons to other CHDs and t@\side
and national health indicators, goals and targst®CHD
must leverage its PH leadership role to develop manity

artnerships and coalitions to successfully addresalth
riorities and outcomes. In addition, MDCHD mudéritify
and respond to PH emergencies 24/7/365, be able to

CHDs that have no direct competitors. These includ
epidemiology, disease surveillance, vital statisticPH

viii



communicate information quickly through its mediartpers  P.2c.  Performance | mprovement System

and mobilize for rapid community response. The overall approach to maintaining an organizatidacus
Key changes affecting competitive situation: In 2010 the on performance improvement, and organizationahlear is
Legislature passed a bill requiring DOH to evalumtd justify  through strategic planning and systematic evalnasmd

its divisions and programs and provide recommendatifor  improvement methods. The strategic planning process
restructuring and reducing programs. This actioruldo described in item 2.1a outlines the ongoing evalnabf
significantly impact our priorities and programsinding has  organizational objectives and opportunities to dgvection
been reduced by the legislature annually the pagedrs. plans to close the gaps.

34%

and Medicaid cost based reimbursement rateg ha

declined 44%. Federal funding is now following teame Typ_e Challgng&_ — AEVEIEES
trend. Since FY 09/10, MDCHD has experienced a 28%Business | -Funding Limitations | -Strong
reduction in federal funds. MDCHD must be agileatijust to | &d -Unfunded mandates | partnerships
these changes. Com.- -Travel Restrictions —E>.<pert|_se in PH
State imposed limitations on salary and reductionisenefits munity _ﬁég;’;ﬁcz\/r\l: rsg%srsm Eﬂdgﬁlology,
are impacting the retention and recruitment of @seifonal -Political changes pre’paredness
staff. MDCHD’s ability to innovate and seek grahtss been - :
curtailed due to DOH and legislative restrictionsdtives. Opera- “Central Office. “Centralized
For example, social networking tools such as Fasiebor tional clearance requirements| service requests
Twitter are prohibited although DOH is pilot tegfitheir use | Societal -Many cultures -Medical schools
on a limited basis. Also, we are sometimes unablpursue /languages and health
grant funding opportunities or make program charnasmay -High number of training facilities
be competing with private businesses. Therefore mwuest tourists/ transients | -Media market
continually find innovative ways to partner in orde impact | Human -Below market salaries | -Dedicated Staff
these health outcomes. Resour ce -No means for -Skilled in Core
Opportunities for innovation and collabor ation: financial rewards Competencies
PH programs will need to be further prioritized aad -Training funds -Diverse
emphasis placed on outcome measures, productarity,cost limited/ restricted workforce

effectiveness. Innovative opportunities for effiuiges and cost There is a systematic review of business resulta oronthly,
containment include implementing electronic heattoords, quarterly and annual basis. MDCHD uses severaksyaic
telemedicine, video conferencing, web-based trginiand approaches to ensure continuous evaluation andoiraprent
using social networking. Community partnerships andf our services, systems and processes. Thesedeabur
collaboration is vital to these efforts. MDCHDpsrsuing an leadership review process (discussed in Categarprbress
Academic partnership with FIU. management (discussed in category 6), employedvienent
P.2a(3) Comparative Data problem-solving teams/workgroups (discussed througlthe

In Industry: When MDCHD was a GSA recipient in 2006, the @Pplication), and the systematic assessment of our

available sources of comparative PH data were lierged. ~ Mmanagement system through regular Sterling/Baldrige
Today they are much more robust. There are seveagbr  ASS€SSMents and feedbacks reports. Our approaghtémnatic

sources of this data including the County Healtmiiag knowledge and skill-sharing throughout the orgaqirbmis
report (done for the past two years by the Uniteref accomphs.hed through our team based employee iauudwnt
Wisconsin and the Robert Wood Johnson Foundatighp, @nd sharing at all levels, through an annual enggoy
Community Health Status Indicators report by themhich ~ conference/programmatic retreat, regular team vesjigveekly
provides for comparative results with Florida andtibinal ~ |e@dership meetings and wide availability of datad a
Benchmark counties, the Florida Charts system whickides ~nformation as discussed in P.2a(3).

various health statistics, and the Miami Mattershit@ard Figure P.2-2 Perfor mance Excellence Journey

system which provides a large variety of commudaya from | 1997 - Continuous Improvement Initiative Begins
numerous systems that are consolidated by the dasthibool. | sterling/Baldrige model adopted, QIC Teams Begin
There are many other sources of comparative datasfoking 2002 & 06 Governor’s Sterling Award Recipient
disease data, community assessment data, (PAT@idncfal [ 2006 - Selected for Malcolm Baldrige National Quality
data, employee data, and customer data. Award Application Non-profit Pilot

Outside industry; We also compare ourselves outside of oyr2010 - Beta Test Site for PHAB Accreditation Process
industry to high performing organizations who haimilar | 2011 - Problem Solving Teams, Organizational

processes. These include other Sterling Award ieip and | Development Workgroup, Process Management/Qualit
Malcolm Baldrige Award recipients. Improvement Quality Assurance Committee established

. IC Trainings for employees, Great Practice Showcas
P.2b.  Strategic Context Q . .
Strategic Challenges and Advantages: Figure P.2-1 lists Employee Satisfaction Focus Survey, Improved Custom

i ) Listening Points, Refinement of Strategic Plan,ifehent
our key Strategic Advantages and Challenges asmligied of IDPs gLean Training, Improved Custgomer Surveys
during our Strategic Planning process. : .
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CATEGORY 1. LEADERSHIP

1.1 Senior L eadership

Leadership System: The MDCHD moved from a traditional
government bureaucratic organization and evolve ia
flattened organization to break down the silos deliberately
create a collaborative culture. The “team collabeed model
provides the key benefits of maximizing resources a
reducing silos and was introduced by the AdministtaThe
model facilitates innovation and teamwork by foistgra
culture of shared responsibility, authority and caotability
for results. It creates cross-functional integmatad programs
with a flattened hierarchy, and creates conscidicste that
embed, reinforce and enable a team-based orgamizathis
leadership structure facilitates increased leaderstility.
There are two components, the Senior Leadershim{8aT)
and the Leadership Team (LT).

The SLT is the top level of leadership that cossist the
Administrator, 9 Program Directors, a Chief of $tafnd 3
Administrative Directors that oversee support fiort that
cut across the entire organization. It is respdeditr setting
direction, executing the mission and making higrele
policy/operational decisions and overseeing progra
operations. An important responsibility for the SLF a
monthly Business Review, where SLs focus on peréomce
measures and meeting local and state strategidtjg$o (See
1.1B and item 4.1) Program managers/supervisors, ae
direct reports to SLs, together make up the LT cWigrovides
the programmatic level of leadership to the orgation. The
LT is more operational and responsible for day-#gy-d
programmatic direction and decision-making.

1.1a(1) Vision and Values

Setting: A key function of our leadership system is to aed
deploy the direction of the organization in regatdsthe
mission, vision, values, strategic priorities andpwse. This
top-down and bottom-up process originally started1997
with the use of a consultant to facilitate the s of

developing shared mission, vision and values (MVV)message.

statements. A series of retreats were held
communication/feedback with the SLT and LT to rewie
DOH'’s overall mission/vision and develop a set otdl
values, mission and vision statements for our CHD.
confirmation process incorporates communicatioitieek

Figure 1.1-1 MDCHD Performance Excellence Model

Miami-Dade County Health Department
Public Health Performance Improvement Model
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Deploying: To make our organization’s values “real,” the SLT
demonstrates and communicates the vision and vednes
expectations of the organization through direct gmmication
and role modeling. For example, the SLs maintagu$oon the
mission and vision not only at SL meetings, bubats staff
meetings. The SLT conducts programmatic busineggws
that reinforce the organization’s mission, visisaues, and
priorities. In addition, our values are directlypt®yed to staff,
commencing with the recruitment and selection psecand
new employee orientation whereby the MVV, purpose a
expectations are communicated and reinforced. kamele,
prior to final approval for hire, the Administratmterviews all
final applicants for positions during which she iesvs the
mission, vision, purpose, core values and the waflethe
organization. A take home packet is given to reicdothis
An introduction to organizational permoe

foexcellence and customer service training is alstudted as

part of the orientation process. Our MVV, strategirities
and MDCHD Performance Excellence Modé&lidure 1.1-1)
are displayed on posters at key locations for mlipleyees and
customers. The new MVV, and purpose were unveitethe

from employees/stakeholders. As part of the Stiateg annual employee conference in 2011. The MVV airtgal on

Planning Process (SPP), our values, mission aridnvigre
reviewed at least annually by the SLT and LT durthg
SWOT Analysis Process. The SWOT is deployed téeatls
of the organization to ensure alignment and involeet. Our
mission, vision, values and priorities were updaired@001

all employee ID badges and they are prominentlpldied on

our intranet. Employees’ performance standards ctipqur

MVV, and priorities.

Our website _www.dadehealth.orgnd Annual Report also
communicate the organization’s mission, vision, uesl

and again in 2008y the LT and with the help of an employee p,rpose, priorities and business results to itstocosrs,

ballot to name the mission. The core competenviese
determined as a result of an environmental scanSMNOT
analysis conducted in 2010. In 2011 the MDCHD radig)
with a state directive and adopted the State DCdibmiand
mission. A purpose was incorporated and the caleeg
reviewed and expanded. All elements of our Stiat€gan
are linked to our MVV and purpose statements.

suppliers and partners. All contracts for serviaes based on
meeting the MDCHD’s mission, vision, values andopties.
Figure 1.1-2 further illustrates the setting, deploying and
communicating processes utilized by the MDCHD.
Communicating: SLs communicate and deploy the MVV, and
expectations in a variety of ways throughout thgaaization.
The Administrator drives this process and holdshe&enior

Category 1 —Page 1



Miami-Dade County Health Department

Leader responsible and accountable for demongfradind employment. SLs continually communicate and rolelehdhe

communicating the department’s values and perfooman“zero tolerance” for non-compliance. For examplde t
expectations. SLs are responsible for creatingraathtaining Administrator gives real examples of unethical hétraand

an organizational culture that continually encoesagand the outcome. Noncompliance is immediately regmbrand

fosters integrity, customer/community focus, acdahility, addressed. The Legal Department handles labaiomtaand

teamwork, excellence, respect, learning, continuous available for consultation to SL and staff. épdated ethics
improvement and innovation. For exampilee Administrator policy was distributed to all employees in 2011.

and each SL hold individual programmatic retrehts include 1 15(3) Creating A Sustainable Or ganization

reinforcement of our MVV and priorities, a reviewf o We promote sustainability through our performanceeience
organizational and programmatic business results, @odel Eigure 1.1-1). Our Performance Excellence Model
interactive values session, and employee recognitiointegrates the Ten Essential Public Health SeriesFigure
Employees also participate in providing feedbackhvd bi- p 1-2) as defined by the CDC with the goals of Healtleple
annual organizational assessment/employee satesfagirvey. 2020 which establish performance benchmarks fornconity
The annual performance appraisal/evaluation proaedscore health to be attained by the year 2020 along ith $terling
performance standards also reinforce a commitmenthé Criteria, which is used as a management model far t
organization’s values. Employees who do not dematestor organization. Our strategic planning and businessiew
comply with the values of the organization are c®led and processes ensure that the organization continugsote and
may be subject to disciplingzigure 1.1-2 shows how the prosper. For example, the continued threats of naalemand
leadership system is communicated and reinforcedr Onatural disasters have brought preparedness apdnssto the
Administrator holds weekly business review meetingth the  forefront. Prevention and Preparedness is one piS&s and
SLT. In 2010 the Administrator and Chief of Staff resdwd we have a|igned our resources to support the rfadtted
electronic systems to facilitate monitoring of perfance activities for this critical priorityThe Continuity of Operations
measures. As a result, the LT decided to obtaielactronic Plan (COOP) ensures that essential services witdminued
results accountability scorecard. Deployment hagiben the in the event of a natural/manmade disagterHSEEP exercise
organization and will be completed in 2012. One Shéeting of all MDCHD COOPs was conducted in 2016 2011
each month is dedicated to business results angéwesf MDCHD was certified through Project Public HealtleaRly
performance measures. The results accountabilioresard which is a national preparedness and responsessthnit/e are
recently deployed provides current performance mressand one of only 198 local health departments so receghi

results. The scorecard provides a tool to the roe@éion 10 Environment for  Performance Improvement: We are

facilitate discussion during business reviews. committed to performance excellence and continuous
An example of MVV deployment isHealthy Stories, an  jmprovement and consistently strive toward highevrels of
innovative publication conceived and driven by SLom performance. Our performance model is built aroarshared
Laitner. Staff contributions tell real life stosi®f public health desire to exceed expectations and to achieve rebigrk
(PH) and therefore reinforces our MVV, and purpdae results. We adopted the Sterling/Baldrige Model for
beyond our immediate stakeholders. It has groamfa small performance Excellence in 1997 and have consigtent
in-house publication to its fifth volume and wastiomally  operated the organization based on this leadersbitel. This
recognized as a best practice. The publicationreashed a model has been incorporated to what is known asMhEHD
worldwide audience via internet booksellers. Performance Excellence Modébee Figure 1.1-1). In their
1.1a(2) Promoting L egal and Ethical Behavior employee orientation, new employees receive trginin the
We are a highly regulated and ethical organizatidhe Sterling Management model. They are actively enddagehe
Administrator has implemented a policy with a “zeracontinuous improvement process through employeengea
tolerance” for noncompliance to any legal and/ohiast councils, workgroups, and committees. The impleat#n of
requirements and policies. She discusses the iamet of the MDCHD’s Performance Excellence Model, (speaific
legal and ethical behavior as part of the finaleivew strategic planning, employee involvement and preces
screening of new employee candidates. New emplagsesve management) has been showcased throughout DOHIbaswe
training by the Legal Department at orientationedied at Sterling Conferences. The MDCHD also has been ffedtin
topics such as ethics, confidentiality, informatiegcurity and Quality Team Showcases at the regional and statdsleand
sexual harassment. SLs receive reports of any annims assisted other CHD’s/organizations in theifgoarance
mandatory training update delinquencies to follopr with  excellence journey. The Administrator is a staader in
staff. In addition, special topics are often ceeeduring our promoting the Sterling model through creation ofegional
Leadership meetings such as the purchasing/ cdimgac committee and presenting the model to the localn@te of
process and sexual harassment that touch on ledgaéthical Commerce and is a former President of the Ste@iogncil.
issues. In addition, quality assurance/quality wement Environment for Accomplishment of Strategic Priorities:
processes are in place to ensure compliance ofdegeethical The SLs set performance expectations through our SPP
standards. All employees and contracted vendorsesygired (described in Category 2), utilizing data and infgm a

to sign the Confidentiality and Security Statemeot variety of internal and external sources. Stratejirities
Understanding, which are non-negotiable requiremeoat (SpP) concentrate efforts and resources on a feigarpriority
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issues. SLs are responsible for ensuring that tRe &re
deployed and targets are set and achieved. The Birs, 1)
Prevention and Preparedness, 2) Return on Investameh3)
Service Excellence, are overarching throughout.

dimension to our ability to react/respond furth@proving our
organizational agility. We quickly responded to thHN1
outbreak leading the distribution of medicatiorhtgspitals and
educating/vaccinating the public. We continue teeige high

Innovation: We take advantage of any opportunities to ug8arks from the CDC for the Cities Readiness Initea{(CRI)

innovative approaches to PH; we recognize
internally and pursue recognition externally. Inateon is
recognized on a local level through an EmployeeoBeition
Award process that outlines specific criteria fecagnition. At
a state level, the Davis Productivity Award processognizes
individual employees and employee team/workgrotips tave
made significant improvements in their work. In 20tur
Applied Epidemiology and Research Team (AERT) nexbi
this award and a NACCHO Model Practice Award farating
two automatic surveillance alert systems during HiEN1
outbreak. The MDCHD also received national rectgmifor
its innovative Healthy Stories publication.

Another vehicle to encourage innovation is the pizgion’s
commitment to the Baldrige/Sterling Performance dfetice

innowmatidn exercising Bioterrorism Preparedness. We haygaged all

of our employees and community partners in the ldgweent

of a comprehensive response plan, facilitated varievels of
training, Personal Protection Equipment (PPE)dttihg, and
coordinated drilling, evaluating and improving {iian.
Encouragement/Support of Learning: SL support for
continuous learning and development is one of they k
objectives of the SP Service Excellence. Educatideave,
tuition waivers, and paid attendance at local/regitstate
conferences/educational programs allow employeeg th
opportunity to meet their personal and professional
development goalsWe directly provide orientation, basic
supervisory and mandatory trainings, and facilitate
teleconferences and program-specific staff deveépm

Model. We encourage the SL and LT to become Sgar”ﬁ)pportunities throughout the year that are aimealldevels of

Examiners and have had an examiner on staff foptst 12
years. In 2011 the MDCHD provided training foreigtaff to
become Lean certified and established a Lean team.

Many of our programs such as STD, HIV, EH, Prepaesd,
Epi, Women’s Health, and WIC have been recogninedHeir
creative and innovative approaches to identify aelode gaps.
For example, our HIV program spearheaded the Tdamwi
campaign to encourage physicians to make HIV tgstntine.

We submitted a Baldrige application in 2006 as pdrthe
Baldrige Pilot project for non profit organization§Ve were a
Beta Test site for PH Accreditation in 2010 andehaubmitted
the application of intent to achieve accreditatigr?013.

In order to provide a positive customer experieri8es role
model positive behavior in their interactions wittaff.
Customer surveys are an integral part of serviceowemters.
Results are segmented by program, site and unitispdayed
on the intranet and reviewed by SLs in program mgst

the organization. Teleconferences and web-basedneonl
learning offer a cost-effective means for staffptrticipate in
continuing education as well as receive continugalyication
units and certifications for specialty training. @BD
facilitates clinical student internships and resiles for
medical students, physicians, nutritionists, sowiatkers, and
nurses.As a result of a nursing educational assessmeat, th
organization contracted with Nursing Spectrum tm@vjite
unlimited access to online CEU courses for its steged
nurses. Collaterally, this initiative facilitatedmproved
computer literacy among our nurses.

As part of our quality journey, the department bascentrated
additional resources to provide organizational-widening in
performance excellence, Sterling Criteria, stratggianning,
process management, leadership and facilitati@mipeilding,
and internal quality to staff at all levels. Redgnta Sterling
Council trainer conducted a two day training onowettion and
another two day training on the Sterling Criterl&e continue

When warranted, survey results undergo a PDCA BEXC&q |earn from GSA winners by attending their shosesaor

and/or additional staff trainings conducted.

participating in workshops. For example the CifyGoral

Organizational Agility: SLs set the environment for ensuringsprings provided training for SLs on the Sterlimgdess. We

organizational agility in several ways. These idelu the
organizational structure, the collaborative team detp
preparation through planning; workforce empowermantl
training; and employee involvement to quickly resolkey
issues. Our SPP (See Item 2.1) is a priority spirocess for
the organization and results in action plans crkdte make
improvements based on these priorities. Systemmarace to
enable MDCHD to respond quickly to situations, irttthg our
disease surveillance system, emergency operati@tsns and
the organizational chain of command/incident cominsystem
(ICS). When the organization must act quickly, ave able to
adjust priorities and develop new action planseapiired. By
empowering our workforce and giving it the skillseded to
quickly resolve problems, we can immediately chariew
teams, workgroups or individuals to address clitiesues. We
are considered to be a role model in disaster peepass and
response. In 2005 the ICS was introduced providingew

also use consultants in leadership, executive Ishie
internal quality, performance excellence, and tdaiding to
facilitate individual and collective staff/team ddepment.

Leadership Role in Successon Planning: One of the
organization’s strategies is to develop current famatre leaders.
SLs practice the executive leadership skills ledré the
Management Academy for PH at UNC. Several SL have
attended the USF School of Public Health’s Leadpstistitute.
The Administrator via performance appraisal expegts to
actively participate in the development of futueaders for the
organization.The SL of each program participates directly in
the training and transition processes to demomstrat
commitment from the top and to ensure a common
understanding that people in lower levels to wél developed
to assume higher level positions as anticipateubtar occurs.
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In 2010 four of our top managerial positions whappointed involvement, showcasing of best practices and eyeglo
from within. As an organization that is in the putdector we recognition at all levels. In addition, several itgpof interest
recognize the given personnel system constraifesare intent are presented at the conference and employeesngashvice
on creating a pool of future leaders capable oftingethe milestones are recognized.Conferences and retreats are
succession needs of the organizatioAt their annual employee driven, and planned and evaluated by grogee
performance evaluation, SL meet with the Administreand committee. Other means of employee communicatiom ar
employees meet with their supervisor to reviewhst year's provided inFigure 1.1-2.

performance and set individual objectives. An Vidlial  Empowerment and Moativation: In addition to the employee
Development Plan (IDP) is created to set goalsidentify the conference, our implementation of the Organizaiiona
skills needed to attain the goals for the comingryerhis performance Excellence Model transformed a hisitlyic
yearly assessment is a personalized tool that giedeloyees autocratic reactive culture to one that is proactnd fosters
toward personal and professional improvement. Toeg#e an environment that empowers front-line employeemake
promotions from within, the employees are notifietien a decisions. This enables leaders to be more focoisestrategic
position is posted on the People First website. issues and the employees on day-to-day issues.s-Cros
1.1b(1) Communications functional employee team/workgroups are routinely
SLs useour day-long Annual Employee Education Conferenc@&mpowered to solve departmental problems and isdtes

Programmatic Retreat (now in its twelfth year) agramary Employee Education Conference provides another pleaof
means of communication, recognition and organipafio SL support of empowerment. This is an employeeedrignd

learning.

The retreat is held for all employees > planned conference.

The conference

communicate the MVV, purpose, SPs and strategio. pléhe opportunities for improvement are identified foe thext year.

Administrator

analysis

“state of
incorporating historical and future perspectivagrecy SWOT
and business

gives a

the agency”

results; progress of

Figure 1.1-2 How the L eaders Set, Communicate and Deploy L eader ship System Elements

addressL share key decisions via email, during staff rinest

individual consultations or the intranet. An opealague is
employee

L eader ship System
Elements

Setting

How Communicated

How Deployed

* Mission, Vision, Values

* Purpose

* Fundamental Principles

* Strategic Priorities

* Legal/Ethical
Compliance

Strategic Planning
Direct Input From

Customers, Partners And
Stakeholders

Environmental Scan

Direct Communications

Role Modeling

Mission, Vision On IDs
Quality Plan

Strategic Plan

Leadership Meetings

State of Organization Address

Employee Orientation
Customer Service Training
Supervisor Training
Newsletter/Website /Intranet

Annual Employee
Conference/Retreats

¢ Performance
Expectations

Strategic Planning
Performance Standards
Linked To Objectives
Individual Development
Plans

Competency Based
Performance Expectation

Champion For Each Strategic
Priority

Performance Measures Tracked
Team Improvement Projects

Results-based Accountability
Framework

Business Results
Performance Appraisals
Annual Employee
Conference/Retreats
Newsletters

Business Review Minutes And
Action Plans

* Creating Value for
Customers &
Stakeholders

Employee Surveys
Customer Surveys
Strategic Priorities
Benchmarking
Legislative Contact

Annual Employee
Conference/Retreat

Strategic Objectives
Survey Results

Employee Workgroups/Teams
Customer Service Training
Quality Training

Role Modeling

e Establish & Reinforce

Use Of Sterling Management
Model

Program Strategic Plans
Employee Opinion Survey

Team Showcasing
Quality Training At All Levels

Environment For Cross Organization SWOT Employee Involvement SL Access1b1.hty
Empowerment o . ’ Programmatic Employee
pen Door Policy Showrcases ’
team/wotkgroups

* Organizational Agility

Strategic Planning
Employee Empowerment &
Training

Employee Involvement
Presentations

Strategic Priorities And Key
Objectives

Annual Employee
Conference/Retreats

Meeting Summaries

Business Plans
Action Plans
Business Results
Training
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encouraged by maintaining respect of individuald apinion.
Individual discussions of sensitive matters
confidential. The Administrator delivers certain partant
messages via email or video on the intranet horge.pa

Senior Leader Role in Reward and Recognition: Despite
the limitations of state law on recognizing empleseSL has
empowered a formal Employee Image/Recognition Cdtemi
that is employee driven and focuses on employealvement
and recognition. As resources have become moreesaaany
SLs donate their personal funds for encouragemedhtt@am
motivation incentives/activities. The Employee bé tMonth
(EOM) is recognized on the intranet, and in 2014 BHOMs
were recognized at the employee conference. Fdirdidime
an employee of the year will be named early in 20BLs
engage in programmatic recognition of staff in tikeaways.
For example, the WIC Director holds an annual micto
recognize her staff. The EH division has progratmaOM
recognitions. The Administrator sends a handwritiete and
recognition pin to the EOM.

1.1b(2) Focus on Action

L eader ship Review of Organizational Performance: The SLT
monthly Business Review meeting focuses the orgé#iniz on
attaining our local/state SPs identified in the SHIRe results
accountability tool is being implemented to deteraniif
performance measures are met. SL create a focuthen

remainand target

identified as a strategic objective. If a gap bemvéhe current
measures continues to exist, an employee
team/workgroup or workgroup may be identified t@qeed
through the PDCA process. In 2011 SLs decided pdogean
electronic results accountability scorecard whistcurrently
being deployed.

Creating/ Balancing Value for Customersand Stakeholders:
The setting of our three SPs helps to create atala focus.
Prevention and Preparedness focuses on the conyraumt
external clients. Return on Investment focuses be t
legislature and taxpayers. Service Excellence fegusn
external customers, internal staff and our varipagners. A
focus on customers and the community is an impbratue
within the organization. The SPP incorporates vdhrethe
customer and stakeholder by prioritizing needs dhasetheir
input. For example, prior to our strategic planngggsions, a
partners survey was conducted using a professicmall
adapted to our needsThe process of gathering data and
feedback from customers and other stakeholders
continuously being improved. We have made significa
improvements in terms of listening to our customers
Community/public forums, focus groups, and town timgss
are utilized as part of the process of gaining camity input.
Also, results of our External Customer Satisfactamvey and
Client Complaint/Inquiry System are incorporatedoirthe

is

accomplishment of the SPs in several ways, Indisato SPp. SPs, goals and objectives have been alignid thé

monitored by SL are brought to the weekly SLT nmagtior
discussion. Issues may be raised to the Chieftaff  be
placed on the meeting agenda. Presentationsaa gnd the
issue discussed. The high
Administrative Snapshot are reviewed at the monhiginess

MVV as well as human/fiscal resources. One of naw
Governor's priorities is to hold State agencieantable for
spending. He believes that taxpayers have the taghinow

level indicators of thehow their money is being spent and assess thenretutthat

investment, and that taxpayers have a right to kadat is

review. The DOH County Health Department Snapsisot itaking place in state government. As a result the website
reviewed when received each year. SLs reviewebelts and  Florida has a Right to Know was developed. Theucelbf the
undertake a PDCA approach to any lagging indicatdisis is  MDCHD is one that shares the belief that we ar@actble
accomplished by incorporating the intrinsically kéu  and need to be diligent stewards of taxpayers’ rifmrtions.
Performance Excellence Model dimensions of employegye use numerous ways to evaluate and improve #ueiship
involvement, SPs, and process management with thestem using the results of performance reviewseamployee

fundamental principles of decision by facts, respecpeople,
and customer satisfaction. A review process sintdlahe one
described here also has been implemented at thgragmno
level. For example EH underwent an examinatioriobilling

process. Data from the billing cycle was used étexnine
performance level and process time. Feedback from
business office and EH staff was incorporated mteevised
process with the business office assuming a qualitytrol

and assurance role. Collections were monitoredeterthine
improvement.

Through the SPP and the SWOT analysis, reviewriggliare
analyzed to identify trends, prioritize improvengniand

identify opportunities for innovation. Due to lirait resources,
a prioritization matrix is used to optimize effegthess. When
a process measure or performance indicator is remting

target, it is examined
countermeasures are taken. When suppliers or
providers are involved in the process, they mayadleed to
participate in the improvement effort. If furthenprovement
is needed it may be brought forward as part of3R® and be

in more depth and appropriat
servi

feedback. The Feedback Reports from the Sterlingll€ige
in 1997, followed by the GSA Applications in 2002002,
2006 and the Baldrige feedback report in 2006 ifatéld
critical improvements in our organizational struetuand
culture, as well as provided inputs towards theatsgic
t planning process that has continually evolved angdroved
over the years. In 2010 we participated in the ieulkalth
Accreditation Pilot, which again provided an intems
assessment and identified opportunities for impnoset. Key
Leadership System improvements since adopting teeirg)
Process in 1997 are iigure 1.1-3.
1.2 Governance and Social Responsibility
1.2a(1) Governance System:
Accountability for leadership actions, fiscal acotability and
protection of stakeholder interest is ensured lgctirough
((:)rganizational and programmatic quality assurancel a
improvement, business review, SL performance indisaand
internal/external  auditing processes. Operationse ar
streamlined utilizing the PDCA model to minimizest®to the
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taxpayer. We are externally audited by DOH PeevidRe
Team and the Inspector General.

On a State level, the Office of Policy Performarmed
Government Accountability (OPPAGA) reviews key piag
and fiscal processes. In addition, our programméstcal
reviews are subject to reviews by the State Attgm©ffice
and Federal Auditing. The organizational structprevides
accountability for management's actions with owgrsiand
specific responsibilities as described in the eéshder's
position description. Accountability starts withetstate DOH
oversight of the Administrator who in turn holdsetlSLs
accountable.

year review is being instituted this year.The Deputy
Secretary for Health evaluates the Administrator’s
performance. The Administrative Snapshot, comparing
business performance measures for MDCHD and itsspee
an integral tool of the Administrator's perforncan
evaluation.

Figure 1.2-1 illustrates some of the approaches utilized to
improve leadership effectiveness. Examples of im@naoents
made to the leadership system since adopting tleeirff
Model are shown ifrigure 1.1-3.

1.2b L egal and Ethical Behavior

Transparency in operations is guaednt 1.2b(1) L egal and Requlatory Behavior

through the Florida in the Sunshine law, sharing ofgy, key process measures and goals for addressgujatory

information with partners, community assessmentsudget

and legal requirements for risks associated witlvises and

review process and a schedule of programmatic angperations. We set stretch targets that clearlyags minimum

contractual audits.
disbursement are monitored by a local comptrolled an
alliance was developed with the State Health officerocess

Our daily transactions for dfun requirements. We anticipate and proactively addgassslic

concerns by maintaining ongoing communication withth
internal and external customers. As showifiigure 1.2-2, the

our accounts payable and purchases. Oversight lier tg) T is involved in numerous activities designedatdicipate,

MDCHD is provided by the DDOH at the programmaticla
operational level.

1.2a(2) Performance Evaluation:

SLs use a broad range of reviews and surveys toaeaand
improve their effectiveness. They affect the orgation
through the quality management process utilizing
comprehensive approach that includes incorporatihg
Sterling and Baldrige Feedback Reports, SWOT aiwlylse
Employee Opinion and Customer Satisfaction Suresyilts,
and the SLs Individual Leadership Development P#DEs)
to identify opportunities for improvement.
Competency-based performance standards for SLs
incorporated into their performance appraisal psscelhe
Administrator conducts annual performance appraighht

assess and prepare for public concerns. For exanwse
continually anticipate and evaluate PH needs thatdcresult
from a natural or manmade disaster. MDCHD is the cosnty’
lead agency for ESF8 health and medical which ohesu
bioterrorism. Emergency response systems are sativand
sstaff alerted to a state of readiness via FDENSIf Siotifies
hospitals to report any unusual outbreaks, and wtaks with
the press and community leaders to minimize paeriRH
threats through the delivery of appropriate infotiora
MDCHD's response to disasters is debriefed by theaB8d
lessons learned are used for improvement and fptareing.
akenvironmental stewardship is a shared responsibifar
protecting the environment and minimizing the intpat our
daily decisions. We are committed to resource awasien

include individual 180 degree reviews with the SL&.mid- and environmental sustainability while meeting the
Figure 1.1-3 Key Leadership System Improvements Since 1997
Year Improvements To Leadership System Year Improvements To Leadership System
* Enlightened Leadership * Leadership Development
* Flattened Organization * Behavioral Event Interviewing
* Stetling Challenge Site Visit Leadership/Facilitation Training e CDC National Public Health Institute
* Formalized SP Process * Facilitative Leadership
1997- | » First Annual Employee Conference 2003- | * Collaborative Team Structure
2001 | ¢ Charter Employee QIC® Story Teams 2006 | » UNC Management Academy
* Process Management Training * USF Public Health Leadership Institute
* First Annual Nursing Summit * Peer Coaching/Executive Leadership
* Nursing Leadership Development Wotkshop/ 360 Review — SL
* Employee team/workgroups
* Programmatic SPs * Site Visit to City of Coral Springs (Sterling
* GSA Application and Baldrige award winner)
* Implementation Of IDPs For SL * RWJ Executive Nurse Leaders course
* 360 Review — Administrator Level * QIC® Story training agency wide
2001 | ° Improvements from GSA Feedback 2006- | * Introduction to Lean (SL and Leadership)
2003 | ° Establish Pubh.c Health II’lStltl.ltC 2011 | ° Lean team created and trained 4
» SLT Cross Training - Shadowing Program * 180 review for SL performance appraisals
* Leadership Modules * Targeted readings
* Development of Indicator Matrix * Bill Blackwood — Leadership Workshop
* Internal Quality Workshop * Results Accountability Scorecard
* Leadership Development Workshops
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requirements of the 2008 FDOH Executive Order “Léan
Green” Initiative. We established a cross-progratmm@reen
Initiative Team in 2010 which developed a Greendeffolicy

MDCHD’s key compliance processes include monitoring
mandatory training records, contracts, incidentorépg, and
individual employee behavior. We have 7 certifiaohtcact

based on DMS guide”nes for energy conservation aﬁ'ﬂangers on staff. AISO, our internal and externadita and

reduction. Recycling has been implemented at statlons
with environmental sustainable products used fostadial
cleaning. We have a three year plan for improvement
recycling, water conservation efforts, and energwirgs
through energy audits and continuous employeeitigin

monitoring ensure compliance with ethical standards
1.2c_Supporting Key Communities:

1.2¢(1) Societal Well-Being

Societal Well-Being is a factor considered during strategic
planning process and especially during the devedoyprof our

MDCHD has developed unique and innovative methodd@@mmunity health improvement plan. Our missionased on

designed to create a balanced market place witplisgpand
partners in the community (see 6.2b(2)). We wiliz
opportunities from our contract vendors to capitalon our
conservation efforts which allow us to purchaseycts
printer cartridges yielding a 16% savings. Recycteahter
cartridges are currently being used by two officdhe
initiative is tracked within the Green Initiative o@mittee
action plan. We purchase 30% recycled paper fromState
Term contracted vendor. We ensure use of effecdiveply
chain processes by following State procurementaiuids and
implementing PDCA methodology.

1.2b(2) Ensuring Ethical Behavior:

MDCHD must meet state and federal mandates desigmed
safeguard the well being of our customers and ptotiee
interests of the residents and visitors of MiamdBaCounty.
Expectations of compliance with ethical practices @nveyed
to all employees during the final interview procesish the
Administrator. The New Employee Orientation, whehe
Employee Handbook is distributed, reviewed and esigiy
each employee. Code of Ethics is presented orirstedfy and
mandatory training compliance is monitored in theakFlt
system. Policies are readily available on the mdta
Compliance is assessed by quality audits and peéews.
Preventive and corrective actions are taken asssacg Our
Legal Department conducts supplemental ethics itrguirior
employees that includes role playing and exampleshe
policy’s application to MDCHD. Employees are enamed to
utilize their chain of command when in doubt. Enygale
concerns may be communicated to their manager/gigper
our Legal/Labor Relations staff, the Inspector GaheEEO
Office and/or the Comptroller.

societal well-being and is a unique driver for onganization.
Across all daily operations we serve the commuttitpugh,
health fairs, media campaigns, health educatiompeaty and
being a convener to foster new initiatives. Exarspleclude
continuation of the Healthy Beaches water testiegpde loss
of funding because of its importance to diseasegmiion, and
the establishment of the Fast Track Clinic whichsar from
emergency room overuse and the need for residerttave a
medical home. The CPPW grant targets obesity, ptesn
physical activity, bike paths, and farmers’ markaliswhich
are essential to improve the health of the communithe
community benefits from WIC locations throughous tounty

to provide nutritional education, food vouchers and
breastfeeding support. The MDCHD website providealth
related news, event information and health ale8enior
leaders sit on Boards of Directors and Councils.he T
Administrator was a member of the JHS Task forcevi@muate
the public hospital and make recommendations fa&r
governance. SL submit an article about their pnogta the
monthly South Florida Hospital News.

1.2¢c(2) Community Support

Our key community is assigned by the state asdbielents and
visitors of Miami-Dade County. Areas of emphasise ar
identified through the SPP and state authorizeiyies such
as the State of Florida Employee Charitable Couatidin. SLs
share their leadership skills with the communitysayving on
various boards, councils and coalitions that arectly linked

to the organization’s mission, vision, values amdnties. SL
also encourages employees to be involved in comtmuni
organizations. Participation is detailedrigure 1.2-3.

SLs and Leaders evaluate and improve public redpitties

it

Figure 1.2-1 How Individual Leadership Effectiveness Is Improved

Approach

How It Is Used To Evaluate

How It Is Used To Improve

Sterling Self-Assessment & Feedback Reports

Opportunities For Improvement

Quality Initiatives
Results and Succession Planning

180 Degree Evaluation And Leadership
Development Opportunities

Direct Feedback From Staff
Self-Evaluation

IDPs To Improve Performance
Individual Coaching

Robert-Wood Johnson Nursing Leadership

Fellows Program Post Surveys

Feedback From Peers, Pre And

Development Of IDPs And ID Of

For IDPs Coaching Opportunities

SHO Quality Improvement Peer Review Visit

Feedback From QI Team With
Opportunities For Improvement

Development Of Formalized
Agreements And Action Plans

Used To Establish Employee

- *  Direct Feedback From team/workgroups/Workgroups
LEspllepEs (Qjtlon MGy Employees * Incorporated Into The SP Process
*  Development Of IDP For SL
Annual Employee *  Direct Feedback From *  Feedback Used To Improve Next
Conference/Retreats/Recognition Ceremony Employees Year’s Conference
Business Review Process * Information Shared At Meetings * Leadership Development

Opportunities
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and support to the

process management,
analysis during the annual SPP. For example, Thes@tum
for a Healthier Miami-Dade was established in 2@0®I is
driven by MDCHD as a result of feedback from thenoaunity
in the areas of chronic disease.

community through a cohesiveéegyof
process

committees with many partner members focusing acifip

issues and geographic areas.
Environment Committee strives for

For example

The Consortius deven

encourage staff participation in activities suppyt the
improvement and SW@dmmunity such as the annual toy drive, heart walkhd
teaching at local universities. The Mango Writeestival was
established in collaboration with the South Florid&iters
Association. It will have its second festival inetHall and

feature our PH literary journal, Healthy Storiesddditionally,
we work in collaboration with community agenciesdan

Figure 1.2-2 How Public Concerns Are Anticipated and Addressed

the Buglbvernment officials for outreach to deliver heglttomotion
smart growth. SL&nd preventive services and immunizations to tmenconity.

Public Area Of

How Proactively

Updates from EOC

Address Level Mapping Of
Impact
Surveillance System

e How Anticipated How Potential | mpact |s Assessed Prepared For
Outbreaks Monitoring And Surveillance . o
- ; . .+ Monitoring At Address Level » Respond To Individuals
Communicable Partnering With The Community | Stratificat?on Of Data and F‘Ehe Community
Diseases Statewide Database
 Staff posted at EOC
* SNEC and Medical
. Erenberrigfeigcg Logs Management Staffing
Emergency Emergency Plans . Facilitiesglj:orm * HAZMAT Team
Planning Ongoing Communication and . * Bioterrorism Plan

Incident Command
Structure

Staff Training
Event Exercises

Environmental
Health Threats

Feedback From Stakeholders
Risk Associated With Populatio
Served

>

Surveys

Audits

Performance Measures
Records Review

Strategic Objectives
Communication With
Service Providers

Refugee/Migrant
Health

INS Meetings
Communication With Public
Officials

Trend Analysis
Benchmarking

Partnerships
Innovative Programs

Public Health Advisories / Press

: I Releases » Fact Sheets
Healthy Public Communication Efforts | Surveys / Assessments » Partnerships
g Community Education ;
Community Working with Other Agencies * MAPP » Consortiums
9 9  Client Complaints/Inquiries  CPPW
» Health Status Indicators
Figure 1.2-3 Approaches Used To Strengthen Key Communities Oper ations
i iviti How Evaluated
Level Select Community Support Activities How Improved

/ Societal Practices

M easures

Organizational

Consortium for a Healthier Miami-Dade .

Health Fairs/Outreach

# Of Members
» # of Health Fairs

Direct Feedback
Health
Improvement Plarn

Senior Leaders

Barry and FIU University

Community Assessment Statewide Task Force

Department of Elder affairs Advisory Council

Early Learning Coalition

Florida Association of County Health Officers

Florida School Health Association

Florida Sterling Council

Hospital Governance Task Force

Mayor’s Task Force on Child Readiness
National Association of City and County

Health Officials
Public Health Nursing Council

Memberships

» # Board/Task Forc

 # of Courses Taug

D

nte

Implement
Changes To
Impact
Community
Educate Future
Public Health
Workforce

Employees

Florida State Employees Charitable Campai

Toy Drive

yn < $ Donated
» # of toys donated

* Increase Funds
and Toys Donated
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CATEGORY 2: STRATEGIC PLANNING

2.1 Strategy Development
2.1a(1) Strategic Planning Process

then dictates that potential long and short-terpoofunities be
formulated. With current economic and politicattfars, it is

MDCHD began in 1997 a process of strategic planningvery difficult to project beyond a three year plamncycle.
designed to identify the issues/priorities that thesaddressed ~Many of our associated performance indicators aployment

to meet the health department’s mission. Reviewsaually
with a three year planning cycle the strategic plamates a
shared blueprint to improve the health of our comityu The
three Strategic Priorities (SP) selected for 200142
emphasize our purpose as an organization: Preverdial
preparedness, Return on investment, and Servicellemxce.
Once the SP are defined a set of Strategic Obgxtare
developed which leads to key activities. We haveedda new
feature to our planning process which is busindaasp The
Strategic Plan (longer term planning) and the BessnPlan
(short term planning) for implementing the policiredtion

through specific programs and initiatives are ouwiding

documents. The business plan captures
strategies/key activities in quantifiable form. Biess Plans are
living breathing documents that need to be contipuavisited

throughout the year. The Strategic/Business Plamsieployed

activities may have a shorter-term duration and escane
focused on the current fiscal year. These timenés have
been set to align with the requirements of theesbBpartment
of Health, which requires a focus on the attainnwdritiealthy
People 2020” health indicators along with currergary
requirements for budget alignment.

Improvements in the SPHrigure 2.1-2 have been made to
review and revise mission, vision and values addace strategic
priorities. A purpose statement was developeditil2 Monthly
performance reviews of program performance asighalwith
the SPs are held at the SLT level. The recentlijtutsd result
accountability scorecard provides real time data fhe

the MDCHDAdministrator and a means to immediately respor®8Ls are

responsible  for determining and reviewing specific
countermeasures to ensure that SPs will achievgetaa
performance levels. In addition, employee

through the use of action plans for each programd an teams/workgroups may be assigned to assist witktifipe

department wide. The key elements of the Strabeyelopment
and Implementation process are showrigure 2.1-1

Key participants in the Strategic Planning Proc¢S&P)

include the Administrator a SLT, and staff. The SPH

incorporates many listening points to ensure teadback is

taken into consideration when planning. Staff ineohent is
achieved at program level and during a SWOT proctsf

also gather and analyze external and internal mmddion to
determine current issues and opportunities to densiluring

priorities.

Figure 2.1-1 MDCHD Strategic/Business Planning Pragss
Strategic Plan (Every 3 Years) Timeframe
1. Set Direction (State and Local Directives) | January

2. Environmental Scan

3. Conduct SWOT (Program & Agency wide)

4. Validate Mission, Vision, Values, Purpose, | February

Core Competencies, Challenges/Opportunities through

the strategic planning cycle. Strengths, Weaknesse

Opportunities, and Threats (SWOT) analysis methagiol

guides this information gathering and evaluatiortivay.
MDCHD determines its core competencies through aOSW

analysis. Evaluating the strengths, weakness apdramities
and threats are important in matching our capaslitand

resources to our competitors. Engaging the SLseamployees

in participating in a SWOT analysis allows for the

identification of internal factors and externaltfars that affect
the strategic direction of the department. The ngfiies

identified during our SWOT analysis serve as ingat

5. Validate Key Stakeholders April

6. Validate Key Customer Requirements

7. Results Review

8. Develop Strategic Objectives, Indicators,

Targets May

9. Determine Key Activities (Action Plans) May

10. Match to Budget June

11. Finalize Plan July

12. Execute Plan July-June

determining Core CompetenciesFiqure P.1-1) This is

Annual Programmatic and Agency Business Plan

validated in Step 4 of the SPP.

13. Mini-scan (What's new, What's changed)

Another source of information is the review of imjamt

documents that includes the State DOH Five-Yean/Blate
law and others. In order to better identify andmétiate

potential blind spots MDCHD began conducting an
environmental scan process in 2010. This environahestan

includes: historical and current situation and pecsives;

— 0 April-Ma
14. Update Objectives , Indicators, Targets P y
15. Design Detailed Annual Business Plan May-June
16. Implement the Plan July-June
17. Monthly Business Reviews (Program & July-June

Agency)

economic, regulatory, socio-cultural and technalabi
influences; demographics and health statisticsketaegments
and customers; and employee satisfaction and st&derh
impact. The analysis phase of Strategic Planningps 1
through 7) ends when conclusions/theories are debvauit the
extensive information that has been accumulatee@. rocess

2.1a(2) Strategic Considerations:

Strengths, Weaknesses, Opportunities and ThreatsThe
following key factors are evaluated in the SWOT lgsia
process (Step 3Figure 2.1-1); Customers & Customer
Requirements, Competitors, Technology Changes,
Supplier/Partner, Societal & PH Issues, Organinatio
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Capabilities and Needs, Human Resource Capahililibese
factors are used in the development of MDCHD's t8triz
Priorities.

Customer and Market Needs/Expectations/Opportunitis:
As a state governmental agency, the DOH has I¢gisla
mandates which dictate services to be provided dynty
health departments. MDCHD operates within this famork;
however, local priorities and customer needs arsidered in
the following ways:

» Healthy People 2020 Goals and Objectives — Bendksnar
determined by the Centers for Disease Control feeake
reduction on a national level.

» Analysis of PH Indicator Data — Tracks 14 key PHidators
by zip code, trends and benchmarks. Examples: Wdnieas
of the county have the highest infant mortalityegabr the
most babies born to teenage mothers?

» Program-Specific Data — For example, health dispatata
on breast and cervical cancer rates prompted MDG6iD
develop a program for underserved women.

(Tampa), Orange (Orlando), Duval (Jacksonville)owgard
(Fort Lauderdale), Los Angeles, Queens (New Yorky)Ci
Bexar (San Antonio), Dallas, and Harris (Houstoihe
methodology to determine these counties is degtribre
Category 4.

MDCHD is aware of new trends and technologies indPH its
leaders actively participate on a national levehambers of
professional associations and members of nationakgroups
through the Centers for Disease Control and otlgemeies.
The Administrator is a member of the CDC’s Office State,
Tribal, Local and Territorial Support advisory coittee. The
strategic priorities adopted by MDCHD are focused o
providing “core” PH services as a result of tretaldng place
on a national level for PH to concentrate on sewido
communities rather than personal health servicéasdigiduals.
This information is included in the environmentalas and
included in the SWOT.

Human and Resource NeedsHuman resource issues and
needs are considered in the SPP on a program-spbesis.
These issues include recruitment issues, traingggle and new

* Customer Satisfaction Survey Data — MDCHD surveysprograms or services that may be established. afreual

customers and data is used in considering customeds —
i.e. service hours, language requirements, andllisate
locations.

 Participation in Community Coalitions/Boards — As a
member/driver of many community agencies, suchhas t
Consortium for a Healthier Miami-Dade, Early Leagi
Coalition, Miami-Dade Health action Network and fida
School Health Association.

e The administrator is a member of advisory boards f
Florida International University and the UniversitfyMiami.

budget for MDCHD reflects staffing and training dse
identified during the strategic planning process.

Supplier/Partner Strengths and Weaknesses: Supplier,
partner and service provider capabilities are amrsid within
the development of the SWOT analysis. During the CHW
process decisions are made and priorities ares#@t-5ourcing
versus contracting with outside providers based tbhe
documented capabilities of the medical service idev
community within the South Florida area. In additiche
capabilities of community partners are considereth bin the

« MDCHD's SLT members receive feedback from customersdevelopment of MDCHD Strategic Priorities and ininfo

and partners regarding service needs and oppaesiribr
improvement.

Technology, Markets, Competition and Regulation: The
SWOT analysis considers competitive threats

opportunities. Through participation in various couomity
partnership activities, MDCHD keeps pulse of theaurtg’'s
competitive environment. There has been an inangaséend in
recent years for the state to reduce governmewicesrthrough
privatization and downsizing. There is competitiamong

and

planning sessions with various partner agencies.ekample,
our School Health Program works together with tlehddl
Board, hospitals and private providers in the comityuto
determine which schools will receive school healtiises. As
an improvement to our process in recent years, waeeh
included many of our key service providers andn@ag in our
strategic planning workshop, have surveyed theiniops or
have brought their needs and concerns from othenfs into
our planning considerations.

private  Health Maintenance Organizations (HMO) and Long-term Sustainability: The key to sustainability in PH is

community health providers for patients that reeeistate
assistance through the Medicaid program. MDCHD Ieesn
proactive and contracted with private/public preval to
operate clinics that we would traditionally operat€he
MDCHD has merged immunization clinics and consdéda
sites for STD testing.

MDCHD conducted extensive research to determinehvpeer
counties on a national and state level should fezad for
benchmarking purposes. Population size, povertyellev
population by age, and population by race/Ethniagywell as
percent of foreign born were compared based orrrmtion
from the U.S. Bureau of the Census 2010. We seleztiotal
of nine peer counties that were similar in popolati
composition and demographic characteristics; fouthiw
Florida and five nationally. These counties ardlsblorough

preparednessn 2004, the Trust for America’s Health (TFAH)
conducted a study of the nation’s preparednessnsgp
capabilities to bioterrorism threats. The stateFtdrida has
been recognized as a national leader for its
preparedness/response capabilities with facilitiesning, and
testing of emergency plans. We ensure financial
organizational sustainability in emergencies in ariety of
ways during our SPP (Step 1Bigure 2.1-1). These include
our BT/COOP/CRI Plans, and succession planning.

Ability to Execute Plans: Senior Leadership, as part of the
annual SWOT analysis, considers operational issudsgch
may impact our ability to execute our Prioritiesdaaligned
activities. For example, as a result of a potenbaldget
shortfall, core programs prioritize human resouneeds and
shifting of staff is based on strategic priorities.

PH

and
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As a governmental agency, we are always subjeciidoges in
Florida’'s leadership at the executive and legigtatevel. The
Surgeon General is a political appointee serving ttad
discretion of the governor. The agency’s budgeteds by the
Florida legislature. The movement to downsize andafize
state government functions continues. These statd hctions
impact all our Strategic Priorities. Financial gmalitical risks
are considered during the SWOT analysis and in détilg
decisions made by SL. We also consider new areéscas in
strategic planning decisions that may come aboubutih
legislative action. For example, general revenuéchviiunds
the beach monitoring program was reduced but wéraenthe
program as a strategic priority.

The continuing emphasis on financial accountabilligs
allowed MDCHD to maintain its trust fund goal edistied by
the state. We have been successful in seeking dtineling
sources including grants, funding for special paogs by the
county and in-kind services through volunteer effoand
partnerships. Flexibility in our work force is mtmed
through the use of OPS staff for grant-supported ather
short-term projects. New funding initiatives (CPPWNd
Refugee primary care) bring funds for targeted asmm of
service and PH improvements in the community.

A key component of the SPP is formal review of grecess
itself conducted by our SLs. The plan is assesssgdon its
success in achieving Strategic Targets and basedhen
organization’s successes in carrying out the plajnmrocess
according to schedule. Monthly reviews at the Slsitess
review meetings keep us on targetFigure 2.1-2 shows
improvements made in the SPP over the past seyeaies

2.1b(1) Strategic Objectives

The three Strategic Priorities align with our nassivision, values
and the core PH functions/essential services. dlleMng process
is used to determine the organization’s Stratetpedives (Step 8,
Figure 2.1-1. At the conclusion of the SWOT analysis, all &ssu
identified (particularly weaknesses, opportunitie®l threats) are
prioritized by using a prioritization matrix thates each issue in
terms of impact on customers (internal or externakd to improve,
and/or alignment with vision. Each issue is rated woted upon
utilizing an electronic desktop voting mechanisniThose issues
scoring highest (along with mandated issues) ambired with
similar issues and become our strategic objectives.

Each objective is assigned a set of performancieatats and
each indicator has an assigned goal/target levathns based
on current performance levels, trended performareseilts,
benchmark targets and comparative performance.sAsdre
fully explained in item 2.2, there is one set oftidties

assigned to each objective in order to ensure kg and
deployment. These are accomplished in steps 8 aofitBe
Strategy Development Process. Strategic Objectindg;ators
and goals/targets are providedHigure 2.2-3.

2.1b(2) Strateqic Objective Considerations

Our organizational challenges are determined in f&ter of the
strategy development process, and priorities toreddthese
challenges are determined in the prioritizationisgtprocess in
step five. This ensures that our chosen Stratedipdiives
address only those challenges that are deemed @b fighest

priority. Figure 2.2-3 shows how the challenges and

advantages discussed in the Organizational Praféealigned
with our current Strategic Priorities and Core Cetapcies.
Also, a major focus of Strategic Priority numberR&turn on
Investment and Priority number 3, Service Excebgeiscto find
innovative means to do more with less, through pctidity
improvements, process improvements, and investménts
technology.

The design of our three SPs and their associatedtokes with
performance goals/targets ensures both a shorioageér-term
focus on strategic issues. For example, our hdatlitators
(Prevention and Preparedness) are focused onttieraént of
Healthy People 2020 targets, while our other twmrjies
(ROI and Service Excellence) have both short anddo-term
components. Also, as stated in Category 1, thesmitps
create a balanced focus on clients and the comyn(jmitority
#1), taxpayer and legislature (priority #2) andhbisiternal and
external customers (priority #3).

Figure 2.1-2 Improvements to the Strategic Planningrocess

Year Improvement
» Developed Strategic Plan Using Sterling Model
 Identified Mission, Vision, Priorities, Key
'98- Objectives
o1 | ° Incorporated SWOT Analysis
e Linked Employee Opinion Survey Results
* Implementation Of Programmatic SPs
» Incorporation Of Customer Satisfaction Data
* Involvement of Suppliers/Partners in Planning
Session
» Determined Peer Counties for Comparison Data
o01- | ° Updated Mission, Vision_, and Priorities with
05 Employee Input and Voting
» Implemented Partner Survey
» Implemented Two Year Planning Cycle
» Partner Survey Improved
» Implemented Streamlined Planning Process
» Implemented Three Year Planning Cycle
» Conducted Environmental Scan
06- | ° Adopted State Mission, Vision
11 |° Created Purpose Statement
» Expanded Core Values
» Re-identified peer counties
» Reverted to three year planning cycle

2.2 Strategy Implementation

2.2a()_Action Plan Development

Following the development of Strategic PrioritieSP§),
indicators and targets, each SP is assigned a Ghamgho
becomes the lead person for the strategic pricaitd key
activities. Champions are responsible for detemmgirthe best
approaches to bring about the improvements negessaeach
targets. Each Champion is supported by the rettecSLT. This
is part of our collaborative model. Approaches niaglude
assignment to improvement teams/workgroups or iddals as
subject matter experts. In addition, each progimrasked to
develop action plans based on the key activities tfmse

Category 2 — Page 11
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priorities that are strongly aligned to their sfiecprogram.

(Figure 2.1-2) This is achieved through the use of following the

Strategic Planning Timetable Figure 2.1-1) Figure 2.2-3
illustrates selected Key Activities for our SPs.

SPs are deployed t

Figure 2.1-2
a'" |EVG|S Of the MIAMI-DADE COUNTY HEALTH DEPARTMENT
Organlzatlo n STRATEGIC IMPROVEMENT SYSTEM
through  several [MISSION, VISION, VALUES, PURPOSE
means  including ﬂ
Senior Leadership
meetings, and staff I,
meetings. e
Deployment
ensures familiarity L

with Action Plans
that may be

[BUSINESS PLANS/ACTION PLANS & PROCESSES |

assigned to teams J
wprkgroups. Goals, ‘ S ‘
with measures and P
targets, are shareq 1

s

to create the
quantifiable  link
between the
employee and the
organization’s goals. Any planned changes to prtduar
services that affect suppliers or partners willatigned in our
SP and key activities and deployed through actlang

2.2a(2 Action Plan Implementation

Many of our current Key Activities are listed iigure 2.2-3
All others will be available on site. Key activisi@are both short

[MDCHD TEAM MEMBERS |

and long term in naturdzor example, the CRI Plan which is

part of Strategic Objective 1.2 to maximize and elep all

hazards Figure 2.2-1 Golden Thread for WIC

emergency

response plans Wit

deploys “Healthier Future for the People of Florida”

several 4

different Strategic Priority

strategies and “Prevention and Preparedness”

tralnlng

initiatives that Goal

are being “Promotion of Services”

carried out

over  several Program Measurement/Target

years, The “Increase % Infants Initially Breastfed”

system of v

performance Sub-Unit

indicators is in “Meet 2020 Breastfeeding initiation goals

a"gnment with at all MDCHD WIC Sites”

our Strategic i |

Objectives and . Ind|V|duaI. .

Key Activities. Increase? number of individual .
i breastfeeding education contacts

Our indicator

program is

designed to create “Golden Threads” from PriontyObjective
to Program and is able to drill down to drive aityivat the
work group level.See Figure 2.2-1 for one example of a
“Golden Thread within our WIC progransimilar drill down

indicators exist for all of our core PH Programs &or support
processes.

2.2a(3) Resource Allocation

To the extent possible, resources are allocateddbas the
initiatives and priorities highlighted in each fiécyear’'s
Strategic Priorities. By selection of an issue aSR Senior
Leaders have committed to striving for the assediaargets.
While we maintain this position philosophically, wperate as
a governmental agency, which requires flexibility funding
matters. Funding decisions are made based on atatation
and community needs that are determined in our Qamitgn
Health Improvement Plan.

2.2a(4) Workforce Plans

As a part of our SWOT analysis, department humaouee
needs are considerethe result of this process is that goals 3.1
and 3.7 Figure 2.2-3) directly relate to the development of
workforce plans. Additionally, in determining thectizities
required to achieve the various objectives, theme aften
workforce needs that must be met in order to aehidnese
objectives. For example there is a strong traimguirement
associated with objective number 1.2 in the deplkytof the
CRI Plan.

2.2a(5) Performance Measures

Key performance measures for objectives and agilans are
included in the new results accountability scorgcafhe
measures and status of key activities and any qpesiace gaps
are to be reviewed at least monthly by $ig(re 2.2-3 and
ongoing by program managers. These measures, jonction
with the SPs, address day-to-day operational isandsneeds.
Each program is asked to develop activities andcétors to
align with appropriate objectives through the “GaidThread”
process.

Our SPP requires the constant sharing of informaticoughout the
organization. This includes modifications to SPs wesll as
documented performance in moving the organizatian t
achievement of its stated objectives. As infornmaitcavailable, it is
distributed to employees via email at program mgstiand
displayed collectively on the intranet. Also, ividual
team/workgroup projects are developed that arestinto SPs.
In addition, all employees participate in the AnnEanployee
Education Conference/Retreat, which highlights Itesof SPs
and showcases program level activities includingplepee
team/workgroup results.

At the end of the fiscal year, outcomes are publtistand
presented to customers, partners, and other stilegban an
Annual Report. Performance in key processes andranags,
both core and support areas, provides a barométesve well
the organization is implementing strategies andtimgeargets.

Improvements are made by responding to the datatimely
manner. Owners are responsible for meeting SP tiarge
tracking activities and reviewing data submitted.atdition, a
review of alignment and deployment activities ignfally
undertaken as part of the SERep 9 Figure 2.1-1). Scheduled
prior to the start of the Strategic Plan developnwsle, this
evaluation provides the opportunity for improvensemt be
incorporated in future processes.
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Local contributions to the priorities by DOH aresaalreviewed.  Healthy People (HP) 202CFigure 2.2-3 lists our projected
DOH provides status reports for both internal pgegron key health indicator results against the HP 2020 target
measures and performance of all counties including peers.

Improvements are made through monthly businesigeraetings

and during yearly Strategic Planning efforts andated Figure 2.2-2 Improvements to Strategy Implementatin
benchmarkingFigure 2.2-2 provides examples of improvements

made to the strategy implementation process. Year Improvements

2.2a(6) Action Plan Modification

We review the status of both Objectives and Keyivhits * Produced SP and deployed to SLT
during the business review SL meetings. As a pérthis ¢ 1st Annual Employee Conference
review process, we may find that some activities raw longer s * Produced Quality Book for all Employees
required and new activities may be needed. An elarop 98-01 .

Produced Quality Plan for Leadership

agility within this process came during the H1N1thwaak in « Simplified Strategic Plan

2009. Significant activity and infrastructure wasjuired to
respond quickly to this high priority PH issue.

Priorities are set based on allocated budget. Réa:ation
occurs periodically based upon state level funding.

The Business Plan is a direct outgrowth of the BPa
guantifiable form, improving decision-making andsearce

* Linkage of SP to programmatic SPs

* Change in Organizational Structure

* Interaction Among Core Programs

* Golden Thread Workshops

* Regular Site Visits by Administrator and

allocation. A benefit of using a Business Plarhis direct link '01-05 Public Health Manager
between SP and costs and activities. This modelsed to * Golden Thread Cards
monitor performance through variance analysis ofl gm * Programmatic Storyboards
actual; linking budget line items to measurableavatés and * Traffic Light Report
identifying value-added and non-value-added adivat * Strategy Map

The Business Plan is an organic document, in thais i * Indicator Matrix
continually revisited throughout the fiscal yeardamay be * Web-based report portal
amended by the finance office. Changes in the enmient * Web-based process indicators
may require realignment of resources to remairaoget and to e Hall of Excellence

meet the SPs. In developing the annual budget, ranos 05711

. . ¢ Strategic Pl tional lead
analyze existing, mandated, and potential servigegght of rategic T an operational €acs

the SP. The Business Plan adds and removes sewliigls are
then quantified in the line item budget. Theyeeflnot only
the SPs as established by SL, but incorporatebémdfrom
customer and partner surveys. Both financial andndrmu
resources must be reallocated to assist the owmg#nizin
meeting priority needs should there be shortfall®tal budget.
For example, when the emergency needs of the shateged
there was a large impact on the funding of our 8Rd has
resulted in the reprioritization of our PH resosrde ensure
adequate preparedness and response levels. Inhternal
communitywide plans were developed to address aqgait
influenza outbreak in 2009 and other PH emergencies

2.2b Performance Projection

Figure 2.2-3summarizes the projections for key measures over
the next three-year period.

We compare our performance on key indicators witheo
county health departments (particularly Hillsborbu@range,
Duval, and Broward) and with cities comparableh® Miami-
Dade metro area such as Los Angeles, Queens (New Yo
City), Bexar (San Antonio), Dallas, and Harris (l4tan). For
example, the immunization rate, teenage pregnaaty; and
infant mortality rate are included in these comgams. We also
compare our performance with other CHD and headthe c
provider GSA winners in appropriate areas such ustomer
satisfaction. Our performance is targeted to meeatxoeed the
performance of other comparable providers as disclisbove.

In addition, key national targets are set by theCQuiblication

* Web-based customer satisfaction survey
results
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Miami-Dade County Health Department

CATEGORY 3: CUSTOMER FOCUS

3.1 Voice of the Customer

3.1a(1) Listening to Current Customers

MDCHD serves the community by providing direct andirect
services to the public. Direct service customess thnse who
receive services directly from the MDCHD. Indiresgrvice
customers are those who benefit from our serviagsdb not
have direct contact with the Department. Information
customer experiences is collected via customersfaation
surveys, epidemiological assessments,
assessments, community meetings, partner orgasizaéind the
customer inquiry telephone line. The various lisignmethods
used are listed iRigure 3.1-1.

The process of gathering feedback from direct custs via
survey has been ongoing since 1999 but has variedtp April

limited the damage to only seven confirmed andettpmbable
cases.

The MDCHD Office of Communication schedules meegimom
an as-needed basis with the local community. Thasetings
are held to provide customers with an open forundiszuss
health related concerns. Healthcare professionals i
attendance to answer questions and to collect &dfrom
customers. These meetings provide MDCHD with intana
knowledge regarding current and potential healthceons that

community Itthea the public may have. Most recently the MDCHD heldoan

hall meeting to provide the community surroundinglead
contaminated park with relevant medical information

The MDCHD works with numerous health partners stel to
the voice of the customer while promoting the Healf the
community. Our health partners function as repertaf

2011. Between 2006-2008 MDCHD gathered and prodess€ommunity health information, therefore providingDRHD

feedback information through the Office of Orgatizaal
Development (OOD); due to budget constraints thdbQsed
in 2008. After the closing of OOD and before ingtitg the
current feedback methods, each program used thmeferped
method to gather feedback; either paper-basedirehéc, in-
person, via telephone, or a combination. Sincel&®11, based

with information relating to health needs that aatrive met with
their current resources. MDCHD works closely witlr dealth
partners to resolve community health concerns amdhtain
public health. For example, in 2008 the Florida IHea
Disparities Summit highlighted increased chronicsedise
disparities amongst the Pan-African south Floridgoybation.

on a PDCA process, all programs have adopted théd DOTogether with the Consortium for a Healthier MiaDade and

standard customer satisfaction survey. The suraegilable in
paper and electronic formats, was created to stdima
listening methods among county health departme2itd)) and
improve the collection and comparison of data. Tiiproved
survey process provides a continuous flow of custodata with
results made available for viewing in the Custoi@atisfaction
Survey Portal, which is accessible by all MDCHDffsta

the Florida Heart Research Institute the MDCHD ipguated in
Mission to Health, a project aimed at reducing thedisparities
amongst the Pan-African community of Miami-Dade Giyu

The customer inquiry telephone line is availablehddrs a day
for customers to contact MDCHD regarding availagégvices
and specific customer needs; Monday thru Friday -8am
phone calls are received by MDCHD, outside of thosers the

The Office of Epidemiology, Diseasd

Figure 3.1-1: Customer Segments, Key Requirementsand Listening M ethods

Control and Immunization Services

(EDC-IS) performs community health| Customer Key Services Listening M ethods
assessments when a current @=edments

potential health crisis is identified. The * Health and Nutrition Education . Customer Inauir
process in performing a community * Prevention of Environmental Threats Telephone L(i]ney
health assessment involves ten steps, » Disease Surveillance «  Customer Satisfaction
five of which provide current e Immunizations Surve

customers a venue for providing Direct Infectious Disease Screening and . Websi):e

feedback. In 2009 the EDC-IY Service Testing

assessment process was used to collectustomers .
customer information after a .
confirmed death from Legionnaires
disease. EDC-IS determined ther
could be a potential outbreak of th

[
o

P
b

Emergency Preparedness Execution
Family Planning

Health Screening

Birth and Death Records

e Pre-Natal and Post-Natal Care

Community Partners
* Health Assessments
« Data Analyses
» Direct Contact with
MDCHD Staff

disease at the hotel where the pers
stayed prior to becoming ill. The hote
provided a list of 1,700 current and
former guests who stayed at the hotelndirect

during the same timeframe of th¢ Service *  Water, l_=ood and E_nvironmental *  Community Partners
Conﬁrmed case. Those WhO were Customers M0n|t0r|ng/Regl-J|-at|0n ) L4 Health Assessments
reached received surveys which * Health and Nutrition Education » Data Analyses

screened them for the disease. The
quick actions of MDCHD prevented

« Emergency Preparedness Planning | *

e Customer Inquiry
Telephone Line
Website

¢ OQutreach Events
* State Corrflow

the further spread of the disease and
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Poison Control hotline receives and logs the aafishehalf of
MDCHD. Both telephone lines provide information general
inquiries and gather any complaints or complimefrsm
customers. For compliment and complaint calls @iserticket
is created and subsequently forwarded to the apiptepstaff
member. The ticket remains open until the issue Ihesn
resolved. Staff able to communicate in English, risgfa and
Creole is readily available through both telephltimes.

solid platform to connect with the community andomnm the
public of MDCHD services available to them by puing
additional marketing of our services thus allowurgyto gain a
larger market share of potential customers. Exasnplethese
events include the annual World TB Day and the Hi¥st
Control outreach campaign.

The Consortium for a Healthier Miami-Dade (Consori) is an
initiative that consists of over 100 organizatiomsrking

The MDCHD values indirect customer feedback. MDCHDtogether through the leadership of the MDCHD arel ltealth

collects information from indirect customers viae tlopinion
survey available on our website and the customeuiig
telephone line. The data collected from these ssuig filtered
to the corresponding program supervisor for datdysis.

The MDCHD cares about its commitment to the comimyuni
The Department actively listens to customers ay ttleange
between direct and indirect status—known as th¢éoouwsr life

cycle. Initially, direct service customers respotad customer
satisfaction surveys to rank their experience andken
suggestions for improvements. After any direct mew are
rendered, the customer may return to being anantizustomer
until direct services are again needed. Duringrtheeraction

with the Department, the MDCHD follows-up with tbestomer
through reminder calls, notices, and announcemehtxe the
customer is encouraged
Department and feedback from the customer is solRghgrams
such as STD and HIV/AIDS are unable to communidggely
with customers due to Health Insurance Portabilapd
Accountability Act (HIPAA), state and federal regtibns.

Miami-Dade County is comprised of numerous natiiiesl with

different cultures and the Department encouragesstaffing of
service sites with personnel that are able to conicate clearly
with our customers in their language of choice. |EBhg Spanish
and Creole are the dominant languages in our ccumtywe are
staffed and equipped to provide verbal and wrifesdback in
the customers’ language of preference. We also tieveability

to translate services into any language.

Previously, DOH regulations prohibited the use afial media
sites. However as of August 12, 2011, DOH has laeda pilot
trial for utilizing Facebook and Twitter pages. $mew means
of communication will give local CHDs the abilitp ttonnect
with a larger part of the community that uses tedbgy as its
main source of information. Currently, the projectn its trial
phases. The Office of Communication intends to mézeé this
tool in the future when DOH approves social mediaGHDs.
3.1a(2) Listening to Potential Customers

The MDCHD listens to potential customers throughreach
events, community partners, health assessmentscust®mer
inquiry telephone line and the website. Each of s¢he
mechanisms provides for collection of informatibatthelps the
Department identify and address the needs of themumity.

Each program attends outreach events related tprbgram’s
strategic initiatives. At these events, potentiaktomers are
given the opportunity to interact with staff aneyde feedback
related to services which is crucial to the develept of
outreach programs and initiatives. Outreach evenésent a

Council of South Florida. The Office of Community&ith and
Planning provides the staffing for this initiativ€hrough this
collaborative the MDCHD is able to implement comiityn
assessments, surveys, and activities. The Consompiwvides
an avenue for community leaders to provide feedbbri008
the community participated in the Mobilizing for than through
Planning and Partnerships (MAPP). The MAPP process,
conducted every three to four years, is a communidhe
strategic planning tool that is used for improviogmmunity
health. Through the Consortium partners participatiour key
assessments: 1) community themes and strengths;&)public
health system; 3) community health status; andofyek of
change. From these assessments three key comnpuoiitlems
were identified: the importance of health navigatto assist

to continue services witle thclients in accessing care; awareness of living althier

lifestyle; and the need to reduce health disparitighin various
populations. The Consortium is addressing thesesdeough
the eight established committees that are guidedugin the
Executive Board. The committees are: Children Issigder
Issues, Health and the Built Environment, Healtbnkation and
Disease Prevention, Marketing and Membership, Giadlth,
Tobacco Free Workgroup and Worksite Wellness. The
Consortium developed its strategic plan and eadohntitiee has
its own work plan to guide its work. Through thiglaborative,
the Consortium applied for a grant in 2009, awarded DCHD
in March 2010, which would help provide the meamaddress
two of the needs identified in the community assesg. The
Consortium uses a combination of surveys, focusiggsoand
SWOT analysis in addition to the MAPP process tagLits
work.

Community health assessments are a major avenue HIDC
uses to solicit feedback from potential customefhese
assessments involve distributing, collecting andalyaing
surveys, in paper-based or interview format. Thioubese
assessments potential customers can voice theidsnead
concerns related to their health and that of tiamily, the
health of the community and how they feel MDCHD ¢etp in
meeting their health goals. Results of these assds are
given to MDCHD programs and partners for use imtsgic
Planning and in creating new programs or securihgjtianal
grant funding to meet community health needs.

Potential customers are given the opportunity tovice
feedback using the customer inquiry telephone larel/or
website. Customer information is used to better eustdnd
community requirements including what services aeeded,
who is in need of services and where to focus sefvices.
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Customers may also request a paper-based custatieaction
survey in their desired language from the MDHCD.

3.1b (1) Satisfaction and Engagement

In 2008, representatives from several CHDs met ViitbH
administration to discuss creating a uniform custom
satisfaction survey that would be standardized sscedl CHDs.
What resulted was a nine item survey that is abhElan both
paper-based and electronic formats. This surveldes seven
standard questions that use a five-point Likeries@nd two
open-ended questions that solicit additional infation about
customer requirements. In April 2011, MDCHD begaing this
new survey format with all direct customers.

Customer satisfaction is deemed to be achieved atwistomer
response reflects above the neutral criteria bicatohg “agree”

or “strongly agree.” on a 5-point Likert rating EcaCustomer
engagement is deemed to be achieved with a rafifistrongly

agree."

The customer satisfaction survey is intended far lg direct
customers. Indirect customers report satisfactioough the
customer inquiry telephone line and website. Thetarer

inquiry telephone line records three types of ¢altsmplaints,

compliments, and general inquiries. Satisfactioth @amgagement
are determined in the same manner as the diredbroes

satisfaction survey. Two additional questions wid added to
the customer satisfaction survey that will bettesist MDCHD

in measuring customer engagement: Would you retiarn
MDCHD? and Would you recommend MDCHD services?

In March 2010 MDCHD
Strategic Planning Survey. The survey collectedrmftion that
rated how partners viewed the department and &rubate what
partner needs were not being met. The resultseoktivey are
assisting SLs to make changes to the StrategimPgprocess
that would better engage community partners. Throtlgs
survey it was identified that community partnersuldobenefit
from receiving a modified strategic plan that expda the
unified mission between the partner and the departm

The MDCHD Hospital
manages the participation of MDC hospitals in erapoy
planning. Through the HPC all members are givereaue to
participate in emergency drills so that the hospiéaad MDCHD
are prepared during a public health emergency. Ui$e of

Report showing both a macro and micro comparison of
indicators including customer satisfaction.

Programs such as the Women’s Health & Preventiveicss
(WHPS) and Immunization Services have substantiedctl
competition for customers; including clinic basegrivate
practice and hospital based providers. Comparirigfaation
among providers is difficult since their customeervice
questionnaires vary greatly from the MDCHD.

3.1b (3) Dissatisfaction

Customer dissatisfaction is determined through aese data
collected from the customer satisfaction surveg thistomer
inquiry telephone line and the website.

Results from the customer satisfaction survey tieate been
graded neutral and/or below, are considered to tsigma of
dissatisfaction. Increased negative responses testigms
indicate to program supervisors that requestedicgare not
being provided to the satisfaction of customerscadee data
trends are available regularly, supervisors cancktra
improvements on a monthly basis or as needed terrdite
level of satisfaction.

Staff also determines dissatisfaction with  MDCHDrvezes
based on client calls that are categorized as compl After
each complaint call, staff generates a servicestitkat is routed
to program supervisors for follow-up. The ticketrist closed
until the customer has received adequate follow-up.

In 2008, MDCHD administered the Customer Satistercti
Survey and determined that the most common causestdmer

released a Community Partnergissatisfaction was customer wait times. Data skoweat a

large percentage of cycle times exceeded two hoBis
established a workgroup to address this issue. Assalt, the
workgroup created a program aimed at reducing tivags that
would be piloted at the Family Planning Progranthat Health
District Center. The pilot program began Octobet@@sing a
managed appointment system aimed at increasingiuh#ers
of customers with scheduled appointments while cady the
number of walk-in customers. The goal was to desreaait

Preparedness Consortium (HPCl}imes greater than two hours by 50% from 37% to 18%rly

data reports have triggered the use of the pilofoirr other
locations beginning September 2011. This plan direc
addressed the SP Service Excellence 3.4 by impyauistomer
satisfaction through a standardized service defipeocess.

engagement tools is key, as they promote high membe > customer Engagement

participation. The HPC accomplishes this throughk thany
activities it hosts throughout the year includinglsl meetings
and trainings. The HPC continuously maintains ocirtéth its
members and collects feedback after each event.ir Th
suggestions are given utmost consideration as th@é in
emergency planning is vital for the health and tyafe MDC

3.1b (2) Satisfaction Relative to Competitors

Customer satisfaction is compared to other CHDegusesults
of the customer satisfaction survey as previousbcuksed.
MDCHD uses St. John’s CHD, winner of the Sterlinggakd in
2009, as a benchmark for customer satisfaction. skthe also
compiles data on all CHDs and publishes a Statepshrod

3.2a (1) Product and Service Offerings

Many of the programs and services provided by MDCéat®
mandated by the state or provided under the atyhofi a
efederal, state or local funding source. These whlu
Epidemiology, STD, TB, Public Health and Preparedné/ital
Records, and Environmental Health which are alltesta
mandated. Certain other programs may be offeredouat
discretion as long as we can secure funding sotiocksep them
operational.

The major source for identifying product and sesvic
requirements is through epidemiological studies amakds
assessments. These assessments are conductedadpatemntial
or active health threat. However, a program mayuest a
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county health assessment at any time from EDCfI&quired
for a grant application. Health assessments majude
analyzing data through Florida CHARTS and other lthea
databases, performing in-person interviews, digtiily surveys
and collaborating with partners, such as HCSF tfopa large
scale assessments. The decision to conduct asséssiise
determined by SLs and Administrator. Data used umle the
work of MDCHD comes from the Behavioral Risk Factor
Surveillance System (BRFSS), Youth
Surveillance System (YRBSS), Florida CHARTS andytbarly
community health profile and community report carépared
by the HCSF. Results of the various assessmentsisa@ by
MDCHD programs and available to the public via @iéice of
Communication. Results of these findings specifhjciv health
concerns are the most prominent, providing MDCH th
opportunity to realign programs to address commuhgalth
issues. Results of the county health assessmeetsisad to
apply for additional grants to fund new programat tharget
particular health needs. As previously stated MiAP process
identified the crucial role that healthy lifestylgdays in the
health of the population and the need to reducpadises in
health status and outcomes among various popugation

The 2010 Miami-Dade County Health Report Card eatsld 58
health indicators and graded the county accordingtate and
federal standards. Several of those indicatord) siscadult and
teen obesity and adult and teen fruit and vegetatibke are
currently being addressed by the Communities Ryttin
Prevention to Work project (CPPW). In 2010 MDCHasw
awarded a grant for $14.7 million for the CPPW. lEat the
initiatives of the CPPW project was created assaltef a 2006

with individuals arriving to the emergency room foon-
urgent/non-emergency issues. Based on this inféomathe
Miami-Dade Health Action Network was formed in pemtship
with HCSF in 2008. The purpose of this network wadevelop
a sustainable approach to providing health careicgsy to the
uninsured residents of the county. The first projeplemented
was a partnership between MDCHD and the countyitadgpat
resulted in the creation of an emergency diversionic called

Risk  Behaviorthe Fast Track Clinic in February, 2009. This dim operated

and managed through the MDCHD and is funded bytgran

In coordination with HCSF, MDCHD provides an intetige
web-based health education system, Miami Mattersth®
community. This website also connects visitors eonmunity
resources, an education library, demographic andnunity
health information and support. This free tool, ke in five
languages, contains the latest health assessnfierhation.

As stated above, a primary means for us to idemégds and
provide new services has been through attainmengraht
funding. There have been recent state mandatedyeban the
grant approval process. We are working within ¢hes
requirements and will continue to apply for gratitat advance
our SPs. Other examples of service offerings bexgua result
of needs assessments and grant attainment &igune 3.2-1.

Figure 3.2-1: Grant Initiative Examples

Program Grant and Initiatives

Begin Date
Community | CPPW, 2010 Promoting and providing
Health and ways for MDC residents
Planning to lead healthier lifestyleg

Community Health Survey and the MAPP process that EPidemiology

concluded that MDC residents were living an untigalifestyle.
Through CPPW the various components that affectsibbe

among children and adults in MDC are being addrkbdse
engaging the community in evidence based stratethes
implement policy, systems and environmental
Culturally appropriate community and workplace magntions
are geared toward increasing physical activity, rompng

nutrition and decreasing television and computegest viewing
time. Specific interventions being implemented e a mass
media campaign, farm to school program, physicalviac

programs in the MDC Public Schools, access to hgditiods in

convenience stores, farmers markets, breastfequtmgfices at
hospitals, active transportation and recreatiorie sautes to
schools and worksite wellness. Projects like CPRMasthe

commitment of the MDCHD in providing new and inntiva

ways to serve the current needs of the population.

A majority of new discretionary services are crdaas a result
of countywide needs assessments. The HCSF colkeats
releases countywide health, education, economic @ity
status information for the general population. MBC Health
Profile was released in 2010 as well as a MDC Conityu
Health Report Card. Both of these documents higleig health
areas that are in need of additional resourcesedBas results
from these documents, the MDCHD created severthiivies.
For example, the Health Profile determined there wa@roblem

changes School

Drowning Education to parents,
Prevention, children, and schools on
2006 how to prevent drowning

HIV/AIDS Take Control, Education and rapid HIV
2006 screening

School health services to
rural schools

Satellite School
Health Services
Initiative, 2010

Health

Tuberculosis | Teleradiology, | Electronic radiology
2010 services

Women'’s CRCCP, 2009 Colorectal cancer

Health education/screening

3.2a(2) Customer Support

Customers have three ways to interact with the Deysnt; in-
person, via telephone and through the website.

Each employee is required to complete the followiragnings
within three month of original hire date: code dfies, cultural
diversity awareness and a three part performanpeowvement
training which provide staff with basic customerppart

awareness. Furthermore, during new employee otienta
training staff reviews proper phone etiquette amdkvattire. As
part of the performance evaluation, staff is gradedcustomer
service through a five point competency scale, pdrtthe

MDCHD Performance Evaluation Competency Dictiondsy.

maintaining a trained, professional and welcomingffs
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customers are more likely to seek support and sesvand staff
will have the tools to provide Service Excellence.

The customer inquiry telephone line received ov&030 calls
during the 2010-2011 fiscal year. By providing a-tur
customer contact, MDCHD is enabling customers t@haccess
to support. The customer inquiry telephone linadsertised at
each service site, posted on our website and dtaffg
multilingual personnel. Furthermore, the ticket egmation
process ensures that inquiries are answered anedytmanner
by personnel who can appropriately address thelgmoht hand.

MDCHD’s website, www.dadehealth.org, provides costes
with a significant amount of information; includingrogram
specific contact information, links to customer isaction
surveys, customer inquiry telephone line and eselinks to
county, state and federal resources. Each proggaequired to
have a page on the website that provides a synaysibe
program, its objectives and contact information.

All published MDCHD educational materials are reqdi to
include the Department’s Mission, Vision and Valiueaddition
to contact information for the specific programs.

After each direct service encounter, staff encoesagustomers
to complete the customer satisfaction survey. Tinwweys are
available in English, Spanish and Haitian Creol¢affSis
available to assist customers with completing tireey.

Some programs, such as School Health, cannotvetcigstomer
feedback due to customers being underage. As dt,réisety
collect feedback at an organizational level, instlcase the
Miami-Dade County Public School System. School Heal
distributes a Principals Survey annually for cortiple by the
head of each school receiving School Health sesvighis 10
item survey ranks School Health services on a Btpbikert
scale. Results are used to make improvement<htiedividual
school as necessary.

Program supervisors are directly responsible foerseeing
customer satisfaction of their programs. Suppoguirements
vary by program and are determined based on clizadical
needs. For example, TB has a 24 hour hotline wblégats can
call to contact staff; the nature of the diseasguires
surveillance within the first 24 hours followinge&tment.
Furthermore, each program has a culturally diveta# that can
communicate in various languages.

this mandate most of our direct service clientssegmented by
program and may also be segmented by geographatidac
where service is provided. In addition to mandatss and
program supervisors collect data from EDC-IS argosources
to determine distribution means and methods. Theselts
indicate where a particular health need exists, wexists and
who it is affecting. Collectively the data assistsdetermining
where MDCHD services should be used as well astifgiargy
the need for new services. For example, Chlamyd&aldeen the
most commonly occurring sexually transmitted inifect for
many years and its screening and treatment is n@hdey the
State under the STD program. However, through atyostudy,
it was determined that a particular group withienaall area of
the county had increased susceptibility. As a tegshe STD
program applied for and received a grant to prowdditional
services towards reducing the occurrence of irdactithin that
group.

WHPS is the program most affected by direct contipeti Their
customers can seek services from MDCHD, communitgith
centers, private physicians, hospitals and farméyping clinics.
In order to sustain the customer base, WHPS comntisiy
improves the quality of services and adds new prtsdiand
services as needed. This occurs as a result ofeglyaquality
assurance/quality improvement meetings. At thesetings,
staff discusses customer support/satisfaction i@tesch of the
six family planning service sites. Results can yaryt responses
that address dissatisfaction or new suggestionprimiucts and
services are given priority. The director then detaes what
actions will follow, including whether there areffitient funds
and resources to make the suggested changes.d$ fane not
available to support new initiatives, then granpapunities are
pursued. This process involves identifying fundiagurces,
collaborating with EDC-IS and other partners to lexdl
assessment data and applying for the grant. Theited are
also linked to the three MDCHD Strategic Prioritaesreflected
by goals 1.1 and 2.2.

3.2a(4) Customer Data Use

There are three types of customer data being d3esdimmunity
health assessments and epidemiology data to dthegegic

initiatives and the pursuit of grant funding formner enhanced
programs; 2) individual customer/patient data ttedwine what
specific service offerings are most appropriate fivat

There are standard MDCHD and DOH policies that eackhdividual; and 3) customer satisfaction and cornmplaata to

employee is required to comply with. Examples idelu
completing customer service and other related itrgiwithin

three months of hire, abiding by the DOH dress codd

working towards meeting MDCHD's mission, vision avalues.

Other key service requirements, such as short tirags, are
secured for customers by supervisors of each pmagwsHPS

for example, ensures that each clinic reduces &t and cycle
times by scheduling every client for an appointment

3.2a (3) Customer Segmentation
Many of the services offered by MDCHD are statdeaterally

improve our support services.

After identifying a common complaint through thestamer
satisfaction survey, programs may use data sowueb the
HMS system to collect customer data. As previounsgntioned,
the 2008 Customer Service Survey revealed cliecledymes to
be the most frequent complaint; this was furtharficmed after
pulling data from the HMS system.

The HMS system allows programs to collect custodsta and
evaluate progress. Information such as cycle tiame missed
appointment rates are two of the items that arenconty used

mandated such as TB, EDC-IS, and Public Health angs quality indicators. After collecting this datgrograms

Preparedness. Thus, these services and how welprthem to
customers are determined by State or Federal téguda Due to

determine how they can improve. Recently, WHPSitinted a
general appointment line after realizing their mds
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appointment rate continued to increase. This lidlowas
customers to have direct access to making appoirtmand
allows the program to have a designated staff mentbenake
appointment reminder calls.

In 2011 WIC created Got WIC, a team charter aimed
increasing caseload after a 7% decrease betweandrg2010
and February 2011. Data which measured participapercent
eligible served, non-participation rates and nowshate were
used to determine the drop in caseload. Got WIC wéé the
QIC method, which includes five countermeasuresteterse
the decrease in caseload.

3.2b (1) Relationship M anagement

A main method for attracting and building relatibips with
customers is through marketing campaigns. Advedisi
publicizes the products and services availabléatbunty level
to all residents and visitors. In addition MDCHDessthe
marketing campaigns to educate the public. The Mddalthy
Happen Miami campaign was launched in February 20he
program logo can be seen on public transit vehidkdsvision
advertising, and billboards and in each MDCHD ejrasl every
employee has the logo attached to their signaitms. campaign
advocates living a healthy lifestyle by providingueational
material and having support systems availablegatmmunity.

Advertising and/or marketing companies may be tsatbsist in
the creation of some campaigns. If not, the progeatablishes a
workgroup which meets to discuss design and def@ifee the
design is complete and budgetary parameters agendieed, the
campaign must be routed through the Administratat @ffice
of Communication. This step has been mandated ¢arerthe
campaign is aligned with our mission, vision antliga.

MDCHD also publishes several documents and dideiie-
newsletters to the public. The E-Healthbeat, AnrRegport and
Healthy Stories are all publications that are cstesitly updated
and available on the website.

The Consortium for a Healthier Miami-Dade is a peog
managed by MDCHD. This group includes represereatiof
MDCHD and community partners. They collaborate lnpand
implement projects to improve the health of MDCidests.
Through this group, members and non-members arendilve
opportunity to advertise community events using@oenmunity
Health Outreach Program (CHOP). The Consortium neemb
meet on a monthly basis to discuss topics of isteeand to
implement their initiatives.

The Office of Communication maintains contacts vetate and
federal agencies, as well as community partners rmedia
outlets to ensure critical health information reeslas much of
the community as possible The Office of Communaratis
always available to the public and critical infoitioa is posted
on their program page on the website.

Through invitations from CHOP and

were 93 CHOP invitations and a MDCHD person attende
nearly every one of them or sent free educatiorsérals.

Most service sites are conveniently located neablipu
transportation ensuring customers who have limaedess to
atransportation are not denied MDCHD services. larrhore,
service sites are located in areas where therehiglademand
for need.

Once a MDCHD program provides service to a custabteies
to refer that customer to other programs if appliea For
example, a customer who receives a positive pregnassult
from Family Planning may be referred to WIC and lthgaStart
for further pre-natal needs and education. Thigoagbromotes
interagency cohesion while ensuring customersexeiving the
full spectrum of care that MDCHD can provide.

The Office of Communication provides the communitiyh the
most up-to-date health information via community etirggs,
press releases, media availabilities, person-tegmecontact and
mass mailings. Community meetings are held as altre$
current or potential health risk that a specifiencounity needs
to be informed of immediately. Press releases @onta
information that MDCHD has deemed to be of communit
importance based on health risks and is distribatadty-wide.
Recently, a press release was distributed to cauntisidents and
visitors about mosquito bites after a confirmedecat Dengue
fever in Miami-Dade County. Person-to-person andssna
mailings are used to address public health conderirlividual
customers. For example, customers who have a eegibst
drinking water well were sent letters explaining importance
of routine water treatments to ensure safe drinkiater.

3.2b (2) Complaint M anagement

Customer complaints received in person are managethe
program level, usually by on-site supervisors. MIICH
encourages programs to address complaints at thestdevel
possible providing the customer with a shorter Iggm time.
Supervisors and staff make every reasonable attémmphsure
customers leave the site with their complaint nesdl Some
programs have designated specific staff membessitoess and
log complaints. These programs rout complaints kis t
individual in order to better track complaints artbeir
frequency.

Complaints received from customers via the custoimeuiry
telephone line, customer satisfaction survey or mfro
Administration are dealt with differently. Customénquiry
telephone line complaints generate a service tidket is
forwarded to a designated staff member of eachrpmgThis
individual follows up with the customer and clogbs ticket
only when the customer has agreed that the contias been
resolved. Complaints from the customer satisfactorvey are
managed by work groups within each program. Plamesima

the Office of place for each program to meet quarterly to addiresgiently

Communication, MDCHD makes every attempt to attendeported complaints. Complaints to Administratave received

community health events. These events are greatryjities to
engage the public, establish relationships andcttpotential
customers. During the fiscal year July 2010-Jun&i12€here

from state program offices or the Office of the @mor via
Corrflow. These complaints are handled first by amdstration
staff who forwards the complaint to program supsoks for
resolution if required.
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CATEGORY 4: Measurement, Analysis and Knowledge M anagement

4.1 M easurement, Analysis and | mprovement of
Organizational Performance

The MDCHD has a comprehensive data collection, yail
and utilization system that has been developedato, pnanage
and improve operations at all levels of the orgainimn.
Comparative analysis and benchmarking are essential
ensuring that MDCHD processes deliver high qualiyvices
to the customer. Information and process performaace
analyzed using process management,
processes, and other quality management toolsemmhijues.
Organizational performance is systematically reeéwduring
agency meetings and workgroups and is improvedugiro
best-practice sharing and innovation.

4.1a (1) Performance M easur es

A wide variety of financial and non-financial infoation and
data are utilized for day-to-day operations, tauemsegulatory
compliance, to monitor action plan performance tndrive
process improvements throughout the organization.

The MDCHD uses key performance measurement indig&bo
track daily operations,
organizational decision making. The general methéas
selecting, collecting, aligning and integrating alatare
dependent upon the mandates of external sourceslinfy
agencies and the requirements of our customergariders.
Key indicators are mandated by various state armtréd
government sources such as: Healthy People 202@)YC®
County Performance and an Administrative SnapsbB@H)
of key indicators, and specific program indicators.

High level indicators used to measure performancé s low
birth weight and vaccine preventable disease casesntered
into various databases by multiple programs withie
organization. The programs also analyze data aul trends.
Lagging indicators are immediately identified armmrective
action plans are put in place and a new plan-daichet
(PDCA) is initiated. These indicators are reviewadd
discussed at the program and Senior Leadershig tevea

Figure 4.1-1 Examples of Main Types of Data and Indicators

monthly basis. Some performance indicators axeldped

internally to better determine program and prodegst

results, such as client cycle time, customer satigfn rates
and provider productivity. While we are requiredttack and
report mandated measures, one challenge of thecadwas

been to combine multiple indicators to comprehesigiv
facilitate our planning and improvement efforts.

problem  solvinguring the SPP, key measures (examples showigim e 4.1-

1) are reevaluated to determine the need for coediritacking

or amending. These indicators are reported, madtaand
linked to strategic objectives and associated #ietsv(action
plans). A variety of factors contribute to identify which
indicators will be monitored continuously. We user &P,
customer and process requirements and programmatic
mandates to determine what should be measuredid8htfy
lagging performance and call for corrective actiptan
development, with target objectives and due dates.

The MDCHD used an indicator matrix that facilitated

manage processes and supp@ommunication and analysis in alignment with ouatstic

priorities. Many measures are established extgrratl the
federal, state or local level. For example, oneo§@teasures is
the Community Health Assessment Resource Tool
(CHARTS) indicators, maintained by the DOH. This as
primary source of data for our health-related iatbcs, which
include the majority of our core and mandated paogrand
process outcomes.

The indicator matrix was used for performance negi®doth
at the top level of the organization and througdrii-down
process. This process enabledview at departmental,
programmatic and process levels, along with dageatp-
review of key indicators such as financial indicatand
clients served.

During our review cycle, SLs examined our processd
discussed ways to improve the matrix collectionl.téghile
the measures used within the indicator matrix haeen

Set

Type of Info Report Name (System) Examples Of Measures SP Impact
Customers/Market Customer Satisfaction/ Complaints (CCIS) % Satisfied 1,23
Client Health Information (HMS) Client Medical Records 1,2,3
Disease Rates (CHARTS, MERLIN) # Reported Cases Per 100,000 1
Epidemiological Data Comparative Disease Rates # Reported Cases Per 100,000 1
Program Results (CHARTS, MERLIN, EHD) Varies By Program 1,2
Financial Risks Cash Reserves Vs. Plan (FIRS, FLAIR) % Cash Reserves 2,3
Administrative Overhead (HMS) % Of Total Budget 1,23
Required Training Completed (Trak-IT) % Completed On Time 1,23
HR Capabilities Employee Satisfaction (ESS) % Satisfied 1,2,3
Timesheets % Completed on time 2
Indicator Matrix (MDCHD) % Meeting Standard 1,23
Business Capabilities Clients Served (HMS, EHD, WIC) # Served 2,3
Administrative Snapshot % Compliance 2
Supplier, Partner, Contracts Monitored (MDCHD) % On Time 2,3
Provider In-Kind Contributions (MDCHD) $ Received 2,3
Emergency Response FDENS Response % Response 1
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updated annually each year since 2000, in 2010-20&1
restructured the indicator matrix process. SLseawed the
measurement system and redesigned it using thewfol
guidelines: measures must be critical to the suscadsthe
department; measures should be controllable basedirect
program activities and partnerships; measures raolance
the field of evidence-based Public Health (PH) ficas and
measures used should be comparable to similar iaagams
within the state and nationally.

The MDCHD is currently implementing a new centratiz
system known as the Results Scorecard tool (R8g clrrent
version of our top-level scorecard is listedriigure 2.2-3. The
scorecard is divided into two categories, perforoeameasures
and community indicators and consists of three t&gia
Priorities which align with our 12 PH Domains. All
programs/units will be required to measure, tracl apdate
programmatic key performance and outcome measoréset
RS monthly (tracking may also occur quarterly onwadly
based on the availability of data). Departmentermieine their

achievement of the mission and vision, strategioripies or
the greatest impact on core and support progracgsees.

Today, there is an abundance of comparative datéahle in
the field of public health. Comparative data for npaPH
outcome and performance indicators for key processeasily
accessible. Sources of data include the Countyth&anking
report, the Community Health Status Indicators rgpBL
CHARTS, and the Miami Matters Dashboard System. We
have access to statewide outcome measures andiacrite
established by DOH and the federal government. §hes
measures link either to strategic priorities an@er drivers for
core processes. Although these measures providparsans
with other in-state health departments, we areiquéatly
interested in the results of other metro counties.

The MDCHD developed an algorithm to determine whielta
source(s) should be utilized for comparisons and
benchmarking We conducted extensive research to determine
which peer counties on a national and state lekellsl be
utilized for benchmarking purposes. Population ,sigeverty

own key performance measures (in alignment with thgevel, population age group, and race/Ethnicity vesll as

organizational top level balanced scorecard) whichused to
create a departmental scorecard and plan of attieupport
of organizational goals. The RS includes featthes will be
used by the agency to monitor the execution antbpeance
of program activities as well as the benefits aondsequences.
The RS will reflect changes in strategy,
requirements or specific areas of focus. This daliabe used
to support the Strategic Planning Process, for desip

percent of foreign born, were compared based ca fdaitn the
2010 census. We selected nine peer counties thaimilar in
population composition and demographic charactesistour
within Florida and five nationally. They are: Hitorough,
Orange, Duval, Broward, Los Angeles, Queens (Neuk)o

regulatoryand Bexar, Dallas, and Harris, Texas. High perfagmi

organizations with similar functions such as SteyliAward
recipients, St. Johns County Health DepartmentthadCity of

reviews and to drive action planning for improvemen Coral Springs were also selected as benchmarks.

initiatives either system-wide or at the unit levEhe RS will
be fully implemented in December 2011.

Financial information is available via DOH providddtabases
(FLAIR, FIRS) and includes many key financial iratiors

such as revenue and spending plan performance resstves,
collection, and write-off information. This informan is

provided by standard monthly reports and ad howrtep
writing capability. Financial indicators as well esv/enue-to-
expense ratios are used by the agency to monig@naration

performance and facilitate decision making. Theyasuee in

terms of cash flow, asset utilization and liquidity

4.1a(2) Compar ative Data

The use of comparative methodology to support djoera
and strategic priorites and performance objectivas
established by SLs is one of MDCHD’s priorities.
Comparative information is used to inform us of auh we
stand” relative to comparable CHDs and organizatirom
within and outside the state. Benchmarking infoiorat
provides impetus for major change and improvemem a
helps lead to a better understanding of our presessd
performance; where we are headed and where wetoded

Key processes are mapped by the appropriate progassrs.
Outcome indicators are established to measure npeafoce
and impact factors. These indicators are revieweatktermine
the level performance against a comparison, a rezed
standard or best-in-class performer. Processesmalichtors
requiring comparisons are prioritized by identifyinhose
exhibiting a significant gap in performance andéige to the

Comparative data from high performing organizatioss
systematically used during SPP to identify benclkand to
facilitate process improvement and innovation. Besictices
from selected peer-counties are used during thenpig
process for new services and programs. For exanipke,
MDCHD contacted four peer counties to identify noeth of
health care provider education regarding immunizati
practices. Information was used to develop a sefiesitreach
efforts and initiatives to enhance immunizationcticaes.
4.1a(3) Customer Data

A focus on customers and the community is an ingmartalue
within the organization. As stated in Categorytstomers fall
into two categories: the entire population of rests and
visitors to the County and direct service recipefdients) of
the MDCHD. Customer requirements and service negds
determined by state statutory mandates as well yaghé
MDCHD’s approach to targeting services to thosehvifie
greatest need based on statistical dafagufe 3.1-1).
Customer-focused measures include an external ratednal
customer satisfaction survey (available on MDCHEelinet
and intranet), random client interviews and comnuamtls, an
automated Client Complaint/Inquiry System allows tfeneral
public to submit inquiries or comments, and inpubni
advocacy groups and partners. Both the Florida Caomity
Health Assessment Resource Tool Set (CHARTS) araimivi
Matters are important tools for determining if drav changes
should be made to provide the best service to aatomers
and the community. Epi and community assessmemisngata
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obtained through CHARTS and Miami-Matters are used
identify areas of need to better facilitate progocesses.

Customer data including client comments and feedlme

used to drive performance improvement and stratégaision

making by the agency. For example, multiple cusiem
seeking immunization services communicated a detire
obtain a specific vaccine not being offered. MDCEXamined

cost versus benefits and began providing this servi

The MDCHD uses the Footprints application to recardi
track customer service requests by department.haft an
integrated customer survey component with Dashlsoardi
reports for monitoring satisfaction and outcomedwotligh this
application, we are able to investigate and ackadgg all
customer complaints and compliments. Customer
collected from Footprints is given to the approfria
department supervisor for corrective action andofelup if
necessary. Customer feedback is also used duren&PP to
develop strategies and activities to improve serdielivery.
4.1a(4) M easur ement Aqility

The MDCHD uses several approaches to ensure
performance measurement system is able to rapédiyond to
unexpected organizational or external changes. @acess
begins with an assessment of the issue. Fromatsessment
actions are identified and developed and resouatlesated
accordingly.

To help us keep current with our measurement nerdsjata
collection system has undergone significant impnosat both
at the state and local level. This has greatly owed
reporting, tracking and comparative data capabiliitthin the
state. Locally, we have improved the ease of abtgidata
through our indicator matrix and Microsoft SharaRoi

An additional approach involves researching newrimfation
in the field of PH health to keep up to date ardlifate best
practices. Emerging information provides ideas alimw to
improve our current measurement system. This fseaed
through subscribing to and circulating journalschsias the
Morbidity and Mortality Weekly Report which provides the
latest PH research data. For example, during tig® 201N1
pandemic, we combined data published with our |olzdh to
develop an action plan to address the situatioris Hfso
enabled us to disseminate the most accurate anid wjate
information to the community.

4.1b Performance Analysis and Review

Performance analysis and review of key indicatocsucs
continuously throughout the year. It takes placeinduthe
SPP, through the development of improvement ams/iby
assigned workgroups and during monthly reviews ey k
measures, trends and variance from targets.

To assess the performance of our Strategic Paeritilong
with associated indicators, monthly business resiave held.
These reviews are led by our Administrator andnalitée by all
senior leaders. During these reviews, we focus loose
indicators that are not currently meeting targets develop an
action plan to address gaps and facilitate imprargm
Minutes resulting from review meetings are utilized
disseminate information throughout the organizatéord to

track planned improvement activities. Similar revigrocesses
exist for our core programs.

Data from surveys, SWOT analyses, key measures and
outcomes, are reviewed and analyzed during the SRine
analysis or stratification may have already beempmleted in
advance for presentation and review. A gap armliysim the
end of the year performance and past year’s obgtielps to
set targets and evaluate how well we are performifidnis
allows SLs to identify priorities to focus on inetupcoming
year's annual business objectives. Improvementngeand
workgroups may be assigned actions to address it@or
identified. Team members analyze process indicatoosigh a
PDCA approach to identify root causes and to dedteym

datappropriate countermeasures. Partners, suppliatssarvice

providers may also be asked to participate in thygrovement
efforts. Data systems may be developed to tracfopeance
improvement. As countermeasures are identified and
implemented, teams determine whether a desiraldegehhas
resulted. If countermeasures show little or no glearteams

tHePnduct further analysis and modify actions acewlyi As
shown inFigure 4.1-2, a variety of improvements have been
made over the past several years within the agency.

Ongoing training of staff at the following levelashimproved
data analysis: 1) the team improvement process £)DEg)
measurement procedures; 3) problem diagnosticgradess
management methods; as well as 5) general perfagnan
improvement concepts. In addition, training hasrberovided
to both the SLT in flow-charting of work processesocess
management, methods of stratifying data and grafihic
presenting critical sources of performance varian8kills are
used during data reviews throughout the organimatio
Statistical and geographic analysis including tiegd
correlation and regression analysis and pattemtifiteation is
used by programs within the agency to track epidtgical
data throughout the county zip codes and/or cemnsark
levels. This analysis may result in funding orngreequests
and subsequently impact program and agency leaebkpl For
example, after identifying lead contamination atcanmunity
park in Miami-Dade County, we determined the numbgr
children that may have been exposed. Areas witkimsus
track levels possibly affected were identified tigh
Geographic Information Systems (GIS) mapping. Ategnand
field teams were developed to conduct an investigat
educational outreach and lead screening to famitias lived
within a two mile radius of the community park. tBa
collected from the investigation was used to legeréederal
funding for the Lead Poisoning and Healthy HomesgRam.

The MDCHD monitors product and service costs as pér
ongoing management of operations to ensure reseuape
used wisely. Fiscal status is reviewed broadlyeaspon
major funding categories using FLAIR. FLAIR progsl a
detailed analysis of monthly financial reports, limling
budget, cash flow, unit costs, revenue and findneiaerve
versus plan, bill processing and provider monitgrin

During the SPP, key performance indicators related
historical costs of services and resources areewed to
project anticipated costs, allocate resources,satgriorities.
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Data systems give a current budgetary status, dsawgast
spending with historical comparisons for utilizatiof services
and costs at other county health departments.

The monitoring and understanding of finances witlie
agency enables improvement teams and workgroups

development process as described in 4.1b. We use ou
leadership review process, best practice identifina use of
comparative/peer data, and information identifidgdotigh
various local, state and national sharing forums as
gpportunities to identify and drive innovation. Fexample:

understand cost versus benefit. As part of our PDCAhe MDCHD implemented an innovative electronic kiag
Improvement Process, teams may conduct a costibenepystem in 2008. The Footprints system services rbasiness

analysis. From these projects, innovations anthgawan be
tracked. These projects have resulted in sigmificavings,
reduced cycle time, increased satisfaction andcdiservice
time, reduction in paperwork and standardization.

At the program level, measures are developed tadti@nd
track core and support process performance. This réflects
operational staff performance, and allows staffdanect local
level performance up through the organization te mhacro
process level. In turn, staff can see how theytrdmurte to
targets at their level and the associated contdbuto the
overall targets. Data enables local supervisod staff to
gauge their progress throughout the year and determ
whether interventions will be needed to achievgdts.

4.1c(1) Best-Practice Sharing

Best practices are developed throughout MDCHD dratesl
in a variety of ways based on the intended audienEer
example, the Performance Improvement Process
dashboards and a scorecard approach to measuréraamhd
programmatic and organizational metrics that ardesided
throughout the departments and include performaeciews.
Results help identify best practices which are ethas lessons
learned on various forums such as daily office hesld
programmatic meetings and in groups such as thekV&&T
meeting, HMS Users Committee, Nursing Council, dhe
Clinic Services Redesign Workgroup. An example ektb
practice sharing evolved from a workgroup charteted
develop a more competent PH workforce and incregasioal
capacity to respond to PH emergencies by providimgnduit
for all hazards preparedness information.  As sultethe

processes including: IT Service Desk, IT CustoBwnvey, IT
Purchasing, Facilities & Custodial requests, Safagpection
system, and Environmental Health Well Water tragkin
system. The Footprints system electronically report
measurements and service levels based upon keyrmearice
indicators. This web-based platform has allowed fo
automation of tasks, tracking and reporting of gemhat
impact our key indicators and has enhanced buspresgesses
by moving them from a paper-based to an electriamioat.

4.2 Management of Information, Knowledgeand IT

4.2a(1) Properties:

Accuracy: MDCHD has systematic electronic and manual
accuracy checking mechanisms to ensure the accushcy
official data. This process includes the followistgps, which
are undertaken monthly: data verification; datayenbntrol;
error identification and correction; follow-up tonsure

us&@mpliance; and issuance of compliance reports.

Our HMS, EH Database and Statewide DOH systems have
mechanisms built in to screen inaccuracies or inpdetaness
during data entry. Fields are coded with mandatdaya
requirements and employ logic to catch common srrdhese
systems also have routines to cross referencelidate data
ensuring consistency. Error reports are generaieitiform
process owners of potential errors. During the pafdation
process, errors are either corrected on the spsewt to the
information owner for correction or verification tensure
accuracy. Our Epidemiology program deploys a hofst
scripted routines to scrub, mine, validate and flagoming
disease data. Less technical processes are aldaaismsure

Disaster Preparedness Program Liaison Workgroup wdbat data and measurements are accurate. Thésddraudits

chartered with a mission of increasing the MDCHEdpacity
to respond to all hazard PH emergencies by devedopiready
workforce. The workgroup has evolved from a styictl
information sharing venue to a group that is ndy @haring
information received but also in the writing of pram
specific response plans, creation of exercises,paaparation
of the workforce for deployment activities.

4.1c(2) Future Performance

We use the results of review findings and analisisend and
project future performance levels as follows. Firgt review
trend data over the past several years to deterthmeate of

by our State Office or federal funders. Duringsteaudits
information accuracy is checked and verified. @ When
discrepancies are found, corrective actions arescpiteed.
Work performed by staff is periodically checked atingh
onsite facility inspections and medical record egs.

Proactive and reactive measures have been pufplate to
elevate accuracy and compliance. Strategies iaclud
“mandatory” training for appropriate employee and
supervisors, and increasing the refresher coursdahility.
We have also made performance reports availabbeigr our
user-friendly and easy to access HMS reportingahorf his

change of the indicator. We review any new Strategi has simplified understanding and has contributed ato

Objectives and/or activities that are planned thaly impact
that rate of change. Finally, we identify any benelnk or best
practices that may assist in improvements. Basetth@mbove
steps, we project future performance. Current perémce
projections for key indicators are showrFigure 2.2-3.

4.1c(3) Continuous | mprovement and Innovation

Our method for driving continuous
innovation stems from the strategic planning andiviag

increase in compliance. Also, a local Process Hhtdic
Workgroup has been established to research ané gwmres,
experiences and resolutions to common interestse Th
workgroup is responsible for standardizing methaded to
capture, analyze, and report business results.

improvements and
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Figure 4.1-2 M easur ement/Analysis | mpr ovements

Year I mprovements
» Indicators For Strategic Processes Established
'97- | « PDCA Improvement Teams Began
'01 | « Core And Support Process Indicators Identified
» Process Management Training Initiated
» Methodology for Comparisons and Benchmarking
» Help Desk
02 |° Deployment of on-line Reporting Applications
205 | ° Started Using FIRS, MERLIN, Crystal Reports,
* Indicator Matrix
* Indicator Availability Through Share Point
» CHARTS
» Performance Measures Tracked Graphically
» Converted from HCMS to HMS
'06- [« Scorecard Indicators Tracked Electronically
'11 | « Customer Satisfaction Application
 HMS Report Portal
» Footprints
Integrity: Integrity, Security and Confidentiality are

overlapping principles of data management and ddeessed
jointly through the following three factors: Tedtwal,
Architectural and Behavioral. Data integrity is euled
through the collection of methods, systems, pdicend
procedures designed to preserve state of datariegsihat
data kept is an accurate and exact reflection te£ dallected,
which is in turn an accurate and exact picturesafity.
Integrity is addressed by technical and architettaontrols.
Technical controls involve restricted electronicess to data
available only to authorized individuals (known kagical
access controls). This restricted access is acdsineol
through user ID and password authentication. Teehni
protection is also achieved through parity checldtgprithms
to ensure that data counts and calculations angr@ecand no
data bytes have been lost during a data transtmatpn.

Architectural protections prevent unauthorized |itglsaccess
to data storage devices. This includes double tpstien
checkpoints, event logging, and physical separatimh
personnel. Encryption is used to restrict accesprotected
information, maintain client privacy, and to prevé&ampering.

Behavioral aspects are deployed through policielspratocols
that establish mandatory trainings on informatienusity and
confidentiality; background checks; acknowledgemeoft
security and confidentiality statements of underdiag;
prohibiting the sharing of users ID and passworfdsced
frequent password changes, disallowing the recyclof
password and prohibiting the performance of agtiby one
user with another user’s ID. These are contaimed®H
Security Policies, Protocols and Procedures.

Reliability:  Improvements in  network  architecture,
connections, wiring reconfiguration, server platfisr and
expanded availability and compatibility of softwarnd
hardware, network reliability has been significgrithproved.
Intelligent switching configurations have resulteéd a
reduction in excessive/conflicting communicatiorchets that
could result in congested network traffic, low speeand

computer lockups. Virtual server technology hagrioned
reliability and maximized server resources.

Operating System, application and productivity wafe are
now rapidly patched and updated through automagsttms.
Compliance with the latest code is assured by noaotis
network scans and vulnerability reporting. Systeamissing
critical updates are flagged for immediate inteti@n
Systems and data connections are continuously oreditto
alert IT staff of outages, anomalies and restonadioservices.

The reliability of systems and computers has baereased by
implementing a process to refresh servers, netwarkware,
and computers per a defined lifecycle scheduleis fiais been
accomplished with limited funding by maximizing gtaand
special funding opportunities. Our Footprints SesviDesk
system has automated much of this process.

Timeliness: We ensure timeliness of data through of real time
web-based applications and reporting systems. ekample,
our HMS has a reporting portal available to allffstaThis
allows for both canned and ad-hoc client-centripores.
Other systems also allow for report access in dagirfashion.
Security and Confidentiality: Data security and
confidentiality is ensured by the Information Sefyur
Coordinator through DOH Information and Securityligtes.
Policies and protocols delineate the functions rdbrimation
Custodians at every site where client data is Rahdand
prescribe the acceptable methods for accessingg uand
maintaining data. MDCHD also engages in an annual
Information Security Risk Self-Assessment, and gath
opportunities for improvement as well as best jicast The
DOH Information Security Policies and Protocols e
retention, collection, transportation and dispositof records
and files, physical security controls to protectuthorized
entry into certain areas of buildings, and mandatminings,
background screenings and signed employee statement
Quality Control procedures assess the adequacyeadrisy
policies and to recommend policy changes whereatwed
MDCHD implemented a computerized program for medica
records retention, retrieval and disposal to ensliRAA and
DOH policy compliance. This has lowered risk ofggttion,
storage costs and ensuring records retention fprogpiate
lengths of time.

4.2a(2) Data and Information Availability:

MDCHD uses multiple online-data-systems includirtge t
Health Management System (HMS), Community Health
Assessment Resource Tool Set (CHARTS), People, First
Fiscal Information Resource System (FIRS), Merlinl &pi-
Com to compile, analyze and communicate organiaatio
outcomes and performance indicators. Information on
organizational performance is disseminated thrad@fCHD
intranet (internal customers) as well as the irgkeijexternal
stakeholders). Information addressing PH interearsti and
events are made available to the public at ouripwiébsite
(www.dadehealth.odg Our Epi program also hosts a regional
website as part of its ESSENCE program. This systeliacts
admission data from community hospitals and dssitilinto
meaningful disease surveillance information whick i
republished on its public website. This provideteliigence
information required to quickly recognize and repncidents.
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The HMS application collects client demographicyes and

financial information which is available throughpogts within

the application and through external secured wetafso The

various reports from HMS are used to track contynaf care,

financial status, and other productivity and empky
information. There are multiple methods for staff &ccess
key program and process information. This includiesd

copies and on-demand paperless reports, vitalsstatiand

financial information. Employees, also have realdiaccess
to computerized sources of this information. Ourvee

environment is intelligently distributed betweencdb data

center and the State’s Share Resource Center. eilless

employ a level of fault-tolerance and provide foatal
redundancy. Both employees and the public (viairiternet)

have access to needed information via this arrangem

4.2a(3) Knowledge M anagement:

Organizational knowledge is managed via means djrea

discussed. Workforce knowledge is collected andsfeared
via an intranet system that includes local andestatlicies,
process documentation, and various data systemsegaats.
On-line employee training and courseware is avkilaia the
Trak-IT system. Knowledge and best practices @ &idely

IT has developed a plan to ensure continuous inggmawnt of
performance measurement and data management systems
guiding principle is to provide fiscally respongbland
sustainable services to meet business needs. TEHD has
developed a “Technology Alignment” council composeafd
select SLs to evaluate requests for
technology. Decisions are based upon alignmenefioirts
with the SP, and the availability of resources aumling.
Firewalls are deployed in our service sites andiadtnative
offices to protect against attacks and monitor pekwiraffic
for patterns that may compromise data integrity aecurity.
Anti-virus systems are used to perform automataneing of
network servers and Exchange (e-mail) servers.

User friendliness is ensured in several ways. Adw
applications are provided as web-based systemssiare ease
of access and use.
development, statewide user groups are formed w®uren
meeting end user requirement and can be easily wsathff.
Examples include the MIS and HMS Users Groups.

4.2b(2) Emergency Availability:

Servers, applications, database and files are Haogedaily
and on a four week tape rotation. Prior week tagreskept

shared through SLT meetings and the various staff a offsite in a secure climate. Data backups are rocgit and
workgroup meetings. Knowledge is widely shared withalerts are emailed to the Network Administratorewvent of

customers, suppliers, partners and collaboratos thie
external internet both at the local and state D@kell In
addition community knowledge is shared through ouasi
consortiums throughout the county along with otstate and
national forums. For example MDCHD recently presdnits
performance improvement story at a conferenceifaigt by
the CDC. Knowledge of local, state and nationabirations is
continually shared by the state DOH, other CHDsl anthe
national level through organizations such as theli@idealth
Foundation and the CDC.

4.2b(1) Hardwar e and Softwar e Properties:

Technology standards, purchasing procedures areteutte to
best practices form the foundation for assuringdvare and
software quality, reliability and user-friendlines$echnology
standards include a “Standard Desktop” with comrotfite

automation and email software, and useful utilitid®aseline

failure. Some systems can be restored from baektlpn an
hour while others within eight hours time.

All servers employ built in fault tolerance. Diskare
“mirrored or striped” and designed to function naiiy in the
event of drive failure. Redundant and uninterrdppower
systems are in place. MDCHD data center and cosnpuieas
are climate controlled and temperature monitor€lr main
data center has back-up air conditioning, powerd &re
control systems.

Emergency availability of technology and respomseutages
are established by the COOP-IT. This businessedriplan
identifies mission critical systems and specifiecovery
times. The COOP-IT is a living document that gside
continuity and recovery for major and minor IT etseeor PH
incidents. It is tested annually to ensure theegrity of

build and configuration standards address servems a backup system; that systems are recoverable andetuify

applications development platforms. This ensuréfsciéve
electronic communications and data sharing.

Standards are adopted by recommendations of the Bfa
Standards Workgroup, in which we participate.
workgroup consists of state and local IT leadershifp test
hardware and off-the-shelf software products. &tats are
published, provided through the intranet to DOH Eyges,
and included in the criteria for approving purchasquests.
Through this Workgroup, the hardware and softwsaadards

Theneighbor county health departments.

and address any deficiencies. The plan is updasetheav
systems are introduced into a production envirortmen

The COOP-IT leverages relationships with the DOH an
Yearly testisg
conducted using shared virtual disaster recoveryesg and
satellite communications provided by our regiongat&
disaster preparedness coordinator and with ourbgyepeers.
Procedures, innovative practices, documentation lasslons
learned are shared and have proven to be of tresnsndlue.

in use at MDCHD are kept current with mainstreamOur EOP uses a mix of technologies in “drive awhy5 to

technology and matched to business needs.
recently led an effort to standardize Windows D@DH.

Networks, systems and computers are monitored dhtirae
to ensure optimal operations and to identify reggiishort term
and long term network adjustments. Help desk sseveys,

MDCH® hansure emergency access.

Wireless broadband ais, ca
virtual private network (VPN), secure WiFi hotspoasd
laptop computers are maintained in a ready to tete.s We
also maintain communications devices such as emeygeell
phones, smart phones, satellite phones, and tworadigs.

and ongoing logging of common themes emerging from

trouble calls, lead to improvements in systems.
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CATEGORY 5: WORKFORCE FOCUS

5.1 Workfor ce Environment

5.1a(1) Capability and Capacity

The MDCHD ensures its workforce has the requirquhbdity
to deliver the services it provides. In order toddp it uses a
classification system developed by Florida Depantmef
Management Services (DMS). Each position has ao$et
knowledge, skills and abilities (KSAs) previouslgentified
which allows the supervisor to match positions wvifib right
individuals.  Supervisors can add additional KSAwmyt
consider to be important based on the job functiansl
requirements. Job Specific competencies also exridtthese
are reviewed during the performance appraisal pEoce
Through this appraisal, supervisors are able tatifjewhat
areas in which an employee may be excelling omfgalshort
of what is expected. The evaluation process alsolves an
individual development plan (IDP) in which emplogee
identify the competencies they consider to be gmmite for
their jobs. It also provides an opportunity to itignnew skills
that may be needed for the future position they b&gspiring
to obtain. This dialogue allows supervisors to eveedback
to the employee and the employee is also able apesthe
limitations that he/she is experiencing to achilepotential.
This enables employees and supervisors to
opportunities for training to ensure proper capgbil

The past several years, the MDCHD has maintairsestéiffing
levels relatively unchanged. Managers and supexvisork to
ensure employees’ workload is appropriate. Wecareently
piloting an application that allows managers to soea
productivity in two of our programs/units. One bk is the

Refugee Health Assessment Clinic and the otherhis t

Women’s Health Program. Using this applicationinicl

administrators and managers can identify the wauklof the
clinical staff and see how it compares to theirrpeeThis

application will be instrumental in identifying tipgoper ratios
for clinical staff to clients. In other programschuas WIC,
case load has always been reviewed to identifysamere the
needs services are growing which has enabled thgram to
anticipate need to enhance (or reduce) capacitgdent years
MDCHD has created very few new positions to adsighe

delivery of its services. However, in several otmas, new
staff has been brought on board due to grants lreicgjved.
A large portion of our staff are doing more thaeytiwere a
few years ago, but we recognize they cannot beworéed if

we want to maintain a healthy engaged workforce.

5.1a(2) New Workforce Members

In order to recruit new talent, the supervisor eed of an
employee will use the job description that has beeveloped
for that particular position. When the positioradvertised, it is
accompanied by a set of qualifying questions tmielate those
applicants who don't possess specific charactesisto be
considered for a position. These characteristicy malude
specific KSAs as well as licensing or credentiguieements.
Applicants are interviewed by a panel consisting sofiall
groups of employees. Panel interviews allow usntrdase
assessment accuracy and save time. Depending devideof

identifgnnual

the position, candidates may be called in for rpleti
interviews which include involvement from SLs arttigional
key staff. The interview sessions allow for theemtewers to
identify not only if the candidate possesses th&8ut also
the emotional intelligence needed to join our worké by
using behavioral interviewing. All candidates, asgjess of
position, must go through a final interview with rou
Administrator. During this last interview, the Admstrator
discusses the mission, vision, values and askgjegtions to
confirm that the candidate selected is the rightich for the
position being filled.

Selected candidates undergo a background screeoimyicted
in partnership with Florida Department of Law Emfement.

Each new employee goes through a three day intense

orientation before they report to their work locati They may
be required to attend additional trainings suchaa8asic
Supervisory Training (for supervisors) or job sfiedraining.
In order to continue to improve the quality of aitiion
sessions, we interview employees 90 days after theit date
to identify opportunities to improve the orientatigrocess.
Orientation team members review the material péaly to
ensure employee orientation stays accurate ancargle

To retain staff, the MDCHD provides an array of &S
including health insurance, flexible schedulestidni waivers,
and sick leave, cross training and professio
development. This allows staff to find a work Ifalance while
employed at the MDCHD.

Our workforce represents the diverse community mctv we
operate. We see a tremendous benefit since webbrdécahave
a workforce that understands the community andtifies with

it. The interviewing panels mentioned previoustg asually
diverse which allow us to have multiple perspectiwehen
recruiting employees. We also recruit within tharigus
diverse communities in our county to ensure thatsesve the
various populations within our county with emplogeeho
understand their needs.

5.1a(3) Work Accomplishment

The MDCHD has a structure composed on programs and

support units which have very specific functionsheT
programs provide services while the units assigh whe

functions needed to support the programs such dgeing,

custodial and information technology services. S$hanage
these programs and units to ensure the SPs arersegpThe
State DOH provides guidance to our programs ands upi
ensure we do our part to support the overall missaod

vision. Besides the programs and units, the warkalso
accomplished using teams, workgroups and committees
These groups are created to assist in the accdmpdist of
specific key activities in our strategic plan. TMDCHD

capitalizes on its core competencies to develop enfthnce
partnerships and to clearly mark its role in therdg. These
competencies allow us to work with the communitd émbe a
credible voice when public health is the issue peiddressed.
As our purpose states, we exist to prevent disaadeémprove
the health of the Miami-Dade County community. @ore

competencies help us gain the public’s trust wherines to
addressing the public’s health. We deliver our isess and
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accomplish the work we perform successfully by dgioig
our Strategic Objectives and the associated Amwitas
described in category 2. Continued focus on thdgectives
ensure both a customer and business focus andiggmmaint
with our Core Competencies as showtrigure 2.2-3

5.1a(.4) Workfor ce Change M anagement

In order to adapt to the changes in capability eapBcity, the
MDCHD has proven to be an organization that denmates
agility. By frequently reviewing staffing levels @énbeing
fiscally responsible, we are able to maintain agaaization
that is prepared for sudden changes by having nainimpact
on our staff. We have cross trained staff so thay tan handle
multiple functions when presented with a staffihgrsage. For
example, our clinical administration support stdffndles
eligibility at the front desk, can also assist thar areas such as
registration, medical records or cashiering funtio

On the few occasions where we have experiencedrkfavoe

reduction due to funding cuts, we were able to tifien
positions adversely affected employees could appty For

example in 2008 when we went through a workforekicgon,

we were able to retain a portion of those employ®giser staff
was given guidance and support to assist thermaing new
employment. For example, we linked these individweaith the

Agency for Workforce Innovation, which assists thém

preparing them for future employment. Just as eselfaced
workforce reductions, we have also been challengédrapid

needs for growth, as it happened in 2009 with tifuénza
virus, HIN1. In this case, we provided quick oragiuns,

trained in groups, provided dual employment opputies and
we also worked with staffing agencies and volurgg¢erensure
we had the capacity to address such an importamtev

5.1b(1) Workplace Environment

The MDCHD cares for its employees and their wor
environment. We strive to provide them with a waetting
where they feel safe and comfortable. Staff is ireguto take
specialized trainings, such as Violence in the \jglake, when
they begin employment and annual trainings are igeoV to
reinforce a safe environment. The Employee Satisfia
Survey addresses issues related to our workforck theair
safety and security.

implement various health related activities for éogpes to
participate. Most recently, they kicked off the Maklealthy
Happen Miami Challenge, where employees compete tien
week challenge that encourages healthier living jpimgsical
activity. Over three dozen staff registered forstbhallenge.
The winner will be announced and recognized atup@oming
employee conference. Other wellness activitieslude
tobacco cessation classes, Zumba classes and gsgjarss.

5.1b(2) Workforce Policies and Benefits

Policies are usually generated from our State @fftaut local
policies have been created to fit the needs ofooganization.
These policies can all be found in our intranet ara online
catalog which facilitates finding policies based l@ywords or
policy name. These policies guide our workforcel et
parameters for compliance, work ethics and accbilitya Some
of these policies are created or tailored to paeicneeds of our
workforce. For example, recently we deployed a difeading
policy which allows nursing mothers to take cardhgfir needs
without feeling embarrassed, stressed or uncorblerta

Our employees receive the same benefits as alle stat
government employees. These benefits include eetyanf
health and life insurance programs, deferred comgtém
plans, and medical/dependent reimbursement accoOtier
benefits include nine paid holidays, a personaidiagl tuition
waivers, retirement, unemployment/worker’'s comp&oea
annual leave, sick leave for personal and for imatedamily
use, sick leave pool and donations, family mediealve,
family support work program, administrative leawsilitary
leave, one hour per month to attend school/communit
activities, educational leave with and without pather leaves
of absences without pay and EAP. In addition, vevide our
workforce benefits that contribute to a healthy kvdife

palance by providing flexibility to accommodate rived

appointments, childcare, dependent, educationalpemsonal
needs. Some of these benefits can be tailoredeiifapgroups
based on employment status and profession. For mram
nurses may join the Florida Nurses Association,dahly state
organization that advocates for nurses regardléssusing
specialty or practice setting.

5.2 Wor kfor ce Engagement

The MDCHD has an active Safety Committee with5.2a(1) Elements of Engagement

representatives from all departments. They primddtus on
safety and security of our workforce and our visito
Furthermore, we also have staff assigned to perfogk
management functions which include tracking inctdeports
and ensuring corrective action plans are in plaxeavoid
incident recurrenceFigure 5.1-1 shows some of the activities
regarding health, security and safety of our staff.

Throughout the year, employees have multiple opdies to
get health screenings which are done by our Offide
Community Health and Planning. These events atvatibus
facilities make it convenient for staff to volunitarbe screened
and learn about their BMI, blood pressure, and estetol.
They are given recommendations on what they cantodo
improve their health. Last fiscal year, 60% of @mployees
took advantage of the health screenings. In additree also

FDOH conducts an Employee Satisfaction Survey ewery
years. The MDCHD staff have an opportunity to miptte
and the results are segmented within each counglthhe
department. We are able to review employee opinmmsa
number of dimensions (Clarity, Standards, Respdlitgib
Flexibility, Teamwork & Cooperation, and Rewardsdan
Recognition). Program Directors review the survegults
with their managers, supervisors and employeesdavelop
corrective action plans to address areas of concern

Besides employee satisfaction, the questions asdonses
also allow us to examine employee engagement. mbeu of
questions asked on the survey assist the MDCHD in
determining employee engagement. The MDCHD used the
Gallup Organization’'s Q12, a 12-question surveyt tha
identifies strong feelings of employee engagem&wdsults

have a Worksite Wellness Program. The staff plan anfrom the survey show a strong correlation betwegh bcores
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and superior job performance. We identified sevqtadstions
in the employee satisfaction survey that were \@nyilar to

the questions in the Gallup survey. For examplepleyees
are asked if they feel that they have the materagsipment
and support to do their work. Also, they are asitd¢tiey can
explain how the work they perform contributes te thission.
Finally, another example is a question addressinghé

employees feel that their work climate supportsnthin

sharing their opinions. Since the Employee SatigfacSurvey
is deployed every two years, a separate Employgadement
Survey is being developed to be deployed in betwéha first
survey is scheduled to be deployed November 2081tlzen
every two years.

Furthermore, to ensure engagement, we also ensuretaff
knows what is expected at work. This is done thhotige
performance appraisal process, where the
thoroughly reviews each job expectation with theplaiyee at
the start of the evaluation period.

Figure5.1-1 Promoting Health, Safety and Security
Service M ethod I ndicator
* Employee Assistance
(EAP) o
« Vaccines (Hepatitis, Flu.) |* Participation in
» TB/PPD Screening We_llne;ss
. Activities
Health * Health Fairs 0
« Drug Testing * 9% screened &
. referred for
: \?\;;‘TE;;E?EESW BP/Cholesterol
» Wellness Program
* Infection Control Council
* Safety Committee .
« Safety/Violence In The * # Needlestick
Workplace Training Injuries
« Blood Borne Pathogens | * % Employees
Training/Safety Equipment| Fit Tested with
Safety/ » TB Exposure Control Plan ggg irators
Ergo- * HIV/AIDS esp |
nomics * Emergency Plan Training % _Emp oyees
* Biomedical Waste Plan gallzrjed n CPR
o irst Aid
* CPR & AED Training « # Workers
* CPR Training/deployment Comp Cases
* First Aid Training Resulting in
. Employeg Hotl|r_1e Lost Days
* Ergonomic Equipment
 Security Enhancements
 Security Staff
 Restricted Access * Number of
Security | « Employment Identification| Incident
« Alarm/Surveillance Reports
Systems
Prepared- « COOP Plan * % ftrained in
ness * NIMS Training Initiative NIMS

5.2a(2) Organizational Culture

Even before an individual becomes an employee @f th
MDHCD, they have been exposed to the Mission, Visio
Values and Purpose that hold our organization'stuocal
together. The Administrator discusses these itentls @ach
prospective hiree. It is important for new memhmreur team
to understand that they must be willing to supgortl share
these beliefs. This is reinforced in multiple walyer example,
they are written on the back of each employee’stifieation
card to serve the staff as a reminder. They astedoon our
intranet site and they are also found in large qvsst
disseminated throughout our facilities. We encoeragen
communication among staff and different programs ain
variety of ways (Se€igure 1.1-2). It is important for staff to
feel comfortable in expressing their concerns arisly their

superviséieas with their supervisors and co-workers. Beseaof the

size of our organization, we are not able to hagquent face
to face meetings with the entire workforce. Therefave have
one employee conference annually where employeds ge
together to learn, get trained, become aware oftwha
happening and what has been accomplished at alsl@¥ the
organization in order to celebrate together. We alidress the
challenges we face as an organization and as eegsdoy
Programmatic retreats and staff meetings take plaoeighout
the year to deliver a similar message, but theckopre more
specific to the program. All meetings of this natyromote
camaraderie and assist in deploying one messaggneg to
our vision, mission and values. We take advantdgeultiple
other means of communication such as email, londl sate
intranets, employee hotline, SharePoint sites, eyed
newsletters and annual reports. Our Administratmmdacts
“shadow visits” which allow her to have personaidiwith the
staff at all programs. It is an opportunity for tihéo present
issues to her, discuss ideas to solve problemggessidheeds,
and clarify concerns.

At our different sites we promote a friendly wonkve@onment

by allowing celebrations to take place, whetherythee to
recognize staff, a departmental accomplishment bplalay
celebration. This creates additional opportunitfes co-
workers to network and appreciate each other atvtit&place.
Staff are encouraged to participate in workgrogpsnmittees

or teams. Employee workgroups are established based
strategic priorities (SPs) and/or to address issfi€®ncern to
our clients. Employees have been trained in a tsred
problem-solving process based on the PDCA improveme
model and in use of quality tools. They are encpedato
actively participate in team meetings and to prepastion
plans to the SLs to monitor progress made in the
implementation of recommendations. Cross-functional
workgroups are identified on a need basis durirgg SPP or
during business review meetings, and are linke®Rs and
process improvements. For example, a team wasliebtad to
address clinical cycle times to address the longpgs of time

it took for our clients to receive the servicesytheeded.

The issues selected for workgroups are prioritlzasked on our

SPs, indicator performance, key activities and ueses. These
are either issues that cut across the organizatimh as the
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clinic cycle time, or issues that are prioritizeidttze program
level. Examples of the latter include uniform do@ntation of
Family Planning Clinic records, and reducing tingerg in
investigating communicable disease cases. Workgroane
composed of cross-functional, culturally diverseaffstat
different levels with the desired expertise. Thesgkgroups
are established, coached, and monitored followingCWD
team coordination process. At any given time we hmave as
many as 25% of employees involved on teams/workzgou

Dade County passed a living wage ordinance fosta$f and
contractors. MDCHD benchmarked this policy and
implemented the same minimum salary requiremenéngure

a living wage for its staff in 2005.

In order to recognize our staff for their contriloas we rely on
co-workers, supervisors and managers to show their
appreciation. Our Employee Activities Committee @mages
nominations and the selection of the “Employeehef Month”,
which recognizes one employee who has providedifiignt

We embrace diversity in our organization and weetak contributions towards operational improvements,dpmivity

advantage of the benefits this brings. We are g dérerse
workforce and community, yet we continue to traim staff in
diversity because it is important to learn fromteather and
appreciate the differences that exist due to owkd@unds
and personal characteristics. We also promote ralltu
activities reflective of our diverse workforce. €etations
include Black History Month and Hispanic Heritageoivh.
We provide on-site continuing education courseslitamsed
professionals, and support employee special everdagh the
Image Committee. We also honor our diverse disoggli by
celebrating Nurses Week, Administrative Profesdoriaay,
Doctor’s Day and Social Worker's Week.

5.2a(3) Perfor mance M anagement

The MDCHD is accountable for its employee’s perfante
evaluations. The organization has supported théoyeance
evaluation process using a paperwork system. Howvelis
will soon change as we develop an automated pes#fiocm
appraisal
organizational improvement. This new system wiick and

process to assist workforce developmemd a chosen to

and public service. The Employee of the Year wdldelected

in January 2012 from the twelve employees recoghize
throughout the year. All employees recognized axdéteéd to
join the Administrator and her Senior Leadership an
recognition and appreciation breakfast.

The committee also promotes employee recognition by
involving the workforce and seeking ideas to previdstant
recognition. Staff are also recognized annualhtlieir service
anniversaries. This year at our employee confereweewill
recognize the staff who are retiring or have relgenetired. We
plan to make this a tradition for upcoming years.

5.2b(1) Assessment of Engagement

As mentioned previously, the Employee Satisfact@urvey
allows us to identify levels of engagement in owralth
department. The employee survey result is segmenteime
in current position, level of education, job titlosition
classification and program area. Other assessmesthave
look at engagement include participation
competitions and contests. For example, for thisar'ge

monitor employee evaluation timeliness, gauge dveraemployee conference we created a contest in wiéadhvgould

personnel performance, identify areas of strengtml
weaknesses, gather the intelligence required titatiae on
opportunities for improvement and enable the ogtion to
benchmark performance with peers. We expect trsteay to
be deployed by the third quarter of 2012.

Each employee’s duties and responsibilities ardéinaat in a
position description. They have job specific perfance
standards that provide measurements used to drigh h
performance. With employee input, supervisors revind
update these standards at least yearly and whetteer is a
major change in duties and responsibilities. Thsts@dards,
along with DOH core standards, are reviewed withi first
year of employment and at least yearly thereafteind the
performance planning cycle. Each employee receiaas
annual formal performance evaluation and followistate
recommendations, they also receive a semi-annyaiaisal.
The evaluation system is based on a combinatiomesting
expectations, performance standards and achievingelated
competencies. Each employee is rated on a onadosfiale,
with those being
performance. A rating of 3 means the employee igtimg
expectations. Anything above a 3 indicates the eygd
exceeding expectations. At the present time dueouo
financial environment, employees are not receivimgrit
increases even if they have outstanding evaluatidosvever,
we still make every effort to properly compensatepbyees
for their work as allowed within budget limitatiangMiami-

create their own video commercial to promote tipeograms
or units. The contest was very well received aner b videos
were submitted for consideration. Additional measuve use
to determine engagement include the unprecederteemage
of employees completing the employee satisfactimvey in
2010 which was 88%. In addition to these examples,
monitor closely employee turnover and absenteeatasr Our
turnover rate has remained consistent for many syedte
review reasons for employees leaving their employm&/e
also monitor disciplinary actions and grievancesicvhare
indirectly tied to employee engagement.

5.2b(2) Correlation with Business Results

In a study done by Gallup, Inc. in 2009, with ménan 150

public and private sector organizations participgtiit is

shown that there are significant positive correladi between
employee engagement and a number of key busines#isre
including customer loyalty, productivity, employemafety,

absenteeism, patient safety and quality. While \egehnot

undertaken a similar study ourselves there is rasae to

rated a five showing outstanding;ssyme that it is not relevant to the MDCHD. Witiattin

mind we are focused on improving employee engagemen
through employee workgroups, improved recognition
programs and employee development opportunities.

5.2¢(1) Learning and Development System

We support the educational and developmental neédsir
employees throughout their careers in a varietyways. The
training available ranges from the basic programsgh as
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New Employee Orientation and BSTP,
continuing education requirements, and promotingrriag
and development of staff in areas such as qualégagement
and leadership development. New employees receitrees
day orientation that starts on their hire date.sTprogram

to supportingin 2011 we developed a Workforce Development ptarbe

implemented in 2012. This plan will assess workforeeds
and based on those needs, trainings will be plarsed
scheduled. Any trainings and development activitgvigled
must support our SPs and be related to an employjee’

includes an overview of DOH and MDCHD, personnelduties and responsibilities. We are currently idgimgy

information related to pay, employment, benefitgreer
development, Code of Ethics, Customer
Safety/Violence in the Workplace, Emergency Preagss
and Responsibilities, Information and Security, @SH
EEO/Sexual Harassment, HIV/AIDS, TB Control, andriitg
Model. In addition, some programs such as WIC, Sarid
School Health provide extensive pre-service progspecific
training to all new employee€Employees also receive the
necessary trainings concerning the activities torjmte health,
safety and security which are listed leigure 5.1-1.

In addition, by discussing with their supervisorareer
interests, goals and by reviewing the IDPs, emmsyean plan
to take special trainings, on-line classes, andéttend
educational and professional conferences. Sincd omsses
are of benefit to the department as well as toitldévidual,
they are treated as part of the employees’ worigasgnt.
The department also provides educational leave taitithn
waivers to enable employees to further
departments and individual educational activitiesll
employees, in addition to program specific traisingeceive
annual updates in OSHA, HIPAA, Information and S#gu
EEO and Workplace Safety. Some employees alsdveece
First Aid and CPR training and we continue to supploeir
efforts to receive continuing education credits.

In addition to be used as a document to help itientirrent
training needs, through the IDP process, employegestify
the position they would like to have in the futamed it allows
them to communicate with their supervisor to deteemwhat
additional development might be required.

Through the use of the Trak-It system, the MDCHRlie to
upload trainings relevant to the employee’s jobsl dhe
organizations core competencies. We periodicallgeaech
what training opportunities are available for owrkforce and
we coordinate these trainings to be brought to lealth
department. For example, recently a large number
employees participated in a Performance Improveme
Learning Series offered by the Florida Sterling @il This
training took place every other week (total of 8ek® and

support theraining was

different organizations and institutions with whome can

Servicepartner to deliver the trainings identifigeigure 5.2-1 outlines

steps used determine and develop workforce training

Figure5.2-1 Training Design Process

Identify Need for Education Or Training (assessmen
employee request, supervisor request, etc.)
Determine Requirements

Ensure Curriculum Availability

If not Available, Design, Outsource Or Purchase
Develop Training Plan

Schedule Training

Deliver Training

Evaluate Satisfaction And Effectiveness

5.2¢(2) L earning and Development Effectiveness

Our formal trainings include an evaluation thatdégsiewed to
determine if needs were met and whether studeotggtit the
valuable. Student evaluations
presentations, presenters, and topics. This infoomas used
to plan future trainings. Trainings may include r@-fest to
measure knowledge on the subject and a post-tektésmine
effectiveness. Learning is evident
implements principles from a particular trainingcluas the
QIC Story.

5.2¢(3) Career Progression

We ensure the continuity of leadership in severaysyv We
facilitate Leadership Development Workshops for died
managers. We identify future leaders who are medtdry
their SLs and may be granted delegation of authowith

delegated authority, they are able to experienc&inga
decisions and leading staff. Employees also hap@mpnities
to interact directly with SLs to address issues aotve
problems. This experience allows them to experidrme the
SLT works.

afome staff have also been given opportunities tticj@ate in
ndoaching sessions to enhance their leaderships skilid
decision making. For all levels of the organizatiose provide
cross training, shadowing and overlapping. Thigsésais in

QN[0 WM =

addressed process management and improvement. sTopigaintaining continuity of the work and services rugi

covered included tools for tracking performancegading the
right improvement methods and analytic problemisglv

We also have secured trainings that take placengldtinch

time for individuals who may have a specific inwren a
subject such as enhancing public speaking skill&Ve

coordinate the same session to happen simultanednsl
multiple facilitates to allow ease of attendancee \Wave
implemented mandatory trainings through Trak-It. \Also

provide classroom training even with the challedebeing

scattered throughout the county. We have coordintgening

such as QIC Story in 2010.

provided. The IDPs also play an important role Bsreer
progression because managers and supervisors temuate
what career paths employees are interested ingakma can
support them by giving them the tools needed toesed.
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CATEGORY 6: OPERATIONS FOCUS

6.1 Work Systems

6.1a (1) Design Concepts

Most of the MDCHD work system is determined andigtesd
by the Florida Legislature with further instructfoprovided by
the state DOH. This legislature produces lawsutga and
administrative code, and policies and guidelineat tare
followed statewide. We also have federally fundedgpams
that are similarly designed. Since much of our wsyktem is
designed by others and comes with expected perfarenand
evaluations systems, the opportunity to innovateoi:iewhat
limited. However, our Senior Leaders (SLs) are abldesign

and innovate new Work Systems not mandated by tite s

using the “View of the Work System” todtjigure 6.1-1along
with a PDCA-based design proce$sglre 6.1-2 Our SLT,
with input from all departments, using the strategianning
process, determines if the overall work systemnmialignment
with statutory requirements, with the Public Hedftbsential

Services(Figure P.1-2) and with our organizational culture.

Our core competencies are derived from the Pubkalti
Foundation and the Essential Services to enable carry out
our work system.

SLs meet annually to review the Strategic Plan asgkss that
the work system is in alignment with our Core Cotepeies.
If a change or innovation is needed for a work esystthis
becomes an agenda item for the group and is disduasd
acted upon using an Action Plan. These changesimawe
our workforce, community partners, contractors,d@s, and
our support processes.

We capitalize on Core Competencies by aligning thveith
our Mission and Strategic Priorities and our CoregPams.
We also align any new programs or processes withcote
competencies. Capitalizing on these competenciesslus to
be an irreplaceable resource in our county as we httained
core competencies in areas that are unique wittencounty.
Alignment between programs, processes
Competencies are shownRigure 6.2-1

In-source versus outsource decisions are made glwur
strategic planning process based upon: 1) Are wadatad to
provide the service; 2) Is the service enhancedwyunique
core competencies; 3) Does a community partner hagere
competency in this program area; and 4) Cost: niafeys.
external.

After working on the strategic plan, SLs identifgykactivities

and Co

meet a particular goal by itself, it determinethiére might be
an agency who could partner with us for this puepos

For example: The Emergency Room Diversion Fast Krac
Clinic (FTC) began as a result of a project in 208®HAN,

a group of community organizations including MDCHIZed
information from community health assessments terdgne
there was a major need for additional healthcareicss for
the uninsured. The Fast Track Clinic was its firgtiative.
The work system for this project was determinedbulgh
collaboration from MDCHD Administration, Jackson aité
System (JHS) Emergency Department Physicians, acidsdn
Health System administrators. Collectively theyedetined
the need based on the service demand, potentéitdiow,
available funding on which the clinic would be stured and
to offer services similar to a primary care cenf@ata from
non-emergent services rendered at JHS, such agitguah
customers and customer needs, was used in theipdann
process of the Fast Track Clinic.

The Fast Track Clinic is now fully operational. dn attempt
to enhance the clinic system, the MDCHD recentlgliag for
a grant. This additional funding has allowed usxtend our
services and workforce. One of the most importapeats of
the FTC visit is the additional services that wader to the
client. We have health educators who educate andsel the
client concerning both their medical condition asllvas the
importance of regular primary care. This servias lalso
reduced the overload at hospital emergency roomsbowed
those advanced facilities to deal with serious weddiroblems
that could not be handled at another location.

6.1a (2) Work System Reduirements

Most key work system requirements are pre-deterinfoe us
through the various mandates that come from Iatate and
federal agencies that provide us with the funding these
programs. For example, there are numerous federal
requirements for the Women, Infants and ChildrenlGW
program and partner requirements determined byHenthy
Start Coalition for our Healthy Start Program. New
'Sdditional work system requirements are determiviedthe
listening and learning methods shown Rigure 3.1-1 For
example, customer and market requirements for euorices

are determined by feedback received as a resuibtefnal
assessments and contr@lsd external audits, client surveys,
the Community Public Health Assessment process and
numerous health related statistics. Our key pastpeovide
input either through the direct establishment obcpss
requirements (as was done by the Miami Dade County

that cannot be performed by the MDCHD. The groupBuilding Department during the development of thgpiection

determines who locally is able to provide the nelessources.
Funding is only one of several considerations. céftain
activities have been identified in the strategiamplit is
because the organization considers them extremgbpritant
to the health and well-being of our community.wi identify

goals that may not be reachable, a review of tteegic plan
must be conducted. Through the use of cost-beasétysis
and resource allocation exercises, the SLs deterihisuch
activities can be met. If the MDCHD is not in a pos to

and permitting process for all county departmentduding
the Miami-Dade County Health Department’s Environtaé
Health Division) or through their participation imarious
community projects such as the Community Health ddee
Assessment. We also collect this information thjfouarious
listening initiatives such as our Community Parsn8urvey.
Our key work system requirements include the Custom
Requirements and Business Requirements list&dgure 6.1-

1 along with the specific programmatic requirements
previously discussed.
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6.1b (1) Work Figure 6.1-1 View of the Work System Work System Diagram
System __ for the MDCHD
. Mission Values
Im Iementatlon To protect and Integrity;
Work IS promote the health of Teamwork;
accomplished 3:I5|rt i?isdinlt:i:;?— iﬁgg{m—:ﬁiw- Customer Requirements:
through a range Dade Count Respect for Peopld; et hEapeh T g CaTiesy,
Yy p plg; "
Feedback Mechanisms Efficiency, Promptness, Performance
of work system Vision Customer and ' CAccountabiIity, Communication
i Community Focus; ompassion, Accurate Information
clements ~as| | predtr ety Conmun Pt
described in Hies Continuous Community Health Needs Assessment Stat eﬁ%m%mme
Figure 6.1-1 Prevent disease and Improvement and DOH Performance Improvement Prepare, Business/ Finance
Thi includes: improve the health of Innovation County Snapshot Excellence, Customer/Partner
WOIrSka I’(I:I;C udes: th% Miami-l?tade e et Hgglth Ir)dlcators (CHARTS) \ Excellence, Employee Excellence
) ommunity e
. —
Sup(:?“eTS’ d Input |~ N Output
medical i an Customers: Patients & Clients Public Health Services Provided
non-medical Builders/Contractors, Septic Installers, Core Public Health Processes Fees Collected
contractors, Water System Operators, Facilities (See Figure 6.2-1) Permits Issued
Owners, General Public Facilities Inspected
federal,  state,| |community Partners/ Water Tested
local and Collaborators: Healthcare Providers, Prevention & Return on f
’ ’ ' i Diseases Prevented
community Parinering Agencies, Govemment | /| Preparedness nvesiment Community Protected from Threats
Agencies, Faith-based Organizations Community Prepared to to Deal with
partners and Contracting Agencies: Managed ‘ * Disasters
collaborators, gare: \fvchhdengr% t';ea'gzDStam | Vital Records Kept/issued
yan vvhite, DEF, Other GHUS Promotion of Health
and cu.stomers. Vendors: Material/Supplies / Support Processes (See Figure 6.2-1)
It also includes Legislature: State laws, rules, / Iiman ResouTces
data from regulations Information Technology
multiple sources Ten Essential Public Health Fiscal
Administration
Domai i
such as omains (Core Competencies) Performance Improvement
employee  and Sterling Management System
client
satisfaction

surveys, our Health Management System (HMS) andpproached, senior leaders and program managerkedvor
Financial and Information Reporting System (FIRStag together to plan the transition. Activities incladeselecting a
contracts, MOUs and MOAs, scorecard report, extexndits, = Center Administrator, restructuring tables of oiligation to
and 24/7 information/comment phone lin€hese are used to implement CASS, orienting and training staff foross
manage our systems. The work system is in placelaad not programmatic duties and new supervision structure,
change much from year to year. When it is deterthinethe  coordinating consolidation of medical records, tingf
strategic planning process that a major workfortmment processes and procedures for client identificatio flow
must be adjusted, employee teams and workgroups bway throughout the building, while maintaining confidietity.
deployed to evaluate and implement changes. The APDCjust prior to opening to the public, all HDC stp#rticipated
(Figure 6.1-2 process is consistently used in the organizationn testing client flow and procedures with two ‘rbelinics

to track work system performance and improvemettis T and used PDCA to adjust and improve. As a resh, t
process assures the MDCHD work system delivers gooflansition to a new building and new staff and EEv

customer value and achieves organizational sucegEb structure was smooth with minimal impact to clieetvices.
sustainability.

An example of a major work system design andrigyre 6.1-2 PDCA Process Improvement System
implementation project is with the implementatioh the Steps

Clinic Administrative Support Services (CASS) moedlich

was a key activity in our prior Strategic Plan. Tfieal PLAN 1. Prioritize Processes
location for implementing the CASS model was the 2. Determine Ownership
MDCHD's flagship Health District Center (HDC). TI@ASS , -
model consolidated the clinic support services atalfing 3. Determine Customer Requirements
(client appointments, registration, eligibility, dieal records, DO 4. Flowchart (Map)
cashiering and billing) under a Center Administraterior to 5. Determine Indicators
CASS, each clinical area managed its own suppoxgsses. -
Planning for the HDC CASS implementation began ywears CAREI 6. Monitor Performance
in advance with SLs and other stakeholders meetiith ACT 7. Identify Opportunities
8

architects to plan the interior space and clieowflwith
centralized CASS processes in view. As building pl@tion

. Take Action
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Figure 6.1-3 Design of New Program/Services
Step Process

[ =Y

Proposal for new/ enhanced service
Validate need

Leadership team review

Create design action team

Design service/implementation plan
Initiate pilot

Evaluate pilot

Approval by Senior Management

Implement new/ enhanced service

6.1b (2) Cost Control

Cost control is ensured though our Financial Mansayg
process. Our program initiatives are funded throtegteral,
state and local allocation in addition to insurapegments
and fees charged to clients. Funds received gresited in
the County Health Department Trust Fund. Surplubsdeficit
funds, including fees or accrued interest, remaithe Trust
Fund. The Trust Fund account is assessed contyndating
the year and at year end. During our budget planpnocess,
we use an automated system that allows program gean&o
monitor their revenues and expenditures on a mgribkis.
This enables all programs to identify errors andiat®ns
from the expected estimates and to request corecattions.

Through the use of the PDCA improvement procdsgute
6.1.9, we continuously monitor our cost operations. hi¢ee
several key financial indicators that are monitoirearder to
identify savings opportunities. These include thevéhue
Report, Variance Report, Analysis of Funds Equatyd Error
Reports. These reports allow us to identify costirggs
opportunities and to analyze expenses and reveands for
our work system. Through a regular review of pssce
performance indicators, we take preventive measoresoid
serious financial downfalls.

The Office of Financial Management also providesligqu
reviews (e.g. Internal Control Questionnaires) eaqbrts (e.g.
Billing, Accounts Payable, Purchasing and TravekoEr
Reports). These reports/reviews ensure approphdéznal
controls are maintained, errors are identified aodections
made promptly. This reduces the processing time tiar
analysis of the performance indicators, and firgndata. The
corresponding reports confirm improvement in mamgaa
over time and allow management to identify areaereh
additional training and/or cross-training is needed

The Cost control process described above enabtkattion of
average processing time of invoices from five dayshree
days, saving manpower of fiscal staff. The implatagon of
biling Denial Reports assisted in reducing the Maill
denial rate from about 23% to 4%.

6.1c Emergency Readiness

MDCHD is actively involved in planning and responte
meet public health needs and responsibilities mes$ of
emergency or disaster. A Strategic Priority of Brepartment
is to assure that in the case of an emergency ahieedy of

OO |NoO(O|R[WIN

essential public health services will be quicklystoeed and
maintained in order to meet the needs of the aftect
population. By implementing the National Incident
Management System (NIMS), along with its major
component, the Incident Command System (ICS), weraip
within a comprehensive framework when dealing vather
agencies during events resulting from natural on-made
disasters. This system provides guidelines andctitire to
incorporate training and exercises that are corduaiutinely
throughout the year. We also join hospital and romity
partners and Medical Reserve Corps (MRC) volunteers
according to our Public Health Preparedness Progrraiming

and exercise matrix. All our exercises are Homel8edurity
Exercise Evaluation Plan (HSEEP) and NIMS compliant
After Action Reports are prepared as part of thprowement
process cycle. These approaches are pre-requisites
recommended by the Public Health Accreditation Boar
(PHAB) and are required to meet and sustain ndtiona
standards and Project Public Health Ready (PPHR)
certification.

The MDCHD IT Department has a comprehensive
Continuity of Operations Plan (COOP)-IT, a written
procedure that has been crafted to support thenessi
needs of the agency. It is fully described in it#®2b(2).

The Emergency Operations Plan (EOP) establishes the
framework and guidance to insure that an effectiygtem of
emergency management remains in place at all tifbs.
MDCHD COOP is structured as follows; every program
within the department is responsible for estahtighi
reviewing, revising, training and providing exesssfor their
COOP. Each program has a designated Disaster BohyEss
Program Liaison (DPPL) whose responsibilities ideu
assuring all staff is familiar with the organizatsall-hazards
plans. Our DPPLs also have the responsibility itaiekting of
their program staff.

6.2 Work Processes

6.2a (1) Work Process Design

Existing Key Work Processes are reviewed on an @rvasis

and changes are made as needed to improve workoilde
accommodate new State rules or Federal regulatiBnscess
indicators are monitored on a monthly basis to engood
performance. When a new process has to be devtlpe
convene a workgroup and use the PDCA-based praesse
described inFigures 6.1-2 and 6.1-3.New, enhanced or
realigned services may be required by legislatiogemerated
from within and implemented via action plan.

Upon input from customers and/or legislative maedahe
SLT reviews appropriateness of the new serviceverether it
is aligned to Strategic Priorities. If appropriatte new
requirement or service is assigned to a team. Qanmityn
partners, literature review, and benchmarking dbute to the
development of program and service design. Thentea
selected based on subject matter expertise of ataffell as
stakeholders who are versed in the appropriatelatgy and
administrative issues that ensure success. Tie ¢égamines
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methods to improve and fund the implementation efvn
technologies as part of the design process.

Our program/work/design process establishes
measures (including cycle time), and outcome measthrat
meet targeted requirements. After the design mpteted,
new programs or initiatives are generally piloteéthwhanges
to the design made as necessary. Upon completithe gilot

project, the program/work design owner presentslieto the
Senior Leadership Team. The project lead is cluavgth the
responsibility to modify and coordinate final comipbn of a
new program/service.

For example, in 2010 a workgroup was charteredetiuce
client wait times. Client waiting time was the amahighest
customer dissatisfaction in a 2008 Customer Satisfa
Survey. This workgroup is implementing a systematient

centered appointment system across all Programg&anters.
The workgroup completed a client survey in July @@dich

validated that clients in all programs preferred avance
appointment rather than walk in services. The HDGniy

Planning Program was selected as the pilot clinidévelop

and implement an HMS appointment scheduler matdbed

provider availability. The pilot began October, R0and the
process is now being implemented at the remainifk@rbily
Planning Centers.

6.2a (2) Work Process Requirements

We determine key work requirements through varioesds,
including systematically following set Florida Stes, rules,
regulations, policies and procedures,
customers needs by doing internal and externalomest
satisfaction surveys, community assessments, beargimmg

determiningr o

model Figure 6.1-2). Senior Leaders and program managers
are responsible for monthly reviews to ensure Eees have

procegslequate control and day-to-day management. Teagnga

place to review key process performance and staf h
received training in process management.

Staff or teams are trained on a specific key wor&cess
before deployment. Program managers and SLs systaitha
review and document process performance (i.e. psoce
performance measures and/or agency indicators) eBsoc
performance is reviewed at a frequency (i.e. daigekly,
monthly.) dictated by the process. PDCA processagement
tool has been systematically utilized by all staffnanage and
improve on the department's key work processesdtition

to the PDCA method, the MDCHD is in the process of
including a Scorecard report and LEAN as means dnage
and improve its existing key work processes.

Data collected from our key work processes are tebdar
tabulated, analyzedeviewed and benchmarked by program
managers and SL at frequencies dictated by theepsoitself.
The PDCA model is used by staff at all levels (peogram
managers, SL, process owner, etc.) to improve the
performance of any specific key work process. Pssce
deficiencies are identified, recommendations apgsed to
eliminate deficiencies, and corrective action planse
designed with a specific owner and finally deploye@chieve
targeted improvement. The systematic application thud
PDCA model throughout the MDCHD has helped manykwor
processes to significantly improve over time.

As an example: the MDCHD Septic Tank Program pttimgi
Process clearly shows how we improve the perforeafiour

with other counties and agencies, in workgroups andey work processes. During the last major incréaske local

committees. In addition, county profiles and asse=nts are

building industry during the period from 2003 to020 the

conducted. We use process maps with expected oawomSeptic Tank Program was unable to meet the reqeinesrof

and/or look at department gaps. Our key processédsteir
requirements are shown kigure 6.2-1

Key process requirements have been identified fbr

customers and partners who needed septic tank tsermi
processed in a timely manner. At that time, it Wagrmined
gthat the program had insufficient staffing and fees that

MDCHD core PH and Support processes. For exampl&€re in place for these services did not meet tis¢ af hiring

Environmental Health implements the state healtficef
requirement to issue repair and new septic tankipemwithin
two days and eight days respectively. Key procedgators
are monitored by program managers and SLT monEiDCA
(Figure 6.1-2 is used to address work process improvemen

6.2b (1) Key Work Process Implementation

All of the MDCHD key work processes and their requients
are part of the single work system describe#figure 6.1-1

additional employees. Customer satisfaction surveys
completed by individual private customers, as wadl by
septic tank and general contractors, revealed #reeption
that obtaining a septic tank permit took too muichet To
¢ address this problem we used the PDCA system with
partners from the local Building Department to iowe the
process. This effort resulted in a move to co-lecaith our
partner agencies in order to provide one-stop custservice.
This process was improved further in 2009 with the

Our Core Public Health Processes and our key stppojmplementation of a Concurrent Plan ProcessingmeviAs a

processes are also depicted in the figure.

All of the MDCHD key processes have been mappedhave
identified and tracked in-process and outcome nreasand
staff have used the PDCA methodolodsiglire 6.1-2 to
identify and implement process improvements.
management and improvement efforts involve keyarusts,
suppliers and partners as appropriate. Key in-mocand
outcome measures for our key processes are provite

Figure 6.2-1. Managers for the key programs and processe

are responsible for implementing the process manage

Poces

result the Septic Tank program improved its perissuance
process from an average of 12 days in 2005 to days in
2009 with a 95% satisfaction rate.

6.2b (2) Supply Chain Management

In the MDCHD we have two different types of supmie
medical and non-medical. Non-medical suppliers j®v

d products such as office and computer equipmenifojéal

supplies and furniture. For these suppliers theplsughain is
éompletely managed by the state DMS. Medical seppli
provide various contracted medical services. Thalityuand
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quantity of these services are managed locallyhbyprogram
mangers utilizing a specific MOA or MOU. In genetake
supply chain consists of many different activitidglivering
products, services, shipping, and managing invgntor
Technology plays a large part in the organizatiot selection
of vendors. Any potential supplier must first legistered in
the state operated Myfloridamarketplace system (NREM
MFMP is the state of Florida logistic and accougtgystem.
It brings supply chain functions on line and maikssrmation
available for team collaboration, wherever our ewpks,
vendors, partners and suppliers are located. MFM§inbss
functionality enables MDCHD to provide easy accdss
supply chain information. Vendors are selected gism
competitive bid process. There are several categoof
contracted vendors, such as State term contratéerridte
contract source, State purchasing agreement, Respet
Pride. Each of these categories uses a strict vesglection
process. The major criterion of the selection isetbr a
vendor is responsive and responsible. MDCHD staiffess to
develop and implement sound procurement practicdsaild
strong relationships with our suppliers. For examplve
participate in the various Local Business Procurgnieairs
and we adhere completely with the state and thamiidade
County policies concerning the selection of minorit
businesses. Procurement requirements are establishe
ensure that we get the best/lowest price for sesyiconsistent
with our strategic priority to maximize return.

In addition, the MDCHD has developed unique anadvative
methods designed to create a balanced market pl&@oe
example isthe department's efforts
businesses by encouraging minority community bissies to
participate in the state procurement process. MDQis

trained in the examination to be performed. All ickabic
images are uploaded in a repository and the tramsfdone
overnight to the contracted provider for readingd an
interpretation. Radiologic reports are encryptedl anade
available electronically within two days. Telerddigy
services are available at four MDCHD clinic sitdsers at the
different sites may simultaneously view images aigtuss
patient care and treatment. Teleradiology servipesvide
timely availability of images and image interpréat in
emergent and non-emergent clinical care areasroling@es
efficiency and quality improvement. The value ofisth
technology is the short turnaround times in gettitg
radiologic reports. It improves customer satistacti by
reducing the waiting time in the clinics. It alsontributes to
early diagnosis, timely and better managementfiveat of
the TB patients. The system is also used to enhance
educational opportunities for medical students,sesy and
clinicians. The result of this effort is that th& Pprogram no
longer has to buy radiologic supplies. Also patiesgiend less
time in the clinic waiting room.

6.2b (3) Process Improvement

The MDCHD improves its process performance throthgh
systematic deployment of the PDCA methodology deedr
in detail in section 6.2b(1) and shownrFigure 6.1-2

To achieve better performance, we standardize psese
across all clinical areas. By developing proceduessl
protocols based on State and National Standardshaie
employees accountable for their work products; usital
employees on a regular basis and provide feedb¥¢k.also

to improvellocaperform observations, do corrective action plamasintstaff,

and assess the department using quality assuradceguality
improvement tools. We reduce variability and immo

worked closely with the School Board and the Ecoisom quality based on the data provided by our managetoeis

Advocacy Trust by participating in procurement dair
where minority businesses can learn how to qualifg bid
for public contracts. Similarly, the departmentas active

such as, Crystal reports and scorecard reportsh&Ve also
begun LEAN as a key process improvement tool.

Employees and supervisors are encouraged to improve

member for the Miami-Dade Economic Advocacy TrUStprocesses and services. A management team meditctss

(MDEAT), a County program that involves communities
economic development efforts to ensure
equitable participation of minority businesses.

Supplier Performance is measured based on the @opl
with the terms of any agreed upon MOAs or MOUs. Sieps

are evaluated primarily in terms of timely deliveagd good
customer service. Suppliers not performing to frecHication

are contacted to determine the problem. Once thisecas
established as to why they are not performing qaired, we
try to correct the issue for future orders. If freblem cannot
be corrected, the contracted vendor is reportelddMS. If

other vendors are available, we may order from theaorly

performing discretionary spending suppliers arecgdaon a
list of nonresponsive vendors.

Following is an example of an innovative partnepsthiat has
resulted in improved services available to our @ugrs.
Teleradiology is the electronic transmission of iosajic
images from one location to another for the purposé
interpretation and/or consultation. The radiologi@mination
at the transmitting site is performed by qualifipdrsonnel

opportunities for improvement during monthly busise

areview meetings. Program services are improve@edback

is generated from surveys, AARs and customer/ partn
feedback. We also use the PDCA process, surveygative
action plans, workforce development and traininigsonline,
webinars, conference calls and person to person.

An example of using the PDCA methodology is withr ou
Medicaid denial rate discussed in area 6.1b(2). high
percentage of clinical services revenues are biledl
collectable through Medicaid. A workgroup was chestl to
reduce Medicaid denial rates. A Pareto chart veaspteted
to determine the major reason for denials. Reasmisded
eligibility staff not understanding the Medicaid MIIS
system to determine Medicaid -eligibility details darthe
correct method to record Medicaid insurance detaildMS;
provider coding errors; and denials due to no aizhtion for
services by the Medipass primary care physician.
Countermeasures were developed and implementedimgsu
in a significant decrease in denial rates and amease in
revenues for MDCHD.
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CATEGORY 7: RESULTS

Figure 7.1a-3 Percentage of Adults Who Are ]
Overweight Goop

7.1 Product and Service Outcomes 45 1

7.1a Customer -Focused Product and Service and Process
Results

Figure 7.1a-1 shows the 2010 and 2011 County Health >
Rankings (CHR) by Health Outcomes compared to Miami !
Dade County (MDC) and FL peer counties. The CHRaare
key component of the Mobilizing Action Toward
Community Health (MATCH) project. The health of a
community depends on many different factors incigdi
individual health behaviors, education and jobsality of
health care and the environment. MDC ranked topoumty = 2002 ® 2007 O 2010

health for both 2010 and 2011 compared to FL peeniies. . } .

In 2011, MDC ranked 8th out of Florida’s 67 cousti@he Fidure 7.1a-4 represents the age-adjusted mortality rate per
CHR by Health Outcomes Report was first conducted i 100,000 population for MDC compared to FL-State;Bdst

2010.(Data source: Community Health Rankings web) Peer and US-Best Peer. The age-adjustment ratevsallo
communities with different age structures to be pared.
Figure 7.1a-1 County Health Rankings by Health MDC has continually decreased its age-adjusted atityrt
Outcomes ] rate from 2005 to 2009 and remained below FL-Ssaiee
2005. (Data source: FL Charts and US Peer County/Sate
web)

Rank

Figure 7.1a-4 Age-Adjusted Mortality Rate per
100,000 Population
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Figure 7.1a-2 shows the Years of Potential Life Lost 2007

(YPLL) per 100,000 population under 75 years of &me § § § § §
MDC compared to FL-State and the FL-Best Peer. YIRLL 0" -
. . 2005 2006 2007 2008 2009
an estimate of the average years a person woulel Iheed if -
mmm Miami-Dade [ FL-State —A— FL-Best Peer US-Best Peer

he or she had not died prematurely. The YPLL forGiwas
better than both FL-State and the FL-Best Peer 2606 to  Figure 7.1a-5 shows the infant mortality rate per 1,000 live
2009. Official 2010 data is not yet available foamy of the  births for MDC compared to FL-State, FL-Best and-Best
key health indicators in 7.{Data source: FL Chartsand US  Peer. This indicator is used to compare the hesithwell-

Peer County/State web) being of a community. The infant mortality rates dDC
Figure 7.1a-2 Years of Potential Life Lost per were better than FL-State from 2005 to 2010. M@Gked
100,000 Population Under 75 Years of Age better than the FL best peer in 2008 and 2010. Héwdthy
10000 h A People 2020 target is 6.0/1,000 live births(Data source:
3 ©
g 000 s bgp /\@, . FL Charts and US Peer County/State web)
'i.g Figure 7.1a-5 Infant Mortality per 1,000 Live Birth s
E 6000 - 8.0 T+
}]S GOOD
& 4000 - 7.0 7 s
5 2 601 N 5'%
% 2000 - 10 © © ey o =
0 g 401 '
2005 2006 2007 2008 2009 g 30 4
Em Miami-Dade =3 FL-State —&— FL-Best Peer & 2'0 ]
Figure 7.1a-3 shows the percent of adults who were reported | | . -
overweight with a body mass index (BMI) of 25 to I¥@sed 0.0 N~ ©

on the BRFSS survey. MDC has steadily decreased the 2005 2006 2007 2008 2009 2010
percentage of overweight adults from 2002 to 2(QD&ta
source: FL Charts and US Peer County/State web)

B Miami-Dade [ FL-State —A—FL-BestPeer US-Best Peer

Category 7 — Page 39



Miami-Dade County Health Department
Figure 7.1a-6 shows the infant mortality rates by race andFigure 7.1a-9 shows the percentage of low birth weight (<
ethnicity for MDC. During the 20th century, U.S.fant 2,500 grams) infants for MDC from 2005 to 2009. The
mortality rates improved by 90%. However, Blackainifs are  Healthy People (HP) 2020 targeti¥.8%.(Data source: FL
much more likely to die than White infants. The &anfant  Chartsand USPeer County/State web)
mortality rate has declined from 32 in 1970 to 1ih.2010.

(Data source: FL Charts and US Peer County/State Web) Figure 7.1a-9 Percent of Low Birth Weight Infants .
Figure 7.1a-6 Infant Mortality Rate by 12:(5) :7 -
140 - Race/Ethnicity 00 |
£ 120 o 857
E,E, 100 jz
g 8.0 70
%' 6.0 1 6.5
§ 4.0 7 6.0 1
2.0
00 | mmm Miami-Dade =3 FL-State —&— FL-Best Peer US-Best Peer
2005 2006 2007 2008 2009 2010 Figure 7.1a-10 shows the rate of reported primary and
—— F’:s;:ii:pa"icmte D NonHispani Black secondary syphilis cases per 100,000 populatiorpaced to
US-Best Peer Black FL-State, FL-Best and US-Best Peer. Although the irathe

US declined to 89.7% during 1990-2000, it increadating
Figure 7.1a-7 represents the percent of live births to mothers2001-2010. Syphilis remains a major health probierthe
aged 10 to 17 years in MDC from 2005 to 2009. Tée@nt  South and in urban areas nationwide. The MDCHD STD
of live births to mothers aged 10 to 17 years hewehsed program conducts outreach/education to reduce the
since 2007. MDC overall was lower than FL-St@ata  incidence. The HP 2020 target<sl.4 (Female) 6.8 (Male)

source: FL Charts and US Peer County/State web) /100,000. (Data source: FL Charts and US Peer
Figure 7.1a-7 Percent of Live Births to Mothers County/State Web)
Aged 10-17 9 . .
40 T GooD Figure 7.1a-10 Reported Primary and Secondary
35 16 - Syphilis Cases per 100,000 Population couD
3.0
4 o
° 25 1 N 8
20 1 <]
o
15 4 . 8 2
x
1.0
05 - o
™
0.0 - —
2005 2006 2007 2008 2009
B Miami-Dade =3 FL-State —&— FL-Best Peer US-Best Peer 2005 2006 2007 2008 2009 2010

B Miami-Dade =3 FL-State —— FL-Best Peer US-Best Peer

Figure 7.1a-8 represents the percent of repeat live births to

mothers aged 15 to 19 years in MDC compared to keSS Figyre 7.1a-11 represents the AIDS rate per 100,000
FL-Best and US-Best Peer from 2005 to 2009. In 2808  ,opylation in MDC compared to FL-State, FL-Best &g
percentage was comparable to FL-St4lata source: FL  Best Peer. Since 2008, the AIDS rate has decréadd®C.

Chartsand US Peer County/State web) The results indicate the success of our HIV/AIDSgoam.
Figure 7.1a-8 Percent of Repeat Births to Teens (Data source: FL Chartsand US Peer County/State web)
207 Aged 15-19 hA Figure 7.1a-11 AIDS Rate per 100,000 Population
60 T v
19 + 600D
50 +
<
18 o
8 8 a0 |
g
17 7 g 30 +
2
o
16 1 20 +
[Te) (o))
g 5
15 1 L 107
2006 2007 2008 2009 o
I Miami-Dade [0 FL-State —— FL-Best Peer 2005 2006 2007 2008 2009 2010

B Miami-Dade [0 FL-State —A— FL-Best Peer US-Best Peer
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Figure 7.1a-12 represents the rate of reported tuberculosit
(TB) cases per 100,000 population in MDC compaceBLt-
State, FL-Best and US-Best Peer. The rate of regorB
cases per 100,000 has declined from 2005 to 20MOE.
The decline is attributed to the outreach efforfs tloe
MDCHD TB program. The HP 2020 target<isl.0/100,000.
(Data source: FL Charts and US Peer County/State web)

Figure 7.1a-12 Reported Tuberculosis Cases per
100,000 Population

121 GOOD

Rate/100,000

2009

2005 2006 2007 2010

I Miami-Dade [0 FL-State —A— FL-Best Peer US-Best Peer

7.1b Oper ational Process Effectiveness Results
7.1b(1) Operational Effectiveness

Figure 7.1b(1)-1 represents the percentage of TB therapie
completed within 365 days from 2003-2008 in MDC.

Figure 7.1b(1)-1 TB Completed Therapy Within 365 P’
Davs ~N GOooD
1007 © ) e o 2
@ ~
80 +
60 +
X
40 +
20 +
0
> & S
o0
2003 2004 2005 2006 2007 2008 DOH
Target
I Miami Dade [ Best-Peer —— FL-State

Figure 7.1b(1)-2 compares the average client cycle time
among MDCHD clinics from 2008 to 2010. Patient fland
cycle time is crucial to our clinic practice efécicy and
capacity. This in turn affects revenue and patsatisfaction.
An employee workgroup was initiated in June 2016ethuce
client cycle time. The MDCHD target is < 2 hou(Pata
source: HMS)

Figure 7.1b(1)-2 Average Client Cycle Time in MDCHD

Clinics
Year District Little Haiti  West Perrine
2008 1:25 1:35 1:23
2009 1:26 121 1:13
2010 1:23 1:10 1:17

Figure 7.1b(1)-3 and Figure 7.1b(1)-4 represents data for
newly arrived refugees from 2006 to 2010. Figurkb{l)-3
shows the percent of newly arrived refugees witbeas to
health assessment services. This has increase®B#f@% in
2006 to 94.5% in 2010. Figure 7.1b(1)-4 represéhts
average days between day of arrival and day oftiheal

assessment. These numbers decreased from 19 dage6n
to 12.4 days in 2010. Among services received bwylhne
arrived refugees, MDC exceeded FL-State and ouBE&&t-
Peer in 2009 and 2010. The target is < 90 dayshdkter
number of days and higher percentage receivingttheal
services, may result in more efficient control afported
infectious diseasegData source: Refugee Domestic Health
Assessment System)

Figure 7.1b(1)-3 Percent of Newly Arrived
Refugees With Access to Health Assessment

Services
100 T

GoOD

95

90 7

%

85 7

80 7
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2008 2009 2010 Target
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B Miami-Dade @@ FL-State —A— FL-Best-Peer

Figure 7.1b(1)-4 Average Days for Refugee Screening
Between Day of Arrival and Day of Health Assessment

X Year MDC FL State FL Best Peer

[ 2006 19 25 32
2007 20 26 30
2008 17 23 31
2009 13 22 33
2010 12 22 37

Figure 7.1b(1)-5 represents the percent of first trimester
entry into the Women, Infants and Children (WIC)tiition
Program. The percent of first trimester entry indC
among pregnant women has increased in MDC from%47.7
in 2006 to 61.7% in 2010. The positive trend intBsathat
our strategies in this area have been successfid.ig due to
targeted outreach and prenatal appointment avktjabi

Figure 7.1b(1)-5 Percent of First Trimester Entry
100 —+ into WIC
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Figure 7.1b(1)-6 represents the percent of infants initially
breastfed. Breastfeeding protects babies from ditole of

illnesses. In MDC, the percent of infants initiablyeastfed
increased from 71% in 2006 to 75.4% in 2010. In |t

two years the program has added peer counselors and

increased breastfeeding specialists’ availabilityeach site.
The upward trend indicates success in our effor{gromote
breastfeeding.
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Figure 7.1b(1)-9 represents the vaccine preventable disease
rate per 100,000 population in MDC compared to FatesS
and the FL-Best Peer. MDC had a lower vaccine priaide
disease rate compared to FL-State from 2005 to .2Hda
source: FL Charts).

Figure 7.1b(1)-6 Percent of Infants Initially
100 + Breastfed 600D

Figure 7.1b(1)-9 Vaccine Preventable Disease Rate
per 100,000 Population
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Figure 7.1b(1)-7 shows the percentage of vision referrals by 1

school health providers with confirmed additionahlgation 10 ~: |1
and/or treatment in MDC compared to FL-State amdRhb- 0 ¥ al
Best Peer. The percent of vision referrals in MDEréased 2005 2006 2007 2008 2009 2010
by almost half in 2010 compared to 2009. The = Miami-Dade ESIFL-State —&— FL-Best Peer

implementation of key processes intended to improer
performance and outcome measures was instrumenthei
success of improving the returned referral rédata source;
DOH/County Health Department Annual Reports)

igure 7.1b(1)-10 andFigure 7.1b(1)-11 shows the percent
of HIV/AIDS cases classified as non-ldentified riskMDC
compared to FL-State, FL-Best Peer and St. Johnstg€o
The percent of HIV and AIDS cases classified as-non

Figure 7.1b(1)-7 Percent of Vision Referrals with identified risk was lower than FL-State from 20@62010.
Confirmed Additional Evaluation and/or Treatment MDC met its target 0k15%. The information refers to the
100 — o o A total number cases with non-identified risk through

L/.\Aq,’b December of each year(Data source: HIV/AIDS
80 +

Surveillance report).

60 7 Figure 7.1b(1)-10 Percent of HIV Cases Classifieda s
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Figure 7.1b(1)-8 represents the percent of two-year-old
children immunized in MDC compared to FL-State dnel 0- 2006 2007 2008 2009 2010 Target
FL-Best Peer. MDC had a higher percentage of twar-ye 5159%

olds immunized compared to FL-State from 2005 t@(20

8 | R . B Miami-Dade =3 FL-State —A— FL-Best Peer —4—St. Johns
This is a key indicator of the effectiveness of our

Immunization Program. High immunization rates maguit Figure 7.1b(1)-11 Percent of AIDS Cases Classified
in low vaccine preventable disease ra{@ata source: FL »5 as Non-Identified Risk
DOH web). > A
il 2
Figure 7.1b(1)-8 Immunization Levels in Two-Year- * 2 A
; GOoOoD N
o Old Children < 15 NG
00 7 N © —
N N Nz 9
80 -
N
60 1 2N EIS s 3
40 - 2006 2007 2008 2009 2010 Target
(<=15%)
201 N > 3] L o = > A B Miami-Dade  EE@ FL-State  —A—FL-BestPeer  —<-St. Johns
o = 2 _ _
2005 2006 2009 Figure 7.1b(1)-12 shows the percent of new Onsite Sewage
Treatment Disposal Systems (OSTDS) permits isstuetl
Bl Miami-Dade 3 FL-State —— FL-Best Peer
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days for MDC compared to FL-State and the FL-BestrP
Since 2008, MDC has exceeded its target.

Figure 7.1b(1)-12 Percent of New OSTDS Permits
Issued <8 Days
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Figure 7.1b(1)-13 represents the percent of required

2006

Environmental Health inspections completed withime t

2007

[ FL-State Average

2008

required timeframe. The target is > 95%.

2010

GOOD

Target

Figure 7.1b(1)-13 Percent of Inspections
Completed in Required Timeframe

(>95%)

—— FL- Best Peer

2008

2009

2010

Percent

79.0

92.0

89.0

Figure 7.1b(1)-14 shows the overall women's health record

review compliance by quarter. Clinic record revidata is
based on 7 MDCHD clinics/sites.

Figure 7.1b(1)-14 Overall MDCHD Womens Health
Record Review Compliance
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Figure 7.1b(1)-15 shows the percent of cases resolved

favorably for the MDCHD by the Legal Department.eTh

target is 100%.
Figure 7.1b(1)-15 Percent of Legal Cases Resolved

Favorably
2006 2007 2008 2009 2010
Percent 99 99 99 99 99

Figure 7.1b(1)-16 Represents the number of settlement

agreements by the MDCHD Legal Department. The tdsge

zero settlement agreements.

Figure 7.1b(1)-16 Number of Legal Settlement

Figure 7.1b(1)-17 represents the percent of contracts

monitored within six months. The target is 100%.

Figure 7.1b(1)-17 Percent of Contracts Monitored
Within 6 Months

2008 2009 2010

Percent 92 90 95

Figure 7.1b(1)-18 shows the percent of invoices received

and processed within five days. The target is 1L00%

Figure 7.1b(1)-18 Invoices Received/Processed

Within 5 Days
2008 2009 2010
Percent 93 89 89

Figure 7.1b(1)-19 represents the percent of surveillance
cases that have to be reported from the MDCHD ® th
Bureau of Epidemiology (BOE) within 21 days. MDCHD
has steadily increased the percent of reportingn f2B906 to
2010 and has exceeded the target. A higher peroent
reporting helps identify potential disease riskd antbreaks
and allows for timely implementation of preventativ
measures and educational outredBlata source: FL Merlin
system).

Figure 7.1b(1)-19 Percent of Surveillance Cases
That Have To Be Reported From The MDCHD to
BOE Within 21 Days
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Figure 7.1b(1)-20 shows the percent of high titer syphilis
field records disposition within 14 days from 2G08010.

Figure 7.1b(1)-20 Percent of High Titer Syphilis Fi  eld
Records Disposition Within 14 Days PS
100 1 GOOD
75 —
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° BN R * HE
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W 2008 02009 02010

Agreements
2006 2007 2008 2009 2010
Number 0 0 1 0 3

Figure 7.1b(1)-21 represents the percent of infectious
syphilis cases treated within 14 days from 20020b0.
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Figure 7.1b(1)-21 Percent of Infectious Syphilis Ca
Treated Within 14 Days
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Figure 7.1b(1)-22 represents the number of new HIV/AIDS
testing sites that register annually in MDC compate
Broward and Palm Beach County. The goal is to emeehe
number of sites registered in order to increasintgs

O FL-State

Figure 7.1b(1)-22 Number of HIV/AIDS Testing Sites
That Register Annually

Year MDCHD Broward Palm Beach
2010 4 7 2
2011 11 6 4

Figure 7.1b(1)-23 represents the number of HIV tests

performed by MDCHD testing sites on a yearly basis

compared to Broward and Palm Beach Counties.

Figure 7.1b(1)-23 Number of HIV Tests Performed

reflects the level of preparedness. Data for 2040nat
available for MDC because no technical assistaesgew
was conducted by the state due to the 2009 H1Ndremit.

Figure 7.1b(2)-2 Percent Score of Technical
Assistance From TheCDC and State Reviews of

SNS Plan (Mass Dispensing) *
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Figure 7.1b(2)-3 represents the percent of MDCHD FDENS
users alerted who confirmed alert during testsreatlevents
within 60 minutes. Florida Department of Health's
Emergency Notification System (FDENS) is a CDC
mandated web-based emergency notification systelne T
target is 100%.

Figure 7.1b(2)-3 Percent FDENS Users Alerted Who
Confirmed Alert Within 60 Minutes

2008 2009
90% 88%

2010
83%

2011
86%

Percent

Figure 7.1b(1)-24 shows the percent of network and health

management system (HMS) availability.

Figure 7.1b(1)-24 Percent of Network And Health
Management System Availability

Year |HMS Uptime [Network Uptime Target

2008 99.9 99.9 >99.9%
2009 99.9 99.9 >99.9%
2010 99.9 99.9 =99.9%

7.1b(2) Emergency Preparedness

Figure 7.1b(2)-1 shows the MDCHD public health (PH)
Preparedness Score. The score represents the tpefcalh
preparedness plans that meet state and nationadastis.
The target is 100%.

Figure 7.1b(2)-1 MDCHD PH Preparedness
Scores

2008
25%

2009
50%

2010
80%

Percent

Figure 7.1b(2)-2 represents the percent score of technica
assistance from the CDC and state reviews of thetegjic
National Stockpile (SNS) plan (mass dispensing)s Bore

Year MDCHD Broward Palm Beach 7.1c Strategy Implementation Results

2007 49201 25156 30297 . . S

5008 59439 37396 34111 Figure 7._1c-1 d_|splays the percent (_)f objectlye§
2009 62470 43993 33819 accomplished in MDCHD's strategic plan within the
2010 65065 49507 35145 established target dates.

Figure 7.1c-1 Percent of Objectives Accomplished
in MDCHD's Strategic Plan Within the Established
Target Dates
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7.2 _Customer-Focused Outcomes

7.2a(1) Customer Satisfaction

Figure 7.2a(1)-1 & 2 shows the MDCHD external customer
satisfaction results compared to St. Johns and &thdPeer
Counties.MDCHD has utilized the Florida Department of
Health (DOH) customer satisfaction survey tool and
methodology since the 2010-2011 fiscal year. Thetatner
satisfaction rate has significantly improved andtamed
since 2007; and above our 90% target r&tigure 7.2a(1)-3
represents the percent of customer satisfactiomjumsstion
for the new survey tool referenced abok&gure 7.2a(1)-4

3 Best Peer
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shows the percent of customer satisfaction segmehte
program for the 2010-12 timeframe. The data 2011228
provisional information.

Figure 7.2a(1)-1 Percent of External Customer Overa I
Satisfaction
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Figure 7.2a(1)-2 Percent of Customer Services P
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*: The data wer e obtained from WIC program 2010-2011 survey.

Figure 7.2a(1)-3 Percent of Customer Satisfaction by
Question
Question 2010-20112011-2012*
| got service that | need 98.4 98.7
| was serviced in a timely manner 97.0 97.2
The service/information was clear and understandabl e 98.5 99.1
The staff was friendly and polite 98.5 99.1
The staff was helpful 98.5 98.8
The staff was well informed 98.5 98.9
Overall customer satisfaction 98.9 99.3
*:provisonal data
Figure 7.2a(1)-4 External Customer Satisfaction by
Program, 2010-2012 *
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Figure 7.2a(1)-5 represents the percent of clients dissatisfie
with MDCHD services.

Figure 7.2a(1)-5 Client Dissatisfaction Rate

2011-2012
0.2

2009-2010
0.13

2010-2011
0.2

Percent

7.2a(2) Customer Engagement

Reference Figure 7.1b(1)-1 which demonstrates that
customers are compliant with obtaining follow-up TB
treatments.

Figure 7.2a(2)-1 represents the percent of MDC hospitals
actively participating in hospital consortium foram
including Region 7 collaboration. Target is 100%.
Figure 7.2a(2)-1 Percent of MDC Hospitals
Actively Participating Forums

2008 2009 2010 2011
Percent 74 94 71 89
Figure 7.2a(2)-2 shows the number of community activities

performed by MDCHD Consortium for a Healthier MDC.
Target is 10 activities.

Figure 7.2a(2)-2 Number of Activities Performed
by Consortium

2006 | 2007 | 2008

Number| 35 18 27

7.3 Workfor ce-Focused Outcome

7.3a(1) Workfor ce Capability and Capacity

Figure 7.3a(1)-1 shows the number of incidents per 100
workers in MDC compared to the FL-Best Peer focdis
years 2006 to 2010. MDC has maintained a low péagen
of incidents from 2006 to 2010.

2009
24

2010
33

Figure 7.3a(1)-1 Number of Worker Compensation
Incidents Per 100 Employees
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Figure 7.3a(1)-2 represents the number of Full Time
Equivalent (FTES) that are career service and gitbesonnel
services (OPS) for MDC from 2006 to 2011.

Figure 7.3a(1)-2 Number of FTEs Career

and OPS
Year Career OPS Total
2006 810 97 907
2007 796 78 874
2008 787 102 889
2009 781 92 873
2010 757 110 867
2011 771 100 871
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Figure 7.3a(1)-3 shows revenue per FTE. We have been ablbenefits and work load have been significantly iotpd.
to improve productivity even as our employee cdat been This trend is consistent with statewide results.
reduced

Figure 7.3a(1)-3 MDCHD Revenue per FTE Figure 7.3a(3)-1 Overall Employee Satisfaction
Year FTE Revenue/per FTE 87
2007-08 874 $82,289
2008-09 889 $80,930
2009-10 873 $89,972 <
2010-11 867 $91,256

Figure 7.3a(1)-4 represents the percent of MDCHD staff that
completed mandatory public health preparedness YPHP
training courses as per training policy DOHP 316101
from 2008-2010. The target is 100%.

2004 2006 2008 2010

Figure 7.3a(1)-4 Percent of Staff Completing Mandat  ory w Miami-Dade  EIFL-State  —4—FL Best-Peer

PHP Training Figure 7.3a(3)-2 represents the employee survey response
2008 2009 2010 2011 rate for MDCHD compared to FL-State and the FL B&sgr
Percent 100 100 100 100 from 2004 to 2010. High response rates show thaleyaes

trust that their concerns will be addressed by mament.
Figure 7.3a(1)-5 shows the augmentation of Medical Since 2004, the employee survey response ratetbadily
Reserve Corp (MRC) volunteers credentialed anchdchi improved.

from 2009 through 2011. MDCHD target goal is to end
20% higher recruitment than the previous year. &goent

Figure 7.3a(3)-2 Employee Survey Response Rate

. . . 100 T O
in 2010 was high due to the H1IN1 pandemic. 82.0
750 . 79.7 1
Figure 7.3a(1)-5 Augmentation of MRC Volunteers 75+ '
Credentialed and Trained
* o
GOOD =
2000 50 T

1600 -
25 +
1200 -

800 H

Number of Volunteers

400 2004 2006 2008 2010
g I Miami-Dade [ FL-State —— FL Best-Peer
O,
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B MDCHD Volunteers = Target F|qyre 7..3a(3)—3 shows thfe res_ults of t_he 20_10 Employee
_ Satisfaction Survey by six climate dimensions tlaae
7.3a(2) Workforce Climate essential to employee engagement. This is on airfi-po

Figure 7.3a(2)-1 shows that the MDCHD has completed Likert scale.
100% of all required fire drills and safety inspens for
each of the past five years. This compares withbtst peer
also remaining at 100%. The FL Best-Peer is alsb08€o
for both fire drills and safety inspections.
Percent Required Fire Drills & Safety Inspections
Completed

2006 | 2007 2008 2009 2010
Fire Drills | 100% | 100% 100% 100% 100%

Safety Insp. | 100%| 100% | 100% | 100% 100%

Figure 7.3a(3)-3 Employee Satisfaction by
Engagement Climate Dimension

Score

'ty s\a“daﬂ;sespo“gm\\“‘; F\e*‘b:::? oooe‘a‘;\zf‘aecog“‘“‘)
7.3a(3) Workfor ce Engagement Ted™ T gewd
Figure 7.3a(3)-1 shows the percent of overall employee B MDCHD O FL-State

satisfaction from 2004 to 2010 for MDCHD compared-t.-

State and the FL Best-Peer. The overall employefigure 7.3a(3)-4 shows the results of the 2010 Employee
satisfaction for the MDCHD was better than FL-Stim Satisfaction Survey Segmented by key question and
2004 to 2010. This survey is conducted by the DQENe  compared to the FL-State FL Best-Peer and St. JGbasty

two years. Due to the economic downturn, employag p Health Department, GSA recipient.
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Figure 7.3a(3)-4 The Percent of Employee Satisfacti

on By Key Areas

Key Area MDCHD FL-State FL-Best Peer |St. Johns
QO01. Proud to work for the Department of Health 90.0 83.5 86.2 82.0
QO03. Confidence in management 74.4 590.1 60.9 61.8
QO06. Managers put quality first 72.5 56.9 59.8 62.9
Q12. Office supports healthy behaviors 73.2 72.7 71.7 79.8
Q14. Pursue career development training 69.8 60.6 66.6 59.5
Q15. Trust my supervisor 72.9 72.5 74.0 76.4
Q16. Internal policies applied fairly 55.9 44.4 47.5 57.3
Q21. Discusses suggestions for improvement 72.6 69.4 73.5 76.4
Q22. Employees recognized for quality 57.8 53.8 60.3 77.5
Q23. Managers recognized my accomplishments 62.9 49.7 51.1 64.0
Q25. Work cooperatively 85.1 82.5 80.5 93.3
Q37. All support needed to do my job 88.9 83.1 84.2 87.6
Q38. Supervisor emphasizes improvement 79.2 72.0 75.7 83.1
Q42. Had the job-related-trainings 84.7 77.9 77.5 74.2
Q51. Received support from my supervisor 81.3 78.7 83.4 78.2
Q53. Participate in planning improvements 47.0 32.7 42.4 42.5
Q54. Leadership development opportunities 48.9 37.7 64.9 47.1
Q58. Overall Satisfaction 70.7 67.4 71.8 72.4

Figure 7.3a(3)-5 represents the employee satisfaction for
MDCHD by program area for 2008 and 2010. The DOH

survey instrument was completely redesigned in 2868
much of the data is only available for two surveyipds.

Figure 7.3a(3)-5 Employee Satisfaction by
Program Area

Program Area 2008 2010
Administration 92.0 81.3
Vital Statistics 52.6 65.0
School Health 63.7 75.8
Refugee Health 65.5 74.6
WIC 73.4 65.5
Womens Health 61.3 66.7
Epidemiology 91.7 83.7
Environmental Health 66.6 57.0
HIV/AIDS 62.5 48.4
STD 80.0 75.0
B 84.6 79.2
MDCHD Overall Satisfaction 71.9 70.7

Figure 7.3a(3)-6 shows the percent of MDCHD employees

that feel they have the supplies and technical eupeeded
to do their job from 2006 to 2010.

Figure 7.3a(3)-6 Have the Materials, Equipment, Sup plies,

100 + and Technical Support Needed to Do My Job
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Figure 7.3a(3)-7 shows the percent of MDCHD employees
that feel their work contributes to the DOH Migsiiopom
2006 to 2010.

Figure 7.3a(3)-7 My Work Contributes to the DOH
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Figure 7.3a(3)-8 shows the percent of MDCHD employees
that feel their work climate supports them in shaitheir

opinion from 2006 to 2010.

Figure 7.3a(3)-8 My Work Climate Supports Me

Sharing My Opinion
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Figure 7.3a(3)-9 shows the percent of MDCHD employees
involved in teams, workgroups, committees and cisinc

from 2006 to 2011.

Figure 7.3a(3)-9 Percent of Employees Involved in T eams,
Workgroups, Committees and Councils

2006( 2007 2008] 2009] 2010] 2011

Percent 8.8 10.1 11.8 13.8 15.9 20.2

7.3a(4) Workfor ce Development

ReferenceFigure 7.3a(1)-3 which shows compliance with
requirements arigure 7.3a(3)-4

mandatory training

questions 14 and 54 which show employee satisfaatith

development opportunities.

Figure 7.3a(4)-1 shows the percent of compliance for

mandatory trainings required by DOH Policy throuie
orientation cycle and annual information securitd @rivacy
awareness training between 2008 and 2011.

Figure 7.3a(4)-1 Percent of Compliance of

Mandatory Trainings

2009 2010 2011*
New Hiring 100 100 100
Security & Privacy 100 100 99

*Provisional data

7.4 L eadership and Gover nance Outcomes
7.4a(1) L eader ship

Referencd-igure 7.3a(3)-4 questions 3, 6, 15, 23, 37, 38,
and 51 that show key indicators of SL communicasiod

engagement with the workforce.
7.4a(2)-1 Governance

Figure 7.4a(2)-1 shows the number of audits and actions

completed on time.

Figure 7.4a(2)-1 Number of Audits and Actions
Completed on Time

Total Action Plans
Audit | _ *of Completed on
Year Purpose Times Findings time
Financial Services - Auditing
2009 Invoices error 4 5 Yes
2010 Invoices error 4 1 Yes
2011 Invoices error 3 4 Yes
MDCHD- Office of Financial Management
2009 | Cash/Collection 4 9 Yes
2010 | Cash/Collection 5 9 Yes
2011 | Cash/Collection 4 4 Yes
Department of Housing and Community Development
2009 CDBG Grant 1 0 N/A
2010 CDBG Grant 1 0 N/A
2011 CDBG Grant 1 0 N/A

7.4a(3) Law and Regulation

Figure 7.4a(3)-1 represents the percent of both records and
EARs entered into the HMS (within the state staddzr14
days from the date of service) for MDCHD. Resutis this
graph are obtained from the Timeliness Report tisat
prepared monthly by the Office of Health Statistisd
Assessment in Tallahassee. Target performare®586.

Figure 7.4a(3)-1 Percent of Service Records and EAR S
Entered on Time Into HMS
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Figure7.4a(3)-2 represents the water, sewage and
community programs from 2006 to 2011 for MDCHD
compared to FL-Best Peer and FL-State. The review f
SHO for cycle 2009 - 2011 is not available.

Figure7.4a(3)-2 Percent of SHO-Program Annual Score

Category/Year | MDCHD | FL-Best Peer | FL-State | Target

SHO-Water Score

2006 - 2008 91 95 N/A >90

2009 - 2011 81 96 90 >90
Composite Score

2006 - 2008 92 94 81 >90

2009 - 2011 75 94 83 >90

SHO-Community Score
2006 - 2008 88 95 92 >90
2009 - 2011 92 94 >90

Figure 7.4a(3)-3 shows the percent of prompt payment and
P-card payment by the MDCHD Financial Management
Department.

Category 7 — Page 48



Miami-Dade County Health Department
Figure 7.4a(5)-4 represents the number of students trained
by the MDCHD from 2008 to 2011.

Figure 7.4a(3)-3 Percent of Prompt Payment (Current )

100 ~ ng
Figure 7.4a(5)-4 Number of Students Trained by
*] MDCHD
s 90 2008 2009 2010 2011
Number 20 20 50 43

85 | -

o o 3 9 @ P
% | 3 EAS| I S E 7.5 Financial and M arket Outcomes

2007-2008 2008-2009 2009-2010 2010-2011 MDCHD . .
Target 7.5a(1) Financial Performance
B Prompt Payment 0 P-Card Payment Figure 7.5a(1)-1 represents the total revenue for MDCHD

for fiscal years 2007 to 2011. For the past tworgetotal
revenue has been lower than the projected budgét.ig in
part due to both economic and environmental circantes.
As a result, the MDCHD s effective at using minimu
financial input to receive maximum outcomes. $eégure

7.4a(4) Ethics
Figure 7.4a(4)-1 shows the number of disciplinary actions

by type for validated incidences of employee misiuan.

Figure 7.4a(4)-1 Number of Disciplinary Actions b Segment
g @ pinary Y 9 7.3a(1)-2a.
Segment 2007 2008 2009 2010 2011 ]
Oral Reprimands 1 3 14 5 0 Figure 7.5a(1)-1 Total Revenue N
Written Reprimands 5 18 7 14 15 84,000,000 Gooo
Dismissals 7 8 4 0 8
Suspensions 1 0 2 0 2 78,000,000 -
Totals 14 29 27 19 25
» 72,000,000 -
3
7.4a(5) Society 8 66,000,000 | - -
0 [oe]
. «© [oo]
Figure 7.4a(5)-1 represents the number of toys collected and ., ;.0 000 | %) o
f s < —
donated annually by the MDCHD. 2 pat
~ ~
54,000,000 -
Number Of Toys Couected and Donated 2007-2008 2008-2009 2009-2010 2010-2011
Annually O Total Revenue B Projected Budget

2006 2007 | 2008 | 2009 | 2010
Number 250 250 264 287 237 Figure 7.5a(1)-2 shows MDCHD's revenue-to-expense ratio
for fiscal years 2007 to 2011. Since 2008, we have
Figure 7.4a(5)-2 shows voluntary employee contributions to maintained a revenue-to-expense ratio above thttteof-L-

the Florida State Employees’ Charitable Campaige,anly ~ Best Peer and St. Johns County. The revenue-tasgpe
state sanctioned donation program, for MDCHD coregdo  ratio measures performance in terms of profitabiitd asset
the FL-Best Peer. Employee participation increafedn  utilization.

2009 to 2010.

Figure 7.5a(1)-2 Revenue-to-Expense Ratio *
Figure 7.4a(5)-2 Voluntary Employee Contributionst o 600D
The Florida State Employees’ Charitable Campaign
2008 2009 2010
County $ # Of $ # Of $ # Of

Raised | Donors | Raised | Donors | Raised | Donors
Miami-Dade | 11,057 140 8,099 78 8,737 158

FL-Best Peer | 12,759 197 9,770 132 6,980 103

Ratio

Figure 7.4a(5)-3 shows the percent of custodial products
meeting green standards for MDCHD from 2008 to 2011 2007-2008 20082009 20092010 2010-2011
FL-Best Peers are not tracking this data. Targe0@&9%o.

B MDCHD O FL-Best Peer 0 St. Johns
Figure 7.4a(5)-3 Percent of Custodial Products
Meeting Green Standards Figure 7.5a(1)-3 represents the total revenue per capita for
Year 2008 2009 2010 2011 MDCHD compared to FL-Best Peer for fiscal years 200
Percent 75 99 99 99 2011. Despite low total revenue per capita, MDCHD

consistently attains successful outcomes.
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Figure 7.5a(1)-7 represents the trust fund balance at year

Figure 7.5a(1)-3 Total Revenue per Capita

end for MDCHD compared to FL-Best Peer.

(Cumulative) ! ]
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Figure 7.5a(1)-4 represents the Medicaid denial rate by
B MDCHD O FL-Best Peer

month for MDCHD County for fiscal year 2008-2011.eW
have significantly improved our billing quality thugh

workgroup implementation.

30 -

Figure 7.5a(1)-4 Medicaid Denial Rate

GOOD

Year |Medicaid Medicare | HMO Client
20 1 07-08 4.4 10.7 11.7 42
< 08-09 11.7 30.3 76.8 33
01 09-10 2.1 7 30.6 12.9
10-11 0 3.3 0 0
E @ ’T‘ l Figure 7.5a(1)-9 shows grant and donation funds as a
0 ‘ percent of the total budget for MDCHD for fiscalkys 2007
2008-2009 2009-2010 2010-2011 Target (<8%)

Figure 7.5a(1)-8 shows accounts receivable greater than
365 days for MDCHD segregated by type. Target is 0%

Figure 7.5a(1)-8 Percent of Accounts
Receivable> 365 Days

to 2011.

Figure 7.5a(1)-5 represents fee collections as percent of total Figure 7.5a(1)-9 Grant and Donation Funds (as
revenue for MDCHD for fiscal years 2007 to 2011.

% of total budget)

Figure 7.5a(1)-5 Fee Collections (As Percent of Tot  al Revenue) 2007-08 | 2008-09 | 2009-10 | 2010-11
Percent 1.52 2.08 2.66 8.53
07-08 08-09 09-10 10-11
Percent 10.90% 13.30% 13.90% 14.23%

Figure 7.5a(1)-6 represents the percent of CHD FTE's total
that are viewed as administrative for the MDCHDnira006

to 2011. This indicator reflects employees thatcfiom
under indirect support services. The cost assatiaith the
FTE's is prorated and allocated to all operatiqmalgrams.
The performance targetis10%.

Figure 7.5a(1)-6 Percent of Administrative Overhead
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