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Introduction

At the request of the Los Angeles County Department of Health Services, Public Health Programs and Services (PHP&S), we have developed the following list of indicators of quality of public health practice.  The indicators are divided into “recommended” and “acceptable” indicators.  The “recommended” indicators are those we believe will be most likely to be useful to the department.  We have presented them to PHP&S staff and have modified them in response to the feedback we received.  The “acceptable” measures are scientifically sound, but we anticipate that they will generally be less useful for the department.  Some are more difficult to implement, some are more difficult to interpret, and some are similar to ones in the recommended list.  The lists are not intended to be exhaustive, but rather to provide a broad sampling across PHP&S divisions of different types of quality measures.  Moreover, the quality indicators exclude evaluations of cost/efficiency, which are generally included in the broader category of “performance” measures.  This distinction and other conceptual issues are discussed in greater detail in the companion document, “Quality Measurement in Public Health.”

To develop the indicators, we: 1) conducted interviews with PHP&S division and section leaders and their invited staff to learn about PHP&S activities and responsibilities, review existing data and quality measures, and generate ideas for new indicators; 2) reviewed the public health literature to identify previously developed quality indicators that might be useful for our purposes; and 3) contacted experts to obtain existing local health department performance measurement systems and indicator lists.  We selected a system-based approach to indicator development (rather than a topic-based approach) so as to provide a practical and broad set of indicators that encompasses all of the major areas of PHP&S.  A system-based approach focuses on the health department’s current and planned organizational activities (e.g., population health programs) and includes public health functions that indirectly support population health programs, such as data collection and analysis services.  This approach helps to produce a set of indicators that is relevant to each PHP&S division and section in order to encourage dialogue, participation, and a commitment to the quality assessment process at all organizational levels. In addition, the measures included in the indicator set met our criteria for reliability, validity, feasibility, and meaningfulness.   

We have organized the indicators according to the PHP&S division(s) and section(s) that would be most accountable for them.  Due to overlapping responsibilities within the health department, several indicators are listed in more than one PHP&S division and section.  For each indicator, we include a brief rationale, along with any notable limitations for its use.  We also display the dimension of quality it evaluates - structure, process, intermediate outcome, or outcome.  We explain these concepts in the companion document, but in brief, structure indicators refer to the system’s capacity to perform essential public health functions, process indicators refer to the actions of public health organizations and practitioners, and outcomes indicators refer to the short-term results (intermediate outcomes) or end results (true outcomes) of public health practices.  We also list data resources for each indicator and a reference to the source from which the idea for the indicator originated.  We note a primary source (for the indicator as it is written), although we may have consulted several sources that described similar measures.  We developed many of the indicators ourselves using our understanding of the functions of the department. 

All of the best indicators from external sources were reviewed and included in our list, often with significant modifications to suit our purposes.  However, the majority of “recommended” indicators (about 80%) were developed by the authors of this report, largely aided by interviews and follow-up conversations with PHP&S staff.  Of this subgroup, about 15% were indicators that PHP&S had previously identified (primarily in TB control and immunizations).  Each type (structure, process, intermediate outcome, and outcome) of quality measure is presented, but the majority of indicators are process and intermediate outcomes since these measures are so useful for quality monitoring and improvement.  

Finally, we present another document that contains two other quality indicator lists: 1) Satisfaction Outcomes Indicators, and 2) Considered But Discarded Public Health Quality Indicators.  We give examples of satisfaction outcomes indicators as potential measures of client satisfaction with PHP&S services.  The list of indicators we considered but eventually rejected is included for reference.  These indicators did not meet our criteria for reliability, validity, feasibility, or meaningfulness.

Number of Unique Indicators.

	Indicators
	Recommended
	Acceptable

	Total
	61
	50

	From QI development team
	44
	32


Number of Indicators by Division.*

	PHP&S Division
	Recommended
	Acceptable

	AIDS Programs and Policy
	7
	5

	Alcohol and Drugs
	4
	3

	Communicable Disease Control
	25
	11

	Community Health Clinics
	6
	3

	Environmental Health
	8
	8

	Family Health Programs and External Relations
	13
	5

	Health Assessment and Epidemiology
	4
	7

	Health Facilities
	1
	1

	Laboratory Services
	2
	0

	Prevention and Health Promotion
	5
	8

	Professional Standards
	7
	7


*Some indicators apply to more than one division, so the total numbers in this table are greater than the total number of indicators.

Primary Sources for Indicators

1. Developed by authors of this report, after interviews with Los Angeles County Department of Health Services, Public Health Programs and Services personnel, 1998-1999.
2. Consensus set of health status indicators for the general assessment of community health status--United States. MMWR Morb Mortal Wkly Rep 1991 Jul 12;40(27):449-51.

3. American Public Health Association. Evaluation schedule for use in the study and appraisal of community health programs. Committee on Administrative Practice. New York: APHA; 1947.

4. Center for Health Statistics, California Department of Health Services. Public health indicators. [Web Page]; www.dhs.cahwnet.gov/hisp/chs/chsindex.htm. [Accessed May 1998].

5. Committee on Leading Health Indicators for Healthy People 2010; Division of Health Promotion and Disease Prevention; Institute of Medicine. Leading health indicators for Healthy People 2010: second interim report. Washington, DC: National Academy Press; 1999.

6. County of Los Angeles Department of Health Services, Public Health Programs and Services. Communicable disease control: a manual of departmental rules, regulations and control procedures. Los Angeles, CA: County of Los Angeles Department of Health Services; 1988 Jan.

7. County of Los Angeles Department of Health Services, Public Health Programs and Services. Proposed public health performance indicators. Los Angeles, CA: Los Angels County Department of Health Services; 1998.

8. Durch, JS; Bailey, LA; Stoto, MA, eds. Improving health in the community: a role for performance monitoring. Institute of Medicine; Committee on Using Performance Monitoring to Improve Community Health. Washington, D.C.: National Academy Press; 1997.

9. Fairfax County Health Department. Performance indicators. [Web Page]; www.co.fairfax.va.us/service/hd/hdweb.htm. [Accessed Oct 1998].

10. Florida Department of Health. Florida local health performance indicators. Tallahassee, FL: Florida Department of Health; 1999.

11. Health Officers Association of California, Public Health Assessment Project.  Draft: California Local Health Department Core Area Assessment Tool. Sacramento, CA: Health Officers Association of California; 1998. 

12. Illinois Department of Public Health. Public health performance indicator-related documents. Springfield, Illinois: 1998.

13. Miami - Dade County Health Department. Public health performance indicator-related documents. Miami, FL: Miami - Dade County Health Department; 1999.

14. Michigan Department of Community Health. Michigan Local Health Department Accreditation Guidance Document. Michigan: Michigan Department of Community Health; 1988.

15. National Association of County Health Officials. APEXPH: assessment protocol for excellence in public health. Washington, D.C.: NACHO; 1991.

16. National Public Health Performance Standards Program, Public Health Practice Program Office, Centers for Disease Control. Local public health performance assessment pilot instrument. [Web Page] Jun 1999; www.phppo.cdc.gov/dphs/nphpsp/. [Accessed 3 Sep 1999].

17. Perrin, EB; Koshel, JJ. Assessment of Performance Measures for Public Health, Substance Abuse, and Mental Health. Panel on Performance Measures and Data for Public Health Performance Partnership Grants; Committee on National Statistics; Commission on Behavioral and Social Sciences and Education, et al. Washington, D.C.: National Academy Press; 1997.

18. San Diego County. Public health performance indicator-related documents. San Diego, CA: 1996.

A.  AIDS PROGRAMS AND POLICY

	
	Indicator
	Rationale for Indicator
	Type
	Data Resources
	Source

	RECOMMENDED

	1. 
	The proportion of clients receiving HIV/AIDS services at County contracted medical provider sites who are screened for the AIDS Drug Assistance Program (ADAP).
	Enrollment in the AIDS Drug Assistance Program (ADAP) should be maximized to help ensure medical therapy for patients. 

Limitations: the screening rate is close to 100% in clinics that handle the majority of County HIV/AIDS care for indigent populations.
	Process
	Chart reviews from annual site visits to contractors
	7

	2. 
	The mean response score to questions about HIV prevention from a community sample.
	The CDC requires data on population knowledge and reported behavior regarding HIV prevention, and this information is expected to be useful for HIV prevention planning. Note: details needed from survey, when available.

Limitation: accountability; survey is undergoing first use and may be modified.
	Intermediate outcome
	Data from the yearly CDC HIV Community Planning Program Prevention Planning Survey
	1

	3. 
	The HIV infection incidence rate estimates for the County.


	Promoting the prevention of HIV transmission is a DHS responsibility. Note: consider rates for high-risk groups and youths, rather than an adjusted, Countywide estimate.

Limitation: accountability is very low – many factors out of DHS’s control affect the measure; representative data are difficult to acquire.
	Outcome
	Current prevalence and incidence estimates
	1

	4. 
	A. The proportion of persons seen at County STD and TB community health clinics who are offered an HIV test.

B. The proportion of persons with a new onset of an STD or a TB infection who are offered an HIV test when seen at Medi-Cal provider sites.

{See also Community Health Clinics}
	HIV is more common in persons presenting with STDs and TB, and testing them for HIV is an opportunity for early detection and prevention. All persons seen at County STD and TB clinics are considered to be at high-risk. Different divisions have a role in this measure. Note: for the proportion of patients given testing, a lab review would be performed. Medi-Cal providers are LA Care and HealthNet.

Limitations: the quality of chart information varies.
	Process
	A) Clinic record review; B) Medi-Cal provider data or record review
	1

	5.
	A. The proportion of persons who used condoms during their last episode of sexual intercourse among sexually active adolescents ages 14-17 years.

B. The proportion of persons using condoms all or most of the time among persons 18 years and older with more than one partner in the past year.

{See also Communicable Disease Control}
	Condom use reduces the spread of STDs and HIV.  Educational efforts by health departments affect the use of condoms. The Behavioral Risk Factor Surveillance System (BRFSS) categorizes sexual activity risk by one versus more than one partner in the past year.  The 1997 LA County Health Survey has an open-ended question on the number of partners and an ordinal response scale for condom use, so various risk groups may be defined.  Note: rates are at the County level; the LA County Health Survey also allows for Service Planning Area level rates.

Limitation: accountability is very low – the DHS has limited influence on personal sexual behavior.
	Intermediate outcome
	A) Youth Risk Behavior Surveillance System (YRBSS); B) 1997 LA County Health Survey, q8, q73-76
	17

	6.
	The proportion of illicit drug abuse clients screened for HIV within a week after starting treatment.

{See also Alcohol and Drugs}
	Screening for communicable diseases in these high-risk groups is an important function of substance abuse treatment programs.  Screening can lead to improved treatment rates and reduced disease prevalence. HIV screening is highly recommended for IV drug users.

Limitation: the DHS subcontracts for the provision of rehabilitation services, but can assure testing through contracts and checks of data accuracy.
	Process
	Data abstraction from treatment records
	17

	7.
	A. The proportion of pregnant women who are offered HIV testing at County provider sites.

B. The proportion of pregnant women who are offered HIV testing at Medi-Cal provider sites.

C. The proportion of pregnant women in each of the County’s 5 perinatal health programs who are offered HIV testing. 

{See also Family Health Programs and External Relations}
	California law requires that maternal HIV testing be offered. Perinatal care programs provide education and referral, or direct services, for high-risk pregnant and postpartum women. Perinatal programs include: Perinatal Outreach and Education Program, Black Infant Health Program, Esperanza Project, Prenatal Care Guidance Program, Perinatal Juvenile Health Program.  Medi-Cal providers are LA Care and HealthNet. Note: A trained reviewer routinely does case reviews for some programs.

Limitations: it is expected that nearly all pregnant women are offered HIV testing; the DHS has limited influence on these measures; County clinics represent a small but high-risk subset of all prenatal care in the County.
	Intermediate outcome (process for the direct provider)
	A) Clinic records; B) Medi-Cal provider data or chart review; C) Program case management records
	1, others

	ACCEPTABLE

	1.
	The proportion of a sample of community providers serving HIV/AIDS patients who report having knowledge of the AIDS Drug Assistance Program’s features. 
	Providers’ knowledge of services is expected to influence clients’ access to services. Enrollment in the AIDS Drug Assistance Program (ADAP) should be maximized to help ensure good medical therapy for patients. Note: knowledge of important program features must be defined.

Limitation: providers are difficult to sample; knowledge of the program may be widespread but this does not guarantee referrals.
	Process
	Survey (telephone or mailed) of individual providers
	1

	2.
	The mean post-test score on responses to questions about HIV prevention, counseling, and testing among providers attending division-sponsored training programs.
	Provider knowledge and use of interventions to prevent and/or treat HIV/AIDS is not routinely assessed and is believed to be linked to disease prevention and the quality of clinical care.  General knowledge of HIV/AIDS and available resources is an imperfect but potentially useful marker for the division’s educational and quality assurance efforts, especially for County-contracted providers who give HIV/AIDS care. Note: this test is under development; DHS is planning to correlate scores with behavior.

Limitation: the link between knowledge and behavior is not clear.  
	Intermediate outcome
	Pre- and post-intervention surveys 
	1

	3.
	The mean post-test score on responses to questions about HIV among persons attending educational sessions.
	The information people (such as school children) recall immediately after an educational session may reflect the intervention’s effectiveness.

Limitations: the link between knowledge and behavior is not clear.
	Intermediate outcome
	Pre- and post-intervention surveys 
	1

	4.
	A. The proportion of all HIV test clients at publicly funded anonymous test sites who receive their test results in-person within 2 weeks after the specimen was obtained. 

B. The proportion of all HIV test clients at County community health clinics who receive their test results in-person within 2 weeks after the specimen was obtained.

{See also Community Health Clinics}
	Providing HIV test results in-person is very important in order to offer counseling (including how to prevent the spread of HIV) and begin assessing infected individuals for treatment.  Several non-County, publicly funded confidential test sites exist.  A face-to-face visit within 2 weeks of testing is a County guideline. 

Limitation: client behavior affects whether HIV test results are provided in-person.
	Process
	Data submitted or obtained by chart review from: A) contracted providers; B) 

County clinics
	7

	5.
	A. The proportion of HIV-infected pregnant women seen at County-contracted provider sites who are offered antiviral therapy.

B. The proportion of HIV-infected pregnant women treated at County-contracted provider sites who complete standard antiviral therapy to prevent vertical transmission of HIV while pregnant.

{See also Family Health Programs and External Relations}
	Adequate antiviral treatment can help prevent maternal-fetal transmission of HIV and reduces the risk of complications from disease progression. Antiviral therapy consists of treatment with zidovudine, or other regimens, that national organizations, such as the CDC, recommend. Note: the methodology needs extensive development.

Limitation: eligible patients are difficult to identify due to confidentiality concerns; accountability – patient and provider factors will primarily determine treatment acceptance and completion rates.
	Intermediate outcome
	Provider site chart review 
	17


B.  ALCOHOL AND DRUGS

	
	Indicator
	Rationale for Indicator
	Type
	Data Resources
	Source

	RECOMMENDED

	1. 
	The proportion of County Community Resource Center referrals for substance abuse treatment who see referred providers within 4 weeks.
	The Community Resource Center (CRC) handles a large number of referrals for County clients.  They try to ensure that a potential client keeps an appointment for which he/she is referred.  Although keeping the appointment is up to the individual, the CRC can influence personal actions through its handling of cases.

Limitation: other factors, including personal behavior, determine the proportion of referrals that see providers.
	Process
	CRC records of clients contacted, referrals made, and dates of requested appointment times from providers
	1

	2. 
	A. The proportion of illicit drug abuse clients screened for HIV within a week after starting treatment.

B. The proportion of illicit drug abuse clients screened for tuberculosis within a week after starting treatment.

{See also AIDS Programs and Policy; Communicable Disease Control}
	Screening for communicable diseases in these high-risk groups is an important function of substance abuse treatment programs.  Screening can lead to improved treatment rates and reduced disease prevalence. The CDC (MMWR 44(RR-11) 1995) recommends TB screening whenever possible for institutionalized high-risk individuals. HIV screening is highly recommended for IV drug users.

Limitation: the DHS subcontracts for the provision of rehabilitation services, but can assure testing through contracts and checks of data accuracy.
	Process
	Data abstraction from treatment records
	17

	3. 
	A. The proportion of persons County-contracted alcohol abuse services providers see within 2 weeks of initial request for services.

B. The proportion of persons County-contracted drug abuse services providers see within 2 weeks of initial request for services.


	The timeliness of services affects the quality of care and the number of needy people served. The timeliness of care likely affects patient satisfaction and reuse of the system.  Note: a different timeframe may be chosen; contracts could specify the reporting of this measure, or periodic site-visits or patient surveys could be performed.

Limitation: a specific time limit for initiating services is not clearly linked to loss of follow-up or other outcomes.
	Intermediate outcome (process for provider)
	Patient surveys; clinic case records
	1, others

	4. 
	The proportion of alcohol abuse in-patient clients screened for tuberculosis within a week of initiating therapy.

{See also Communicable Disease Control}
	Screening for communicable disease in these high-risk groups is an important function of substance abuse treatment programs.  Screening can lead to improved treatment rates and reduced disease prevalence. The CDC (MMWR 44(RR-11) 1995) recommends TB screening whenever possible for institutionalized high-risk individuals. Note: also consider screening for STDs and HIV.

Limitation: the DHS subcontracts for the provision of alcohol abuse treatment and rehabilitation services, but can assure testing through contracts and data review.
	Process
	Data abstraction from treatment records
	17


	
	Indicator
	Rationale for Indicator
	Type
	Data Resources
	Source

	ACCEPTABLE

	1.
	The proportion of clients with a reduced Addiction Severity Index Score following substance abuse treatment.
	Changes in the areas the Addiction Severity Index measures (such as employment, or social or medical problems, etc.) are key indicators of treatment effectiveness. Measurement points are flexible (e.g., early in treatment and 1 and 6 months after treatment). 

Limitation: accountability is very low – many factors may influence substance abuse and the treatment intervention is not under direct DHS control.
	Outcome
	California Alcohol and Drug Data System; contract for surveys to report scores
	17

	2.
	A. The proportion of persons who report drinking alcoholic beverages “almost every day.” 

B. The proportion of persons who report typically drinking 5 or more alcoholic drinks on days that they drink alcohol.
	Information on population alcohol use may help with resource planning, especially since obtaining reliable alcohol morbidity and mortality data is difficult. Individuals who have high self-reported consumption rates are considered to be at high-risk for alcoholism.  We use drinking “almost every day” to indicate high-risk for alcoholism because a CDC treatment of Behavioral Risk Factor Surveillance System (BRFSS) data calls drinkers “chronic” if they average 2 or more drinks per day over a period of one month.  The BRFSS uses “5 or more drinks per day” to indicate high-risk binge drinking. Note: see related indicator based on CAGE questions.

Limitation: very low accountability – the DHS has limited influence on personal alcohol drinking behavior.
	Intermediate outcome
	A) 1997 LA County Health Survey q71; B) 1997 LA County Health Survey q72
	1

	3.
	The alcohol-related motor vehicle accident mortality rates at the County (or Service Planning Area) level.

{See also Health Assessment and Epidemiology} 
	These data are needed and intermittently collected.  They are considered essential for optimal policy and planning.  Data collection is a DHS responsibility, although public health service activities determine the rate only to a small extent. 

Limitation: accountability is very low – there are many factors, including personal behavior, which affect rates; measurement methods may not be reliable. 
	Outcome
	Hospital, police, and treatment facility data; death certificates 
	1


C. COMMUNICABLE DISEASE CONTROL

	
	Indicator
	Rationale for Indicator
	Type
	Data Resources
	Source

	RECOMMENDED

	Acute Communicable Disease

	1. 
	The proportion of persons exposed to an acute communicable disease case and contacted by the Department of Health Services (DHS) who are not on prophylaxis, are eligible for prophylaxis, and are provided prophylaxis by the DHS within: A) 24 hours, and B) disease-specific
 timeframes.


	Prophylaxis reduces morbidity and controls disease spread. The proportion of patients who receive prophylaxis is a function of the circumstances of an outbreak, medical providers’ actions, and DHS response. The CDC and the pediatric “Red Book” guidelines are used to define prophylaxis” therapy. Note: due to the volume of cases and the existence of separate programs, STD, TB, and HIV case contacts are not included here and may be measured separately.

Limitation: individual case contact behavior impacts the measure.
	Process
	Disease case and outbreak investigation records; provider records
	1

	2. 
	The median number of days between diagnosis and report to the Department of Health Services for diseases that require prophylaxis.1


	Timely provider reporting of preventable communicable diseases is important to reduce the burden of disease.  These measures are based on diseases actually reported and not on new case findings. If the information is available, use the hours between diagnosis and report.

Limitations:  accountability is very low – providers control their own reporting, but the County and State DHS have educational and some enforcement abilities (in conjunction with the California Medical Board); does not measure unreported cases.
	Process
	Case sampling using investigation forms and provider records
	1

	3. 
	The proportion of reported acute communicable disease cases for which an investigation was begun within: A) 12 hours, for conditions requiring immediate action,
 B) 48 hours, for conditions requiring a one-day response,
 and C) one week, for all other conditions.

{See also Professional Standards}
	Investigating all reported incident cases in a timely manner is important for treating infected persons and preventing the further spread of disease. “Investigation was begun” means taking at least the recommended history. All conditions are combined in the measure. Due to the volume of cases and the existence of separate programs, STD and TB cases can be measured separately.  

Limitation:  conditions with low occurrences will be subject to variability due to individual case comparisons.
	Process
	Disease case investigation reports and logs
	1, 6, others

	4. 
	The proportion of persons reported to be exposed to an acute communicable disease case who are reached for risk assessment within: A) 24 hours, for conditions requiring immediate action,
 B) 48 hours, for conditions requiring a one-day response,
 and C) one week, for all other conditions.

{See also Professional Standards}


	Tracing contacts is an important step to preventing the spread of disease and reducing disease prevalence.  Due to the volume of cases and the existence of separate programs, STD and TB case contacts can be measured separately, and HIV is not reportable. Note: there is some overlap with the indicator for the delivery of prophylaxis to contacts.

Limitation: conditions with low occurrences will be subject to variability due to individual case circumstances.
	Process
	Disease case investigation reports and logs (need to include the time at which contact information was obtained)
	1, 6, others

	5. 
	The proportion of acute communicable disease cases for which a sensitive occupation or situation (SOS) history should be
 and is obtained within 24 hours of report to the Department of Health Services.

{See also Professional Standards}
	Determining a history of a sensitive occupation or situation (SOS) is an important part of preventing the fecal-oral transmission of several common diseases.  A “complete” SOS history includes, but is not limited to: all occupations (both paid and unpaid), job descriptions, dates of work, day care center and institutional associations, and living arrangements. Note: public health investigation pursues most cases; public health nursing investigates the daycare setting.
	Process
	Disease case investigation report forms (nursing and public health investigation); epidemiology forms
	1, 6

	6. 
	The proportion of reported hepatitis A cases and caregivers who may be infectious and for whom prevention education is completely delivered.

{See also Professional Standards}
	Complete prevention education includes a discussion of:

1. The need to handwash after bathroom usage and before food handling.

2. The sanitary disposal of body wastes.

3. For cases, the inability to participate in typical blood donation programs.

Prevention education can prevent the current and future spread of disease. This measure for hepatitis A may be used as a leading indicator of prevention education that is similarly delivered for other communicable diseases. Since many cases of hepatitis A are not reported until the case is no longer infectious, the focus is on educating those cases and contacts who may still be infectious, using a timeframe beginning at the 3rd week after infection and continuing until one week after the onset of jaundice. Note: another method of assessment is immediate post-investigation case sampling and interview for prevention knowledge recall.

Limitation: documentation of education delivery does not confirm actual delivery, and may not reflect case or caregiver learning.
	Process
	Disease case investigation report forms (nursing and public health investigation); epidemiology forms; post-intervention follow-up survey sample
	1, 6

	7. 
	The proportion of reported Salmonellosis cases in a sensitive occupation or situation that have final documentation of the results of recommended tests to ensure clearance of infection.

{See also Professional Standards}
	The recommended clearance tests are: 2 consecutive feces cultures (and urine, if the original positive culture was urine), taken at least 24 hours apart, beginning not earlier than 2 (or 3) weeks from the onset of the illness.

The DHS follows Salmonellosis cases until they are cleared through County labs. Testing for clearance is an important aspect of Salmonellosis control due to the possibility of a carrier state; this indicator may be used as a leading indicator for similar communicable diseases.  ”Documentation” may include lab test results or confirmatory communication with the responsible physician or his/her representative.  
	Process
	Disease case investigation report forms (nursing and public health investigation); epidemiology forms;  follow-up log
	1, 6

	8. 
	The proportion of confirmatory test results for reportable communicable diseases that hospital and other private labs reported to the Department of Health Services.

{See also Health Assessment and Epidemiology}
	Labs should promptly provide tests that confirm the presence of a reportable disease (e.g., diphtheria, gonorrhea, syphilis, TB, typhoid, listeriosis) to the DHS. Accurate data are necessary for public health planning.  Providers have a legal requirement to report many communicable diseases, but monitoring and enforcement is difficult. The system is being automated as much as possible to increase reporting, but it cannot be guaranteed.

Limitation: the reporting is so low for some conditions (< 15% for measles from hospitals in past studies) that using resources to monitor performance without a means to correct the problem may be premature.
	Intermediate outcome (process for provider)
	None currently; site visits to review data from laboratory databases 
	1, others

	9. 
	The proportion of reportable communicable disease cases health care providers reported out of the subset of cases labs reported to the Department of Health Services.

{See also Health Assessment and Epidemiology} 


	Providers may assume that tests done at labs are automatically reported, but providers remain responsible for reporting and have case information beyond what the lab can provide. Labs report several tests that confirm the presence of a reportable disease (e.g., diphtheria, gonorrhea, syphilis, TB, typhoid, listeriosis). Reporting of diseases is necessary to monitor and plan for communicable disease control.  The California Medical Board is enacting a plan, in conjunction with local health departments, to enforce delinquent provider reporting. 

Limitation: the measure is unable to follow cases that no one reports or in which a diagnosis is made without a test.
	Intermediate outcome (process for provider)
	Comparison of reports from providers with those from labs (this will be easier when the DHS Enhanced Surveillance System is in place)
	1


	
	Indicator
	Rationale for Indicator
	Type
	Data Resources
	Source

	Immunizations

	10.
	The proportion of children who have all of the recommended immunizations (4 DTP, 3 Polio, one MMR, 3 Hib, and 3 Hep B) performed on schedule at 24 months of age.


	Completing immunizations in a timely manner will lead to a reduction in vaccine preventable diseases. 

Limitation: immunization decisions are under individual provider and patient control; the Kindergarten Retrospective Survey data lag behind by 3 years and do not measure Hib; some children may not have been in the survey area; the National Immunization Survey is a telephone survey of 19 to 35 month-old children and is based on a small sample size.
	Intermediate outcome
	Kindergarten Retrospective Survey; National Immunization Survey; special studies
	1, others

	11.
	A. The proportion of adults ages 65 years and older who have received an influenza vaccination in the past year.

B. The proportion of adults ages 65 years and older who have ever received a pneumococcal vaccination.
	The CDC and states use these rates to monitor health care quality and the achievement of immunization objectives. The link between vaccination and disease prevention is well established. Note: consider this measure for long-term care facilities.

Limitations: the medical system and personal behavior largely affect vaccination rates.
	Intermediate outcome
	LA Health Survey; Medicare Statistical System (via Cal. Medical Review, Inc.); HEDIS Managed Care Data; Behavioral Risk Factor Surveillance System (BRFSS)
	17

	12.
	The proportion of Department of Health Services facilities and contracted immunization providers that: A) meet at least 15 (out of 18) of the “Standards for Pediatric Immunization Practices,” and B) have immunization coverage levels of 80% or greater.


	The U.S. Public Health Service adopted the Standards for Pediatric Immunization Practices to reduce barriers to immunization services, improve immunization service delivery, and improve immunization coverage levels. The coverage level refers to a chart review protocol to identify the percentage of patients fully immunized. Routine assessment and feedback of coverage levels at provider sites is one of the most effective strategies for achieving high, sustainable vaccine coverage.

Limitations: the DHS has limited influence over the vaccine practice behavior of providers.
	Process
	Annual Immunization Program Quality Assurance Review; Clinic Assessment Software Application (CASA)
	7

	13.
	The proportion of infants born to HbsAg-positive mothers who are case managed by the Immunization Program that complete the 3 dose hepatitis B series
	Between 70-90% of infants infected perinatally with hepatitis B will become chronically infected; of these, 25% will ultimately die of chronic liver disease or liver cancer as adults. Maximizing timely completion of the hepatitis B immunization series in perinatally exposed infants will reduce chronic liver disease and liver cancer.

Limitation: immunization decisions are under individual provider and parent control.
	Process
	Immunization Program hepatitis B case management database
	7


	
	Indicator
	Rationale for Indicator
	Type
	Data Resources
	Source

	Sexually Transmitted Disease

	14.
	A. Syphilis incidence rate estimates at the Service Planning Area (SPA) level and in high-risk populations.

B. Gonorrhea incidence rate estimates at the SPA level and in high-risk populations. 

C. Chlamydia incidence rate estimates at the SPA level and in high-risk populations.
	Promoting STD prevention is a primary DHS responsibility. High-risk populations may be defined as needed.

Limitation: accountability is very low – many factors out of the division’s control affect these outcomes.
	Outcome
	Current prevalence and incidence  estimates
	1, others

	15.
	A. The proportion of persons who used condoms during their last episode of sexual intercourse among sexually active adolescents ages 14-17 years.

B. The proportion of persons using condoms all or most of the time among persons 18 years and older with more than one partner in the past year.

{See also AIDS Programs and Policy}
	Condom use reduces the spread of STDs and HIV.  Educational efforts by health departments affect the use of condoms.  The Behavioral Risk Factor Surveillance System (BRFSS) categorizes sexual activity risk by one versus more than one partner in the past year.  The 1997 LA County Health Survey has an open-ended question on the number of partners and an ordinal response scale for condom use, so various risk groups may be defined.  Note: rates are at the County level; the LA County Health Survey also allows for Service Planning Area level rates.

Limitation: accountability is very low – the DHS has limited influence on personal sexual behavior.
	Intermediate outcomes
	A) Youth Risk Behavioral Surveillance System (YRBSS);  B) 1997 LA County Health Survey, q8, q73-76
	17

	16.
	A. The proportion of persons reported to be exposed to syphilis cases who are contacted by the Department of Health Services (DHS).

B. The proportion of persons reported to be exposed to gonorrhea cases who are contacted by the DHS.

C. The proportion of persons reported to be exposed to chlamydia cases who are contacted by the DHS.

{See also Professional Standards}
	Contacts with syphilis cases are all investigated (index case partners are traced, contacted, educated, and brought to medical services) as aggressively as possible. The DHS investigates chlamydia cases that are inadequately treated or untreated. “Contacted” means direct conversation with the exposed person. The divisions may define the time limits for tracing each condition; 4 weeks is a reasonable mark for gonorrhea and chlamydia since significantly fewer cases are identified after the first month. Syphilis investigation may continue for 90 days to 1 year, depending on the exposure history.
	Process
	Public health investigation STD Monthly Activity Report (MAR)
	1, others

	17.
	A. The proportion of persons exposed to syphilis cases and contacted by the Department of Health Services (DHS) who are provided recommended treatment if they are not already being treated.

B. The proportion of persons exposed to gonorrhea cases and contacted by the DHS who are provided recommended treatment if they are not already being treated.

C. The proportion of persons exposed to chlamydia cases and contacted by the DHS who are provided recommended treatment if they are not already being treated.
	This indicator (sometimes called the disease intervention index) measures successful entry into STD treatment due to DHS efforts. Treatment reduces disease transmission and incidence rates. Recommended treatment means providing the recommended medications within disease-specific timeframes. Treatment is provided when the exposed person has been given the therapy or has the medications necessary to complete the therapy.

Limitation: some exposed persons will not successfully complete therapy or may not return for a follow-up appointment, whether or not they have completed therapy.
	Process
	Public health investigation and nursing disease case investigation records; Community health clinic case records
	7

	Tuberculosis

	18.
	The proportion of patients with newly diagnosed active tuberculosis, for whom 12 or fewer months of therapy are indicated, that complete recommended therapy within 12 months.


	Reduced disease prevalence depends on treatment completion. Surveillance and assurance of treatment completion is a public health goal. Cases include newly diagnosed drug sensitive cases, but exclude multi-drug resistant cases.  Care guidelines for drugs and therapy duration, based on various clinical scenarios, are those of the American Thoracic Society, the CDC, and the LA County DHS. Note: only cases reported to the DHS are followed.

Limitations: delays in treatment completion are often due to patient noncompliance.
	Intermediate outcome
	Tuberculosis Registry Information Manager System (TRIMS) 
	7

	19.
	The proportion of newly reported, culture positive tuberculosis cases for whom drug susceptibility tests are reported.
	Drug susceptibility testing is important to treat and monitor multi-drug resistant cases of tuberculosis. The DHS follows CDC recommendations to assure susceptibility testing of positive cultures.

Limitation: providers may not obtain specimens before treatment is initiated.
	Process
	Tuberculosis Registry Information Manager System (TRIMS)
	7

	20.
	The proportion of identified close contacts to a sputum AFB-smear positive tuberculosis case who are clinically evaluated and offered preventive therapy within 2 weeks of identification. 

{See also Community Health Clinics}
	Screening and therapy services for close contacts of active cases prevent disease progression and the further spread of tuberculosis. Identified contacts are persons reported to be exposed to the TB case who are reached for assessment by the DHS. Care guidelines are those of the American Thoracic Society, the CDC, and the LA County DHS.
	Process
	Disease case investigation reports and clinic records
	7

	21.
	The proportion of infected contacts to sputum AFB-smear positive tuberculosis cases who complete the recommended therapy for latent infection. 
	Reduced disease prevalence depends on treatment completion. Surveillance and assurance of treatment completion is a public health goal. Care guidelines for drugs (e.g., isoniazid) and therapy duration, based on various clinical scenarios, are those of the American Thoracic Society, the CDC, and the LA County DHS. Note: only cases reported to the DHS are followed.

Limitations: delays in treatment completion are often due to patient noncompliance.
	Intermediate outcome
	Tuberculosis Registry Information Manager System (TRIMS)
	7

	22.
	The proportion of persons with latent tuberculosis who are identified through targeted skin testing activities and are clinically evaluated (given a CXR) within 2 weeks of identification.

{See also Community Health Clinics}
	Screening and therapy services for high-risk populations prevent disability and the further spread of tuberculosis. Care guidelines are those of the American Thoracic Society, the CDC, and the LA County DHS.
	Process
	Clinic medical records; screening records
	1

	23.
	The proportion of persons with latent tuberculosis who are identified through targeted skin testing activities and complete the recommended therapy for latent infection. 
	Screening and therapy services for high-risk populations prevent disability and the further spread of tuberculosis. Care guidelines are those of the American Thoracic Society, the CDC, and the LA County DHS.
	Intermediate outcome
	Tuberculosis Registry Information Manager System (TRIMS)
	1

	24.
	The proportion of illicit drug abuse clients screened for tuberculosis within a week after starting treatment.

{See also Alcohol and Drugs}
	Screening for communicable diseases in these high-risk groups is an important function of substance abuse treatment programs.  Screening can lead to improved treatment rates and reduced disease prevalence. The CDC (MMWR 44(RR-11) 1995) recommends TB screening whenever possible for institutionalized high-risk individuals. 

Limitation: the DHS subcontracts for the provision of rehabilitation services, but can assure testing through contracts and checks of data accuracy.
	Process
	Case records
	17

	25.
	The proportion of alcohol abuse in-patient clients screened for tuberculosis within a week of initiating therapy.

{See also Alcohol and Drugs}
	Screening for communicable disease in these high-risk groups is an important function of substance abuse treatment programs.  Screening can lead to improved treatment rates and reduced disease prevalence. The CDC (MMWR 44(RR-11) 1995) recommends TB screening whenever possible for institutionalized high-risk individuals. Note: also consider screening for STDs and HIV.

Limitation: the DHS subcontracts for the provision of alcohol abuse treatment and rehabilitation services, but can assure testing through contracts and data review.
	Process
	Case records
	17


	
	Indicator
	Rationale for Indicator
	Type
	Data Resources
	Source

	ACCEPTABLE

	1.
	The proportion of reportable diseases that health providers report following the State and County procedures for: A) timeliness, and B) completeness.

{See also Data Collection and Analysis}
	Accuracy and timeliness of reporting improves the data that are collected, as well as the planning efforts that control communicable diseases. The DHS should ensure complete information whenever possible. Note: see similar measures; combine with overall reporting rates for more information; may choose  conditions with a high occurrence, such as hepatitis A or STDs. 

Limitation: the DHS has less control over the timeliness of reporting than the completeness of reporting; provider reporting times may be delayed because of reliance on lab reporting or clinically-based delays in diagnosis; reporting delays may be difficult to measure accurately; the overall reporting rate is more important.
	Process
	Review of case reports; samples of case medical records
	16

	Acute Communicable Disease 

	2.
	The mean number of days after a sensitive occupation or situation (SOS) history is determined
 that is taken to contact an employer about an employee who is infectious and must refrain from work.

{See also Professional Standards}
	Informing employers as soon as possible will help ensure that infectious persons are no longer in a setting that is at high-risk for spreading disease. 

Limitation: patient or employers may ignore the warning; patients may refrain from work even before the employer is notified, eliminating the risk of spread. 
	Process
	Investigation report logs
	1

	3.
	The proportion of acute communicable disease case investigations requiring a sensitive occupation and situation (SOS) history
 that are completed within 3 days after a case investigation is begun, excluding the steps needed to confirm the clearance of infectivity.

{See also Professional Standards}
	Acute communicable disease cases that require a SOS history are easily transmissible and a common, preventable cause of disease.  A measure of the timeliness with which an investigation is completed helps to track and identify problems with the handling of cases.

Limitation: a 3-day timeframe is used as a tracking point, however it is not known whether this timeframe is adequate to distinguish between the quality of individual investigations.
	Process
	Investigation report forms 
	1

	4.
	The proportion of Salmonellosis cases and caregivers for whom prevention education is completely delivered.

{See also Professional Standards}
	Complete prevention education includes a discussion of the need to:

1. Handwash and maintain short fingernails for food handling.

2. Dispose of body wastes in a sanitary manner.

3. Prepare, store, and refrigerate food properly.

4. Thoroughly cook all food from animal sources.

5. Avoid unpasteurized milk.

6.  Educate identified chronic carriers, including the importance of informing health care providers of carrier status and withdrawing from sensitive occupations or situations.

Prevention education can prevent the current and future spread of disease. This measure for salmonella may be used as a leading indicator of prevention education for other communicable diseases. Note: this is a detailed communicable disease case indicator; see similar prevention education items.

Limitation: documentation does not confirm completeness or quality of actual history taking.
	Process
	PHN investigation report forms; post-intervention survey sample
	1, 6

	HIV Epidemiology

	5.
	The A) number and B) proportion of AIDS cases that are first reported to the Department of Health Services by death certificates rather than by health care providers during the person’s lifetime.
	This is a measure of provider compliance with the reporting of AIDS cases.  Timely provider reporting increases database accuracy and maximizes the value of data for policy and planning.

Limitation: providers with long-lived AIDS patients may never realize a need to report the patient's case; the DHS has limited influence over provider case reporting behavior.
	Process
	AIDS case registry; vital statistics registry
	7

	6.
	The number and proportion of previously unreported AIDS cases that are identified through a case finding review of provider organizations’ data. 
	Accurate reports of AIDS cases are an essential element to planning AIDS-related health services.  The division has a responsibility to improve passive reporting and complete active case finding.

Limitation: the DHS has limited influence over provider case reporting behavior.
	Intermediate outcome
	AIDS case registry; routine AIDS surveillance activities at area provider organizations, hospitals, and labs
	1


	
	Indicator
	Rationale for Indicator
	Type
	Data Resources
	Source

	Immunizations

	7.
	The proportion of free immunization program sites that are evaluated as frequently as State program guidelines recommend.
	Assuring proper immunization storage and delivery is an important means of ensuring immunization effectiveness.  Currently, yearly inspections are recommended but occur less frequently.

Limitations: the frequency of inspection is probably not empirically linked to immunization program outcomes.
	Process
	Nurse site evaluation records; list of program participants
	1

	Sexually Transmitted Disease

	8.
	The rate of important errors or omissions in data fields in the syphilis database.
	Data quality can impact planning, as well as case-specific services. 

Limitation: data entry errors are distantly related to quality of care.
	Process
	Syphilis database
	1

	9.
	A. The proportion of reported contacts with a syphilis case who are provided the recommended treatment within disease-specific timeframes.

B. The proportion of reported contacts with a gonorrhea case who are provided the recommended treatment within disease-specific timeframes.

C. The proportion of reported contacts with a chlamydia case who are provided the recommended treatment within disease-specific timeframes.

{See also Professional Standards}
	This measure indicates the overall regional success of STD treatment by including a number of different providers. Treatment reduces disease transmission and incidence rates. Treatment provision means observation of treatment or confirmation of treatment with a patient’s provider. Note: see a similar measure that supersedes this – the disease intervention index.
Limitations: The DHS cannot control many individual factors that affect performance. 
	Process
	STD case investigation records
	1

	Tuberculosis

	10.
	The rate of important errors or omissions in data fields for active tuberculosis cases in the Tuberculosis Registry Information Manager System database.
	Data quality can impact planning, as well as case-specific services.

Limitation: data entry errors may be distantly related to quality of care.
	Process
	Tuberculosis Registry Information Manager System (TRIMS)
	1

	11.
	The evaluation score of a clinic’s tuberculosis treatment quality based on a structured implicit review of medical records by leading TB physicians. 
	Although there is a subjective element to using a structured, implicit review to rate quality of care, this system can be very informative. Clinical care directly impacts the disease burden and quality of life for tuberculosis patients. Note: scoring methodology needs to be developed.

Limitations: the review depends on a small group of individuals and is not empirically linked to outcomes.
	Process
	Use the existing review process and modify, as needed 
	1


D.  COMMUNITY HEALTH CLINICS

	
	Indicator
	Rationale for Indicator
	Type
	Data Resources
	Source

	RECOMMENDED

	1.
	The proportion of patients using County hospital-based or community-based clinics, or other community clinics, who report having no trouble communicating with the health care provider (versus having trouble because the provider did not speak the patient’s own language).
	Communication is essential for effective personal health care delivery, and language barriers are a major component of ineffective communication.

Limitations:  the extent to which a patient report of trouble communicating contributes to health outcomes is unclear.
	Process
	1997 LA County Health Survey q43, q44, q51
	1

	2.
	A. The proportion of persons seen at County STD and TB community health clinics who are offered an HIV test.

B. The proportion of persons with a new onset of an STD or a TB infection who are offered an HIV test when seen at Medi-Cal provider sites.

{See also AIDS Programs and Policy}
	HIV is more common in persons presenting with STDs and TB, and testing them for HIV is an opportunity for early detection and prevention. All persons seen at County STD and TB clinics are considered to be at high-risk. Different divisions have a role in this measure. Note: for the proportion of patients given testing, a lab review would be performed. Medi-Cal providers are LA Care and HealthNet.

Limitations: the quality of chart information varies.
	Process
	A) Clinic record review; B) Medi-Cal provider data or record review
	1

	3.
	A. The median time between an appointment request and the appointment date at County clinics for patients with active tuberculosis.

B. The median time between an appointment request and the appointment date at County clinics for patients with non-active tuberculosis.
	Delays in treatment of active tuberculosis can worsen the disease and allow it to spread.  Delays in evaluation of cases with a positive test could delay treatment or discourage follow-up.  Active and non-active cases are defined per existing criteria.  The tuberculosis clinics care for a large proportion of County patients and need to assure adequate access. Note: access time standards can be defined along with measurement of the proportion met.

Limitations: a time limit for decreased quality is somewhat subjective. 
	Process
	Clinic scheduling logs; case records
	1, others

	4.
	The proportion of persons with latent tuberculosis who are identified through targeted skin testing activities and are clinically evaluated (given a CXR) within 2 weeks of identification.

{See also Communicable Disease Control}
	Screening and therapy services for high-risk populations prevent disability and the further spread of tuberculosis. Care guidelines are those of the American Thoracic Society, the CDC, and the LA County DHS.
	Process
	Clinic medical records; screening records
	1

	5.
	The proportion of identified close contacts to a sputum AFB-smear positive tuberculosis case who are clinically evaluated and offered preventive therapy within 2 weeks of identification. 

{See also Communicable Disease Control}
	Screening and therapy services for close contacts of active cases prevent disease progression and the further spread of tuberculosis. Identified contacts are persons reported to be exposed to the TB case who are reached for assessment by the DHS. Care guidelines are those of the American Thoracic Society, the CDC, and the LA County DHS.
	Process
	Disease case investigation reports and clinic records
	1

	6.
	A. The proportion of vaccinations given at County health clinics despite contraindications or inadequate documented history.

B. The proportion of visits to County health clinics without chart documentation of vaccine preventable disease history, immunization status, or receipt of vaccinations.

{See also Communicable Disease Control}
	Preventing complications from immunizations is an important task that relies upon patient history. Fewer complications may encourage further use of the system. Missed opportunities are an important reason for sub-optimal immunization rates. County clinics provide a small number of the total immunizations in Los Angeles, but are more directly influenced by the DHS than are other providers. Note: medical record-based decision protocols exist.

Limitation: immunization decisions are under individual provider control.
	Process
	Vaccination and patient history forms; nurse investigator reports
	1

	ACCEPTABLE

	1.
	The proportion of all HIV test clients at County community health clinics who receive their test results in-person within 2 weeks after the specimen was obtained.

{See also AIDS Programs and Policy}
	Providing HIV test results in-person is very important in order to offer counseling (including how to prevent the spread of HIV) and begin assessing infected individuals for treatment. A face-to-face visit within 2 weeks of testing is a County guideline. 

Limitation: client behavior affects whether HIV test results are provided in-person.
	Process
	Data submitted or obtained by chart review from 

County clinics
	7

	2.
	The number of interpreters and Spanish-speaking providers per number of Spanish-only speaking patients served at County community health clinics. 
	Proper translation is necessary to provide quality care to non-English speaking patients.  A minimum number of translators per population served may be used as a measure of adequate services. The majority of language discordance in the County exists for patients who only speak Spanish. Note: the measure could be expanded into Medi-Cal managed care systems.

Limitation: there is no clear standard and the measures need empiric support.
	Structure
	Site visits and provider lists; clinic patient sample
	1

	3.
	A. The accuracy of 1) English-speaking, and 2) non-English speaking patients’ immediate post-appointment description of STD therapy directives and educational information at County community health clinics.

B. The accuracy of 1) English-speaking, and 2) non-English speaking patients’ immediate post-appointment description of TB therapy directives and educational information at County health clinics.
	It is particularly important to convey self-treatment and prevention knowledge to patients with communicable diseases in order to reduce morbidity and disease transmission. The measure may be used to examine variances in information transmittal for patients with different primary languages. The patient’s treatment description may be based on memory or report from printed directions. STDs include syphilis, gonorrhea, and chlamydia. Note: the measure could be used for Medi-Cal managed care; survey methodology needs development.

Limitation: immediate post-visit description depends on patient factors, as well as provider efforts, and may not reflect long-term treatment compliance.
	Intermediate outcome
	Survey of recent patients 
	1


E.  ENVIRONMENTAL HEALTH

	
	Indicator
	Rationale for Indicator
	Type
	Data Resources
	Source

	RECOMMENDED

	Food Programs

	1.
	The mean weighted agreement score between a retail food field inspector’s evaluation and his/her supervisor’s evaluation for key items of inspection.


	Evaluation agreement is used as a measure of consistent and accurate retail food facility assessment.  The supervisor reviews inspections on the day following the field inspector’s work and focuses on important food storage and handling conditions that are unlikely to change from day to day. Scores may be based on 10 inspections per inspector, calculated semiannually at the Service Planning Area level. Those inspections to be used for comparisons include routine and complaint-based cases.  Note: the scoring system and validation of scores are currently being modified; the methodology of comparison needs to be developed.

Limitation: the inspection system’s link to the reduction of food-borne illnesses needs to be made; the supervisor’s score is taken as the best standard.
	Process
	Sample from inspection field cards and supervisors’ reports
	1

	2.
	A. The proportion of mobile food facilities that are evaluated at 9-month intervals.

B. The proportion of food vending machines, satellite food distribution facilities, and food services associated with camps and detention facilities that are evaluated on an annual basis.

C. The proportion of retail food facilities that are inspected 3 or more times per year.
	The frequency of food facility inspections must be adequate to ensure compliance with food storage and handling guidelines. Inspections are presumed to improve practices and reduce food-related illnesses.  A regular and timely frequency of inspection is presumed to encourage higher standards than would exist with less frequent inspection intervals. The timeframes are State recommended; retail food inspections should average 3 times per year.

Limitation: the extent to which mobile food sources and vending machines are a health risk is unclear; the public health consequences of less frequent inspections are unclear.
	Process
	Inspection reports; Environmental Health Management System reports
	11


	
	Indicator
	Rationale for Indicator
	Type
	Data Resources
	Source

	Housing Programs

	3.
	A. The proportion of Class A and B rental housing that is inspected 1 or more times per year.

B. The proportion of Class C rental housing that is inspected 2 or more times per year.
	Class A housing has had no significant violations in 2-3 years, or has corrected non-negligent violations; Class B housing requires some repairs (screens, vent screens, windows, minor plumbing problems); Class C housing often has many units, a poor history, and significant damages (trash, vermin infestation, significant plumbing problems such as a sewage leak). Field inspectors and their supervisors determine a Class C rating and changes in ratings. The rating system is partly quantifiable and partly subjective. The frequency of housing inspections must be adequate to ensure that housing managers or owners are in compliance with the guidelines. 

Limitation: the public health consequences of less frequent inspections are unclear.
	Process
	Inspection reports;

Environmental Health Financial Activity Reports
	1

	Lead Programs

	4.
	The proportion of potentially lead-contaminated homes where an environmental lead inspection is initiated within the standard timeframes after the Department of Health Services receives a childhood lead poisoning report.

 
	Timely investigation may prevent further exposures. The timeframes for initiating an investigation are: the same day for blood lead levels >70; within 48 hours for levels 45-69; within 10 days for levels 20-44; as soon as resources allow for levels 15-19, in which case 21 days may be used as a measurement point. Note: home inspections occur in conjunction with nursing evaluation of the lead-poisoned child (see related indicator in Family Health Programs and External Relations).

Limitation: inspection initiation does not guarantee completion of lead abatement, and factors other than the DHS (such as building owners) may influence the inspection process.
	Process
	Investigation records
	1

	5.
	A. The proportion of lead-contaminated sites linked to a lead-poisoned child that are remediated within 1 week after the Department of Health Services (DHS) receives site lead test results.

B. The proportion of lead-contaminated sites linked to a lead-poisoned child that are abated within 2 months after the DHS receives site lead test results.

{See also Family Health Programs and External Relations}
	Remediation controls the immediate risk of further exposure to lead, and abatement makes a premise safe from lead poisoning for future inhabitants. Abatement removes the lead hazard but is costly and not always done. Sites are investigated based on a report of a lead-poisoned child. Delays beyond the chosen timeframes generally indicate problems with the chain of events that reduces the risk of lead poisoning.

Limitation: the DHS has only partial influence on the success of remediation and abatement, which is shared with owners, tenants, the clean-up company, and funding sources. The timeframes are not limits that clearly indicate decreased quality.
	Intermediate outcome
	Case investigation logs
	1

	6.
	A. The proportion of children with blood lead levels >=25 mcg whose cases are successfully closed within one year of report to the Department of Health Services (DHS).

B. The median months to case closure after the report to the DHS of a child with blood lead level >=25 mcg.

{See also Family Health Programs and External Relations}
	The case closure rate reflects, in part, the effectiveness of lead poisoning treatment services.  Case closure means that a child’s lead levels are normal and the environment in which he/she lives is lead-free. Moving a child permanently away from the source of exposure is considered closure. When closure is delayed, there is an increased risk for continued lead toxicity or new exposures.

Limitation: long closure times likely indicate problem cases that are not under the DHS’s control.
	Process
	Lead program records
	7

	Radiation Programs

	7.
	The proportion of chest and lumbar spine X-ray entrance skin exposures measured at County facilities that are 2 or more standard deviations above the national average.
	The Department of Health Service’s efforts to inspect and educate the managers of X-ray facilities should reduce overexposure through a variety of mechanisms.  High exposure levels are considered evidence of poor overall radiological care quality. 

Limitations: the upper-limit for excessive exposure is not clearly defined in evidence-based literature, so 2 standard deviations are taken as a guidepost; The American Association of Physicists in Medicine’s (AAPM) work supports the concept.
	Intermediate outcome
	Inspection data files; national data on skin exposure levels from AAPM
	1

	8.
	The proportion of mammography units that are inspected annually.
	State and federal guidelines require annual mammography facility inspection. There is some evidence that increased, standardized inspections improve the quality of the facilities and their services.  Inspection is also an educational process for the facility, with recommendations given and closures ordered, as needed.

Limitation: variation in the frequency of inspection has an uncertain effect on overall facility quality and adverse outcomes; the proportion is near 100%.
	Process
	Inspection records
	1

	Recreational Health Programs

	9.
	The proportion of County pools requiring inspection that are inspected on an annual basis.
	Inspection on an annual basis is a County pool safety program goal.  Maintaining an adequate frequency of inspection is believed to reduce the risk of adverse health events.

Limitation: the link between the frequency of inspection and public health threats from the inspected pools is not clear.
	Process
	Inspection records
	18

	ACCEPTABLE

	Food Programs

	1.
	A. The proportion of non-compliant retail food facilities that achieve compliance on a requested 1-2 day re-inspection or a Department of Health Services (DHS) scheduled re-inspection. 

B. The proportion of retail food facilities with an inspection score < 90 that achieve a score > 90 on a requested 1-2 day re-inspection or a DHS scheduled re-inspection. 


	Correcting food facility violations reflects not only the establishment’s efforts, but also the effectiveness of the inspecting team and their process. Non-compliant establishments pose a larger public health risk. Note: the details of compliance and the correction period can be defined as needed. One health department’s definition of non-compliance is >4 “critical” violations, no on-site food safety manager, more than 3 repeat violations.

Limitation: the County system operates on an inspection process and schedule that is currently under modification; differences in scores are not yet clearly correlated with food-borne illnesses.
	Process
	Inspection logs
	1, others


	
	Indicator
	Rationale for Indicator
	Type
	Data Resources
	Source

	Housing Programs

	2.
	A. The proportion of licensed housing facilities inspected annually that are subject to office hearing enforcement action after prior efforts fail to achieve compliance with health and safety codes.

B. The proportion of licensed housing facilities inspected annually that are subject to enforcement activities (including referral to Department of Health Services legal support services, the Franchise Tax Board, or the DA’s office) when education and persuasive efforts (including an office hearing) fail to achieve compliance with health and safety codes.
	Enforcing housing health and safety codes is the health department’s responsibility.  If this responsibility is not exercised sub-standard establishments will continue to operate without improvement. The number of enforcement activities reflects the condition of the housing, the owner’s efforts, and DHS response to violations.  Note: compliance with health and safety codes is generally a judgment experienced public health officials make; this enforcement concept may be applied to other areas.

Limitation: without involvement in the housing inspection process, it is difficult to judge what the measure indicates about the quality of DHS efforts (i.e., what proportion is good?). 


	Process
	Inspection reports and enforcement case files 
	11

	Radiation Programs

	3.
	A. The proportion of X-ray tubes requiring inspection every three years that are inspected within the required timeframe.

B. The proportion of radioactive materials sources requiring inspection every one to three years that are inspected within the required timeframe.
	State and federal guidelines set the frequency of radioactive sources inspections. Inspections also are an educational process for the facility, with recommendations given and closures ordered as needed.

Limitation: variation in inspection frequency has an uncertain effect on overall facility quality and adverse outcomes.
	Process
	Inspection records
	1

	Recreational Health Programs

	4.
	The mean agreement score between a pool inspector’s evaluation and a supervisor’s evaluation on key inspection form items.
	Several times per year, supervisors review field inspectors’ work on the next day and provide feedback. Field inspectors do not know when their work will be reviewed.  An agreement score based on the most important items of inspection may be created for individual inspectors and for the entire inspection team on a regular basis. The score may be based on 5 inspections and calculated semiannually at the County level. A poor agreement score indicates a need for continuing education to ensure fair and accurate inspection. Note: the comparison methodology needs development.

Limitation: it is not clear if certain items of inspection should be weighted differently; the supervisor is assumed to represent the best standard.
	Process
	Field inspectors’ and supervisors’ inspection logs
	1

	Lead Programs

	5.
	The proportion of children ages 6 years or younger who received a blood lead levels test and had a result of >15 micrograms per deciliter.

{See also Family Health Programs and External Relations}
	Lead screening and removal is a public health function. Elevated lead levels in children lead to disability. The proportion of children with elevated levels varies with screening and reporting practices. The State requires that levels >25 be reported, although the Institute of Medicine considers levels  >10 to pose potential health risks or to indicate that there is a risk of further exposure. The CDC defines a case as a blood lead level >15 mcg on repeated testing.

Limitation: data are not currently available; the DHS has limited influence on the measure.
	Intermediate outcome
	County level data may be available from the State by Fall  2000
	17, others

	Water Programs

	6.
	A. The proportion of small water samples that are in compliance with State bacteriological standards.

B. The proportion of small water systems that are evaluated and found to be in compliance with State mean contaminant levels, excluding nitrates.

C. The proportion of small water systems that are evaluated and have a nitrate contaminant density <45.
	There are about 195 small water systems in the County. Compliance with State “Water Rules” standards helps to maintain, improve, and protect ground water. Sampling for contaminants identifies potential health problems in the water supply. Nitrate contamination can occur from problems with animal and human waste/sewage management; a nitrate density level >=45 indicates a problem.  

Limitation: the percentage of persons using small water systems in the County is relatively small.
	Intermediate outcome
	Inspection and lab test result logs and files
	1, others

	7.
	The proportion of existing and proposed small water systems that are inspected according to the frequency specified in the Local Primacy Agreement or the State small water system category law.
	Inspections help assure a clean water supply and protect the public health. A sanitation survey is used to verify acceptable water monitoring programs, compliance with State standards, and current permits. The proper frequency of inspections helps assure full compliance with water laws. 

Limitation: more specific measures exist; small water systems serve a small proportion of the County and appear to be generally well maintained, providing little link to variation in outcomes.
	Process
	Sample of small water system inspection files 
	11


F.  FAMILY HEALTH PROGRAMS AND EXTERNAL RELATIONS

	
	Indicator
	Rationale for Indicator
	Type
	Data Resources
	Source

	RECOMMENDED

	Children’s Medical Services

	1. 
	The proportion of California Children’s Service referrals and additional service requests for which medical eligibility is determined within 5 working days of receipt.
	Processing requests in a timely manner will, in some cases, impact the provision and effectiveness of services. Medical, financial, and residential eligibility for services must be assessed. Computer records note when all of the information is available to determine medical eligibility and when the eligibility decision is made. Five days is a State guideline. Note: the overall response time for a request depends on when all necessary information is received.

Limitation: the effect on outcomes is not established.
	Process
	Sampling of service requests using the existing computerized tracking system
	1

	2. 
	The proportion of the families eligible for the Child Health Disability Prevention (CHDP) program that report having received a physical exam through CHDP.
	Increasing the proportion of eligible children who receive preventive medical care services will help prevent disease and disability. The DHS has a responsibility to perform outreach to maximize enrollment.

Limitation: estimates of the eligible population are of uncertain validity.
	Process
	CHDP eligible enrollees estimated from the 1997 LA County Health Survey q105b-d, q94a-d, pq6a, pq14, pq12
	1

	3. 
	The proportion of the families eligible for the Child Health Disability Prevention program that report difficulty obtaining preventive health care services for their children.
	Prevention for children is a cost-effective function of personal and public health services.  Entry into the medical care system is a barrier to care that the DHS is working to remove. Child Health Disability Prevention program eligibility is based on a need for medical coverage, age <21 years, and income <200% of the poverty limit. Note: use as a question for the LA County survey?

Limitation: some other factors out of direct DHS control (e.g., transportation) may influence this measure.
	Intermediate

outcome
	Field Institute State Children and Youth Health Survey, q29a, q113, q23-25
	1


	
	Indicator
	Rationale for Indicator
	Type
	Data Resources
	Source

	Lead Programs

	4.
	The proportion of children with lead poisoning who have a nursing evaluation begun within standard timeframes after the Department of Health Services receives a childhood lead-poisoning report.


	Timely case evaluation may reduce worsening illness and prevent further exposures. The timeframes for initiating evaluation are: same day for blood lead levels >70; within 48 hours for levels 45-69; within 10 days for levels 20-44; as soon as resources allow for levels 15-19, in which case 21 days may be used as a measurement point. “Evaluation begun” means that the nursing staff has at least made direct case contact and an initial assessment. Note: nursing evaluation of the lead-poisoned child occurs in conjunction with home inspections (see related indicator in Environmental Health).

Limitation: case evaluation does not guarantee resolution of poisoning, source identification and abatement, and timely case closure; parents and medical providers may influence the case initiation and closure process.
	Process
	Investigation records
	1

	5.
	A. The proportion of lead-contaminated sites linked to a lead-poisoned child that are remediated within 1 week after the DHS receives site lead test results.

B. The proportion of lead-contaminated sites linked to a lead-poisoned child that are abated within 2 months after the DHS receives site lead test results.

{See also Environmental Health}
	Remediation controls the immediate risk of further exposure to lead, and abatement makes a premise safe from lead poisoning for future inhabitants. Abatement removes the lead hazard but is costly and not always done. Delays beyond the chosen timeframes generally indicate problems with the chain of events that reduces the risk of lead poisoning.

Limitation: the DHS has only partial influence on the success of remediation and abatement, which is shared with owners, tenants, the clean-up company, and funding sources. The timeframes are not limits that clearly indicate decreased quality.
	Intermediate outcome
	Investigation logs
	1

	6.
	A. The proportion of children with blood lead levels >=25 mcg whose cases are successfully closed within one year of report to the Department of Health Services (DHS).

B. The median months to case closure after the report to the DHS of a child with blood lead level >=25 mcg.

{See also Environmental Health}
	The case closure rate reflects, in part, the effectiveness of lead-poisoning treatment services.  Case closure means that a child’s lead levels are normal and the environment in which he/she lives is lead-free. Moving a child permanently away from the source of exposure is considered closure. When closure is delayed, there is an increased risk for continued lead toxicity or new exposures.

Limitation: long closure times likely indicate problem cases that are not under the DHS’s control.
	Process
	Lead program records
	7

	7.
	The proportion of children with a blood lead level >20 mcg who receive a nutrition evaluation interview.  

{See also Professional Standards}
	A range of services is available to maximize the health of lead-poisoned children. Nutrition is a particularly important service that these divisions wish to further improve. 

Limitation: the value of the measures may already be high, with little variance expected in the future.
	Process
	Case records
	1

	8.
	The proportion of all lead-poisoned children that labs report to the Department of Health Services.

{See also Health Assessment and Epidemiology}
	Provider reporting of cases helps the division ensure that proper environmental lead abatement occurs and that poisoned children are treated.  Reporting is mandated.  Without DHS follow-up of exposed children, more cases would likely occur. Limitation: the State, rather than the County DHS, is responsible for auditing lab and provider reporting.
	Process
	Review of State data; review of County and private lab data
	1

	Maternal and Family Health & Perinatal Health

	9.
	A. The mean proportion of selected Comprehensive Perinatal Services Program prenatal care standards used at County prenatal care clinics.

B. The mean proportion of selected Comprehensive Perinatal Services Program prenatal care standards used at Medi-Cal provider sites.
	The Comprehensive Perinatal Services Program (CPSP) prenatal care standards have been in effect for Medi-Cal providers (LA Care and HealthNet) but are underused within the County’s own system, presumably due to lack of financial incentives. There is evidence that the CPSP’s approach contributes to improved birth outcomes. Note: Medi-Cal providers are developing a monitoring system for assessing compliance with standards which depends on the proportion of selected CPSP form questions that are completed for each case.

Limitation: the DHS has limited control, but some influence, over provider practices.
	Intermediate outcome (process for the direct provider)
	A) Review of clinic site CPSP forms; B) Medi-Cal provider data
	1

	10.
	The proportion of pregnant women with no self-reported source of care who begin prenatal care due to the outreach efforts of the Perinatal Outreach and Education Program.
	The Perinatal Outreach and Education (POE) Program’s primary objective is to enter high-risk pregnant women into acceptable prenatal care in order to reduce adverse pregnancy outcomes.  Entry into care can be defined as having one or more prenatal visits with an acceptable provider. Note: for measurement, the case follow-up system may need further development.
	Process
	Case contact records 
	1

	11.
	The mean score on the Kessner Index calculated for women entered into each of the County’s 5 perinatal health programs.
	The Kessner (or modified Kessner) Index is a measure of prenatal care determined at the time of delivery (based on the gestational age, when trimester care began, the number of prenatal visits) and is used to correlate outcomes to care received prior to delivery. The DHS has a role in assuring adequate prenatal care for the County. Perinatal programs include: Perinatal Outreach and Education Program, Black Infant Health Program, Esperanza Project, Prenatal Care Guidance Program, Perinatal Juvenile Health Program.  The measure focuses on access/utilization and is useful for high-risk populations. The population who is entered into a program may be defined as those women who accept a referral or appointment for program-related prenatal care services.

Limitation: the DHS has limited control over patients and provider behavior.
	Process
	Currently collected data; birth records 
	1, others

	12.
	The proportion of infants born in the County for whom prenatal care was initiated in the first trimester.
	Early prenatal care is a general marker for adequate prenatal care and correlates with improved birth outcomes.

Limitations: the DHS has limited control over whether individuals seek care.
	Process
	Birth records, 1997 LA County Health Survey q56, q57
	1

	13.
	A. The proportion of pregnant women who are offered HIV testing at County provider sites.

B. The proportion of pregnant women who are offered HIV testing at Medi-Cal provider sites.

C. The proportion of pregnant women in each of the County’s 5 perinatal health programs who are offered HIV testing. 

{See also AIDS Programs and Policy}
	California law requires that maternal HIV testing be offered. Perinatal care programs provide education and referral, or direct services, for high-risk pregnant and postpartum women. Perinatal programs include: Perinatal Outreach and Education Program, Black Infant Health Program, Esperanza Project, Prenatal Care Guidance Program, Perinatal Juvenile Health Program.  Medi-Cal providers are LA Care and HealthNet. Note: A trained reviewer routinely does case reviews for some programs.

Limitations: it is expected that nearly all pregnant women are offered HIV testing; the DHS has limited influence on these measures; County clinics represent a small but high-risk subset of all prenatal care in the County.
	Process
	A) Clinic records; B) Medi-Cal provider data or chart review; C) Program case management records
	1, others

	14.
	A. The proportion of pregnant women seen at County provider sites whose medical record indicates a discussion of the risks of alcohol, tobacco, or other drug use during pregnancy.

B. The proportion of pregnant women seen at Medi-Cal provider sites whose medical record indicates a discussion of the risks of alcohol, tobacco, or other drug use during pregnancy.

 
	The use of alcohol, tobacco, or drugs during pregnancy can lead to adverse birth outcomes (e.g., fetal alcohol syndrome). Medi-Cal providers are LA Care and HealthNet. Note: a trained reviewer routinely does case reviews for some programs.

Limitations: documentation of discussion and cessation of use are not clearly linked; the DHS has limited influence on these measures; County clinics represent a small but high-risk subset of all prenatal care in the County.
	Process
	A) Clinic and case management records; B) Medi-Cal provider data or chart review
	1

	ACCEPTABLE

	Children’s Medical Services

	1.
	The ratio of Child Health and Disability Prevention Program (CHDP) eligible children per CHDP provider, at the Service Planning Area level.
	Additional provider participation is needed to increase the numbers of children who receive prevention services. Currently, only the number of providers participating in CHDP is tracked. CHDP eligibility is based on the need for medical coverage, age <21 years, and a reported income <200% of the poverty limit. Financial incentives for providers are believed to be adequate.

Limitation: estimates of the eligible population are of uncertain validity; the ideal ratio of providers to children is uncertain. 
	Structure / Process
	1997 LA County Health Survey, q105b-d, q94a-d, pq6a, pq14; CHDP provider files
	1

	2.
	A. The ratio of California Children’s Services (CCS) patients to CCS nurse providers.

B. The ratio of high-risk CCS patients to skilled nurse providers.
	Services for children with chronic illnesses cannot be optimized if nurses do not have enough time available per patient due to a lack of nursing staff.  The DHS goal is 500:1 for routine cases and 80:1 for intensive service cases.

Limitation: ideal ratios are not based on empirical evidence; estimates of the eligible population may have uncertain validity.
	Structure / Process
	Enrollment and personnel files
	1

	Lead Programs

	3.
	The proportion of children with a blood lead level >15 mcg and anemia whose anemia is corrected within: A) 3 months, and B) 6 months after diagnosis.

{See also Professional Standards}
	Anemia complicates lead poisoning and is often a sign of coexisting nutritional deficiencies.  It is important to correct anemia in lead-poisoned children and the DHS can help ensure that this occurs through reporting. Correction is difficult if lead poisoning is unresolved.

Limitation: the DHS has limited influence on this measure and on the behavior of providers and patient’s families.
	Outcome
	Review of case records
	1

	4.
	The mean post-test score on responses to questions regarding knowledge of lead poisoning, screening, treatment, and abatement from providers attending the County’s lead education programs.
	Assuring provider knowledge about lead poisoning issues is an important element to achieving successful prevention, screening, and treatment.

Limitations: it is assumed that a change in provider knowledge subsequently affects behavior and health outcomes.
	Intermediate outcome
	Pre- and post-intervention surveys 
	1

	5.
	The proportion of children ages 6 years or younger  who received a blood lead levels test and had a result of>15 micrograms per deciliter.

{See also Environmental Health}
	 Lead screening and removal is a public health function. Elevated lead levels in children lead to disability. The proportion of children with elevated levels varies with screening and reporting practices. The State requires that levels >25 be reported, although the Institute of Medicine considers levels  >10 to pose potential health risks or to indicate that there is a risk of further exposure. The CDC defines a case as a blood lead level >15 mcg on repeated testing.

Limitation: data are not currently available; the DHS has limited influence on the measure.
	Intermediate outcome
	County level data may be available from the State by Fall 2000
	17, others

	6.
	The proportion of children in designated high-risk areas (or by Service Planning Area) who receive blood lead testing as recommended by the State and the CDC. 

{See also Health Assessment and Epidemiology}
	These data are intermittently collected. Screening for all possible lead poisoning cases in high-risk areas is needed to reduce disability and prevent future cases.  The DHS has identified high-risk areas.

Limitation: the DHS has limited influence on this measure and on the behavior of providers and patient’s families; reliable information is difficult to obtain. 
	Process 
	Community or school-based samples 
	1

	Maternal and Family Health & Perinatal Health

	7.
	The proportion of live births that occur to adolescent females aged 10-17 years.
	Teenage pregnancy rates are high and are associated with health and social problems for teenage mothers, their children, and society. The DHS may have the ability to reduce teenage pregnancy rates.

Limitation: accountability is very low.
	Outcome
	Birth records
	2

	8.
	A. The proportion of HIV-infected pregnant women seen at County-contracted provider sites who are offered antiviral therapy.

B. The proportion of HIV-infected pregnant women treated at County-contracted provider sites who complete standard antiviral therapy to prevent vertical transmission of HIV while pregnant.

{See also AIDS Programs and Policy}
	Adequate antiviral treatment can help prevent maternal-fetal transmission of HIV and reduces the risk of complications from disease progression. Antiviral therapy consists of treatment with zidovudine, or other regimens, that national organizations, such as the CDC, recommend. Note: the methodology needs extensive development.

Limitation: eligible patients are difficult to identify due to confidentiality concerns; accountability – patient and provider factors will primarily determine treatment acceptance and completion rates.
	Intermediate outcome
	Provider site chart review 
	17


G.  HEALTH ASSESSMENT AND EPIDEMIOLOGY

	
	Indicator
	Rationale for Indicator
	Type
	Data Resources
	Source

	RECOMMENDED

	1. 
	The proportion of confirmatory test results for reportable communicable diseases that hospital and other private labs reported to the Department of Health Services.

{See also Communicable Disease Control}
	Labs should promptly provide tests that confirm the presence of a reportable disease (e.g., diphtheria, gonorrhea, syphilis, TB, typhoid, listeriosis) to the DHS. Accurate data are necessary for public health planning.  Providers have a legal requirement to report many communicable diseases, but monitoring and enforcement is difficult. The system is being automated as much as possible to increase reporting, but it cannot be guaranteed.

Limitation: the reporting is so low for some conditions (<15% for measles from hospitals in past studies) that using resources to monitor performance without a means to correct the problem may be premature.
	Intermediate outcome (process for provider)
	None currently; site visit to review laboratory databases 
	1, others

	2. 
	The proportion of reportable communicable disease cases health care providers reported out of the subset of cases labs reported to the Department of Health Services.

{See also Communicable Disease Control}
	Providers may assume that tests done at labs are automatically reported, but providers remain responsible for reporting and have case information beyond what the lab can provide. Labs report several tests that confirm the presence of a reportable disease (e.g., diphtheria, gonorrhea, syphilis, TB, typhoid, listeriosis). Reporting of diseases is necessary to monitor and plan for communicable disease control.  The California Medical Board is enacting a plan, in conjunction with local health departments, to enforce delinquent provider reporting. 

Limitation: the measure is unable to follow cases that no one reports or in which a diagnosis is made without a test.
	Intermediate outcome (process for provider)
	Comparison of reports from providers with those from labs (this will be easier when the DHS Enhanced Surveillance System is in place)
	1

	3.
	The proportion of all lead-poisoned children that labs report to the Department of Health Services.

{See also Family Health Programs and External Relations}
	Provider reporting of cases helps the division ensure that proper environmental lead abatement occurs and that poisoned children are treated.  Reporting is mandated.  Without DHS follow-up of exposed children, more cases would likely occur. Limitation: the State, rather than the County DHS, is responsible for auditing lab and provider reporting.
	Process
	Review of State data; review of County and private lab data
	1

	Data Collection and Analysis

	4.
	The proportion of death certificates the County sent to the State that were not returned because of errors (such as data omissions, inconsistencies, illegibility, or physical integrity).
	Error in processing vital statistics documentation is an inefficiency that causes delays in information and may lead to increased errors in reporting.  Vital statistics are a critical component of public health planning.

Limitation: the link to public health outcomes is distant. 
	Process
	Counts of the number of records the County processed that the State returned 
	1, others

	ACCEPTABLE

	1.
	The alcohol-related motor vehicle accident mortality rates at the County (or Service Planning Area) level. 

{See also Alcohol and Drugs}
	These data are needed, intermittently collected, and considered essential for optimal policy and planning.  Data collection is a DHS responsibility, although public health service activities determine the rate only to a small extent. 

Limitation: accountability is very low – there are many factors, including personal behavior, which affect rates; measurement methods may not be reliable. 
	Outcome
	Hospital, police, and treatment facility data; death certificates 
	1

	2.
	The number of days required to produce routine, periodic data reports on communicable diseases.


	The timeliness of data is important to optimally plan responses to communicable disease threats. Data reports are not analyses and may be prepared for internal or external use. Routine reports are those produced at least annually. Delays in producing reports would begin with the day after the latest data are available for the period under study. Note: the reports that are being measured must be pre-defined; divisions with primary data sets may be similarly measured.

Limitation: the time delay needs to be subjectively evaluated for quality.
	Process
	Comparison of report dates with data generation time span
	1

	3.
	The proportion of children in designated high-risk areas (or by Service Planning Area) who receive blood lead testing as recommended by the State and the CDC. 

{See also Family Health Programs and External Relations}
	These data are intermittently collected. Screening for all possible lead-poisoning cases in high-risk areas is needed to reduce disability and prevent future cases.  The DHS has defined high-risk areas.

Limitation: the DHS has limited influence on this measure and on the behavior of providers and patient’s families; reliable information is difficult to obtain. 
	Process 
	Community or school-based samples 
	1

	Data Collection and Analysis

	4.
	The proportion of reportable diseases that health providers reported following State and County reporting procedures for: A) timeliness, and B) completeness.

{See also Communicable Disease Control}
	Accuracy and timeliness of reporting improves the data that are collected, as well as the planning efforts that control communicable diseases. The DHS should ensure complete information whenever possible. Note: see similar measures; combine with overall reporting rates for more information; may choose conditions with a high occurrence, such as hepatitis A or STDs. 

Limitation: the DHS has less control over the timing of reporting than the completeness of reporting; provider reporting times may be delayed because of reliance on lab reporting or clinically-based delays in diagnosis; reporting delays may be difficult to measure accurately; the overall reporting rate is more important.
	Process
	Review of case reports; samples of case medical records
	16

	5.
	A. The proportion of birth certificates that are received, processed, and forwarded to the County Recorders Office within 1) 10 working days and 2) 20 working days of receipt. 

B. The median processing time for birth certificates, as defined above.
	Reducing long delays in vital statistics processing may improve public health planning. For measurement purposes, the time for processing a birth certificate begins when it is entered into the automated reporting system. Statutory guidelines recommend that birth records be forwarded to the State the week following their receipt.  Note: the indicator measures only a portion of the total time from the time of birth to the State’s compilation of data.

Limitations: the timeframes are meant as useful markers rather than empirically –based time limits that can affect health outcomes.  
	Process
	Automated Vital Statistics System Birth Registration data
	1

	6.
	A. The proportion of death certificates that are received, processed, and forwarded to the County Recorders Office within 1) 10 working days and 2) 20 working days of receipt. 

B. The median processing time for death certificates, as defined above.
	Reducing long delays in vital statistics processing may improve public health planning. For measurement purposes, the time for processing a death certificate begins on the date of death since the funeral home may legally hold a death certificate for 8-10 days and currently the exact date of receipt is not recorded. Statutory guidelines recommend that death records be forwarded to the State the week following their receipt.  Note: this indicator measures only a part of the total time from the time of death to the State’s compilation of data.

Limitations: the timeframes are meant as useful markers rather than empirically based time limits that affect health outcomes.  
	Process
	Sample of death certificates
	1

	7.
	The proportion of: A) births, and B) deaths that providers registered with the Department of Health Services within the timeframes indicated in the statutory guidelines.
	Long delays in registering events contribute to a lag in vital statistic reporting, analysis, and public health planning. For measurement purposes, the timeframe for a death certificate begins at the time of death since a funeral home may legally hold a death certificate for 8-10 days.  Birth records are often kept longer.

Limitation: accountability is very low – the DHS has limited control over this measure of provider behavior. 
	Process
	Sample of birth and death records to compare date of event and date of registration
	11


H.  HEALTH FACILITIES

	
	Indicator
	Rationale for Indicator
	Type
	Data Resources
	Source

	RECOMMENDED

	1.
	The proportion of “serious” and “immediate response” incidents at a health facility that are investigated within 24 hours of report to the Department of Health Services. 
	Responding to complaints about a health facility is an important way to target facilities with sub-optimal care. “Serious” and “immediate response” complaints are those that suggest an immediate threat to an individual’s wellbeing, such as a report of abuse or a death related to the use of restraints. Expected response times are standardized.

Limitations: it is presumed that prompt investigation leads to improvements in the facility.
	Process
	Complaint logs and investigation records 
	1

	ACCEPTABLE

	1.
	The proportion of repeat complaints at a health facility received within 6 months after the original evaluation is completed.
	Repeat complaints may indicate, in part, the success of an initial evaluator's efforts to promote a change in facility behavior. Note: the time frame is somewhat arbitrary and may be modified.

Limitation: accountability is very low – enforcement is available to the DHS, but facility owners and managers are primarily responsible for repeat offenses; complaints may be based on subjective perceptions of a facility.
	Process
	 Complaint logs, records of evaluation
	1


I.  LABORATORY SERVICES

	
	Indicator
	Rationale for Indicator
	Type
	Data Resources
	Source

	RECOMMENDED

	1.
	The proportion of lab specimens that are processed within divisional turn-around time standards for each of the 7 divisions at the County reference lab.
	The division sections are: virology, TB & mycology, bacteriology, parasitology, serology, molecular diagnostics, and lead.  The County lab turn-around time standards are based, in part, on test kit guidelines.  Punctual specimen processing maximizes medical and public health providers’ ability to respond to health needs.

Limitation: it is unclear how large a change is needed to translate into outcomes.
	Process
	Existing lab turn-around time data
	1

	2.
	The weighted mean proficiency score for 17 College of American Pathologists sectional proficiency surveys done at the County reference lab. 
	This is a combined score representing the accuracy with which blinded lab samples for different services are identified, based on an external review.  Weighting can be done according to test volume, or by other criteria.  A summary statement of results has value to administrators and public health stakeholders, even if the quality of lab services remains very high. Note: other lab reliability and validity checks are continuously performed according to internal guidelines.

Limitation: there is little variance in the measure.
	Process
	Existing lab review reports; existing data on the volume of services
	1


J.  PREVENTION & HEALTH PROMOTION

	
	Indicator
	Rationale for Indicator
	Type
	Data Resources
	Source

	RECOMMENDED

	1. 
	The proportion of persons visiting a health care provider during the past three years who report having discussed: A) smoking, B) exercise, C) nutrition or diet, D) gun safety, E) alcohol, F) STDs or HIV.
	These prevention education items are frequently, but not always, discussed with patients.  Each prevention item has individual importance, e.g., tobacco use is the leading preventable cause of death in the U.S. and a major cause of a wide range of chronic diseases. The DHS may encourage providers and patients to discuss prevention during health services. Note: each item is a separate indicator – they are combined for simplicity. 

Limitation: survey reports may not indicate the success of prevention discussions with providers; the DHS has limited influence over this provider behavior.
	Process
	Behavioral Risk Factor Surveillance System (BRFSS)
	17

	Injury and Violence Prevention

	2.
	A. The proportion of automobile users who report using seat belts “always.”

B. The proportion of children under age 4 years that are reported to “always” sit in a child car seat.
	The public health system, the primary health care system, law enforcement, and individuals share responsibility for ensuring proper use of safety belts for injury prevention.  Education of the general public is generally considered a public health responsibility. Note: age 4 years is from the survey; the law says children who weigh <40 lbs. need to be in a child safety seat.

Limitation: the DHS has limited influence over the measure.
	Intermediate outcome
	1997 LA County Health Survey

A) q64; B) pq4b, pq26
	1

	3.
	The proportion of households that report having a firearm in the home.


	Household firearm proliferation is felt to be an avoidable contributor to firearm deaths and injuries.  The DHS takes steps, along with other agencies, to reduce the prevalence and risk from firearms in households. Note: modify survey to ask about proper storage (locking) of firearms, especially in homes with children <18 years.

Limitation: accountability is very low – the DHS has limited influence over the measure and it is not a direct measure of firearm violence.
	Intermediate outcome
	1997 LA County Health Survey, q89-2 and q89-4
	17


	
	Indicator
	Rationale for Indicator
	Type
	Data Resources
	Source

	Tobacco

	4.
	A. The proportion of persons ages 14-17 years who are currently smoking tobacco.

B. The proportion of persons ages 18 years and older who are currently smoking tobacco.
	Smoking tobacco is a leading cause of morbidity and mortality and often begins in youth. The DHS has a leadership role to reduce tobacco use in the County. Data are available at the Service Planning Area level.

Limitation: accountability is very low – the DHS has limited influence on personal tobacco use.
	Intermediate outcome
	A) Youth Risk Behavior Surveillance System (YRBSS); CHDP PM-160 forms; B) Behavioral Risk Factor Surveillance System (BRFSS), 1997 LA County Health Survey, q65
	17

	5.
	The proportion of persons 18 years and older who have ever used tobacco and are not currently using tobacco.
	If the message to avoid and quit smoking is increasingly heeded, then the proportion of quitters will increase.

Limitation: accountability is very low – the DHS has limited influence over personal behavior; as aging quitters die, the proportion of quitters may fall, even if the number of quitters among younger smokers increases over time. 
	Intermediate outcome
	1997 LA County Health Survey q65, q67
	1

	ACCEPTABLE

	Injury and Violence Prevention

	1.
	The degree to which persons in a community are aware of the following methods of injury prevention: A) seatbelt use, B) bicycle helmet use, C) smoke detector use and testing.
	Public and community organizations’ knowledge regarding injury prevention reflects, in part, a responsibility of the division to inform and educate and is believed to impact injuries in the community. Note: scoring is obtained from the data source; other measures may be available from other sources.

Limitations: the DHS has limited influence on personal behavior; awareness of use does not guarantee actual use.
	Intermediate outcome
	BRFSS; Surveys of targeted populations and injury coalition members
	1

	2.
	The rate of accidental poisonings among children aged 1 to 5 years old.
	Accidental poisoning is a public health issue that community-based interventions can potentially prevent.  . Poisoning leads to adverse health outcomes.

Limitation: reliable data require extensive collection efforts.
	Outcome
	Morbidity statistics; hospital and other claims databases
	8

	3.
	The three-year average rate of deaths per 100,000 persons aged 0-24 years due to homicide in Los Angeles County.
	Homicide, especially among children and youths, is a public health issue that the DHS attempts to prevent.

Limitation: accountability is very low – the DHS has limited influence and shares responsibility for prevention with other societal groups and individuals.
	Outcome
	Numerator - CA DHS Health Data and Statistics Branch death records; Denominator - Dept. of Finance. Reported annually by Maternal and Family Health.
	4

	4.
	The rate of hospitalizations per 100,000 persons aged 0-19 years due to assaults in Los Angeles County.
	Assaultive intentional injury, especially among children, is a public health issue that the DHS attempts to prevent.

Limitation: accountability is very low – the local public health service has limited influence and shares responsibility for prevention with other societal groups and individuals.
	Outcome
	Numerator - Hospital discharge data from the Office of Statewide Planning and Development; Denominator - Dept. of Finance. Reported annually by Maternal and Family Health.
	4

	5.
	The rate of hospitalizations per 100,000 persons aged 0-19 years due to unintentional injury in Los Angeles County.
	Accidental injury, especially among children, is a public health issue that the local public health service attempts to prevent. Note: consider a similar measure for poisoning that is separate from other injuries.

Limitation: accountability is very low – the DHS shares responsibility for prevention with other societal groups and individuals.


	Outcome
	Numerator - Hospital discharge data from the Office of Statewide Planning and Development; Denominator - Dept. of Finance. Reported annually by Maternal and Family Health.
	4

	6.
	The rate of deaths per 100,000 persons aged 0-24 years due to unintentional injury in Los Angeles County.
	Accidental death, especially among children and youths, is a public health issue that the local public health service attempts to prevent.  

Limitation: accountability is very low – the DHS shares responsibility for prevention with other societal groups and individuals.
	Outcome
	Numerator - CA DHS Health Data and Statistics Branch death records; Denominator - Dept. of Finance. Reported annually by Maternal and Family Health.
	4

	Nutrition

	7.
	The proportion of schools with menus that meet dietary guidelines for fat content and five or more servings of fruits and vegetables daily.


	Eating five or more servings of fruits or vegetables per day is important for reducing dietary fat content, reducing obesity, and increasing the consumption of fiber and other nutrients in order to prevent heart disease, colon cancer, and other diseases.  Dietary habits may be established during childhood or adolescence.  School meals contribute to dietary health and future dietary habits.

Limitation: DHS has limited influence on school menus; the State has more influence on school menus than the DHS.
	Structure
	Survey of schools or school board
	17

	Tobacco

	8.
	The proportion of persons who can recall seeing an antismoking message at 6 months following a media campaign.
	Tobacco use is the leading preventable cause of death in this country and a major cause of a wide range of chronic diseases.  Advertising is presumed to influence adult behavior, and campaigns are part of the DHS’s strategy to reduce smoking prevalence.

Limitations: recall of anti-smoking ads is not clearly related to decreased tobacco use.
	Intermediate outcome
	General and targeted population surveys
	17


K.  PROFESSIONAL STANDARDS

	
	Indicator
	Rationale for Indicator
	Type
	Data Resources
	Source

	RECOMMENDED

	Nursing

	1.
	The proportion of acute communicable disease cases for which a sensitive occupation or situation (SOS) history should be
 and is obtained within 24 hours of report to the Department of Health Services.

{See also Communicable Disease Control; Professional Standards, Public Health Investigation}
	Determining a history of a sensitive occupation or situation (SOS) is an important part of preventing the fecal-oral transmission of several common diseases.  A “complete” SOS history includes, but is not limited to: all occupations (both paid and unpaid), job descriptions, dates of work, day care center and institutional associations, and living arrangements. Note: excluded are some common communicable diseases handled at the SPA level: lice, chicken pox, and scabies. PHN investigates the daycare setting.
	Process
	Disease case investigation report forms (nursing and public health investigation); epidemiology forms
	1, 6

	2.
	The proportion of reported acute communicable disease cases for which an investigation was begun within: A) 12 hours, for conditions requiring immediate action,
 B) 48 hours, for conditions requiring a one-day response,
 and C) one week, for all other conditions.

{See also Communicable Disease Control; Professional Standards, Public Health Investigation}
	Investigating all reported incident cases in a timely manner is important for treating infected persons and preventing the further spread of disease. “Investigation was begun” means taking at least the recommended history. All conditions are combined in the measure. Due to the volume of cases and the existence of separate programs, STD and TB cases can be measured separately.  

Limitation:  conditions with low occurrences will be subject to variability due to individual case comparisons.
	Process
	Disease case investigation reports and logs
	1, 6, others

	3.
	The proportion of persons reported to be exposed to an acute communicable disease case who are reached for risk assessment within: A) 24 hours, for conditions requiring immediate action,10 B) 48 hours, for conditions requiring a one-day response,11 and C) one week, for all other conditions.

{See also Communicable Disease Control; Professional Standards, Public Health Investigation}
	Tracing contacts is an important step to preventing the spread of disease and reducing disease prevalence.  Due to the volume of cases and the existence of separate programs, STD and TB case contacts can be measured separately, and HIV is not reportable. Note: there is some overlap with the indicator for the delivery of prophylaxis to contacts.

Limitation: conditions with low occurrences will be subject to variability due to individual case circumstances.
	Process
	Disease case investigation reports and logs (need to include the time at which contact information was obtained)
	1, 6, others

	4.
	A. The proportion of persons reported to be exposed to syphilis cases who are contacted by the Department of Health Services (DHS).

B. The proportion of persons reported to be exposed to gonorrhea cases who are contacted by the DHS.

C. The proportion of persons reported to be exposed to chlamydia cases who are contacted by the DHS.

{See also Communicable Disease Control; Professional Standards, Public Health Investigation}
	Contacts with syphilis cases are all investigated (index case partners are traced, contacted, educated, and brought to medical services) as aggressively as possible. The DHS investigates chlamydia cases that are inadequately treated or untreated. “Contacted” means direct conversation with the exposed person. The divisions may define the time limits for tracing each condition; 4 weeks is a reasonable mark for gonorrhea and chlamydia since significantly fewer cases are identified after the first month. Syphilis investigation may continue for 90 days to 1 year, depending on the exposure history.
	Process
	Public health investigation STD Monthly Activity Report (MAR)
	1, others

	5.
	The proportion of reported hepatitis A cases and caregivers who may be infectious and for whom prevention education is completely delivered.

{See also Communicable Disease Control}
	Complete prevention education includes a discussion of:

1. The need to handwash after bathroom usage and before food handling.

2. The sanitary disposal of body wastes.

3. For cases, the inability to participate in typical blood donation programs.

Prevention education can prevent the current and future spread of disease. This measure for Hepatitis A may be used as a leading indicator of prevention education that is similarly delivered for other communicable diseases. Since many cases of hepatitis A are not reported until the case is no longer infectious, the focus is on educating those cases and contacts who may still be infectious, using a timeframe beginning at the 3rd week after infection and continuing until one week after the onset of jaundice. Note: another method of assessment is immediate post-investigation case sampling and interview for prevention knowledge recall.

Limitation: documentation of education delivery does not confirm actual delivery, and may not reflect case or caregiver learning.
	Process
	Disease case investigation report forms (nursing and public health investigation); epidemiology forms; post-intervention follow-up survey sample
	1, 6

	6.
	The proportion of reported Salmonellosis cases in a sensitive occupation or situation that have final documentation of the results of recommended tests to ensure clearance of infection.

{See also Communicable Disease Control}
	The recommended clearance tests are: 2 consecutive feces cultures (and urine, if the original positive culture was urine), taken at least 24 hours apart, beginning not earlier than 2 (or 3) weeks from the onset of the illness.

The DHS follows Salmonellosis cases until they are cleared through County labs. Testing for clearance is an important aspect of Salmonellosis control due to the possibility of a carrier state; this indicator may be used as a leading indicator for similar communicable diseases.  ”Documentation” may include lab test results or confirmatory communication with the responsible physician or his/her representative.  
	Process
	Disease case investigation report forms (nursing and public health investigation); epidemiology forms;  follow-up log
	1, 6

	Nutrition

	7.
	The proportion of children with a blood lead level >20 mcg who receive a nutrition evaluation interview.  

{See also Family Health Programs and External Relations}
	A range of services is available to maximize the health of lead-poisoned children. Nutrition is a particularly important service that these divisions wish to further improve. 

Limitation: the value of the measures may already be high, with little variance expected in the future.
	Process
	Case records
	1

	Public Health Investigation

	8.
	The proportion of acute communicable disease cases for which a sensitive occupation or situation (SOS) history should be
 and is obtained within 24 hours of report to the Department of Health Services.

{See also Communicable Disease Control; Professional Standards, Nursing}
	Determining a history of a sensitive occupation or situation (SOS) is an important part of preventing the fecal-oral transmission of several common diseases.  A “complete” SOS history includes, but is not limited to: all occupations (both paid and unpaid), job descriptions, dates of work, day care center and institutional associations, and living arrangements. Note: excluded are some common communicable diseases handled at the SPA level: lice, chicken pox, and scabies. PHN investigates the daycare setting.
	Process
	Disease case investigation report forms (nursing and public health investigation); epidemiology forms
	1, 6

	9.
	The proportion of reported acute communicable disease cases for which an investigation was begun within: A) 12 hours, for conditions requiring immediate action,
 B) 48 hours, for conditions requiring a one-day response,
 and C) one week, for all other conditions.

{See also Communicable Disease Control; Professional Standards, Nursing}
	Investigating all reported incident cases in a timely manner is important for treating infected persons and preventing the further spread of disease. “Investigation was begun” means taking at least the recommended history. All conditions are combined in the measure. Due to the volume of cases and the existence of separate programs, STD and TB cases can be measured separately.  

Limitation:  conditions with low occurrences will be subject to variability due to individual case comparisons.
	Process
	Disease case investigation reports and logs
	1, 6, others

	10.
	The proportion of persons reported to be exposed to an acute communicable disease case who are reached for risk assessment within: A) 24 hours, for conditions requiring immediate action,13 B) 48 hours, for conditions requiring a one-day response,14 and C) one week, for all other conditions.

{See also Communicable Disease Control; Professional Standards, Nursing}
	Tracing contacts is an important step to preventing the spread of disease and reducing disease prevalence.  Due to the volume of cases and the existence of separate programs, STD and TB case contacts can be measured separately, and HIV is not reportable. Note: there is some overlap with the indicator for the delivery of prophylaxis to contacts.

Limitation: conditions with low occurrences will be subject to variability due to individual case circumstances.
	Process
	Disease case investigation reports and logs (need to include the time at which contact information was obtained)
	1, 6, others

	11.
	A. The proportion of persons reported to be exposed to syphilis cases who are contacted by the Department of Health Services (DHS).

B. The proportion of persons reported to be exposed to gonorrhea cases who are contacted by the DHS.

C. The proportion of persons reported to be exposed to chlamydia cases who are contacted by the DHS.

{See also Communicable Disease Control; Professional Standards, Nursing}
	Contacts with syphilis cases are all investigated (index case partners are traced, contacted, educated, and brought to medical services) as aggressively as possible. The DHS investigates chlamydia cases that are inadequately treated or untreated. “Contacted” means direct conversation with the exposed person. The divisions may define the time limits for tracing each condition; 4 weeks is a reasonable mark for gonorrhea and chlamydia since significantly fewer cases are identified after the first month. Syphilis investigation may continue for 90 days to 1 year, depending on the exposure history.
	Process
	Public health investigation STD Monthly Activity Report (MAR)
	1, others


	
	Indicator
	Rationale for Indicator
	Type
	Data Resources
	Source

	ACCEPTABLE

	Health Education

	1.
	The mean post-test score on responses to questions about preventing transmission of blood-borne pathogens among providers attending the County’s blood-borne pathogen educational training program. 
	Assuring knowledge about blood-borne pathogens is an important component of preventing the work-related spread of blood-borne diseases and is a mandated DHS service.

Limitations: it is assumed that a change in knowledge subsequently affects behavior and health outcomes.
	Intermediate outcome
	Pre and post-intervention surveys 
	1

	Nursing

	2.
	The mean compliance score of staff with public health nursing (PHN) performance standards, based on the PHN Standards of Performance Monitoring Tool, for: A) all services, and B) specific services.
	“Compliance” means that all essential tasks were completed successfully.  PHN performance standards are being developed to quantify important tasks related to acute communicable disease, TB, STD, and lead services.  At an aggregate level and when followed over time, the compliance scores may represent an overall measure of services quality. The goal is to continually improve essential functions.

Limitation: standards are under development and are not correlated yet to outcomes.
	Process
	PHN Standards of Performance Monitoring Tool


	1

	3.
	The mean number of days after a sensitive occupation or situation (SOS) history is determined
 that is taken to contact an employer about an employee who is infectious and must refrain from work.

{See also Communicable Disease Control; Professional Standards, Public Health Investigation}
	Informing employers as soon as possible will help ensure that infectious persons are no longer in a setting that is at high-risk for spreading disease. 

Limitation: patient or employers may ignore the warning; patients may refrain from work even before the employer is notified, eliminating the risk of spread. 
	Process
	Investigation report logs
	1

	4.
	The proportion of acute communicable disease case investigations requiring a sensitive occupation and situation (SOS) history
 that are completed within 3 days after a case investigation is begun, excluding the steps needed to confirm the clearance of infectivity.

{See also Communicable Disease Control}
	Acute communicable disease cases that require a SOS history are easily transmissible and a common, preventable cause of disease.  A measure of the timeliness with which an investigation is completed helps to track and identify problems with the handling of cases.

Limitation: a 3-day timeframe is used as a tracking point, however it is not known whether this timeframe is adequate to distinguish between the quality of individual investigations.
	Process
	Investigation report forms 
	1

	5.
	A. The proportion of reported contacts with a syphilis case who are provided the recommended treatment within disease-specific timeframes.

B. The proportion of reported contacts with a gonorrhea case who are provided the recommended treatment within disease-specific timeframes.

C. The proportion of reported contacts with a chlamydia case who are provided the recommended treatment within disease-specific timeframes.

{See also Communicable Disease Control; Professional Standards, Public Health Investigation}
	This measure indicates the overall regional success of STD treatment by including a number of different providers. Treatment reduces disease transmission and incidence rates. Treatment provision means observation of treatment or confirmation of treatment with a patient’s provider. Note: see a similar measure that supersedes this – the disease intervention index.
Limitations: The DHS cannot control many individual factors that affect performance. 
	Process
	STD case investigation records
	1

	6.
	The proportion of Salmonellosis cases and caregivers for whom prevention education is completely delivered.

{See also Communicable Disease Control}
	Complete prevention education includes a discussion of the need to:

1. Handwash and maintain short fingernails for food handling.

2. Dispose of body wastes in a sanitary manner.

3. Prepare, store, and refrigerate food properly.

4. Thoroughly cook all food from animal sources.

5. Avoid unpasteurized milk.

6. Educateidentified chronic carriers, including the importance of informing health care providers of carrier status and withdrawing from sensitive occupations or situations.

Prevention education can prevent the current and future spread of disease. This measure for salmonella may be used as a leading indicator of prevention education for other communicable diseases. Note: this is a detailed communicable disease case indicator; see similar prevention education items.

Limitation: documentation does not confirm completeness or quality of actual history taking.
	Process
	PHN investigation report forms; post-intervention survey sample
	1, 6

	Nutrition

	7.
	The proportion of children with a blood lead level >15 mcg and anemia whose anemia is corrected within: A) 3 months, and B) 6 months after diagnosis.

{See also Family Health Programs and External Relations}
	Anemia complicates lead poisoning and is often a sign of coexisting nutritional deficiencies.  It is important to correct anemia in lead-poisoned children and the DHS can help ensure that this occurs through reporting. Correction is difficult if lead poisoning is unresolved.

Limitation: the DHS has limited influence on this measure and on the behavior of providers and patient’s families.
	Outcome
	Review of case records
	1

	Public Health Investigation

	8.
	The mean number of days after a sensitive occupation or situation (SOS) history is determined
 that is taken to contact an employer about an employee who is infectious and must refrain from work.

{See also Communicable Disease Control; Professional Standards, Nursing}
	Informing employers as soon as possible will help ensure that infectious persons are no longer in a setting that is at high-risk for spreading disease. 

Limitation: patient or employers may ignore the warning; patients may refrain from work even before the employer is notified, eliminating the risk of spread. 
	Process
	Investigation report logs
	1

	9.
	A. The proportion of reported contacts with a syphilis case who are provided the recommended treatment within disease-specific timeframes.

B. The proportion of reported contacts with a gonorrhea case who are provided the recommended treatment within disease-specific timeframes.

C. The proportion of reported contacts with a chlamydia case who are provided the recommended treatment within disease-specific timeframes.

{See also Communicable Disease Control; Professional Standards, Nursing}
	This measure indicates the overall regional success of STD treatment by including a number of different providers. Treatment reduces disease transmission and incidence rates. Treatment provision means observation of treatment or confirmation of treatment with a patient’s provider. Note: see a similar measure that supersedes this – the disease intervention index.
Limitations: The DHS cannot control many individual factors that affect performance. 
	Process
	STD case investigation records
	1


� Diseases with prophylaxis recommended include: Meningococcus, Haemophilus influenza Type B, Neisseria (non-genital), hepatitis A, pertussis, and diphtheria.


� Anthrax, botulism, cholera, diphtheria, meningococcal infections, plague, poliomyelitis, relapsing fever, typhus (epidemic type), and yellow fever.


� Dengue, gonorrhea, measles, pertussis; and if in a sensitive occupation or situation, amebiasis, campylobacteriosis, giardia, hepatitis A, salmonellosis, shigellosis, and typhoid.


� Anthrax, botulism, cholera, diphtheria, meningococcal infections, plague, poliomyelitis, relapsing fever, typhus (epidemic type), and yellow fever.


� Dengue, gonorrhea, measles, pertussis; and if in a sensitive occupation or situation, amebiasis, campylobacteriosis, giardia, hepatitis A, salmonellosis, shigellosis, and typhoid.


� Amebiasis, campylobacteriosis, giardia, hepatitis A, salmonellosis, shigellosis, and typhoid.


� For the following acute communicable diseases: amebiasis, campylobacteriosis, giardia, hepatitis A, salmonellosis, shigellosis, and typhoid.


� Amebiasis, campylobacteriosis, giardia, hepatitis A, salmonellosis, shigellosis, and typhoid.





� Amebiasis, campylobacteriosis, giardia, hepatitis A, salmonellosis, shigellosis, and typhoid.


� Anthrax, botulism, cholera, diphtheria, meningococcal infections, plague, poliomyelitis, relapsing fever, typhus (epidemic type), yellow fever.


� Dengue, gonorrhea, measles, pertussis; and if in a sensitive occupation or situation, amebiasis, campylobacteriosis, giardia, hepatitis A, salmonellosis, shigellosis, and typhoid.


� Amebiasis, campylobacteriosis, giardia, hepatitis A, salmonellosis, shigellosis, and typhoid.


� Anthrax, botulism, cholera, diphtheria, meningococcal infections, plague, poliomyelitis, relapsing fever, typhus (epidemic type), yellow fever.


� Dengue, gonorrhea, measles, pertussis; and if in a sensitive occupation or situation, amebiasis, campylobacteriosis, giardia, hepatitis A, salmonellosis, shigellosis, and typhoid.


� For the following acute communicable diseases: amebiasis, campylobacteriosis, giardia, hepatitis A, salmonellosis, shigellosis, and typhoid.


� Amebiasis, campylobacteriosis, giardia, hepatitis A, salmonellosis, shigellosis, and typhoid.


� For the following acute communicable diseases: amebiasis, campylobacteriosis, giardia, hepatitis A, salmonellosis, shigellosis, and typhoid.
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