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Amy Belflower Thomas
John W. Wallace 
2017 NCPHA Fall Educational Conference

• As initial planning for the program started in 2002, 
NCLHDA is now 15 years old!

• The last group of LHDs undergoing their first reaccreditation received notifications on August 1
• The program has experienced some revitalization

2017 is a Big Year for NCLHDA

• Assessment of public health accreditation efforts and where NC program stands
• Analysis and interpretation of reaccreditation-era data
• Presentation and release of inaugural 2016-2017 NCLHDA 

Annual Report

Session Overview
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• 2002 – North Carolina begins exploring accreditation as a quality 
measure for local health departments

• 2003 – Institute of Medicine report calls for national accreditation process
• 2004 – Center for Disease Control identifies accreditation as a key strategy 

A Short History Lesson

• 2004 – North Carolina pilots its first local health department 
accreditations 

• 2005 – North Carolina General Assembly mandates accreditation for all LHDs
• 2011 – Public Health Accreditation Board (PHAB) begins voluntary accreditation process

A Short History Lesson
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• Senate Bill 804
- Established NCLHDA Board within NCIPH (17 members appointed                                                  

by NCDHHS Secretary)- Directs Commission to adopt rules establishing standards for LHDs
- Mandates all LHDs to obtain (by December 1, 2014) and maintain accreditation

• 10A NCAC 48B
- Defines scoring requirements by core function- Describes Benchmarks and Activities

The Law

States with Local Systems 
• Missouri 
• Iowa (switching to PHAB)
• Michigan
• Washington 
• North Carolina

Approaches in Other States

• Public Health Accreditation Board (PHAB) launched national program in September 2011
• PHAB accredited health departments serve 203 million people, or 66% of US population (as of September 21, 2017)
• State health departments (28/50), local health departments (169/2800), centralized local/state systems (1),                                     and tribes (1) can be accredited 

National Accreditation Effort
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• NCLHDA meets the rigorous standards that PHAB institutes (in fact, NCLHDA informed much of PHAB’s development), but also allows for flexibility to meet the needs of NC LHDs
• NCALHD is currently required by NCGS- PHAB is optional

• Congrats to Burke County Health Department and Cabarrus Health Alliance for their PHAB accreditation!

PHAB vs. NCLHDA

NCLHDA PHAB
No application; LHDs already scheduled Application required
Self-assessment instrument completed 
by health department

Self-assessment instrument completed 
by health department

Site visit (in-state visitors only) Site visit (out of state only)
Accreditation Board review Accreditation Committee review
Status granted: accreditation, 
conditional accreditation, not accredited

Status granted: Accredited or Not 
Accredited (Action Plan) 

Annual report: State of the County’s 
Health

Annual report focused on QI activities
4 year cycle; automatically scheduled 5 year cycle; must reapply
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Crosswalk of NCLHDA and PHAB

We did it so that you don’t have to!

Clinical Services
• Common in North Carolina local health departments
• Not relevant to PHAB

Documentation 
differences
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Cost Differences
• Current PHAB Fee Structure 

(effective July 1, 
2016)

Population
≤ 100,000

Population
100,000 to 

500,000
Population 

>500,000 to 
1,000,000

Population 
>1,000,000 to

5,000,000
Population 
>5,000,000

Number of NC 
LDHs 55 27 2 1 0
NCLHDA 
Annual Fee $2,700 $2,700 $2,700 $2,700 $2,700

PHAB Initial Fee $14,000 $21,000 $28,000 $35,000 $56,000
PHAB Annual 
Fee $5,600 $8,400 $11,200 $14,000 $22,400

What’s the verdict on PHAB?
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How do we balance a simple 
path to accreditation with 

keeping the standards 
meaningful?  

• Consistency in local services 
• Requires quality improvement 
• Keeps best practices at the forefront of                                             

departments’ planning and decision making
• Demonstrates accountability
• Enhances credibility 
• Improves community standing 
• Gives advantages for obtaining funding 

Benefits of Accreditation

• Indicator of quality, not a guarantee
• Takes time and resources away from                                                            other health department activities
• Voluntary accreditation poses its                                                                            own problems 

Drawbacks of Accreditation
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NCLHDA: Practice Changes Made Prior to Accreditation 

NCLHDA

Early feedback 
on NCLHDA

NC Area Accreditation Coordinators
NC Health Directors

PHAB Accreditation Coordinators
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Satisfaction with the Accreditation Process

What does the future hold for North Carolina?
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Moving Forward…

Acknowledgement to Elizabeth Thomas at 
NCIPH for her objective assessment and 
upcoming white paper on this topic.

Review of North Carolina 
Local Health Department 

Reaccreditation Data
2011-2017

John W. Wallace

• Review all site visit reports for agency reaccreditation
• Identify commonly missed site visit activities
• Examine how these missed activities vary by agency characteristics
• Assess trends over time & identify notable findings
• Synthesize data for use in future LHD reaccreditation preparations 

and NCLHDA program targeted guidance and trainings

Goals of Review
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Reaccreditation Data Overview
113 Reaccreditation Site Visits, 2011-2017
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Local Health Department Summary
79 Agencies Reaccredited                                                                                                     
by FY17

• 34 Reaccredited 2x
• 45 Reaccredited 1x
• 6+ in progress LHD Agency Reaccreditations         

No Reaccreditations
1 Reaccreditation
2 Reaccreditations       

• What activities are most commonly missed?
• Do the number of missed activities vary…

• Over time?
• By agency characteristics?

• County economic tier
• Size of agency
• Agency revenue
• Population served

Lots of Data, Lots of Questions

How can this information be useful for LHDs?
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• Reaccreditations Only
• Data extracted from Site Visit Reports & SQI

• Using 1st site visit report (exclude conditional & other addendums)
• Generally the same activities over time

• 148 (pre-2015) vs 147 Activities (post-2015)
• This is informative, not accusatory

• No agencies identified by name/characteristic
• Please don’t try to identify…

General Disclaimers

General Overview of Reaccreditation Data

Reaccreditation Data Overview
Of the 113 reaccreditation visits:

• Not Met activities ranged from 0-19
• Mean = 4 activities
• Median = 3 activities 9
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Activities Not Met, 2011-2017
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Accreditation Standard

LHD Reaccreditations (n=113)

Commonly 
Missed 

Activities

Accreditation Activity Number 
Missed

% Missed in All 
Reaccreds

Activity 30.6:  The local health department shall ensure cleaning, 
disinfection and maintenance of clinical and laboratory equipment 
and service areas and shall document all cleanings, disinfections 
and maintenance.

40 35.4%

Activity 24.3:  The local health department staff shall participate in 
orientation and on-going training and continuing education 
activities required by law, rule or contractual obligation.

34 30.1%
Activity 31.4:  The local health department shall have current 
written position descriptions and qualifications for each staff 
position.

30 26.6%
Activity 31.5:  The local health department shall implement a 
performance appraisal system for all staff. 28 24.8%
Activity 7.3:  The local health department shall investigate and 
respond to environmental health complaints or referrals. 26 23.0%

Suggestions for Quality Improvement
• Correspond with number of 

activities Not Met
• Roughly 6 SQI more than 

activities Not Met
• Correspond with standards of 
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Total Number of Activities Not Met & SQI, by Accreditation Standard
FY2011-2017 LHD Reaccreditations (n=113)
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Commonly 
Cited SQI 
Activities

Accreditation Activity Cited in SQI % Cited in All  
Reaccreds

Activity 30.6:  The local health department shall ensure cleaning, 
disinfection and maintenance of clinical and laboratory equipment and 
service areas and shall document all cleanings, disinfections and 
maintenance.

72 63.7%

Activity 24.3:  The local health department staff shall participate in 
orientation and on-going training and continuing education activities 
required by law, rule or contractual obligation.

62 54.9%

Activity 30.2:  The local health department shall have facilities that are 
accessible to persons with physical disabilities and services that are 
accessible to persons with limited proficiency in the English language.

56 49.6%
Activity 30.3:  The local health department shall have examination 
rooms and direct client service areas that are configured in a way that 
protects client privacy.

55 48.7%
Activity 15.3:  The local health department shall have a written 
procedure providing for annual review, and revision if necessary, of all 
policies.

53 46.9%

Reaccreditation Data Trends 
Over Time

Activities Missed Over Time
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Accreditation Standards Over Time
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Proportion of Activities Not Met, by Standard & Fiscal YearFY2011-2017 LHD Reaccreditations (n=113)

Assessment Policy Development Assurance Facilities & Administrative Services Board of Health/Governance

• No significant increase in the number of missed activities over time
• Activities within Facilities & Admin Services are the most frequently missed activities over time 
• No other clear trends over time

Summary of Trends Over Time

Reaccreditation Trends By Agency 
Characteristics
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Did the number of activities missed vary by:
• County economic tier
• Agency governance structure
• Agency budget metrics

• Expenditures
• County Appropriations

• Agency staff size
• Population served
• AAC experience & support (where available)

Data by LHD Characteristics

Summary of Activities Not Met by Economic Tier*
• No significant difference over 

time
• No significant difference by tier
• Tier 2 slightly higher
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Box Plot of Activities Not Met, by Economic Tier
2011-2017 LHD Reaccreditations (n=113)

* Economic tier assigned by year of reaccreditation, averaged for district LHDs

Standard-based Not Met by Economic Tier*
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Policy Development activities are missed 3x as often in Tier 1 compared to Tier 2 & 3
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Summary of Activities Not Met by Agency Governance
• On average, consolidated 

agencies missed an average of 
one more activity than traditional LHDs

• No significant, but notable
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Box Plot of Activities Not Met, by Agency Consolidation2011-2017 LHD Reaccreditations (n=113)

Summary of Activities Not Met by Agency Expenditures
• Average number of activities 

missed highest for agencies with 
smallest budgets
• 1.25 times higher in                    

lowest vs highest
• Not significant, but notable
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Box Plot of Activities Not Met, by Agency Expenditures2011-2017 LHD Reaccreditations (n=113)

Summary of Activities Not Met by County Appropriations
• However…agencies with the 

lowest county appropriations 
missed the fewest activities

• Not significant, but notable
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• Agencies serving the smallest populations had the highest average 
number of missed activities

• Agencies with the smallest staff sizes had the highest average number of missed activities
• AAC Experience (years of experience & participation in site visits)  

Other Notable Findings

Summary & Conclusions

Summary 
of Results

Agency Characteristic Category Trend in Missed 
Activities

Economic Tier Tier 2 Most
Agency Governance
Structure Consolidated Most
Agency Expenditures < $4 million Most
County Appropriations < 30% from County Least
Agency Staff Size < 50 staff Most
County Residents < 50,000 Most
AAC Experience < 2 years Most
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• All types of LHDs have challenges with meeting accreditation 
activities
• Problems aren’t specific to small, resource-challenged agencies

• Needs vary by health department and don’t always follow a consistent trend
• Types of activities missed vary as well

• Having an experienced AAC and improves success 

Summary of Reaccreditation Data

• Implement a new site visit evaluation process and analyze data
• Utilize the historical accreditation data support quality improvement/quality assurance in the reaccreditation program

• Data-driven guidance & support
• Better understanding of common issues

• Improve dissemination/communication of annual reaccreditation data
• Targeted guidance and training

Next Steps
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Question:
Considering this, how many miles 
do you think site 
visit teams drove 

last year?

Quality Improvement Needs
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The Annual Report will be 
available on our website, emailed to Health Director 

and AAC listservs, and included on the NCPHA 
weekly E-blast.

Thank You!


