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Evaluation Overview

e Goals of MLC initiative:

— To promote the application of Ql methods
— Prepare for & contribute to national accreditation

e Data collection efforts:*

— Mini-Collaborative survey

— Annual survey (Ql tool)

— Quarterly reports
— Case studies
— Key informant interviews



Quality Improvement Tool

 Developed to:
— Evaluate MLC
— Classify agencies

Quality Improvement

. Continuum
e Questions: | l
— Likert scale Strong QI Limited Ol
Orientation Orientation

— Focus on:
e Organizational culture
e Capacity and competency
e Alignment and spread
e Quality improvement practice



Response Rate (n=690)

MLC Annual Survey, 2009: Administered to all LHDs
(Average Response Rate — 60%)




* Factor Analysis for each Domain:
— Organizational culture (n=7)
e Collaboration and commitment
— Capacity and competency (n=10)
e Application, skills and investment
— Alignment and spread (n=11)
* Integration, authority, value, diffusion

e Cluster Analysis (n=601):

— To classify agencies based on factors known to
influence quality improvement
— Explored agency differences

* Practice questions
e Organizational characteristics



Results At-A-Glance

Strong QI [ ] I Limited QI
Orientation Orientation
. Cluster #1 | Cluster #2 | Cluster #3 | Cluster #4 | Cluster #5
Domain Component (n=86) (n=158) (n=168) (n=145) (n=36)
Culture Collaboration
(n=7) Commitment
Capacity Application
and Skills
Competency
(n=10) Investment
Integration
Alignment Authority
and Spread
Diffusion

Results based on average scores for a specific component



Characteristics of Clusters

Highest [ ] I e Lowest
Percent ‘—. Percent

. Cluster #1 | Cluster #2 | Cluster #3 | Cluster #4 | Cluster #5
Domain Item (n=86) (n=158) (n=168) (n=145) (n=36)
Ever implemented 61% 57% AQ0/ 99/

Ql process (yes)

Ql Had 5+ Ql projects
Practice in past 12 months

Engangd in Ql for 329 20% 9/
years

Total fOOpp;ISaoZon in 26% 259 0/
A : :
gency Total expenstures in 229% 26% 239%, :
Info. top 25%

Total FTEs in top o o NG NG
Se0; 26% 27% . .




Differences in Clusters

Highest [ ] I e Lowest
Percent —- Percent
ltem Cluster #1 Cluster #2 | Cluster #3 | Cluster #4 | Cluster #5
(n=86) (n=158) (n=168) (n=145) (n=36)
LHD is accredited (yes) 23% 19% 5% 5%
LHD is familiar with pati*onal 53% 51% 58% 20/
voluntary accreditation
LHD would seek pati.onzil 26% 26% 30% :
voluntary accreditation
LHD be{lieves accred_ita’iion 18% 20% 27% 19
would improve quality
LHD .|s.conf|dent '|n . 20% 11% 13% N9/
obtaining accreditation
LHD h ticipated in > 1
as participated in > 89% 90% 86% 20/

readiness activities

* Percents based on those who reported “strongly agree”




Conclusions

* Classifying agencies along a Ql continuum
will help to:

— Pinpoint influencing factors
— Identify opportunities
— Describe differences in clusters

— Determine changes over time
— Stimulate more research



e Short-term
— Understand differences between clusters 2-4
— Name clusters
— Validate findings with case studies
— Assess changes annually (2009-2011)
— Determine elements for advancing along continuum

* Long-term
— Link with community outcomes
— Explore impact of national voluntary accreditation
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