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Quality & Public Health 

By Peggy A. Honoré, Donald Wright, Donald M. Berwick, Carolyn M. Clancy, Peter Lee, 
Juleigh Nowinski, and Howard K. Koh 

Creating A Framework 
For Getting Quality Into 
The Public Health System 

ABSTRACT The US health care system has undertaken concerted efforts to 
improve the quality of care that Americans receive, using well-
documented strategies and new incentives found in the Affordable Care 
Act of 2010. Applying quality concepts to public health has lagged these 
efforts, however. This article describes two reports from the Department 
of Health and Human Services: Consensus Statement on Quality in the 
Public Health System and Priority Areas for Improvement of Quality in 
Public Health. These reports define what is meant by public health quality, 
establish quality aims, and highlight priority areas needing improvement. 
We describe how these developments relate to the Affordable Care Act 
and serve as a call to action for ensuring a better future for population 
health. We present real-world examples of how a framework of quality 
concepts can be applied in the National Vaccine Safety Program and in a 
state office of minority health. 

E
fforts to define, measure, and up­
hold quality have shaped health care 
delivery and medical care for indi­
viduals for more than a decade. 
However, similar improvements 

have not yet extended to the broader realm of 
population health. 
Extending quality initiatives to include popu­

lation-based public health programs can im­
prove the overall health of the nation. The need 
to forge a coordinated approach between public 
health and health care quality is consistent with 
the 1998 call to action by the President’s Advisory 
Commission on Consumer Protection and Qual­
ity in the Health Care Industry.1 Emphasis on 
prevention, health promotion, and population 
health improvements in the Affordable Care 
Act of 2010 provide new momentum not only 
for advancing greater integration between pub­
lic health and health care but also for building 
foundations of quality in public health. 
Explicit attention to quality in public health 

can bring a rigorous, systematic approach to 
addressing a broad array of deficiencies docu­

mented over many decades. These deficiencies 
include insufficient standards for measuring 
public health practices. The result has been wide 
variability, limited implementation of evidence-
based strategies, lack of a diversified and edu­
cated workforce, unsustainable financing, and 
lack of available and reliable data.2–9 Laying the 
foundations for eliminating such deficiencies 
could benefit the public, governmental public 
health agencies, tax-exempt hospitals, commu­
nity health centers, and other organizations that 
have a responsibility for community benefit. 
The Department of Health and Human Ser­

vices (HHS), charged with protecting the health 
of all Americans, has acted to establish the foun­
dations to improve quality in public health. In 
this article we discuss a recent HHS report, Con­
sensus Statement on Quality in the Public Health 
System.10 This document defines, for the first 
time, what is meant by public health quality and 
clarifies its associated aims. 
We also review priority areas in need of quality 

improvement as identified in another HHS 
report, Priority Areas for Improvement of Quality 
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Quality & Public Health 

in Public Health.11 Finally, we provide illustra­
tions of applications for these aims and prior­
ities, particularly in the context of implementing 
the Affordable Care Act. 

Historical Perspective 
In 1994 the HHS Public Health Functions Steer­
ing Committee, which was established to develop 
national strategies to strengthen the public 
health system, identified evaluating quality as 
a key component of one of its essential public 
health services.12 Calls for a systems approach to 
improving quality across all sectors of health 
(including public health) subsequently arose. 
In 1998, under President Bill Clinton, the Pres­

ident’s Advisory Commission on Consumer Pro­
tection and Quality in the Health Care Industry 
published Quality First: Better Health Care for All 
Americans.1 The report recommended a national 
commitment, in all sectors, to quality improve­
ment in health care, including identifying aims 
to guide strategic decision making. 
Within two years, the Institute of Medicine 

Committee on Quality of Health Care in America 
identified strategies for quality improvement 
through two historic reports: To Err Is Human: 
Building a Safer Health System13 and Crossing the 
Quality Chasm: A New Health System for the 21st 
Century.14 Notably, the latter introduced six aims 
for the improvement of quality in patient care: to 
make it safe, effective, timely, patient-centered, 
equitable, and efficient. It stated that such “per­
formance characteristics, if addressed and im­
proved,”14(p41) would result in better health for 
Americans. 
Although the report acknowledged the impor­

tant role of public health in community health 
improvements, it concluded that extending ef­
forts into this broader arena was “beyond the 
purview of the present study.”14(p3) 

Unlike in most health care sectors, a public 
health response to the Quality First recommen­
dations remained slow and ill defined at the na­
tional level.15,16 One notable effort that has made 
extensive progress, guided by the progressive 
leadership of the Robert Wood Johnson Founda­
tion, is the development of a system of accredi­
tation for state and local governmental public 
health agencies, framed by national perfor­
mance standards.17 However, an even greater na­
tional commitment and framework must be 
applicable to all sectors to address the recom­
mendations in Quality First.1 

There are a number of deficiencies affecting 
the broad public health system. There is neither a 
definition of public health quality nor a uniform 
framework applicable to all sectors of the public 
health system, which includes federal, state, and 

local agencies; nonprofits; community health 
centers; hospitals with community benefit man­
dates; and organizations engaged in education, 
research, and policy. 
There are also no stated priorities for improv­

ing public health quality, or uniformly stated 
aims to serve as systemwide indicators of quality. 
The number of public health quality measures is 
limited, and opportunities for education in pub­
lic health quality are meager. 

Public Health Quality 
To begin to address the weaknesses in public 
health quality, the Office of the Assistant Secre­
tary for Health launched the HHS Public Health 
Quality Forum. The assistant secretary for health 
serves as chair of the forum, whose members 
include directors or designees from all HHS 
agencies and operating and staff divisions. 
Subject-matter experts from major external 

stakeholder organizations are invited to partici­
pate as key informants. Organizations repre­
sented include the American Public Health Asso­
ciation, the Association of State and Territorial 
Health Officials, the Association of Schools of 
Public Health, the National Association of 
County and City Health Officials, the National 
Association of Local Boards of Health, Academy-
Health, and Trust for America’s Health. 
Consensus Statement In 2008 the Public 

Health Quality Forum was charged with immedi­
ately developing a consensus statement that 
would not only document a definition of public 
health quality but also document aims that re­
present systemwide characteristics to indicate 
improved quality in public health. The initial 
charge also called on the forum to continue 
building foundations for quality, specifically 
through subsequent activities and reports to 
identify priority areas for improvement of qual­
ity in public health. 
Definition Of Quality In Public Health The 

Public Health Quality Forum reached consensus 
on a definition and aims using the nominal 
group technique,18 an iterative process framed 
by structured and balanced group discussions. 
The process, conducted over five months, in­
cluded a series of two meetings and four 
conference calls, with each activity followed by 
written feedback loops. Full agreement by all 
participants, following discussion of all initial 
and alternative items generated, defined the 
parameters for consensus. 
The process began with an extensive literature 

search, which found no existing definitions of 
public health quality. Hence, the Public Health 
Quality Forum began with the Institute of Medi­
cine definition of quality in health care and then 
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expanded on it to convey the notion that safe­
guarding population health required attention 
by multiple sectors: health care providers, policy 
makers, academe, and nongovernmental organ­
izations. External stakeholders not only pro­
vided input on topics relevant to their areas of 
expertise but also reviewed the entire draft Con­
sensus Statement. 
The consensus definition reads: “Quality in 

public health is the degree to which policies, 
programs, services, and research for the popu­
lation increase desired health outcomes and con­
ditions in which the population can be healthy.” 

Aims For Improvement of Quality 
In defining quality as “a set of features and char­
acteristics of a product or service that bear on its 
ability to satisfy stated or implied needs,”19 the 
International Organization of Standards noted 
the need to identify aims and dimensions that 
ensure uniformity of improvement efforts and 
implementation. Other industries, such as edu­
cation, software architecture, and water quality, 
have followed this path. Similarly, the health 
care world adopted and measured conformity 
with the six patient care aims by using tools (that 
is, a framework or matrix) that aided implemen­
tation of these characteristics into quality man­
agement systems.20–26 

Hence, after defining public health quality, the 
Public Health Quality Forum next sought to iden­
tify aims for the improvement of quality in public 
health. A first step was to determine the charac-

Exhibit 1 

teristics of the fundamental tactics necessary to 
fulfill the mission of public health services. 
To begin this process, the Public Health Qual­

ity Forum reviewed the following literature: the 
Institute of Medicine’s six aims for improvement 
of quality in patient care;14 definitions of public 
health;27,28 public health vision and mission;12,27 

three core functions of public health;12 ten essen­
tial public health services;12 and the National 
Association of County and City Health Officials’ 
operational definition of a functional local health 
department.29 Literature reviews also provided 
illustrations of ways to apply the Institute of 
Medicine’s aims to health care quality improve­
ment activities and terms describing character­
istics of public health activities. 
Ultimately, the Public Health Quality Forum 

retained three of the Institute of Medicine’s six 
aims while adding six others, for a total of nine 
(Exhibit 1). 
Population-Centered Governmental public 

health agencies have legal mandates to deliver 
population-based health services and programs 
(such as data collection, disease control and pre­
vention, and health assessment), distinguishing 
them from services and programs focused pri­
marily on the delivery of medical care to individ­
uals. Notably, though, the delivery of popula­
tion-centered practices varies widely across 
public health agencies, an issue addressed by 
various components of the Affordable Care Act.30 

Equitable Health inequities—differences in 
health that are avoidable, unnecessary, and 
viewed as unfair31 —persist despite much on-

Aims For Improvement Of Quality In The US Public Health System 

Public health aim Definition 

Population-centered Protecting and promoting healthy conditions and health for entire population 

Equitable Working to achieve health equity 

Proactive Formulating policies and sustainable practices in a timely manner, while mobilizing rapidly to 
address new and emerging threats and vulnerabilities 

Health-promoting Ensuring policies and strategies that advance safe practices by providers and the population 
and that increase the probability of positive health behavior and outcomes 

Risk-reducing Diminishing adverse environmental and social events by implementing policies and strategies 
to reduce the probability of preventable injuries and illnesses or negative outcomes 

Vigilant Intensifying practices and enacting policies to support enhancements to surveillance 
activities (technology, standardization, systems thinking/modeling) 

Transparent Ensuring openness in the delivery of services and practices, with particular emphasis on valid, 
reliable, accessible, timely, and meaningful data that are readily available to stakeholders, 
including the public 

Effective Justifying investments by using evidence, science, and best practices to achieve optimal 
results in areas of greatest need 

Efficient Understanding costs and benefits of public health interventions, to facilitate the optimal use 
of resources to achieve desired outcomes 

SOURCE Consensus Statement on Quality in the Public  Health  System  (Note 10 in text).  

April  2011  30:4  Health  Affairs  739  
Downloaded from content.healthaffairs.org by Health Affairs on April 7, 2011 

at NIH Library 

http://content.healthaffairs.org/
http:department.29


Quality & Public Health 

going national attention. The forum used the 
term broadly to encompass not only all aspects 
of health, but also the social determinants of 
health such as educational attainment and food 
security. 
Proactive, Health-Promoting, Risk-Redu­

cing, And Vigilant Nearly a century ago, 
Charles-Edward Amory Winslow, one of the lead­
ing US figures in public health, described the 
public health mission as preventing disease, pro­
longing life, and promoting health.27 Similar 
terms frequently found in the literature to char­
acterize public health practices include proactive 
prevention practices, health promotion to ad­
vance community well-being, risk reduction to 
mitigate hazards and adverse events, and vigi­
lance to heighten surveillance and identify 
emerging threats. 
Hence, the Public Health Quality Forum deter­

mined that these four aims provide critical speci­
ficity about characteristics that can translate into 
improvements in population health. Together, 
they contrast with the more reactive interven­
tions (such as treatment for illness already man­
ifested) of health care. 
Transparent, Effective, And Efficient The 

broader quality movement in industry grew out 
of a desire to provide better goods and services, 
with emphasis on eliminating waste. As men­
tioned earlier, public health often lacks the abil­
ity to test for these characteristics, because es­
sential financial, operational, and program data 
are lacking to measure performance, value, and 
achievement of desired outcomes.5,6,32 Hence, 
transparency, effectiveness, and efficiency are 
at the heart of successful quality improvement. 
Notably, the Consensus Statement urged that 

quality “concepts should be applied in continuity 
with existing and future quality advancing pro­
grams already familiar to the public health com­
munity (i.e., Healthy People 2020, Guide to 
Community Preventive Services, Guide to Clini­
cal Preventive Services, and agency accredi­
tation).”10 

Priority Areas For Quality 
Improvement 
In early 2010 the Public Health Quality Forum 
followed a similar iterative consensus process 
over six months to create the report Priority Areas 
for Improvement of Quality in Public Health.11 To 
begin, participants informally surveyed their 
agencies to develop an initial list of twenty-six 
priority areas. The list was consolidated to a re­
vised list of twelve priorities. 
Six priority areas were then selected based on 

three criteria: impact, improvability, and prac­
tice variability. These priority areas also provide 

a framework for greater integration between 
public health and health care in efforts to im­
prove population health. 
Population Health Metrics And Informa­

tion Technology Improving population health 
requires robust capacities to collect, analyze, 
and transform data into information that can 
be acted upon. State-of-the-science information 
technologies to support these capacities are also 
needed, especially given the critical link between 
enabling performance and quality meas­
urement.33 

Also, data must be available on population 
subgroups and in formats adequate for assessing 
health at the community level. Such capacity is 
essential for building interventions that target 
areas of greatest need,34 as well as for organiza­
tions when interventions to improve quality in 
health care for populations are being designed 
and quality is being measured.35 

Evidence-Based Practices, Research, And 
Evaluation Some of the most notable public 
health interventions, such as vaccination, water 
fluoridation, and tobacco control, arise from a 
continuum of activity that involves research, pol­
icies supported by research findings, the trans­
lation of research into practice, and continuous 
evaluation. Understanding the research needs of 
policy makers and making research results avail­
able is critical to improving population health.36 

Evidence of what works, along with organiza­
tional capacities for programs and services based 
on that knowledge, can advance quality improve­
ment in public health. 
Systems Thinking The health of the nation is 

determined not only by the health of individuals 
but also by a multitude of interrelated conditions 
in communities where they live.37 Disease, ill­
ness, and health are influenced by factors beyond 
individual behavior and biology.38 This connec­
tion between individual health and community 
health highlights the importance of a systems-
based, coordinated approach to public health 
with knowledge of interactions in the system. 
Sustainability And Stewardship Reports 

attribute a twenty-five-year increase in US life 
expectancy over the past century to the public 
health system.39 Sustainability—an issue raised 
repeatedly during the Public Health Quality 
Forum’s aims-development process—is regularly 
threatened by funding cuts. This threat to sus­
tainability is compounded by the absence of 
stewardship practices such as valid measures 
of performance and quality. Ensuring efficient 
funding methodologies can involve aligning re­
sources with goals, demonstrated need, and 
results. 
Policy Policies to promote health and reduce 

risky behavior (such as use of safety belts, smok­
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ing bans, and reporting contagious conditions) 
have a major impact on individual and popula­
tion health and on reducing the burden of dis­
ease. The formulation of policies is in fact one of 
the three core functions of public health.12 

Population health is improved by strengthen­
ing processes for policy development and analy­
sis, such as examinations of how policies in other 
areas—transportation, education, food—affect 
health. Examples include the influence of farm 
policies on improving nutrition and the effects of 
transportation policies on reducing environ­
mental hazards such as air pollution and noise. 

Workforce And Education Reports over 
many decades have documented a crisis in the 
public health workforce.8,9,40,41 Public health 
must develop a competent workforce, align edu­
cational content with competencies, and assure 
that public health education is accessible at all 
academic levels. 
These cross-cutting priority areas also 

function as primary drivers of quality and 
outcomes—a concept introduced by the Institute 
for Healthcare Improvement.42 In the institute’s 
model, Executing for System Level Results,43 

achieving desired outcomes occurs through both 
primary and secondary drivers. For example, im­
provements in population health metrics and 
information technology (the primary driver) 
and activities (secondary drivers) aligned with 
public health aims (such as vigilance) can pro­
vide a framework for eliminating health dis­
parities. 
The release of this list of priority areas meets 

the Institute of Medicine’s recommendations of 
a decade ago to focus attention systematically on 
achieving important improvements in high-pri­
ority areas.14,44 

Achieving Synergy In Public Health 
Quality Improvement 
The Quality First report1 noted that establishing a 
definition, aims, and priorities creates synergy 
to achieve common goals for improvement. 
Achieving a common focus provided by concepts 
in the Consensus Statement and Priority Areas for 
Improvement serves as a framework for a number 
of interrelated tasks: identifying gaps that 
inhibit quality; promoting uniformity when de­
signing, implementing, and evaluating pro­
grams and quality improvement initiatives; 
aligning national, state, and local goals; and 
identifying quality improvement projects that 
can be implemented using recognized models 
for improvement, including those promulgated 
by the Institute for Healthcare Improvement. 

Applications As a pilot, we applied these pub­
lic health quality aims to both a federal and a 

state health office charged with a complex range 
of activities that reach large and diverse seg­
ments of the population. Objectives centered 
on testing the applicability of tools for imple­
menting the concepts; gaining insight into the 
strength of various activities used to document 
conformity with the aims; and examining the 
ability to identify quality gaps that could be used 
to develop secondary drivers. 
▸▸VACCINE SAFETY: One potential application 

(Exhibit 2) relates to national vaccine safety 
functions. The National Vaccine Program Office, 
located in the Office of the Assistant Secretary for 
Health, coordinates federal vaccine activities, in­
cluding vaccine safety. Established under 
mandates in the Public Health Service Act of 
1944, the National Vaccine Program Office en­
sures collaboration on a broad spectrum of safety 
activities conducted by multiple entities in HHS, 
other federal agencies, and nonfederal 
partners.45 

Vaccine safety programs are conducted by 
multiple agencies within HHS (National Insti­
tutes of Health, Food and Drug Administration, 
Centers for Disease Control and Prevention, In­
dian Health Service, Centers for Medicare and 
Medicaid Services, Health Resources and Ser­
vices Administration) and the Departments of 
Veterans Affairs and Defense. The new public 
health quality aims can now provide uniform 
guidance on characteristics that promote safety 
across the system. Additionally, the quality char­
acteristics can provide another level of specificity 
to aid in accomplishing the vaccine safety 
mission. 
Specifically, using the quality framework in 

template form, as in Exhibit 2, we can gauge 
how well the nation’s vaccine safety system con­
forms with the aims on vaccine safety–related 
functions. For each of the nine aims, the National 
Vaccine Program Office can document conform­
ity with well-established and rigorous program 
activities. 
As an example, the “population-centered” aim 

is exemplified by routine epidemiological stud­
ies and active surveillance for adverse events 
among large populations. One surveillance sys­
tem is the Vaccine Safety Datalink, a consortium 
of eight managed care organizations that covers 
ten million people (about 3 percent of the US 
population) and includes inpatient, outpatient, 
hospital, and pharmacy records. 
Similarly, the Post-Licensure Rapid Immuni­

zation Safety Monitoring Network is used for 
active surveillance of vaccine safety by linking 
medical records from health plans with immu­
nization information from state vaccine regis­
tries for about fifteen million people. “Health­
promoting” characteristics are documented by 
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Exhibit 2 

Application Of The Public Health Aims To The National Vaccine Program Office And A State Office Of Minority Health 

Public health aim/application 

National Vaccine Program Office	 State office of minority health 

Population-centered 

Conduct routine epidemiological studies and active surveillance	 Conduct population-based programs 

Equitable 

Assess subpopulations including by sex, race, medical conditions	 Target vulnerable populations 
Conduct statewide cultural competency training 

Proactive 

Develop substantial infrastructure to monitor vaccine safety at all stages Coordinate legislative hearings to educate legislators and promote 
of vaccine development disparity-eliminating policies 

Conduct research to assess recovery of health care system and impact on 
vulnerable populations following a natural disaster 

Health-promoting 

Identify people at increased risk for vaccine adverse reactions, develop and Conduct community-based diabetes treatment and prevention awareness 
implement vaccine contraindications workshops with high-risk populations 

Conduct food-labeling education workshops 

Risk-reducing 

Identify people at increased risk and develop “next-generation” vaccines 
with improved safety profile (change from whole cell to acellular 
pertussis vaccine) 

Develop contraindications for vaccination to prevent adverse events 

Implement H1N1 prevention initiative with Latino community 
Conduct disaster survival training for vulnerable population 
Implement hepatitis B prevention program in Vietnamese community 
designed to give state tax credit to providers for conducting screenings, 
treatment, management of care 

Conduct assessments to identify environmental hazards during and after a 
catastrophic oil spill 

Vigilant 

Engage multiple departments and agencies, coordinated by National Assess inability to adequately conduct surveillance and monitor health 
Vaccine Program Office, in activities to prevent adverse reactions and status as a result of lack of community-level data and subpopulation 
detect and characterize them when they do occur data at all levels; outdated information technology and insufficient 

capacities to support analysis 

Transparent 

Convene National Vaccine Advisory Committee Vaccine Safety Working Data limitations obstruct transparency 
Group regularly, including public and stakeholder meetings 

Effective 

Take prompt action when rare safety problems, such as intussusception No processes or measures 
following the first rotavirus vaccine, occur 

Develop next-generation pertussis vaccine 

Efficient 

Provide infrastructure for vaccine safety, via CDC’s Vaccine Safety Datalink No processes or measures 
and FDA’s Post-Licensure Rapid Immunization Safety Monitoring 
Network, which benefit from existing infrastructure of health plans 

SOURCE Authors’ analysis of information on program activities provided by the National Vaccine Program Office; and information about the state minority health office 
provided by its medical director. NOTES CDC is Centers for Disease Control and Prevention. FDA is Food and Drug Administration. 

processes to identify people at increased risk for 
adverse reactions to vaccines and ensuring the 
implementation of systematic ways to avoid vac­
cination of these populations. 
Strategic planning for vaccine safety is a part of 

the National Vaccine Plan,46 which reflects cur­
rent priorities and potential future directions for 
the next decade in the vaccine enterprise. Devel­
oping quality measures for activities such as 
these will be the next step for the Public Health 
Quality Forum. 
▸▸STATE OFFICE OF MINORITY HEALTH: 

Exhibit 2 also illustrates the application of the 
aims framework to a state office of minority 
health (based on data provided by the office’s 
medical director during two interviews). Located 
in a southern state with a predominantly rural 
and large minority population, the office has as 
its mission to eliminate gaps in quality by pro­
tecting and promoting the health and well-being 
of racial and ethnic minorities and all other vul­
nerable populations. 
The office is able to document conformity with 

many of the aims. However, outdated informa­
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governmental public 
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quality in the public 
health system. 

tion technology and the lack of subpopulation 
data in formats to monitor health status 
adequately are major barriers to the aims of 
vigilance and transparency. Without the appro­
priate data sets or health information systems, 
the office cannot conduct rigorous assessments 
of current health conditions or identify new or 
emerging health risks in those segments of the 
population. This also hinders the ability to dis­
seminate potentially valuable information to 
others in the system, including the public. 
These gaps illustrate the relevance of popula­

tion health metrics and information technology 
as a priority area needing quality improvement 
and as a primary driver. Gaps also exist in the 
effectiveness and efficiency aims because appro­
priate processes and measures needed to con­
duct analysis are absent. 

Future Activities Future research and qual­
ity improvement activities can use the aims 
framework and priorities to go beyond merely 
looking for conformity with the aims, to identify 
quality gaps in existing programs, ensure con­
formity in the design of new programs, and de­
velop measures to verify improvements. A timely 
example is the Multistate Learning Collabora­
tive, a project funded by the Robert Wood 
Johnson Foundation, which focuses on quality 
improvement in state and local health depart­
ments as preparation for agency accreditation.47 

Lessons learned through this collaborative can 
aid national efforts by building the capacity 
needed to advance quality in state and local agen­
cies. Such progress demonstrates the value of 
quality to improving population-based services 
and outcomes, and it serves as a foundation to 
generate evidence-based standards for public 
health performance. 

Discussion 
Until now, efforts to improve quality systemati­
cally in public health have been sporadic and 

lacking in uniformity of definitions, aims, and 
priorities. To fill this void, we offer the first con­
sensus definition of public health quality, nine 
aims of quality in public health, as well as six 
priority areas for national attention.We also have 
provided some pilot demonstrations to guide 
implementation of this quality framework. 
Benefits Of The Framework The framework 

offers a number of potential benefits. Across all 
sectors, organizations with a public health mis­
sion should use the aims and priority areas as a 
starting point to build uniformity in the design of 
quality improvement processes. Also, decision 
makers can begin to track the use of the frame­
work as they evaluate existing programs and 
develop new ones. 
The two pilots and Institute for Healthcare 

Improvement model presented earlier provide 
guidance on such practices. Establishing quality 
improvement practices aligned with the quality 
concepts provides early implementers with valu­
able knowledge to use in reviewing the rationale 
for funding policies. 
Furthermore, the framework can stimulate re­

search and teaching among academics and prac­
titioners, as well as the development of educa­
tional materials48 to implement the concepts in 
daily public health practices. Establishing these 
quality concepts also begins to bridge health care 
and public health and to spark more-informed 
analysis about where and how quality can be 
improved and who should be responsible. 
Fundamentally, part of the public health role is 

to monitor for threats, create awareness, and 
prevent interventions. Also, the definition of 
public health quality articulates that entities be­
yond governmental public health agencies have a 
responsibility for quality in the public health 
system. Health care institutions with popula­
tion-based programs and community benefit ac­
tivities have the opportunity to embrace these 
concepts as well. Specifically, tax-exempt hospi­
tals can begin to design community benefit pro­
grams aligned with the quality concepts, espe­
cially given anticipated declines in charity care. 
At the state and local levels, the work of the 

Robert Wood Johnson Foundation has launched 
initial activities to improve public health quality. 
These efforts are a notable first step that can now 
be broadened and accelerated. As recommended 
in Quality First, a coordinated effort with unify­
ing concepts applicable across all levels and sec­
tors can improve the health of the entire nation. 
Next Steps Critical next steps include the de­

velopment of measures in support of the aims 
and priority areas. Research on the concepts is 
also warranted, along with the implementation 
of tools such as those available in health care 
quality (for example, the Institute for Healthcare 
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Improvement’s Improvement Map)49 to put uni­
form processes into action. 
Building a common language and configuring 

uniform implementation models acceptable to 
public health and health care organizations are 
priorities for further action. Further attention 
must also focus on basic skills and training on 
the quality concepts48 and leadership education 
needed throughout the public health workforce. 
Affordable Care Act The Affordable Care Act 

provides opportunities for improved prevention 
and population health, including a new National 
Public Health and Prevention Fund.37 The frame­
work offered here provides public health with 
valuable tools to use in improving quality 
through initiatives and funding authorized in 
the reform law. 
Furthermore, the framework offers a structure 

to use the quality concepts to create and evaluate 

public health programs authorized under the 
Affordable Care Act; establish policies to align 
grants and other funding for public health with 
programs designed around the aims and priority 
areas; and use the Affordable Care Act authority 
for public health systems and services research 
to build evidence-based measures. 
Call To Action We offer these foundations for 

quality as a call to action to begin to define, 
measure, and improve public health quality prac­
tices. Quality in public health must be a sus­
tained concept where excellence is measured, 
acknowledged, and rewarded.We can learn from 
lessons and models used in patient care, where 
strong national leadership has made quality im­
provement practices more prevalent. Anchoring 
concepts of quality across all sectors of public 
health should be a goal that can further the 
health of populations. ▪ 
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