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The balanced scorecard framework—
A case study of patient and employee
satisfaction: What happens when

it does not work as planned?

Andrea Lorden
Alberto Coustasse
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.ackground mesuccessful utnhzatuon of the balanced scorecard (BSO) framework in health care has been -
demonstrated in ti.e literature. Given these' Su'ccesses,' a fmancually strugglis.y hospital implemented a BSC .
framework Intervenuon whlch attempted a culture change centered upon patlent satcsfactlon which it hoped
would translate to |mproved flnanclal stabullty ”Desprte the evidence oi BSC successes, the 'nterventlon, ey
entitled Route. 99 dld not succeed in this hosp:tal o3 M o,
Purpose: This rase study was conducted t" 4e'mfy leamable Iessons and confounl.. 1g factors assoaated wrth the
successes and failures of Route 99. Metrics for panent satisfaction and employee satlsfactlon were examined .

as reflections of the intervention, the BSC framework‘, and the confounding fmanc.al condmon of the hospn:al
Methodology: Through case study methodology -mean quarterly patient satisfactnon scores tabulated byan .
outside vendor for inpatient and outpatnent servlces were divided into four time interval< and compared through
analysis of variaiice. Employee satisfaction - was measured through a hospital-providea u-quest:on employee .
survey, administered through convenience samplmg at the beginning and 7 months into Route 99. Each question
utilized a 3-point Likert scale and generated two samples Whl(h we:c verified for. sample mdependence

through chi-square analysis. Mann-Whitney U. test was used for comparison.

Findings: Inpatient patient satisfaction scores  exhibited a nonsignificant upward trend. However the analysns

5f variance demonstrated a significant rise in outpatient patient satisfaction (p < .05). An interesting finding
was that 2mployee satisfaction declined (p < .05) significantly for supervisors and directors in three areas.

The inverse relationship between patient satisfaction and employee satisfaction is in contrast to that found in the
literature by the authors.

Practice Implications: Examination of the BSC framework, the hospital’s financial standing, and the metrics

for patient satisfaction and employee satisfaction illuminated the importance of management transparency,
leadership support, appropriate metric selection, and the strength of the BSC under turbulent circumstances.
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Health Care Management REVIEW

he balanced scorecard (BSC) framework is a

performance measurement maodel proposed by

Kaplan and Norton (1992) in their landmark
article in the Harvard Business Review. The management
technique is a model which translates an organization’s
vision, mission, and strategy into a condersed set of
performance measures used 1o communicate and evaluate
progress toward the vision, mission, and strategy of
the organization.

To establish a foundation for decision making, it is
necessary to identify reliable performance measurcments,
link the measurements to a specific strategy, establish
achievable targets, communicate and educate the staff,
encourage individual and unit goal setting, and develog
reward and feedback systems (Jones & Filip, 20573 The
BSC emerged in responce to criticisms of traditional
budgeting and periormance assessment (Johnson &
Kaplan, 198/). Primarily, it was in response to the need
for improved budget wwethodologies addressed through
activiry-based costing thar was also developed by Kaplan
and the shortfall of parameters uiilized ro munage acrivitics
other than financial activities. Due to their slow and
aggregate nature, traditional internal accounting systems
have provided information to management too slowly for
the most effective decision making. Furthermore, organi-
sations should be managed through other important
parameters such as capacity utilization and lead time to
complement the financial picture (Johnson & Kaplan,
1987). When fully deployed, the REC rransforms strategic
planning from an academic exercise into the nerve center
of an enterprise (Arveson, 2003).

The BSC framework is built upon similar hey constructs
as Deming's (1986) toral guality management, including
customer-defined quality, continuous improvement, cim-
ployee empowerment, and measurement-based manage-
ment and feedback. As in toral quality management, the
RSC incorporates reedback from internal business pro-
cesses. However, the BSC also incorporates a teedback
loap reflecting outcomes of business strategics. Together,
thev are known as “double-loop feedback™ (Argyris, 1991
Balanced Scorecard Institute, 2006). Double-laop leamn-
ing arises from following and changing, if necessary, the
strategic vision. The corrinual adjustmeni of strategy is
necessary to accomplish permancat change in a business
environment (Argyris, 1991). For this study, the BSC
constituted the theorerical framework which guided the
organizational rescarch.

The BSC framework is composed of four quadrants
including financial indicators, customer perspective,
internal business functions, and leaming and growth of
the organization (Kaplan & Noren, 1006). Once each
business unit has identified its customer, rthe business unit
leader must address and answer a question assoctated with
each guadrant. From the financial perspective, business
unit leaders should answer the question, how does the
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owner view our performance? From the customer per-
spective, mannoers must know if their organization is
satisfying customer iw.ads, s0 they must answer the ques-
tions, are we meeting customer needs and how does the
customer see us! irom the intciaal business functions
perspective, Managers need to focus on internal oper-
ations which satisfy customer needs, 5o they must answer
the question, what do we need to do to excel at meeting
our customer needs? Finally, from the leamning and
growth perspeciive, the business unit leaders must ask the
question, how can we continue to create value through
innovarion, improvemciat, and learning? Through the

answers to these questions, each quadrant can be aligned .

with appropriate metrics. These metrics as determined
by the business unit leaders are rhen integrated through-
out the business unit to reflect and coordinate the strat-
egy of the BSC framework. In the end, the goal of the
BSC framework is to maintain rhe halance among these
quadrants while it mects the goals of the business unit
(Kaplan & Norton, 1996). Although Kaplan and Norton
(1996) have recommended these four quadrants for the
BSC framework, they have asserted that the BSC
amework is flexible and should be modified to suit the
specific needs of a business unit.

Forgione (1997) was the first in the literature to link
the BSC with health management as an approach to
combine health care financial and quality measures.
Forgione reported the implementation of capitated pay-
ment systems, and diagnostic-related group reimburse-
ment places powerful incentives in opposition to health
care quality. In addition, just as financial disclosures are
essential for the efficient allocations of capital resources,
quality disclosures are essential for the efficient allocation
of health care resources (Pink et al., 2001). Since thar
time, the BSC has been implemented as part of a growing
trend within the health care industry in a variety of health
care units including emergency rooms (Huang, Chen,
Yang, Chang, & Lee, 2004), psychiatric centers (Santiago,
1999), intensive car¢ units (Meliones, 2000), women’s
services (Jones & Filip, 2000), bum centers (Wachtel,
Hartford, & Hughes, 1999), long-rerm care faciliries
(Macdonald, 1998), and human resources (Fottler,
Erickson, & Rivers, 2006). Some hospital systems have
developed a BSC framework w0 encompass their entire
enterprise (Pink et al., 2001; Yap, Siu, Baker, & Brown,
2005).

Parient satisfaction is an integral part of a health care
ofganization’s mission and culture (Cardello, 2001). Parient
satisfaction 1s a multidimensional construct res -archers
have conceptualized in many ways (Brand, Cronin, &
Routledge, 1997; Bryant et al., 1998; Keith, 1998; Nelson,
1990). Depending on the focus of the survey insiru-
ment, patient satisfaction scores may reflect efficiency of
care, communication with health care professionals, treat-
ment outcome, pain management, or state of the facility,
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The Balanced Scorecard Framework—A Case Suedy of Patent and Employee Satisfaction

Empirical rescarch on patient satisfacrion has demonstrated
a lack of an accepted conceptual or theoretical model, a lack
of standardized methods to assess patient satisfaction, and
a continuing need for consensus within the medical pro-
fession on the role patient satisfaction should play in
health care (Arahony & Srrassc:, 1993). Studies have
shown an association between hospital patient satisfaction
and employee satisfaction (Atkins, Marshall, & Javalgi, 1996),
clinical outcomes (Leggitt, Potrepka, & Kukolja, 2003), and
market share (Zimmerman, Zimmerman, & Lund, 1997).

Employee satisfaction is also a multifaceted mertric.
Although frequently tracked through employee turn-
over, artention has been given ro other components of
employee satisfaction, including employee workload
(Atkins et al., 1996; Mycek, 2001), perception of the
working environment (Atkins et ul, 1996), an!
empowerment or depersonalization in the workplace
(Vahey, Aiken, Sloane, Clarke, & Vargas, 2004)
Finally, in multiple srudies, employee satisfaction has
been positively correlated to patient satisfaction (Atkins
et al, 1996; Corvino, 2005; Huey-Ming Tzeng &
Katefian, 2002; Leggitt et al., 2003; Mycek, 2001).

In this arricle, the authors will elaborate on rthe
process utilized by a community hospital to implement a
BSC framework strategic business plan centered on
patient satisfaction. In »Adition, the implications of the
relationship between patient satisfaction and employee
satisfaction for this hospital will be discussed along with
the confounding issues caused by the eventual financial
failure and closure of the hospital. The arricle will
conclude wirh a discussion of the learning experiences
including the importance of leadership support, man-
agement transparency, and the strength of the BSC
framework even under adverse circumstances.

¥ Methodology

Case Description

Quantitative research methodology followed a single
longitudinal embedded case study design complemented
by qualitative participatory research. Yin (2003) notes
that case studies are the preferred strategy for studies
dealing with how or why questions. Through the
systematic stand-alone implementation of case stuly
methodology for events and contemporary phenomena
within real-life context, increased validity of associated
findings was accomplished. Furthermore, by using a
multimethod approach, data could be compared and
contrasted for inconsistencies. This control for both
construct and external validity resulted in a well-
rounded study (Y, 2003). Through multiple rales,

one of the researchers participated and maintained

consistent focus on improvements through the use of
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collaborative approaches in organizational management.
Theory, research, and practice were performed in
parallel and were corrected when necessaiy to obtain
the best knowledge and richest experience of the case
study for a naruralistic generalization (Stake, 1978).

Setting and Intervention

The community hospital was a 150-bed reaching
nonprofit hospital. At the time of the intervention,
January 2003 to December, 2003, the hospital was
offering acute care including but not limited to
emergency room, intensive care unit, outrpatient surgery,
surgery, radiology, hyperbaric oxygen therapy, und adult
psychiatric care.

Bascd upon the strengths, weal-nesses, opportunities,
and threats evaluation of the hospital, the Director’s
Steering committee developed institutional values and a
vision statement, “to be the first choice in health care,”
to be used in the organizational intervention called
Route 99 which was based upon the BSC framework
developed by the haspital. The Director’s Steering
committee consisted of the directors from patient care
services, business office, quality management, and the
housekeeping departments. The directors of this com-
mittee reported ro one of five vice oresidents who
reported to the chief execurive officer. These directors
also held the knowledge and ability to create a long-
range visiun and execute a plan to bring the vision into
action. The main objective of the intervention was to
achieve a shared vision of customer-driven service
culture. The articulated strategic management plan
and the BSC framework were utilized to develop and
implement social and training activities considered
beneficial to the staff’s ability to rranslate the learning
intr culture <hange. The siared goal of R99 was to
achieve 99% excellence in four core areas ro accomplish
the new vision. The four core areas developed for the
BSC framework included (1) customer service, (2)
finance, (3) quality of care, and (4) best people. Within
the intervention, these core areas were analogous to
Sruder’s (2004) “pillars of excellence.”

The “connecr-the-dots” team was the name given to
the group governing the implemenration of the R99
intervention. It consisted of the researcher and nine
directors arpointed by the vice president of patient care
services. Due to the broad expanse of the intervention,
the team along with the chief executive officer decided
that the intervention should be implemented in phases
throughour the hospital. As patient satisfaction was
chosen as the driving indicator of success for the
intervention and patient care services was the hospital's
major interface with patients, it was decided thar the
implementation of R99 should begin with the customer
qundl‘nnl of the BSC..
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Once the information from the strengths, weaknesses,
opportunities, and threars evaluation and the strategic
business plan was organized into the BSC framework, it
was disserninated o all employees. With a shared vision
of improved patient satisfaction scores, ~ach dapartment
was allowed to develop goals ccisistont with the
intervention and meaningful to its department. Utilizing
instruments with a road race theme introduced at the
kickoff event, departments were to display progress
toward improved patient satisfaction within the depart-
menr, fulfilling the first of the double-loop feedback
process prescribed by the BSC framework. The kickoff
event included administration of the first staff survey
aiong with the introduction of instruments for commu-
nicating the progress of the intervention to the
employees. A “rraffic light” was posted visibly through-
out the hospital indicating the status of current patient
satistaction scores, and a “race track” located outside the
cafeteria next to the employee bulletin board displayed
the status of each unit for emplcyzes to view and changed
quarterly with updates of patient satisfaction scores.

Feedback teams were also wcorporated into the in-
rervention. Continuous improvement teams were com-
prised of volunteers recruited at the kickoff event, one
team each for inpatient and outpatient services. These
reams identified patient satisfactic.. issues and imple-
mented responses Lo produce continuing improvement. In
addition, anonymous feedback cards and drop boxes were
available to patients, visitors, and employees for sugges-
tions or complaints. Upon receipt of 2 feedback card,
temporary feedback teams were formed to appropriately
address the specific issue presented. Monthly celebrations
were also held to unvcil and recognize departments
achieving patient satisfaction score improvements. These
celebrations, fec-back teams, and hospital-wide display of
patient satisfaction scores worked rogether to provide the
second feedback loop described by Kaplan and Norton'’s
(1996) BSC framework.

Instruments and Measures

The four quadrants developed for the case intervention
RSC framewor. included (1) customer service, (2) fi-
nance, (3) quality of care, and (4) best people. Within the
intervention, these core areas were analogous to Studer’s
(2004) pillars of excellence. Consistent with participatory
rescarch methads, vice presidents chose merrics within
thoir pillar of excellence. The first pillar, custoaer service,
was measured through the use of patient satisfaction scores
as chosen by the vice president of parient care services.
The second pillar, finance, chosen by the vice president
of finance, was tracked through multiple guantitanive
measures including overall Medicare length of stay, gain
from operations, net income, operating margin, and debt
service ratio. The third pillar, quality of care, utilized

April-June ® 2008

occurrences of inpatient acute myocardial infraction
mortality and pneumonia antibiotics coverage within 4
and 8 hours and was chosen by the vice president of medi-
cal services. Finally, the fourth pillar, best people, included
measures chosen by the vice president of human resources
which encompassed r»am work, employee turnover, em-
ployee satisfaction, and employee involvement, was
measured through a 12-question survey administered on
two separate occasions during rhe intervention. The
financial and Guality quadrants, although described, are
beyond the scope of this publication.

The inparient patient satisfaction survey, which was
provided and administered by an outside vendor, consisted
of 38 items measuring 10 subcategories of inpatient patient
satisfaction including admission, room, meals, nurses, test
and treatments, visitors an” family, physician, Jizcharee,
personal issues, and overall assessment. Ti.c outpatient
patient satisfaction survey consisted of registration, facility,
test or treatment, personal issues, and overall assessment.
The hespital followed the same definitions and constructs
of patient sarisfaction as the vendor. The instrument re-
liability and validity has been rested through sample and
large-scale testing, client feedback, and focus groups and
has heen administered through mail to eliminate selection
and acquiescence biases (Urden, 2002).

The 12-auestion employee satisfaction survey utilized a
5-point Likert .cale for each question, where values as-
signed to facilirate analysis were as follows: 1: strongly
agree, 2: agree, 5: neutral, 4: disagree, and 5: strongty disagrer
The survey was a needs assessment provided by mem-
bers of R99 ro the hospital and foliowed the design of
Buckingham and Coffman (1999) for measuring the
strengths and weaknesses of management to provide an
environment conducive to employee satisfaction. Man-
agement position (employee, supervisor, and director or
higher) was also collected so that data coul.! be analyzed
by employment level. No . -nographic «. other wdenti-
fying information was collected to assure anonymirty of
respondents. The construct validity for the 12-question
survey has been estimated through mulrifacrorial rescarch
performed by the Gallup organization, whereas cach ques-
rion’s reliability and validity have been estimated through
a meta-analysis vy Harter and Creglow (1999).

Data Collection

Patient surveys were distributed, collected, and tabulated
by an outside vendor. Surveys were distribured via mail
postdischarge to patients who utilized the hospiral’s
inpatient and outpatient facilities. The patient surveys
were retumned to the vendor also via mail services, After
removal of any identifying patient informarion, raw mean
patient satisfaction scores were tabulated and delivered
quarterly for inpatient and outpatient services 1o the
quality management department by the external vendor.
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The Balanced Scovecard Framework—A Case Study of Pozient and Fmnlayee Sarisfaction

Sample sizes varied by quarter but have been estimated as
approximately 300 and 70C iespondents per quarter for
inpatient and outpatier- areas, respectively.

The employee satisfaction survey was administered
two times during the intervention. At the beginning of
che intervention, it was designed to determine a haseline
of employee perceprions. The second time, 7 months
after the initial survey, it was intended to measure any
changes in the employee’s needs and perceptions of their
work environment.

Data Analysis

Daw mean patient satisf2-tion scorc. reflected patient
satsaction on a 100-point scale, whereby 100 would be
complete patient satisfaction with the hospital services.
To determine if a statistically significant change had

raw patient satisfaction scores from the first quarter of
1998 to two quarters postintervention (June, 2004) was
performed. The mean patient satisfaction scores were
divided inte fous time periods. The first time period
starred on January 1, 1998, a date which corresponds ro
the first collected quarterly mean patient satisfaction
scores for the hospital, and ended on June 30, 2000
(before full-time employee reduction [FTER]). The date
June 30, 2000, was chosen due to the occurrence of an
FTER. The second time frame ran from July 1, 2000, to
December 31, 2002 (FTER-R99). This time frame
included the period from the FTER to the rime when
R99 had begun. The third time frame was January i, 2003,
to December 31, 2003, which encompassed the time
pericd of the intervention (R99). Finally, the two post-
intervention quarters (post-R99) included January 1,
2004, to June 30, 2004.

Onc- the four time intervals were established, Levene's
tesr for equal variances was performed to assure compa-
rability among the four groupings of patient satisfac-
tion mean raw scores. A one-way analysis of variance
(ANOVA) was then performed to identify any significant
change in mean patient satisfaction score for a given rime
interval as compared with the other three time intervals.
SPSS, Version 12.0, a statistical software. was utilized ro
aenerate the patient satisfaction score analysis for both
inpatient and outparient arcas of the hospiral. These
results are limited by the availability of only quarterly
mean patient satisfaction scores.

Measures for employee satisfaction were reflected
through the use of a 12-guestion staff survey administered
befare the intervention began (n = 227 or 22% of em-
ployees) and 7 months into the intervention (n =191 or
19% of employees) utilizing convenience sampling meth-
ods. Sample independence was tested through a chi-square
test for independence for each question. Mann-Whitney
U test was performed on the responses for each question to
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determine if a staristically significant change had occurred
from February ro September 2003. Direction of change in
employee satisfaction was inverse to the change in mean
rank or an increase in meai, rank would indicate a decrease
in employee satisfaction. whereas a decrease in mean rank
would indicate an increase in employee sarisfaction.
Inclusion criteria for survey responses were completion
of the survey questions including employee-level identi-
fication. In the first survey, 169 respondents failed to
identify their ernployment level and were consequently
excluded from the evaluation. In the second survey, only 9
respondents failed to identify their employment level
which caused exclusion from evaluation. Prior ro the start
of this case study, apy«opriate approvals were sought and
received for the protection of human participants from the
institutional review board at the University of North
Tevas Health Science Center,

¥ Resuiis

Patient Satisfaction Results

The quarterly raw mean inpatient patient satisfaction
scores for the inzrvention were 79.6, 79.7, 81.6, and 82.3,
respectively (Figure 1). These results displayed a modercze
upward trend, returning to levels attained 2 1/2 years prior
to the intervention. In addition, the postintervendon
quarter demonstrated a continuation of this trend, with a
raw mean score of 82.7. This trend was nor shown to be
significant by the ANOVA (p > .05), and the second
guarrer of 2004 displayed a slight drop in raw mean score
to 82.0. Furthermore, ANOVA did demonstrate a signifi-
cant difference (p < .05) in the mean inpatient patient
satisfaction score between the time frame before the FTER
(pre-FTER) and the rime frame FTER R99, with a
difference of 2.48 points in mean patient satisfaction
score (Table 1).

The corresponding quarterly raw mean patient satis-
faction scores for the outpatient arca were §6.7,89.9, 88.7,
and 88.8, respectively (Figure 2). These mean scores
reflected three of the four highest raw mean scois
achieved by this hospital through 2003 since it started
utilizing the panient satisfaction survey. The outpatient
mean patient satisfaction scores for the intervention have
been shown to be staristically significant (p < .03) by
the ANOVA when compared with the two time frames,
pre-FTER and FTER-R99, with 3.02- and 2.74-point
difference in mean patient satisfaction scores, respectively
(Table 1). In addition, the two raw mean patient
satisfaction scores for the quarters following the interven-
tion suggest thar the outpatient area retained clements of
the intervention with regard to patient satisfaction
(Figure 2).
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and linked to departments, reams, and individuals. The
level of participation and involvement by a leader in
the process of change signals the importance of that
change to the organization (Thomson & Strickland,
1998). Kaplan and Norton have also discussed experiences
of leaders who managed successful BSC implementations.
Each leader emphasized communication and extensive
involvement of middle managers and other employees
as viral to the success of visions becoming operarional
and institurionalized (Kaplan & Norton, 2001). Although
top management narticipated in the development of
the BSC framework, three ~f the five vice presidents did
not actively support the mtervention. According to
Deming (1986), the “aim of leadership is to remove
causes of failure and to heip the people to do a better
job with less effort” (p. 248). The leadership support
that drove the intervention to accomplish increased
patient satisfaction <cores was provided by rhe vice
president of patient care services, Despite news regarding
upper management  changes and financial problems,
the vice president of patient care services kept the area
on track to deliver health care with increased parient
satsfaction.

When raw mean patient satisfaction scores were eval-
uated by time interval, visible drops in patient satis-
facrion scores occurred at a time which coincided
with the FTER on July 2000. Thus finding concurs with
Murphy and Murphy (1996) who found that staff
reductions have been linked to changes in communica-
rions and efficiency which impact patient satisfaction.
Given the closure of this hospiral in October 2004, the
anticipated scores for the metrics patient satisfaction and
employee satisfaction preceding this event would have
been to trend downward. The employee satisfaction
analysis for supervisors and directors and higher followed
this downward trend. However, where management
employee satisfaction scores demonstrated significant
decreases, employee-level employee satisfaction scores
trended slightly upward. This observarion coincides with
the strong leaderstup push from the vice president of
patient care services and the ability of the supervisors ro
buffer management turmoil from their employees, The
first learning experience is a validation of the need for
leadership support as prescribed by Deming (1986),
Thomson and Strickland (1998), Beer and Eisenstar
(2000), and Kaplan and Norton (20C1).
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Do you know what Employee
to expect at work? Supervisor
Director or above
Do you have the materials Employee
and equipment you need to Supervisor
do your work right? Director or above*
At work, do you have the Employee
opportunity to do what you Supervisor
<9 best every day? Director or above
In the last 7 days, have you Employee
received recognition or praise  Superv.ior
for good work? Diractor or above
Does your supervisor (or directur) Employee
at work seem to care about you  Supenvisor®
as a person? Director or above
Is there someone at work Employee
who encourages your Supervisor
development? Director or above
At work, do your apinions seem Employee
to count? Supervisor*
Director or above
Does the mission/purpose of the Employee
worporation make you 2el litie Supervisor
your work is important? Director or above
Are your coworkers committed cmployee
to doing quality work? Supervisor
Director or above
Do you have a best friend Employee
at work? Supervisor
Director or above
In the last 6 months, have you Employee
talked with someone about Supervisor
your progress? Director or above
At work, have you had Employee
opportunities to learn Supervisor

Director or above

Twelve-question survey summary

Pre-Route - Post-Route  Pre-Route «e  Post-Routas
99 mean rank 99 mean rank
183 155 167.46 171.91
28 26 26.25 28.85
15 12 13.10 15.13
185 = 1585 174.43 165.81
28 26 23.96 31.31
15 12 10.90 17.88
184 155 171.29 168.47
29 26 25.03 31.31
14 12 10.7¢2 1€.67
185 154 164.81 176.23
28 26 24.89 30.31
15 12 13.37 14.79
183 155 170.32 168.53
29 26 22.14 34.54
15 12 12.20 16.25
185 154 167.67 172.80
29 26 24.88 31.48
15 12 12.83 15.46
185 155 167.72 173.81
29 26 24.10 32.35
15 12 11.57 17.04
184 153 161.40 178.13
29 76 26.31 29.88
15 12 11.70 16.88
184 155 167.87 172.53
28 26 29.36 25.50
15 12 12.30 16.13
185 155 163.31 179.08
28 26 24.73 30.48
15 12 14.00 14.00
184 154 166.79 172.73
28 26 26.09 29.02
15 12 13.60 14.50
185 155 170.84 170.09
29 26 27.16 28.94
15 12 11.83 16.71

*Change in mean rank significance (p < .05).

Learning Experience 2—Man>ge.nent
and Financial Transparency

The shared vision of any organization is based upon the
underlying assurnption of rransparency by management
with regard ro all areas of the organization when develaping
the initial BSC framework. In conjunction with a strategic
business plan, the BSC framework should ha.. addressed
the significant financial issues this hospital was facimg.
Indeed, if the weak financial status of this hospital had
heen disclosed to the Director's Steering commiittee in the

beginninyg, a better straregic plan or shared vision could
have been developed to address these significant 1ssues.

As the intervention progressed and it became public,
thic hospital was in technical financial default of its
loan, issues related ro leadership support, management,
and finaneial transparency became confounding facrors
reparding the effectiveness of the mtervention. Because
this hospital's strategic plan was to be implemented in
stapes, if the financial issues had been revealed, a
different strategy may have been developed and
implemented more effectively. We can only speculare
about a potentially different outcome for this hospital,
bt the evidence with regard to the rise in patient
satisfaction mean scores and the variety of success seen
in other health care settings would lead us to assume a




136  Healdh Care Management REVIEW AprilJunc * 2008
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i better outcome. The second leaming experience is the centralized. Due to most of the senior management team
i need for management and financial transparency. not “buying in” to the strategic plan from the beginning,
eh| this hospital lost the benefit of all vice presidents serving as

23 gms 2oy

AebiRE 3

Learning Experience 3—Strength
of the BSC

Even in the failure of this hospiral, the BSC framework
has demonstrated its strength through increased patient
satisfaction scores. Its ability to guide management from
defined vision to shared vision and onto actionable and
measured success was demonstrated through the rise in
patient sadisfaction scores despite confounding events.
When the strategic plan was developed, the BSC
framework encouwsged appropriate evaluation and
implementation of metrics to achieve the poals of the
plan. Through the strong leadership support in patient
care services, the shared vision of patient satisfaction
defined by the BSC framework remained the focal poiisi
and was rranslated into action by the employees despite
upper management changes and hospital financial
disclosures. Because the metrics were put into place
with the cpecific purpose to measurc the starus of the
intervention, the BSC framework provided constructive
feedback for attainment of the desired goal, increased
patient satisfaction scores.

Whereas impatient patient satisfaction  scores
returned to levels attained 2 1/z years prior to the
intervention, the outpatient patient satisfaction scores
were consistently higher than a peak patient satisfaci.on
score 3 years carlier. The authors attribure the increases
in both inpatient and ourpatient patient satisfaction
scores to the successful leaming experience of the
emnloyees through the intervention. The third leaming
experience is the strength of the BSC framework as a
management tool, even in adverse conditions.

[ Practice Implications

The future of the health care industry is certain of one
thing, change. For organizations o flourish with the
ever-changing technological advances, multiple stake-
holders, and consumer expectations, health care man-
agement teams need to accurately assess their marler
and financial position. For this hospiral ro evolve and
survive, it attempted to change through the use of the
BSC framework. The faiiure of the intervention in this
case study has validated the need for leadership support
and management transparency as suggested by Deming
(1986) and as indicated as an underlying construct of
the BSC by Kaplan and Norton (2001).

Where leadership support was presenr, for example, in
patient care services, focus was maintained ro achieve the
defined vision set forth, in this case, increased patient
satisfaction. However, the responsibility for effective
vision communication has to be shared rather than

communication managers. Without the cooperation from
other departments and the communication necessary to
address the source of problems, improvement efforts could
nut be incorporated as lasting changes for the organization.

The successful implementation of the BSC was also
hindered in this case by the lack of transparency by
management, particularly in the financial quadrant. The
result was an unforrunate mismatch in metrics and strategic
goals. To cffectively urilize the BSC framework to achieve
strategic goals, metrics must be assessed as to their cf-
fectiveness to measure and communicate specific strategic
goals. The correct and accurate selection of interna! and
external metrics is essential for successful implementation
of u stratciic plan. Merrics selected prior o the start of the
intervention need to be monitored throughour imlemen-
tation and changed as neczssary based upon their observed
ability to reflect the strategic plan. As this case study
illustrates, failure to adapt metrics can result in misleading
outcomes. Although patient satisfaction 1s an important
metric and significant improvements were 2chieved, it
did not drive the necessary change to save this hospiral
from financial failure. Health care executives must be
aware that patient satisfaction is a complex metric. Its all-
encompassing nature may not make ir suitable as a system
performance measure or as a reflection of employee satis-
faction 2s demonstrated in this case study.

However, the ability of the BSC framework to signifi-
cantly improve the patient sutisfaction metric has validared
the effectiveness of the double-loop feedback developed by
Kaplan and Norton (2001) and demonstrated the strength
of this approach even in adverse circumstances. With ac-
curate merric selection, a well-implemented measurement
system can yicld the feedback health care managers need to
improve clinical car= and services.

In an organization which desires to change its culture or
strengthen its position within a given health care market,
these concepts must align. Alignment must include con-
sistency in plans, processes, information, resource decizions,
actions, results, and analysis ro support key organization
wide goals (Baldnge National Ouality Progzam, 2005).
Without leadership support, mansgement transparency,
and accurate metric selection, any tool, even one that has
demonstrated itself as effective as the BSC framework, will
not accomplish the strategic goal set belore it

7" References

Arahony, L., & Strasser, S. (1993). Patient satsfaction: What
we know about and whar we stll need 1o explore. Medical
Care Review, 50, 49-79,

Argyris, C. (1991). 1 eaching smart people how ta learn.
Harvard Business Review, 69(3), 99-109.




The Balanced Scorecard Framework—A Case Sudy of Patient and Employee Satisfaction 137

Arveson, P. (2003). A balanced scorecard for city and
county services. Retrieved November 3, 2003, from www.
balancedscorecard.org/

Atkins, P. M., Masshall, B. S., & Javalg., R. G. (1996). Happy
employees lead to loyal patients. Survey of nurses and
patients shows a strong link between employee satisfaction
and patient loyalty. Journal of Health Care Marketing, 16(4),
14-23.

Balanced Scorecard Institute. (2006). What is the balanced
scorecard? Retrieved November 23, 2007, from www.
balancedscorecard.org/

Raldrige National Quality Program. (2005). 2005 Health care
criteria for performance excellence. Gaithersburg, MD:
Baldrige Nartional Quality Program, National Institure of
Standards and Technology.

Beer, M., & FEisenstar, ®. A. (2000). The silent killer of
strategy implementation and learning. Sloan Management
Review, 41(4), 29-40.

Brand, R. R., Cronin, J. }.,, & Routledge, ]. B. (1997).
Marketing to older patients: Perceptions of service quality.
Health Markeung Quarterly, 15, 1-30.

Bryant, C., Kent, E. B., Lindenberger, J., Schreiber, J. M.,
Canright, M. W., Cole, S., et al. (1998). Increasing
consumer satisfaction. Marketing Health Services, 18, 5-18.

Buckingham, M., & Coffman, C (1999). The measuring stick.
First, break all the rdes. News York: Simon & Schuster.

Cardello, D. M. (2001). Improve patient satisfaction with a hir
of mystery. Nursing Management, 32(6), 36-38.

Corvino, F. A. (2005). Standards for satisfaction. Marketng
Health Services, 25(2), 45-47.

Deming, W. E. (1986). Out of crises. Cambridge, MA:
Massachusetts Institute of Technology, Center of Advance
Engineer Study.

Forgione, D). A. (1997). Health care financial and qualiry
measures: International call for a “balanced scorecard
approach”. Journal of Health Care Finance, 24(1), 55-58.

Fortler, M. D., Erickson, E., & Rivers, P. A. (2006). Bringing
human resources to the table: Utilizarion of an HR
balanced scorecard at mayo clinic. Health Care Management
Review, 31(1), 64-72.

Harrer, 1 K., & Crezlow, A. (1999). Appendix E: The meta-
analysis. In M. Buckingham, & C., Coffman (Eds.), The
measuring stick: First break all the rules (pp. 255-267). New
York: Simon & Schusrer.

Huang, S. H., Chen, P. L., Yang, M. C., Chang, W. Y., &
Lee, H. J. (2004). Using a balanced scorecard to improve
the performance of an emergency department. Nursing
Ecomomics, 22(3), 140-146.

Huey-Ming Tzeng, & Karefian, S. (2002). The relauonship
hetween nerses' job sausfaction and inpatient satisfaction:
An exploratory study in a Taiwan teaching hospital.
Jonernal of Nuasing Cave Qualiy, 16(2), 39-49.

Johnson, H. T., & Kaplan, R. S. (1987). The relevance lost: The
vise emd fall of management accounting. Boston, MA: Harvard
Business School Press.

Jones, M. L., & Filip, S. J. (2000). Implemenrarion and
outcomes of a balanced scorecard model in women’s
services in an academic health care insttution. Qualicy
Managerment in Health Care, 8(4), 40-51.

Kaplan, R. S, & Norton, D. P. {1992). The balanced

sOOYe .ll‘ti' "u\'l("d.\urcﬁ (Il'{ll dli\'(.‘ PL‘d‘l wrmance. l_’ﬂrk‘[lfd
Business Rewview, 70(1), 71-79

Kaplan, R. 5., & Norton, D. P. (1996). The halanced scorecard:
Translating strategry into action, Boston, MA: Harvard Business
School Press.

Kaplan, R. S., & Norton, D. P. (2001). The strategy focused
organizzzion: How balanced scorecard companies thrive i the
new business environment. Boston, MA: Harvard Business
School Press.

Keith, R. A. (1998). Patiznt satisfaction and rehabilitation
services. Archives of Physical Medicine and Rehabilitation
Services, 79, 1122-1128.

Larrabee, ]. H., Ostrow, C. L., Withrow, M. L., Janney, M. A,
Hobbs, G. R, Jr. , & Burar, C. (2004). Predictors of patient
satisfaction with inpatient hospital nursing care. Research m
Nursing & Health, 27(4}, 254-268.

Leggitt, M. S., Pourepka, V. N., & Kukolja, T. J. (2003). Le
bistro serves up cultural changs Nursing Admimistraton
Quarterly, 27(4), 318-323.

Macdonald, M. (1998). Using rhe balanced scorecard to align
strategy and performance in long-term care. Healthcare
Management Forum, 11(3), 33-38.

Meliones, j. (2000). Saving money, saving lives. Harvard
Business Review, 78(6), 57-62.

Murphy, M., & Murphy, E. . (1996). Curring healthcare costs
through wark force reducrions. Srudies find whar works and
what doesn’t. Healthcare Fimancial Management, 50(7), 64-69.

Mycek, S. (2001). Good fortune. Griffin hospiral gers ourstand-
ing grades in both employee and partient sarisfacrion. Trustee:
The Jowrnal for Hospital Goverimg Boards, 54(7), 20-24, 1.

Nelson, C. W. (1990). Parient satisfaction surveys: An
apportunity for rtowal quality improvement. Hospital and
Health Services Administration, 35, 409-425.

Pink, G. H., McKillop, 1., Schraa, E. G., Preyra, C,,
Montgomery, C., & Baker, G. R. (2001). Creating a
balanced scorecard for a hospital system. Journa! of Health
Care Fmance, 27(3), 1-20.

Santiago, J. M. (1999). Use of the balanced scorecard to
improve the quality of behavioral health care. Psychiatric
Services (Washiigton, D.C.), 50(12), 1571-1576.

Stake, R. E. (1978). The case study method in social inquiry.
Educarional Researcher, 7(2), 5-8.

Studer, . (2004). Hardwiring excellence: Purpose worthwhile
work making a difference. Baltimore, MD: Fire Starter Pub.

Thomson, A. A., & Strickland, A. ). (1998). Crafting and
implementing strategy: Text and readings. London: Irwin
MeGraw-Hill,

Urden, L. (2002). Patient satisfaction measurement: Currenr is-
sues and implications. Oucomes Management, 6(3), 125-131.

Vahey, D. C., Aiken, L. H., Sloane, D. M., Clarke, 5. P, &
Vargas, 1) {(2004). Nurse burnour and parient sarisfacrion.
Medical Caare, 42(2 Suppl.), 1157-1166.

Wachtel, T. L., Hartford, C. E., & Hughes, ]. A, (1999).
Building a balanced scorecard for a burn center. Bumns,
25(5), 431-437.

Yap, C., Siu, E., Baker, G. R., & Brown. A. D. (2005). A
comparison of systemwide and hospital-speciiie perfor-
mance measurement tools. Jowemal of Healthcare Manage-
ment, 50(4), 251-262, (Discussion 262-263).

Yin, R. K. (2003). Case swudy research: Desim and methods,
Thousand Oaks, CA: Sage Publications,

Zimmerman, ., Zimmerman, ., & Lund, C. (1997).
Customer service: The new barrlefield for marker share.
Healthcare Financial Manapement, 51(10), 51-53.




