
The truth is: it can and should be both! The problem is

that many health care organizations choose to narrow

their focus on performance measurement and neglect to

take advantage of the “lessons learned“ and “best prac-

tices“ that have emerged from balanced scorecarding over

the past decade in both the public and private sectors.

Health care organizations that have adopted and adapt-

ed the Balanced Scorecard as a strategy implementation

tool – and not simply as a performance measurement

tool – have been able to achieve more dramatic and more

fundamental changes in their organization.

Used primarily as a performance measurement tool, the

results achieved by Balanced Scorecards tend to be more

incremental and more cosmetic.

Organizations that are on their second, third or fourth

rounds of balanced scorecarding have an opportunity to

reflect on their own “lessons learned“ – and on the “best

mistakes“ of others – as they strive to utilize this power-

ful tool to its full potential. Organizations that are still in

the early stages of developing their Balanced Scorecard

can – if they choose – take a quantum leap forward by

applying best practices from the start.
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BEST PRACTICE BALANCED SCORECARDS

A Powerful Tool &
Process For Mobilizing &
Aligning Human Effort

By 

Bruce Harber & Ted Ball

Is the Balanced Scorecard a system, method and tool for performance

measurement and accountability, or, is it a strategy implementation

process that aligns and mobilizes human effort to successfully achieve

an organization’s vision?



The “Soft Stuff“ is
the “Hard Stuff“

While many knowledge-based industries have

learned how to adapt to constantly changing turbulent

environments, the real winners within those sectors are

those that have learned how to thrive – not merely 

survive – by aligning their people, their systems and their

processes to achieve the results they require to succeed.

Such organizations are fun to work at because people

thrive in environments where their knowledge and

know-how contributes to the collective intelligence that

drives the organization’s strategy.

In contrast, the health care sector – with some notable

exceptions – has continued to be characterized, for the

most part, by structures, systems, processes and cultures

that reflect the ingrained habits of industrial-age 

thinking.

The traditional command-and-control, hierarchical 

ways of thinking and behaving in the health care sector

have produced ingrained habits of blame and blame

avoidance – and a psychological work environment 

characterized by fear and anxiety.

Indeed, the Canadian health care sector today has

achieved a remarkable status: we have the most toxic

work environment in the country – ranking dead last on

each of the major indicators of employment relation-

ships: the four pillars of trust, commitment, communi-

cation and decision-making influence.

Our sector’s recent ranking as the worst performer in 

fifteen categories is a reflection of the governmental,

management and governance choices that we’ve made in

each province across Canada over the past 10 years –

reengineering, downsizing, restructuring, mergers, and

fragmented re-design methodologies.

We’ve taken our most valuable asset: our people, and

transformed them from deeply caring and committed

individuals, into a more cynical, alienated and blame-

adverse work force.

The most striking conclusion of the CPRN – Ekos

Changing Employment Relationships Bench-marking Survey

is that health care professionals have the weakest

employment relationships on all four indicators – trust,

commitment, communication and influence – of any

occupation in Canada, including unskilled manual and

service workers.
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FIGURE 1: EMPLOYEES' TRUST IN THEIR EMPLOYER, 
BY OCCUPATION, CANADA, 2000

MEAN SCORE ON TRUST SCALE*

SOURCE: CPRN – EKOS CHANGING EMPLOYMENT RELATIONSHIPS SURVEY, CANADA, 2000
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FIGURE 2: EMPLOYEES' COMMITMENT TO THEIR EMPLOYER, 
BY OCCUPATION, CANADA, 2000

MEAN SCORE ON COMMITMENT TO EMPLOYER SCALE*

SOURCE: CPRN – EKOS CHANGING EMPLOYMENT RELATIONSHIPS SURVEY, CANADA, 2000
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Another key indicator that reveals the DNA of an 

organization is absenteeism rates. In 2000, the Statistics

Canada Labour Force Survey provided us with another

astonishing record: nursing, technical and support staff

in health care sector had the highest number of days lost

due to personal illness or injury of any occupation – at

double or more the national average!

The truth is the human spirit of the health care sector

needs to be revitalized and renewed.

In her research paper on “Creating High-Quality Health

Care Workplaces“ (Canadian Health Care Management,

November, 2002) Judith Maxwell lists the following key

features of a high-quality workplace:

• Tasks that are varied and require the use of a broad 

spectrum;

• Worker involvement in the whole job, not just part 

of it;

• Jobs and organizational systems that enable workers 

to exercise discretion and autonomy on how the work 

is done;

• Feedback from supervisors and co-workers on an 

individual’s job performance; and,

• Opportunities for workers to have input on decisions 

that affect their jobs and work environment.

Each of these criteria for productive work environments

are met when an organization follows some of the basic

best practices for cascading their initial Balanced

Scorecard to middle managers and front-line care

providers. Equally important, we need to fully engage

our often angry and frustrated physicians in the process

of determining how we are going to change for the 

better.

This is the health care system’s real burning platform.

The burning platform upon which the Canadian health-

care system is currently positioned is not fueled by 

the unfolding drama of how our federal and provincial

governments respond to the Romanow and Kirby Reports,

it is fueled by our toxic work environments.

Regardless of how our politicians deal with the major

macro policy issues, fundamental strategic change

urgently needs to take place at the organization and local

delivery system levels.
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FIGURE 3: EMPLOYEES' ASSESSMENT OF WORKPLACE 
COMMUNICATIONS, BY OCCUPATION, CANADA, 2000

MEAN SCORE ON COMMUNICATION SCALE*

SOURCE: CPRN – EKOS CHANGING EMPLOYMENT RELATIONSHIPS SURVEY, CANADA, 2000
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FIGURE 4: EMPLOYEES' ASSESSMENT OF THEIR INFLUENCE
IN WORKPLACE DECISIONS, BY OCCUPATION, CANADA, 2000

MEAN SCORE ON INFLUENCE SCALE*

SOURCE: CPRN – EKOS CHANGING EMPLOYMENT RELATIONSHIPS SURVEY, CANADA, 2000
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Align, Mobilize
and Support People

While the Balanced Scorecard can certainly be a 

performance measurement tool linked to accountability,

it can also become a process that unleashes the knowl-

edge and wisdom within an organization – as people

determine the most leveraged actions required to propel

the organization towards its vision.

When the Balanced Scorecard is used as a tool and a

process to align, mobilize and support people, it can be

a powerful process to shift organizational culture – from

top to bottom.

There are many examples in the healthcare sector where

the BSC is only a tool for periodic measurement reports

for the Board, but is not used by the CEO’s and senior

management team’s method for developing and imple-

menting strategy: its actual purpose.

When the Balanced Scorecard is primarily used as a tool

and a process to measure performance and then “hold

people accountable“ for failing to achieve their out-

comes, the traditional command-and-control mind-

set of the health care sector is further entrenched – and

performance improvement will be sub-optimized, or at

best, the gains will be only incremental.

The danger is that the health care sector could continue

to squander our greatest assets – the knowledge and 

wisdom of our people – if we don’t fundamentally

change the way we think about how we manage and lead

our organizations. 

The Art & Science
of Scorecarding

In their recent essay, “Applying The Balanced Scorecard

in Healthcare Provider Organizations“ (Journal of

Healthcare Management, May/June, 2002), Kaplan and

Inamdar provide some practical guidelines for balanced

scorecarding in the health care sector.

While performance break-throughs were achieved in the

corporate sector using Balanced Scorecard technology in

the early ‘90s, over the past eight to ten years, thousands

of health care organizations across the world have 

embraced this systems thinking-based tool precisely

because it facilitates an organization as it discovers 

solutions to its most complex problems.

It is widely acknowledged that health care organiza-

tional design and the core and support processes that

have evolved over time are among the most complex ever

devised by humans.

According to the Harvard Balanced Scorecard

Collaborative, high performing health care organizations

have applied the BSC as “a central organizing framework

to formulate, communicate, and execute strategy – and to

learn and adapt their strategy to changing conditions on

an on-going basis.“

However, the BSC is not a magic bullet. It’s just another

systems thinking-based tool that can facilitate dramatic

change and improvement when an organization gets the

right combination of the science and art of balanced

scorecarding.

Art is required because every health care organization

and every local system of health care organizations are

different. The BSC is just a framework.

The leverage inherent in systems thinking-based tools

like the BSC is in the cross-functional dialogues required

to understand the whole truth about an organization’s

shared reality and performance; and in the process that

enables an organization to develop a truly shared vision

across the organization.

As an organization’s shared vision emerges, the simple

question is: What results – outcomes – will we achieve

when we realize our shared vision? 

Here is where the science of organizational transforma-

tion and Balanced Scorecarding begins.

In health care sector, best practices suggest that the 

starting point should be the Customer Quadrant of 

the BSC. We need to answer the question: What are the

outcomes/results that we will achieve for our patients,

their families, and our community when our vision 

is realized?

Balanced Scorecards
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In the best practice health care organizations, typical 

customer outcomes are expressed as:

• Health Outcomes

• Customer Satisfaction

• Quality of Care

• Perceived Value

After determining the outcomes for customers, we need

to answer the question: What would the outcomes/results be

in the Financial Quadrant – if our vision came true?

In health care organizations, typical financial outcomes

are expressed as:

• Revenue

• Costs

• Efficiency/Effectiveness

• Leveraged Use of Resources

The key strategy question in the Balanced Scorecard 

is: how will we achieve our customer and financial 

outcomes? The answers to the “how“ questions need to

be embedded in the Process Quadrant of the BSC.

In the diagram of a best practice Balanced Scorecard (see

left), observe how the arrows are directed from the core

and support processes, accountability process, and 

integrated service design to the Customer and Financial

Quadrants.  

It is through the design of the organization – its systems,

structures and processes – that results are achieved. The

integrated design of our core and support processes will

produce the results we need for our customers and our

funders.

But how does an organization develop the internal

capacity to continuously design and align its core and

support processes?

The real leverage in the Balanced Scorecard is embedded

in the Learning & Growth Quadrant – where the question

is: What management, board, physician and staff skills,

technology and organizational capacity and commit-

ment are required to design the processes that will enable

us to achieve our customer and financial results?

So the key leverage point in the Balanced Scorecard is the

Learning and Growth Quadrant – often expressed in the

health care sector as:

• Management Competencies

• Physician Competencies

• Staff Competencies

• Information Capital

• Alignment & Culture

The “lessons learned“ from balanced scorecarding tell 

us that major breakthroughs will occur in those 

organizations that invest in the skills of their people:

strategic thinking skills, team learning, dialogue, leader-

ship, facilitation, coaching and balanced scorecarding.

Balanced Scorecards
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Common Language/
Common Framework 

The reality of the health care sector is that a wide 

variety of health professionals creates very different

understandings and “mental models“ about how the 

system works, and about the core assumptions each

group is holding. 

A best practice Balanced Scorecard process holds the

opportunity for developing a common language and

process for managing strategic change – so that a critical

mass of people – across an organization, or across a 

network of organizations – are aligned on what we’re

attempting to achieve, and, how we are going to achieve it. 

Organizations that adopt the practices of Learning

Organizations invest between 1% and 5% of their 

payroll budget on skills development – using just-in-

time, learning-by-doing methodologies to develop the

internal capacity to succeed though continuous learning

and continuous improvement.

In Canada, health care organizations actually commit

much less than 1% for the learning and growth of their

people. However, without an organizational commit-

ment to learning and growth, the Balanced Scorecard is

at risk of only being an improved methodology for 

performance measurement.

The danger in such an approach is that it creates cynicism

and produces fear and anxiety about being blamed.

Paul R. Niven points out in his book, The Balanced

Scorecard: Step-by-Step that “it is possible to develop a

scorecard-like system without a clear and concise strate-

gy. However, such organizations have chosen to use the

BSC as a performance measurement scorecard, rather

than as a strategy implementation scorecard.“

For health care organizations to

succeed in our transformation

from an industrial-age model to

the knowledge economy, we

need a number of best practice

tools and processes – in addition

to the Balanced Scorecard. (See

diagram on Core Technologies

of Learning Organizations).

These include:

• Systems thinking-based tools for strategy develop-

ment and strategic alignment that – when combined

with the BSC – form the basis of organization’s com-

mon language and common framework for talking

about, planning for, and implementing change.

• Aligned approaches to governance, leadership and

accountability.

• Learning organization practices – including group

process skills for high performance teams and project

management tools for aligning teams with the organi-

zation’s Balanced Scorecard.

Balanced Scorecards
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Integrating the Components
of a System

When the BSC is utilized as a strategy implementa-

tion process that aligns and mobilizes human effort to

successfully achieve an organization’s vision, it can also

produce significant advances towards system integration.

When a critical mass of service providers within a local

healthcare delivery system are using the same common

language/common framework for strategy implementa-

tion, service co-ordination can improve dramatically.

For years consumers have been demanding a “seamless

system of services“ that enables them to move smoothly

across the entire continuum of care.  

However, our so-called health “system“

has actually been designed as isolated

silos – that are further fragmented by

perverse incentives and funding mecha-

nisms that work at cross-purposes. 

The component parts of acute care,

long-term care, home care, public

health and health-related social 

services have never been designed to fit

together as a “system“.

A “system“ is a set of component parts that have been

designed to fit together to produce an intentional out-

come. The components of a cooling system of a car, for

example, are designed to work together to cool the

engine.

Is it possible to design the component parts of a local

health care system in ways that enable them to work

together to enhance the health status of the populations

they serve – while providing citizens with a seamless 

customer experience, and taxpayers with a more cost-

effective system?

Experience from the former North Shore Health Region

of British Columbia suggests that major advances can 

be achieved by using the common language/

common framework of the Balanced Scorecard to link

the component parts of the system together.

While most of the attention on balanced scorecarding

over the past decade has been on the development and

implementation of corporate Balanced Scorecards in a

single organization, there is extraordinary potential for

integrating the component parts of health care services

within a local system – by linking together the BSCs of

multiple provider organizations.

In the attached slides, Bruce Harber sets out some of the

“lessons learned“ at the North Shore Health Region as

the complete range of service providers in their system

began their journey towards service integration and 

system synergy.

Emerging from the North Shore Health Region 

experience – and from the case studies of health care

organizations conducted by the Balanced

Scorecard Collaborative – is a deeper

appreciation for the challenge of bal-

ancing empowerment and support with

best practice accountability processes.

Accountability
For Outcomes

Both the Romanow and Kirby Reports

have provided us with the major theme of “accountability“. 

At the local health system level, the challenge for Boards

and managers is: how will health care organizations

change the way accountability works in the existing

health care system?

If health care organizations use their Balanced Scorecard

as simply a performance measurement system tied to 

a traditional process for managerial accountability, 

the levels of trust, commitment and belief in their 

governance and management systems will collapse even

further than it has today.

If we are to succeed in the future, the health care sector

needs to think much more innovatively about how to

properly balance empowerment and accountability –

and we need to fundamentally rethink how best to

achieve accountability in our organizations.
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“Where there is
blame, open minds

close, inquiring
tends to cease, 

and the desire to 
understand the   

whole diminishes.“



The problem is that within the culture of health care,

accountability has often been about: “who is to blame?“

Accountability is very different than blaming, which

means “to find fault with, to censure, revile, reproach“.

Blaming is an emotional process that seeks to discredit

the blamed.  

Marilyn Paul explains that “blaming is more than just 

a process of allocating fault. It is often a process of 

shaming others and searching for something wrong with

them. Blaming provides an early and artificial solution 

to a complex problem. Blame makes inquiry difficult 

and reduces the chances of getting to the real root of a

problem.  

Blaming also generates fear and destroys trust. When 

we blame, we often believe that other people have bad

intentions or lack ability. We tend to excuse our own

actions, however, because we know first-hand the 

challenges we face.“

“The qualities of blame are judgment, anger, fear, pun-

ishment and self-righteousness“.

According to Paul, a blaming culture causes further 

dysfunction in an organization because “where there is

blame, open minds close, inquiry tends to cease, and the

desire to understand the whole system diminishes.“  

When people work in an atmosphere of blame, they 

naturally engage in defensive routines, covering up their

errors and hiding their real concerns. When energy goes

into finger-pointing, scapegoating and denying responsi-

bility, the effectiveness of the organization and its people

suffers. The organization lacks the truth about its 

circumstances, and people and teams lack truthful 

feedback about their actions, both of which harm the

capacity for transformative learning.

In contrast, accountability emphasizes keeping agree-

ments and performing jobs in a respectful atmosphere. 

It is all about learning, truth, change and growth.  

Paul explains that “a focus on accountability recognizes

that everyone may make mistakes or fall short of com-

mitments. Becoming aware of our own errors or short-

falls, and viewing them as opportunities for learning and

growth, enables us to be more successful in the future.  

Accountability therefore creates conditions for ongoing

constructive conversations in which our awareness of

current reality is sharpened and in which we work to seek

root causes, understand the system better, and identify

new actions.  

The qualities of accountability are respect, trust, inquiry,

moderation, curiosity and mutuality“.

The art and science of balanced scorecarding combines

the right balance of accountability structures, mecha-

nisms and practices – with a significant increase in indi-

vidual and team empowerment. People are liberated by

having clear accountabilities that are adjusted continu-

ously – as circumstances and new knowledge changes

their circumstances. 

In the attached slides, Ted Ball outlines a best practice

approach for Boards to hold their CEOs accountable for

overall outcomes; for managers to link their

Accountability Agreements to their corporate Balanced

Scorecards; and for independent organizations within a

local system to link their accountabilities to the overall

goal of system integration to achieve seamless services for

patients, and cost-effective services for taxpayers.

Bruce Harber is the Chief Operating Officer, Vancouver Acute,

Vancouver Coastal Health Authority. He is on his fourth round of

designing and implementing a corporate Balanced Scorecard and was

CEO of the North Shore Health Region and Peel Memorial Hospital.

Email: bwharber@hotmail.com 

Ted Ball is a partner in Quantum Learning Systems, an innovative

R&D-based organization that has spent more than a decade develop-

ing systems thinking-based tools for strategy development, strategic

alignment and synthesizing them with leading-edge technologies and

processes for leading and managing learning organizations using the

Balanced Scorecard.

Tel: (416) 581-8814 ext. 224

Email:  ball@quantumlearningsystems.net

Watch for Bruce Harber and Ted Ball’s Essay on 
“Redefining Accountability in the Healthcare Sector”
in the Spring, 2003 Edition of Managing Change.
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