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!cing Unintended Consequences QHN

If each part of a system, considered separately, is
made to operate as efficiently as possible, then the
system as a whole will not operate as effectively as

pOSSIbIe' Ackoff, R. L. (1971). "Towards a System of Systems Concepts."
Management science 17(11): 661-671.
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The Balanced Scorecard

Financial 121, L]
Tos

finan Measurement should enable
3333 “double-loop learning” (Chris
sharg Argyris) that produces a change
in people’s assumptions and

theories about cause and effect

Customer relationships.
g Ig
. 28,3
RCee FF %E { The balanced scorecard
shouldwe |G| g contributes to this by:

SARECENT I GUlF e Articulating the relationship
cuztomers?
among stakeholder values
¢ Providing a feedback system
E?g;"t e Making explicit the tradeoffs
Teach and dynamics of the 4

visioh,h  dimensions
e S1ISH

Kaplan, R. S. and D. P. Norton
(1996). The balanced scorecard: I
Translating strategy into action. ability to
Boston, Harvard Business School change ahd
Press. improne
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ons of Organization Performance

The Balanced Scorecard

Financial
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shareholders®
Customer - ? Internal Business
3o |l i Processes |8
, Z(2 ol Yision _ 218, 2
“To achieve our |5)|55|2 “To satishy our | 5|5&2
vigion, how =3 g & - and L |sharcholders | &[98 %g
should we o[zE|E Strategy and customers, | 3% 2|5
appearto eur what business
Clistofners processes must
W encel 2kt
Learning and }
Growth el [
Toachieve our |/ 2ls 3
Conlon. RS and D, P. N wizion, how will ,5’_:3;3
aplan, R. S. and D. P. Norton i | | bl
(1996). The balanced scorecard: Wg_l_wstaln cur o S|E
Translating strategy into action. abl It}) to
Boston, Harvard Business School change and
Press. Improves™”
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Key Processes -
Aim [ o do the right things at the right time for the patients.

Balanced Scorecard Measure | Shared decision making (SDM): Diagnosis-
Nt fic patients checked out ¢ither th
for a Clinic i i o Syl St video

Access: Preferred appointment met for
patients seeing a surgeon for the first time.

100%

SDM: No current plan to improve the process.

Action plan |, oss: Scheduling/access workgroup formed in January 2002 |

Innovation & Learning Satisfaction Versus Need
Aim To create a stimulating and enriching Aim To meet the expectations of our patients.
research setting and education of staff. = —
Aeasure 100
A balanced view of s [ 2
o
processes and s 40
20
outcomes focuses i
. . 0 2000 2001 | 2000 2001
attention on gaps in 2000 2001 Targex ; DHMC | spine Center
performance, and I ; ey
the need for ta rgeted Action plan| Grant writing in progress Action plan| No current plan
improvement. Finandial
| To be a fiscally solvent specialty clinic
Measure Median Margin Surgical Procedures DHMC Utilization of Clinic Time
$6,000 100%
Nelson, E. C., P. Batalden, et al. 5,000 80
(2007). Quality By Design. San ‘;ggg 50
Fransico, CA, Jossey-Bass. 2,000 ol
1,000 20
NA 0 = _—
2000 2001 2000 2001 Target
| 3 back and e procedures_ &3 Spnal fuson [ rmedpatent 8 Cancet =24 hour]
© Richard Scoville, PhD | Action plan| No current plan
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» Balanced Scorecard began as a recommended set of
measures that went beyond the traditional management
focus on financial measures—answered the question
“What classes of measures should senior managers
use?”

+ They have been extended to healthcare to include
clinical and operational dimensions (Caldwell, Nelson)

» Scorecards provide a means to coordinate key
measures—initially answered the question “What
methods should senior managers use to interact with key
measures?”

* You can use dashboard tools to display and structure
measures listed in a Balanced Scorecard

Source: Kevin Little, Ph.D., IHI Improvement Advisor, 2005
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zn

-ctions Among Scorecard Measures OHn

How One Company Linked Measures from the Four
Perspectives

= Underlying the Scorecard is a

/—\<?/j\ theory about cause and effect:
accounts \ capital employed

e (( own ) TS ) Learning and Growth drives

/Q/;g\ £ Internal Business Processes to

greater efficiency, reliability
and precision, and fosters
customer satisfaction. Better
processes and satisfied
customers drive financial
performance.

satisfaction /

P \
e — 0

o /\\
S ood employees’
suggestions \
Learning and Growth - ) Balanced Scorecard as a Strategic management

R.S. Kaplan and D.P. Norton (1993), “Using the
System,” Harvard Business Review January-February

Customer

morale +)
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ns of Patient Outcomes HN
The Clinical Value Compass
FUNCTIONAL

CLINICAL SATISFACTION
COST

Nelson, E. C., J. J. Mohr, et al. (1996). "Improving health care, Part 1: The clinical value

compass." Jt Comm J Qual Improv 22(4): 243-58.
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Clinical Value Compass: Dimensions QHN

cosT

Clinical

v Mortality and morbidity (such as signs, symptoms, treatment
complications, diagnostic tests results, laboratory determinations of
physiologic values).

Functional

v Physical function, mental health, social role function, and other
measures of health status (such as pain, vitality, perceived well-being,
and health risk status.

Satisfaction

v Patient & family satisfaction with the health care delivery process,
patients' perceived health benefit from care received.
Costs

v' Direct medical costs (ambulatory care, inpatient services, medications,

and so on) and indirect social costs (days lost from work or normal
routine, replacement worker costs, caregiver costs)

Nelson, E. C., J. J. Mohr, et al. (1996). "Improving health care, Part 1: The clinical value
compass." Jt Comm J Qual Improv 22(4): 243-58.
© Richard Scoville, PhD
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Clinical Value
Compass
Patient Level

FUNCTIONAL

CLINICAL

COST

Nelson, E. C., P. Batalden, et al. (2007)

Quality By Design. San Fransico, CA,
Jossey-Bass.

© Richard Scoville, PhD

SATISFACTION

FIGURE 9.1. PATIENT VALUE COMPASS FOR A TYPICAL SPINE PATIENT.

Patient: Age: 20

Patient A-Number: prHme tonojor Gender: male
Date of Birth: RS Race: White

Visit Type: Initial Visit Initial Visit Summary Weight: 190
Clinician: Thom Walsh, PT Height: 511°

[HISTORY]

Daily Physical Requirements prior to problems
Reason for vi

Current Problem Areas:
Had spine-related problems for:
Most recent episode began:
Previous Providers:

Previous Treatments:

shoulder, neck, middle back, lower back and knee
more than 3 years

9/4/01

none of the listed care providers

medication

moderately strenuous

for a second opinion and because another doctor recommended it

Oswestry Disability Index (0~100)

FUNCTIONAL STATUS SF-36
100

Pain and Daily Activities 50 ] — O — —— —
Activity: __Impact of pain 10 = =
Dressing: ~ 2- slight 20173 47, 40| tﬁ' 40
Lifting: 2 slight T bodly | Genect | Menal | Pryscal | Role | Roe | Socsl | vaaity
Walking: ~ 5- severe Pain Helh  Hesh Funcioning Emotionsl  Physical Funclioning
Sitting:  5- severe
§,‘§Q d;:g' é: treme Work Status: on leave of absence ummary ;;o‘rzs
SOUE\ h%e. 4- substantial (not due to ill health) (mean )

N Hours/Week Before: 40 or more
Traveling:  3- moderate H X Now: d " |
Sexlife:  3- moderate lours/Week Now: does not apply

Stopped Work: 9/16/01
Back to Work:

Comorbidities: Depression and Back Pain

Smoking: Never smoked
Duration: no response
Frequency: no response

Symptoms:

MODEMS Scores

Pain
al Lumbar

NR- Neuro  Neuro Pain
Cervical Lumbar Ce

Medications:
Current Medications over-the-counter

Freq. in past week not at all
ffect of Meds: no response

oDI: Date Back:
CLINICAL STATUS EXPECTATIONS

Expect from treatment:
Symptom Relief: not sure

More Activities: not sure

Sleep Better: probably yes

Return to Job: not sure

Exercise and Recreation: not sure

D)

If rest of life with
current symptoms: somewnhat dissatisfied

—

COSTS

Work Lost:
Missed: 3 weeks

Financial Assistance:
SocSecur: (not applicable)
Disability: (not applicable)
Work comp: (ot applicable)

vel: Patients with Disk Surgery SHN

NET W OREK

_Common Health Problems. SF-36 Norm-Based (Mean 50 SD 10 | Follow-Up |  Patient Case Mix (July ‘98 to Mar. '02)
o it 5706 | [Bodiy pain 26 40 779% [Patients (have follow-up survey) 170
besides spine condition Role physical 27 37 50%| |Follow-up rate (N = 370) 46%
Depression 18% | [Physical component summary 28 38 62% | |Average follow-up (SD) days 121 (47)
Frequent headaches 18% | |Mental component summary 43 51 580 | |Average age (SD) years 44(12)
High blood pressure 14% | [General health g o e Female 42%
Osteoarthritis 11% | [Excellent & very good 40% 43% 26% ]| | Chronic greater than 3 years 35%
Heart disease 5% | Improved for SF-36 is a difference of 5 points or greater between Follow-up and Initial. | Prior surgery 14%

Improved for General Health is a pasitive change in category from Initial to Follow-up.  [FiGapital SUrgery Indica e
Symptos it raton ] roerow D e S
Oswestry Disability Index: How pain has
affected your ability to perform activities % 4 2% Auerage charges 2721
MODEMS: Degree of suffering and bothersome’ — | NICAL Satisfaction
Numbness, tingling, and/or " Results of Treatment(s) Met Expec |
Lveakrb\ess ‘mt{wﬁr bod, o ol 2 £5% For ability to sleep 66%

'umbness, tingling, and/or For symptom relief 61%
weakness in upper body % i 5% o8t For aybni':y to do activities 55%
Qswestry Disability Index (ODI): reported as low score is more disability. To return to work 54%
Improved for ODI is a difference of 10 points or greater between Follow-up and Initial.

Improved for MODEMS is a difference of 5 paints or greater between Follow-up and Initial
ot Satisfactior ; i P
— - — — e satisfied with treatment(s) [ [85%
PainatFollowlp e | |Workiost : % Would choose same treatment(s) \_| B5%
Experience pain in the neck, arms #fver [™NMissed work (28 weeks average)
back, and/or legs most o all of K;e | S leave from work at follow-up
Medications at Follow-Up \ e lancial R
Taking medication(s) D [ 61% | HHeceiving Worker's Compensation 17%
Litigation: legal action pending 6%
e Charges; One-Year Episode Spine-Specific ICD-9 Codes
Spine Center Outpatient Inpatient
Professional $48,481 | Diagnostic radiology 363,498 | Surgical $1,525,132
Physical therapist $71,032 | Neurosurgery $158,411 [Inpatient | $2,810,156| Median per patient: §13,330
Qrthopaedics $160,987 | Other $737,737| Average: $15,995 (SD $10,818)
Pain clinic $34,769 Range: $169 to $74,339
Office, urgent, other $32,918
Total $119,513 $450,583 $5,073,025| $5, 121

© Richard Scoville, PhDNelson, E. C., P. Batalden, et al. (2007). Quality By Design. San Fransico, CA, Jossey“Ba&s10- 12
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These are quality dimensions of systems of care
identified by the Institute of Medicine:

» Safe

Timely

Effective

Patient Centered
Equitable
Efficient

(OING (TUE
QuaLTy Clasm
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AHRQ Dimensions SOHN
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Access to care

Staying healthy

Getting well

Living with chronic iliness

Adapting to changing needs at the end of life
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onsider the Patient Population

Population Priority Concerns for Major Components of [OM/AHRQ/FACCT
Characteristics This Population Health Care Goals for Health Care
1. Healthy Longevity, by preventing accidents, Physicians’ offices, health clinics, Sraying healthy
illness, and progression of early occupational health, and health
stages of disease informatien available to the public
2. Marernal and infant Healchy babies, low macernal risk, Prenaral services, delivery, and Staying healthy

healch

w

Acurely 1ll, with
likely return to health

&,

. Chronic conditions,
with generally
“normal” function

. Significant but
relacively stable
disability, including
mental disability

. “Dying” with short
decline

7. Limited reserve and

serious exacerbations

v

(=)

o

from dementia and/or
frailey

. Long course of decline,

control of fertility

Return to healthy stace with minimal
suffering and disruption

Longevity, limiting disease
progression, accommaodating
environment

Autonomy, rehabilitation, limiting
progression, accommodating
environment, caregiver support

Comfort, dignity, life closure, caregiver
support, planning ahead

Avoiding exacerbations, maintaining
funcrion, and specific advance
planning

Support for caregivers, maintaining
funceion, skin integrity, mobility,
and specific advance planning

perinatal care; fertility conerol and
enhancement
Emergency services, hospitals,
physicians’ offices, medications, or
shore-term rehabilitative services
Self-management, physicians’ offices,
hospitalizations, and ER visits

Home-based services, environmental
adapration, rehabilication, and
institutional services

At-home services, hospice, and
persomal care services

Self-care support, at-home services,
24/7 on-call access to medical
guidance, and home-based care

Home-based services, mobility and care
devices, family caregiver training
and support, and nursing facilities

Gerring well

Living with illness or
disability

Living with illness or

disability

Coping with illness ac the
end of life

Coping with illness at the
end of life

Coping with illness ac the
end of life

Lynn, J., B. M. Straube, et al. (2007). "Using population segmentation to provide better health care for
all: the "Bridges to Health" model." Milbank Q 85(2): 185-208; discussion 209-12.
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Cross-Continuum Scorecard
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* 10 minutes: Examine and critique the scorecard
examples you have available
v'From your organization
v From ...

15: minutes: Create scorecard family of measures
for guide senior leaders for transitions

© Richard Scoville, PhD

Clinical Outcomes
Patient Experience
Finance

Staff Vitality
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