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What is a Balanced Score-
card (BSC)? Can your 
practice benefit from 

implementing the concept? At our 
14-surgeon orthopaedic practice, 
implementing a BSC resulted in a 
more systematic focus on key per-
formance metrics that impact the 
patient experience and monitor the 
effectiveness of a range of internal 
processes.

The BSC is a reporting and strat-
egy tool that has been used since 
the 1990s in a range of industries 
outside of healthcare. It was devel-
oped in response to a belief that 
management focused excessively 
on short-term financial metrics—
revenue, overhead, and operating 
margins—to the exclusion of other 
factors that were critical to the 
long-term health of the enterprise. 
Financial performance is always 
a trailing indicator, and the BSC 
seeks to bring into focus the service 
and strategic factors that combine 
to ensure ongoing success. For 
most practices with an increasing 
reliance on health informatics, the 
problem can be too much data, 
and the BSC can be a vehicle to 
distill that mass of information and 
help focus on what is really  
important.

Creating the scorecard
The BSC can be visualized as four 
domains: Organizational Knowl-
edge and Learning, Internal Pro-
cesses, Patient Experience, and 
Financial (Fig. 1).These domains 
interrelate strategically, each build-
ing on the other. Well-trained, 
reliable staff enable the effective 
execution of complex internal pro-
cesses, which increases patient and 
provider satisfaction, leading to 
increased practice financial success.

Our management team held a 
series of brainstorming sessions to 
explore each of these domains and 
determine what set of outcomes 
would reflect success in each area 
and what processes were critical 
to achieve those outcomes. For 
example, one of the desired out-
comes under the domain of Patient 
Experience was to improve patient 
access. 

We then worked to identify 
available metrics that would pro-
vide a meaningful indication of 
the practice’s performance in these 
areas (Table 1).Within the goal of 
improving patient access, for ex-
ample, one of the metrics selected 
was the number of patients who 
were seen within 7 days of contact-

ing the office for an appointment. 
Throughout the process, we used 
the following guiding principles to 
shape our decisions:
• Because we did not want to cre-

ate a significant new burden for 
practice staff, we gave preference 
to data that were already being 
generated, although perhaps not 
being reviewed on a consistent 
basis. Measures that require an 
overstressed medical assistant to 
remember to make a hash mark 
are inherently unreliable. 

• Likewise, because many mea-
sures will vary from period to 
period simply because of changes 
in the tempo of practice demand, 
we decided to gather the data for 
the BSC on a quarterly rather 
than a monthly basis. This also 
provided a more stable sample 
size for measuring progress. 

• Just because measures have no 
externally validated benchmarks 
does not mean that they are not 
useful and valid proxies for per-
formance. The goal of the BSC 
is to track meaningful measures 
over time in a consistent way. If 
results change significantly in a 
positive or negative direction, we 
wanted to try and understand 
the cause.

• We tried to choose measures 
where the connection between 
management’s decisions and the 
metric’s performance was clear.

Metrics and changes
Including volume metrics in the 
BSC is important to aid in inter-
preting why measures may have 
changed. For example, a 10 per-
cent increase in appointment calls 
during a period could result in 
an understandable increase in the 
average time to answer a call and 
could indicate the need to add an-
other scheduler. On the other hand, 
if appointment calls decreased, yet 
average answer times increased, 
then staff productivity or training 
might need to be assessed.

Table 1 shows the outcome areas 
and the metrics our practice chose 
to measure.

In the Financial domain, our 
goal was to maximize returns to 
stakeholders. This is generally the 
easiest domain to measure because 
many financial and productiv-
ity metrics already exist in most 
practices. We focused on tracking 
resource utilization in relation to 
practice productivity.

Delivering high-quality, high-
touch orthopaedic care was our 

goal in the Patient Experience do-
main. Although this domain could 
encompass a wide range of criteria, 
we chose two fundamental ques-
tions regarding patient satisfaction 

that could be gathered at low cost 
through simple internal surveys.

In the domain of Internal Pro-
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Fig. 1 Visualizing the impact of a Balanced Scorecard shows the strategic interrelationships of the 
four domains.
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TABLE 1: NEOS BALANCED SCORECARD METRICS

Domain Strategy Goal

Financial Total RVUs generated 
 Operating overhead percentage 
 Nonprovider overhead per RVU 
 FTE hours worked per provider 
 Net operating margin percentage for the quarter

Patient Experience Percentage who would recommend the practice to friends or family 
 Percentage who have recommended the practice to friends or family

Internal Processes  
• Patient Access  Percentage of new patients seen within 7 days 
 Percentage of new patients seen within 21 days 
 Total provider days away 
  Practice initiated schedule changes due to clinical requirements, eg, 

operating room coverage 
Patients rescheduled due to nonclinically related schedule change  
Total office visits

• Communication Average number of hours to resolve a patient request 
 Total number of patient care inquiries resolved

• Documentation Average days transcription work in process 
 Average number of late dictations >48 hours 
 E&M coding errors

•  Patient Service Total calls for appointments 
Experience Total patient care–related calls 
 Total calls billing department 
 Average time to answer (seconds)—appointments 
 Average time to answer (seconds)—patient care 
 Average time to answer (seconds)—billing 
  Average time from check-in completion to being placed in exam 

room 
Overall percentage service rating of excellent or very good

• Reimbursement Cycle Gross collections percentage 
 Percentage of insurance A/R > 120 days 
 Average days lag to enter charge 
 Percentage of claims denied for avoidable reasons

Organizational Knowledge and Learning 
•  Staff Training,  Number of unplanned staff days off, eg, sick days 

Absenteeism, Turnover percentage 
Staff Turnover Number of staff who took additional training 
 Cummulative staff years of experience 

> SEE SCORECARD ON PAGE 30
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