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ABSTRACT
Objective Balanced scorecards (BSCs) were developed 
in the early 1990s in corporate settings as a strategic 
performance management tool that emphasised 
measurement from multiple perspectives. Since their 
introduction, BSCs have been adapted for a variety of 
industries, including to healthcare settings. The aim of this 
scoping review was to describe the application of BSCs in 
healthcare.
Methods Medline, Embase and CINHAL databases were 
searched using keywords and medical subject headings 
for ‘balanced scorecard’ and related terms from 1992 
to 17/04/2020. Title and abstract screening and full text 
review were conducted in duplicate by two reviewers. 
Studies describing the development and/or implementation 
of a BSC in a healthcare setting were included. Data were 
abstracted using pilot- tested forms and reviewed for key 
themes and findings.
Results 8129 records were identified and 841 underwent 
a full text review. 87 articles were included. Over 26 
countries were represented and the majority of BSCs were 
applied at a local level (54%) in hospital settings (41%). 
While almost all discussed Kaplan and Norton’s original 
BSC (97%), only 69% described alignment with a strategic 
plan. Patients/family members were rarely involved in 
development teams (3%) which typically were comprised 
of senior healthcare leaders/administrators. Only 21% 
of BSCs included perspectives using identical formatting 
to the original BSC description. Lessons learnt during 
development addressed three main themes: scorecard 
design, stakeholder engagement and feasibility.
Conclusions BSC frameworks have been used in various 
healthcare settings but frequently undergo adaptation 
from the original description in order to suit a specific 
healthcare context. Future BSCs should aim to include 
patients/families to promote patient- centred healthcare 
systems. Considering the heterogeneity evident in 
development approaches, methodological guidance in this 
area is warranted.

INTRODUCTION
Since the early 1990s balanced scorecards 
(BSCs) have expanded on traditional 
approaches to organisational and/or stra-
tegic performance measurement by empha-
sising the utility of a multidomain frame-
work, as opposed to one that is finance- 
centric.1 Prior to the development of this new 
approach, an organisation’s financial results 

were considered the primary indicator of 
performance and organisational success over 
time. The BSC concept evolved from a year- 
long research project led by Kaplan, then at 
the Harvard Business School and Norton, 
CEO of the research institute sponsoring the 
study.1 The tool began as a novel approach 
to organisational performance and evolved 
ultimately to become an innovative system for 
strategic management in a corporate setting.2 
It has since been adopted across a wide variety 
of industries including those involved in the 
delivery of healthcare services, both public 
and private.3

Kaplan and Norton’s approach4 specifies 
that a BSC be driven by, and aligned with, the 
organisation’s mission, vision and strategy. 
This alignment is accomplished by selecting 
measures, or key performance indicators 
(KPIs), that fulfil two requirements: first, each 
KPI must fit into one of the four perspectives, 
described below; second, the KPIs themselves 
must measure activities or results that are 
directly related to steps the organisation is 
taking to implement its strategy. The result is 
a powerful system that supports organisations 
to assess performance related to its strategy in 
a holistic and targeted fashion.

The BSC adds multidimensionality to an 
organisation’s performance measurement 
framework by allocating measures across four 
perspectives (sometimes called domains): 
financial, customer, internal business- process 
and learning and growth.1 The financial 
perspective assesses financial performance 
and is central to the BSC in that all other 
objectives and measures should be linked, 
through cause- and- effect, to it; the customer 
perspective provides information about how 
the organisation is perceived by its customers; 
the internal business- process perspective 
reflects the organisation’s performance on 
activities most related to achieving financial 
and customer objectives; and the learning 
and growth perspective reflects how an 
organisation is enabling itself to achieve the 
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objectives in the other three perspectives, for example 
through employee development or process innovation.4

BSCs have been developed and implemented in health-
care since the mid- 1990s, shortly after the tool was first 
published. The tool has been applied to address a variety 
of challenges that range from the imperative to improve 
quality and safety of care, guide the administration of 
public or private healthcare services and support the 
profitability or competitiveness of healthcare corpora-
tions in market systems.3

As a tool developed in a corporate, or ‘business’, setting, 
that has been adopted across many industries, the present 
scoping review was undertaken to better understand how 
BSCs have been applied in healthcare in the 30 years 
since its inception. Specifically, we sought to describe the 
methods used to develop BSCs, whether they are linked 
to organisational strategic plans, who was involved in 
their development, the structure of the developed tool in 
terms of the four BSC domains and the number of KPIs 
represented and their implementation.

METHODS
The scoping review was developed and reported according 
to the Preferred Reporting Items for Systematic Reviews 
and Meta- Analyses extension for Scoping Reviews (PRIS-
MA- ScR).5 6 A scoping review protocol was developed a 
priori (available on request). The search strategy was 
developed in consultation with a medical librarian using 
all identified keywords and medical subject headings 
(MeSH) for a ‘balanced scorecard’ including related 
terms (search strategy shown in online supplemental 
material). The search was undertaken across three data-
bases, MEDLINE, EMBASE and CINAHL, for articles 
since 1992 (the year of Kaplan and Norton’s first descrip-
tion of the BSC) to 17 April 2020.

Title and abstract screening and article full- text review 
were conducted in duplicate independently by two 
authors (VB and CB) with any disagreements resolved 
by discussion. The following inclusion criteria were used: 
English language studies of any design were included if 
they described the development and/or implementation 
of a BSC in a healthcare setting (hospital, clinic, depart-
ment, disease- specific BSC, health region(s), national 
health service or programme). Studies were excluded if 
they were non- English, published in abstract form only, 
or if they reported only on a ‘scorecard’ or other type 
of quality framework that the authors did not describe 
as a BSC. Studies describing BSCs developed to evaluate 
medical education, hospital laboratory services, research, 
long- term care facilities/nursing homes or general 
population- health measures (eg, child health) were 
excluded.

Data extraction was performed in duplicate by two 
of three independent reviewers (CB, VB, NS) in 22% 
(19/87) of the studies with all studies reviewed by one 
of the reviewers (VB) for consistency in abstraction. Any 
papers where data were challenging to extract by any 

reviewer were reviewed in duplicate and all disagree-
ments were discussed and resolved by group consensus. 
Reviewers used a pretested data extraction form and 
definitions for all abstraction terms were finalised prior 
to independent abstraction. Data extracted addressed 
the following areas: article identifying information; 
geographic location; population and setting of study; 
methods of BSC development; fidelity to original domain 
description of the BSC (defined as use of the original 
perspectives exactly described by Kaplan and Norton, 
or with addition or modification); types of performance 
measures included; data collection and data sources and 
mechanism of scorecard display as well as outcomes of 
implementation. Selected quotations were identified 
and abstracted and an inductive thematic analysis was 
used7 to identify key themes and subthemes from the 
‘lessons learnt’ by studies during BSC development and 
implementation.

RESULTS
A flow diagram of the scoping review results is shown in 
figure 1. There were 8129 records identified by the search 
after duplicate removal, 7288 were excluded during title 
and abstract screening resulting in 841 undergoing a full 
text review. Reasons for exclusion of 755 articles during 
the full text review are shown in figure 1, with 1 additional 
article identified during a hand search of references for 
a total of 87 articles included. There were seven score-
cards that were described in two or more papers while 
in three papers, between three and five scorecards were 
described. In total, 87 individual scorecards were evalu-
ated. Relationships between scorecards and papers are 
shown in online supplemental table 1.

Table 1 summarises the characteristics of included 
studies (complete references are shown in online supple-
mental table 1).

While our search strategy began in 1992, no relevant 
publications were identified between 1992 and 1994. We 
examined publication date in 5- year increments starting 
in 1995 and the time period with the greatest number 
of publications was between 2010 and 2014 (n=37, 31%). 
There were more than 26 different countries represented 
with over half of studies from the Americas, specifically 
Canada and the USA. A majority of scorecards were 
applied at the local level (n=47, 54%) and were most 
frequently developed for different types of hospital 
settings such as acute care hospital or health centre or 
inpatient specialty care hospital (n=36, 41%).

Characteristics of balanced scorecard development
The methods used to develop the scorecard were 
clearly described in 24 BSCs (28%), minimally so in an 
additional 46 (53%) and not at all in 17 (19%). Of the 
included BSCs, almost all discussed and/or cited Kaplan 
and Norton’s original BSC (n=84, 97%) in relation to 
their own BSC. Only 60 (69%) described the alignment 
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of their BSC with a strategic plan, while 10 (11%) had no 
alignment and in 17 (20%), it was unclear.

For over half of the BSCs there was some description 
of who was involved in their development (n=51, 59%), 
as shown in table 2. Senior healthcare leaders or admin-
istrators (n=37, 43%) were the most common type of role 
held by those involved followed by managers or manage-
ment teams (n=24, 28%) and then physicians (n=21, 
24%). Patients or family members were included in the 
development of only 3% (n=3) of BSCs. A variety of other 
roles and groups were involved in BSC development and 
these are described further in table 2.

Balanced scorecard perspectives
A majority (n=83, 96%) of included BSCs were structured 
into perspectives although some articles referred to these 

as ‘domains’ and appeared to use this term interchange-
ably. Only 18 (21%) matched Kaplan and Norton’s BSC 
exactly, containing only 4 perspectives labelled using the 
same terminology and 11 of these (61%) were published 
between 1998 and 2008. Geographic trends in use of 
the original perspectives were examined and varied by 
country. For example, in the Americas, none of the Cana-
dian publications identified used the original description 
of the perspectives (n=17), while one scorecard from 
Brazil and eight from the USA did (although seven of 
these were publications before 2003). Seven of the studies 
identified from Asian countries retained the original 
scorecard perspectives, two from European countries and 
none from Oceania or Africa. An additional 18 (21%) of 
BSCs had four perspectives that were similar to Kaplan 

Figure 1 Flow diagram of included balanced scorecard studies in healthcare settings. KPI, key performance indicator.
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and Norton’s original BSC but one or more perspective 
had been adapted to a healthcare context. Fifteen (17%), 
contained at least four perspectives similar to Kaplan and 
Norton’s but ≥1 perspective(s) were added to capture 
additional concepts. Ten scorecards (11%) bore no 
resemblance to the original BSC. In these, the perspec-
tives were labelled using language more in keeping with 
a healthcare quality framework (eg, Institute of Medicine 
Quality Domains).8 Of the 83 scorecards with perspec-
tives, the median number was four perspectives (Q1, Q2: 
4, 5; and range 3–9).

Indicator selection and characteristics
Methods for indicator selection were described for 66 
BSCs (76%). For 8 (12%) of these, no further details 
were provided beyond naming who was responsible for 
selecting the indicators. A Delphi or modified Delphi 
approach was used to select the indicators for 8 (12%) 
of the BSCs. Considering all 66 of the BSCs for which 
there was some description of the process(es) used to 
select indicators, 50 (76%), cited that one or more of a 
variety of other approaches was used. Methods for indi-
cator selection could be categorised into the following 
types of activities with many studies employing more 
than one: prioritisation; consensus; review of published 
or pre- existing measures; consultation with stakeholders; 
consideration of feasibility (most often related to data 
availability for specific indicators); consideration of align-
ment with organisational strategy; consideration of other 
constructs (importance, reliability, validity and so on) or 
consideration of alignment with other included measures 
(frequencies of approaches shown in table 3).

The number of indicators included in the BSC was 
reported for 63 scorecards (72%). This information was 
not reported for 14 (16%) of BSCs and it was unclear in 
a further 10 (11%). The number of indicators ranged 
from 4 to 179 indicators (median 21; Q1, Q2: 13.5, 31.5). 
For 42 (48%) BSCs, all of the indicators represented in 
the tool were listed or described in the paper such that 
it was possible to understand what was being measured. 
In 18 (21%) BSCs, only some of the indicators were 
described, in 20 (23%), it was unclear if all or only some 
were represented and in 8 (7%), none of the indicators 
were described.

Many BSCs categorised the indicators beyond the 
BSC perspectives (n=35, 40%), including some which 
made explicit links to strategic themes and objectives9 
or key performance activities,10 while others categorised 
measures according to Donabedian domains (structure, 
outcome, process).11 High proportions of the BSCs 
included at least 1 structure (n=61, 70%), 1 process 
(n=74, 85%) or 1 outcome indicator (n=81, 93%). Fifty- 
eight (67%) of BSCs had at least one of each (structure, 
process and outcome indicator).

For 29 BSCs, performance targets were determined for 
all indicators (33%), while 17 (20%) described targets for 
some indicators. Internal targets (based on organisation- 
specific performance goals) were described in 16 (18%) 

Table 1 Characteristics of included papers on balanced 
scorecards in healthcare

N (%)

Papers included (n) 87

Balanced Scorecards described (n)* 87

Year of Publication (n=87 papers)

  1995–1999 7 (8)

  2000–2004 21 (24)

  2005–2009 18 (21)

  2010–2014 27 (31)

  2015–2019 13 (15)

  2020 1 (1)

Countries represented (n=87 papers) >26

World regions represented (n=87 papers)

  Africa: Ethiopia, Zambia 2 (2)

  Americas: Brazil, Canada, USA 48 (55)

  Asia: Afghanistan, Bangladesh, China, 
Indonesia, Iran, Japan, Lebanon, Malaysia, 
Pakistan, Singapore, Taiwan

20 (23)

  Europe: Austria, Germany, Greece, Italy, 
Netherlands, Sweden, Switzerland, UK, ‘Europe 
Region’†

15 (17)

  Oceania: Australia, New Zealand 2 (2)

Geographic scope of scorecard (n=87 scorecards)

  Multinational (2 or more countries) 3 (3)

  National 11 (13)

  Multiple locations/regions within a country 5 (6)

  Regional 21 (24)

  Local (applied within a single hospital/health 
centre)

47 (54)

Organisation or facility type where scorecard developed/
implemented (n=87 scorecards)

  Hospital(s)/health centre(s) 36 (41)

  Inpatient unit/clinical service within a hospital 11 (13)

  Department (academic/specialist group for 
example, department of anaesthesia or family 
practice)

10 (11)

  Health Region (publicly administered healthcare 
within a region of a country, that is, provincial)

8 (9)

  Diagnostic specific healthcare services (defined 
by a specific patient population)

7 (8)

  Integrated healthcare system (organisation 
providing comprehensive healthcare services)

6 (7)

  National health system (National/Federal health 
system)

5 (6)

  Community- based clinics (primary care in a 
community- based setting)

4 (5)

*Some papers that described an initiative that resulted in the 
development of >1 BSC: 2 resulted in 3 BSCs and 1 resulted in the 
development of 5 BSCs.
†Scorecard implemented in 15 unnamed countries within Europe.
BSC, balanced scorecard.
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BSCs, external targets were used in 6 (7%) and a mix of 
internal and external targets in 4 (5%).

Balanced scorecard data sources and reporting
Information about performance measure data sources 
was discussed for 54 of the BSCs (62%). While there 
were over 12 different data sources described in total, 
the 3 employed most commonly were: patient feedback 
through survey/questionnaires, interviews or feedback 
cards (n=24, 28%); staff feedback (through similar mech-
anisms) (n=18, 21%) and for 18 (21%) of BSCs, existing 
IT infrastructure was harnessed to access data (table 4).

Sampling strategies for data collection were infrequently 
discussed. Details were provided for only 15 (17%) of the 
BSCs and there was significant variability. For example, 
some used a random sampling of included facilities12 
while others stratified sampling by facility13 or by patient 
characteristic. Alternatively, some reported sampling all 
staff14 or using all available data.15 Risk adjustment of 
indicators was infrequently discussed (n=4, 5%).

The frequency with which results were reported was 
variable with 18 (21%) scorecards reporting quarterly and 
9 (10%) annually, while 4 (5%) tailored the frequency 

of reporting to specific indicators and 2 (2%) did so 
according to the recipient. Some scorecards reported 
results only once (n=6, 7%) such as when the tool was 
used to evaluate programmes or compare between them, 
while others specified an irregular reporting schedule 
(n=2, 2%).

The individuals or groups receiving performance 
measurement results through the BSCs were described for 
60 scorecards (69%). The most common BSC recipients 
included managers/management teams (n=27, 31%) and 
senior healthcare leaders/administrators (n=25, 29%) 
(table 2). The general public and patients/families were 
rarely described as stakeholders who received the results 
of the BSCs ( ≤  3%) (table 2).

The format used to disseminate results was described 
for 51% of BSCs (n=44) with dashboards (n=14, 16%) 
and reports (n=7, 8%) cited most commonly. Results for 
5 (6%) of BSCs were communicated via presentation at 
meetings or rounds, while electronic formats such as the 
internet or an intranet were used 5% (n=4) of the time. 
For 3 (3%), hard copies of results were posted physically 
on facility walls for patients/families and staff to see. 

Table 2 Frequency and type of individuals involved in balanced scorecard (BSC) development and receiving BSC reporting

Types of individuals involved in BSC development or receiving reporting (n=87 
BSCs)

Involved in BSC 
development, n (%)

Receiving 
BSC 
reporting, n 
(%)

Senior healthcare leaders/administrators 37 (43) 25 (29)

Managers/management teams 24 (28) 27 (31)

Physicians 21 (24) 13 (15)

Researchers (healthcare policy/management or otherwise unspecified) 15 (17) 6 (7)

Physician administrators (chiefs, directors, executives) 14 (16) 4 (5)

Healthcare providers 12 (14) 5 (6)

Nurses 10 (11) 6 (7)

Teams/Committees (ie, Quality Team/Committee/Department)/ 10 (11) 17 (20)

‘Staff’, ‘personnel’ 9 (10) 6 (7)

Government 9 (10) 8 (9)

Information technology professionals 6 (7) N/A

Non- governmental organisations 4 (5) 2 (2)

Key stakeholders or experts, otherwise unspecified 4 (5) N/A

Nurses in administrative positions 3 (3) 3 (3)

Patients/family 3 (3) 3 (3)

Board 3 (3) 8 (9)

External consultants 2 (2) N/A

Other hospitals or organisations 4 (5) 4 (5)

General public N/A 2 (2)

‘Everyone’ N/A 7 (8)

‘Stakeholders’ N/A 3 (3)

Unclear N/A 4 (5)

BSC, balanced scorecard; N/A, Not Applicable.
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Some papers discussed communication strategies further, 
noting that levels of performance were illustrated via 
symbols and or colours (n=11, 13%).

Balanced scorecard implementation
At the time of publication, only 62 of 87 (71%) BSCs had 
been implemented, which was defined as a clear descrip-
tion of implementation and/or clear reporting of one or 
more included indicator results. Twenty (23%) had not 
been implemented and it was unclear in an additional 5 
(6%). Implementation of the scorecard was associated 
with improved outcomes in one or more domains in 44 
(51%) of all studies, 1 (1%) study reported no improve-
ment, 30 (34%) did not discuss results of measurement 
and in 4 (5%), it was unclear if any improvements were 
achieved. An additional 7 (8%) BSCs compared perfor-
mance between countries/regions or facilities at a single 
point in time, so no improvement over time could be 
discerned.

At the time of article publication, 14 (16%) BSCs indi-
cated that reporting was ongoing, 33 (38%) reported 
an intention for reporting to continue and in 20 (23%), 
the tool had not been implemented. In 4 (5%) cases the 
reporting was stopped and for 16 (18%) it was unclear if 
reporting would continue in the future.

Lessons learned in scorecard development
For a majority (n=70, 80%) of the BSCs included in the 
review, the paper authors discussed lessons learnt related 
to the scorecard development initiative. There were three 
main themes that emerged: (1) scorecard design; (2) 
stakeholder engagement and (3) feasibility (shown in 
online supplemental table 2 along with subthemes and 
selected quotations).

Scorecard design was a major focus for reflection with 
four subthemes (indicator selection, adaptation from 
original Kaplan and Norton BSC framework, importance 

Table 3 Frequency of approaches used in indicator selection during balanced scorecard development

Types of approaches used during indicator selection N* (%)

Prioritisation (authors described criteria that were applied to select indicators for inclusion and, typically, there was 
some discussion of what those criteria were)

23 (35)

Delphi Consensus method 8 (12)

Non- Delphi Consensus method (authors described that the selection of indicators relied on the input of multiple 
people)

18 (27)

Selection of the indicators involved one/some of the following methods: lit review, consideration of pre- existing 
surveys, previously published measures/scorecards

16 (24)

Consultation with stakeholders was a part of the process (ie, through surveys, interviews, focus groups) 15 (23)

Selecting the indicators involved consideration of the feasibility of reporting on candidate measures (ie, data 
availability, ease of data collection and so on)

13 (20)

Selecting the indicators involved consideration of the alignment of candidate measures with the organisational 
strategy or their operational importance

13 (20)

Selecting the indicators involved consideration of any/all of the following specific constructs: importance, scientific 
soundness, clinical relevance, alignment with best practice, or validity of the measure

10 (15)

Selecting the indicators involved consideration of the alignment of the measures with the domains of the BSC 4 (6)

It was mentioned that there was a pretest or pilot- test prior to finalising the indicators for inclusion on the BSC 4 (6)

Selecting the indicators involved consideration of the reliability of the indicators 1 (2)

*Multiple methods may be applied in the same BSC development process
BSC, balanced scorecard.

Table 4 Data sources used for balanced scorecard 
development

Yes
n (%)

Data sources used (n=87)

No information about data sources* 28 (32)

Patient feedback (survey/questionnaire, interview, 
feedback cards)

24 (28)

Staff feedback (survey/questionnaire, interview, 
feedback cards)

18 (21)

Existing IT infrastructure 18 (21)

Accounting/financial data 14 (16)

Chart review 10 (11)

Direct observation of healthcare processes 10 (11)

Other 9 (10)

HR information system 5 (6)

Audit 5 (6)

New IT infrastructure 5 (6)

National data sources 5 (6)

Data from electronic medical records 5 (6)

Reports 3 (3)

*Information about performance measure data sources was 
discussed in 54 BSCs (62%) and unclear in additional 5 (6%)
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of linkage to an organisational strategy and BSC develop-
ment as an ongoing, iterative process). Indicator selec-
tion is a critical part of the process of BSC development. 
Authors of BSC papers highlighted that it is important 
to have a limited number of indicators9 16–18 and recom-
mended having predetermined criteria for indicator 
selection.19 Adaptation from the original Kaplan and 
Norton framework was described by a number of authors 
as necessary in order for the scorecard to better suit a 
healthcare context.10 20–22 While linkage to organisational 
strategy is integral to the BSC development, the impor-
tance of making these connections was reiterated.23–25 
Finally, many emphasised that the scorecard itself is not 
a static tool. Its initial implementation may bring to light 
the need for adjustments or redesign with the changing 
nature of the organisation.26–31

Stakeholder engagement was the second main theme 
with the subthemes of: trust, transparency and buy- in, 
communication, leadership support, socialisation to a 
BSC approach and accountability and ownership. Trust, 
transparency and buy- in were discussed by a number of 
authors as critical to establish when implementing a BSC 
to ensure optimal engagement of team members in the 
initiative.20 23 29 32–34 The tool itself was seen as highly effec-
tive as a mechanism of communication between team 
members/departments.14 23 24 35 Leadership support in 
BSC efforts was believed to be key to successful efforts,36–39 
as was socialising the concept of the BSC to all involved as 
this was identified as a challenge in some settings.20 40 41 
Defining who was accountable for individual metrics or 
the BSC was also part of effective implementation strate-
gies.24 25 36 Lastly, incentivisation (through monetary and/
or non- monetary means) was used to increase engage-
ment in some BSC initiatives.14 23 33 37 42 43

Feasibility was the final theme of ‘lessons learnt’ with 
subthemes of resource requirements, sustainability and 
data challenges. Developing a BSC is a major undertaking 
that requires significant resources such as dedicated staff 
and/or budget allocations.13 27 34 40 44 45 Challenges related 
to data availability, such as accessing the necessary data 
or the cleanliness of the data that was available, were 
common and these issues impeded the development 
and/or implementation of many BSCs and/or hampered 
sustainability.13 27 28 46

DISCUSSION
Our scoping review highlights the extensive variability 
in BSC development methods in the healthcare litera-
ture. As evidenced by our review, when a BSC is imple-
mented within a healthcare organisation or system there 
are often adaptations made from the original description 
by Kaplan and Norton to better suit the organisation 
or health system’s context and needs. This may involve 
adapting the perspectives or adding new perspectives 
not captured in Kaplan and Norton’s framework, among 
other adjustments. This appears to be a trend which has 
increased over time with higher fidelity to the original 

BSC perspective descriptions in earlier years. Studies 
included in this review also varied in the extent to which 
the process of developing the tool was described. The 
documentation of BSC development is critical, as it is 
through the development process that links to strategic 
performance targets are outlined to address a strategic 
plan. A BSC is not intended to be a list of stand- alone 
measures.4 This highlights an area in need of future 
standardisation of approaches and enhanced transpar-
ency of reporting.

There have been numerous reviews and commentaries 
on BSCs in healthcare including those by Zelman,47 
Voelker,2 Tarantino,48 Kocakulah,49 Inamdar50 among 
others. In addition, a systematic review of BSC use in Italy, 
Portugal and Spain51 was published more recently, in 
2018. However, to our knowledge, there has been limited 
systematic evaluation of BSCs at an international level. Our 
review does complement a systematic review of BSCs from 
2007 by Rabbani et al52 which focused on the application 
of the tool in low- income health settings. The previous 
review identified 44 articles and similarly described a 
broad range of healthcare settings in which BSC’s had 
been used. The 2007 review highlights a number of main 
findings including: (1) frequent adaptations to the tradi-
tional four perspectives of the BSC; (2) ‘pitfalls’ in the 
use of the BSC and (3) perspectives of the use of the 
BSC in low- income countries. The present review builds 
on the findings from the 2007 review by further quan-
tifying the degree to which the perspectives of the BSC 
have been adapted over time and by itemising the types of 
steps employed during development and in implementa-
tion of BSC worldwide. While the focus of our review was 
not to highlight differences in BSCs in resource limited 
settings, our review did identify a number of additional 
examples of BSCs that have been implemented since 
the Rabbani’s 200752 review including in Afghanistan,13 
Pakistan,53 54 Bangladesh12 and Ethiopia.45 BSCs (or their 
adaptations) may be feasible tools for quality improve-
ment in resource- limited settings. In Afghanistan,13 the 
BSC was used to evaluate the entire health system using 
a stratified random sample and leveraging observation 
of patient care and interviews. While the authors report 
the scorecard was highly effective and provided useful 
information for benchmarking, they note limitations 
particular to the setting including a lack of routinely 
collected data on patient outcomes. They also highlight 
the expense of implementation of an independent moni-
toring system was high but provided additional training 
benefits and ongoing monitoring was less expensive. In a 
hospital setting in Pakistan,53 successful BSC implemen-
tation was ascribed to key existing ‘prerequisites’ for BSC 
implementation including a strategic plan, leadership 
and appropriate information systems, which were aligned 
with the ‘lessons learnt’ presented in our review.

A striking finding of our review, although perhaps not 
surprising given the origins of BSCs in a business world 
and from a managerial perspective, was the lack of patient 
involvement in the development or reporting processes 
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for the healthcare BSCs. There is an increasing focus 
on patient- centred approaches to healthcare.55 Patient- 
centred care refers to patient- clinician interactions and 
encompasses how health systems are designed and func-
tion, including alignment of a healthcare systems’ mission 
and values with patient- centred goals.56 57 It follows that 
quality frameworks including the BSC, if used in health-
care, should consider including patients in both their 
development and reporting strategies and not simply 
limit their representation to a domain that reports on 
customer experience.

An example of an exception to this general finding of 
lack of patient involvement in BSC development in our 
review was a BSC from New Zealand.58 Indicator develop-
ment in this study involved ‘cultural, family and consumer 
advisors’ to ensure that ‘no decisions [were] made without 
genuine input from indigenous peoples (“Mãori/tangata- 
whenua”), families/carers, and service users’.58 This BSC also 
captured the percentage of staff with bicultural training, 
recognising the importance of tailoring health services to 
meet patients’ and caregivers’ needs in culturally sensitive 
and specific ways. We recommend that future BSC devel-
opment efforts in healthcare should consider patient 
and family engagement throughout the development 
and reporting process to best support patient and family- 
centred care.

Measurement feasibility emerged as a major theme 
of the ‘lessons learnt’ that were discussed in a number 
of studies. Our review highlighted a diversity of data 
collection methods used for scorecards with most BSCs 
requiring data from multiple sources in order to report 
out results. Many BSCs relied on leveraging existing data 
capture systems (ie, clinical, accounting/financial and 
human resources databases) as well as on implementing 
new systems and/or processes to collect the necessary 
data. Paper- based and telephone surveys were surprisingly 
common methods of data collection and were used most 
often for gauging patient and staff experience. In some 
resource- limited settings, data were collected almost exclu-
sively by survey, interview, chart review or direct obser-
vation to document clinical processes or outcomes. Of 
note, the included studies spanned a number of decades 
during which the methods and technology available for 
gathering and analysing health data have evolved substan-
tially. Thus, methods reported in the included studies, 
and any related lessons- learnt or challenges encountered, 
may have been reflective of technology available for data 
analytics, reporting and communication at the time.

Passive electronic collection of data through electronic 
medical records (EMRs) was used for some BSCs.44 While 
they can support the feasibility of measurement strategies 
through reduced time and labour costs, for example, it 
was noted, however, that their exclusive use could lead to 
important concepts being missed such as surveys assessing 
patient/family satisfaction and quality- of- life that may not 
be otherwise captured in EMRs.44

Reporting on the efficacy and results of BSC implemen-
tation on health and health system outcomes was not a 

primary objective of this review. Nonetheless, we identified 
some studies which reported on improvements following 
BSC implementation for at least one of the included 
performance measures as well as strategies/lessons learnt 
for successful implementation. We did not identify any 
randomised trials of BSC implementation and, as such, 
future study may be warranted to compare BSC strategies 
to other quality improvement frameworks to ascertain the 
impact on patient and health system outcomes given the 
significant resource burden involved in BSC development 
and maintenance.

While our scoping review was extensive and provided 
a great deal of information about BSC scorecard devel-
opment methodology in the healthcare sector, it was not 
without limitations. Challenges in evaluating the litera-
ture were encountered given inconsistent use of termi-
nology. While our search strategy accommodated for this 
by including a large number of search terms, it is possible 
some BSCs were omitted as they were not clearly defined 
as such. Conversely, we may have included some score-
cards the author’s defined as BSCs that may have not 
adhered to BSC development methodology as outlined 
by Kaplan and Norton, although this has been an infor-
mative finding of our review. It is also possible that BSCs 
developed for healthcare organisations were omitted if 
their development methodology was not published in 
medical journal indexing databases. There is also a lack of 
standardised methodological approaches for BSC devel-
opment or evaluation. We itemised key methodological 
elements of BSC development to increase transparency 
in our reporting; however, a lack of standard reporting 
in the literature made it very challenging to compare and 
contrast development strategies by country or by year of 
BSC development beyond adherence to original descrip-
tion of Kaplan and Norton’s ‘perspectives’.

Given our literature review spanned a number of 
decades, it is possible that some of the scorecards identi-
fied are no longer in use or have been modified substan-
tially since the publications we identified in the literature. 
The data abstracted were based on available published 
information and, if incomplete in its published form, this 
could also have impacted results as we did not contact 
authors or conduct a grey literature review of websites to 
gain any additional information.

CONCLUSION
BSCs are frequently used as a framework for quality 
improvement in healthcare. However, adaptations from 
the original BSC description are needed in many health-
care contexts to better address measurement needs. Our 
review highlights that the flexibility of this framework has 
led to worldwide application in many different healthcare 
contexts. Defining features of a BSC framework include 
linkage of performance metrics to organisational strategy 
and capture of multiple domains allowing ‘balanced 
perspectives’ considering consumer, staff, financial and 
clinical outcomes. These characteristics differentiate the 
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BSC from other approaches to performance measure-
ment that are also applied in healthcare.

In the future, efforts for BSC development in health-
care should consider whether the framework is most 
appropriate for the healthcare context and report any 
adaptations made transparently. Composition of health-
care BSC development teams should consider inclusion 
of patients/families where appropriate and carefully 
select highly feasible and valid performance measures 
to address performance goals aligned with their organ-
isational strategy. Future work to develop standardised 
approaches to BSC development and reporting in health-
care may be warranted to allow a more meaningful 
comparison of strategies and reflection on results of 
implementation.
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