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BACKGROUND: Academic hospitalist groups (AHGs) are
often expected to excel in multiple domains: quality
improvement, patient safety, education, research,
administration, and clinical care. To be successful, AHGs
must develop strategies to balance their energies, resources,
and performance. The balanced scorecard (BSC) is a
strategic management system that enables organizations to
translate their mission and vision into specific objectives and
metrics across multiple domains. To date, no hospitalist
group has reported on BSC implementation. We set out to
develop a BSC as part of a strategic planning initiative.

METHODS: Based on a needs assessment of the University
of California, San Francisco, Division of Hospital Medicine,
mission and vision statements were developed. We
engaged representative faculty to develop strategic
objectives and determine performance metrics across 4
BSC perspectives.

RESULTS: There were 41 metrics identified, and 16 were
chosen for the initial BSC. It allowed us to achieve several
goals: 1) present a broad view of performance, 2) create
transparency and accountability, 3) communicate goals and
engage faculty, and 4) ensure we use data to guide
strategic decisions. Several lessons were learned, including
the need to build faculty consensus, establish metrics with
reliable measureable data, and the power of the BSC to
drive goals across the division.

CONCLUSIONS: We successfully developed and
implemented a BSC in an AHG as part of a strategic
planning initiative. The BSC has been instrumental in
allowing us to achieve balanced success in multiple
domains. Academic groups should consider employing the
BSC as it allows for a data-driven strategic planning and
assessment process. Journal of Hospital Medicine
2013;8:148–153. VC 2013 Society of Hospital Medicine

The field of hospital medicine, now the fastest grow-
ing specialty in medical history,1 was born out of
pressure to improve the efficiency and quality of clini-
cal care in US hospitals.2 Delivering safe and high-
value clinical care is a central goal of the field and has
been an essential component of its growth and
success.

The clinical demands on academic hospitalists have
grown recently, fueled by the need to staff services
previously covered by housestaff, whose hours are
now restricted. Despite these new demands, expecta-
tions have grown in other arenas as well. Academic
hospitalist groups (AHGs) are often expected to make
significant contributions in quality improvement,
patient safety, education, research, and administra-
tion. With broad expectations beyond clinical care,
AHGs face unique challenges. Groups that focus
mainly on providing coverage and improving clinical
performance may find that they are unable to fully
contribute in these other domains. To be successful,
AHGs must develop strategies that balance their ener-
gies, resources, and performance.

The balanced scorecard (BSC) was introduced by
Kaplan and Norton in 1992 to allow corporations to
view their performance broadly, rather than narrowly
focusing on financial measures. The BSC requires
organizations to develop a balanced portfolio of per-
formance metrics across 4 key perspectives: financial,
customers, internal processes, and learning and
growth. Metrics within these perspectives should help
answer fundamental questions about the organization
(Table 1).3 Over time, the BSC evolved from a per-
formance measurement tool to a strategic management
system.4 Successful organizations translate their mis-
sion and vision to specific strategic objectives in each
of the 4 perspectives, delineate how these objectives
will help the organization reach its vision with a
strategy map,5 and then utilize the BSC to track and
monitor performance to ensure that the vision is
achieved.6

Although originally conceived for businesses, the BSC
has found its way into the healthcare industry, with
reports of successful implementation in organizations
ranging from individual departments to research collab-
oratives7 to national healthcare systems.8 However,
there are few reports of BSC implementation in aca-
demic health centers.9,10 Because most academic centers
are not-for-profit, Zelman suggests that the 4 BSC per-
spectives be modified to better fit their unique character-
istics (Table 1).11 To the best of our knowledge, there is
no literature describing the development of a BSC in an
academic hospitalist group. In this article, we describe
the development of, and early experiences with, an
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academic hospital medicine BSC developed as part of a
strategic planning initiative.

METHODS
The University of California, San Francisco (UCSF)
Division of Hospital Medicine (DHM) was established
in 2005. Currently, there are more than 50 faculty
members, having doubled in the last 4 years. In addi-
tion to staffing several housestaff and nonhousestaff
clinical services, faculty are involved in a wide variety
of nonclinical endeavors at local and national levels.
They participate and lead initiatives in education, fac-
ulty development, patient safety, care efficiency, qual-
ity improvement, information technology, and global
health. There is an active research enterprise that gen-
erates nearly $5 million in grant funding annually.

Needs Assessment

During a division retreat in 2009, faculty identified
several areas in need of improvement, including: clini-
cal care processes, educational promotion, faculty de-
velopment, and work-life balance. Based on these
needs, divisional mission and vision statements were
created (Table 2).

Division leadership made it a priority to create a stra-
tegic plan to address these wide-ranging issues. To ac-
complish this, we recognized the need to develop a for-
mal way of translating our vision into specific and
measurable objectives, establish systems of performance
measurement, improve accountability, and effectively
communicate these strategic goals to the group. Based
on these needs, we set out to develop a divisional BSC.

Development

At the time of BSC development, the DHM was
organized into 4 functional areas: quality and safety,
education, faculty development, and academics and

research. A task force was formed, comprised of 8
senior faculty representing these key areas. The mis-
sion and vision statements were used as the founda-
tion for the development of division goals and objec-
tives. The group was careful to choose objectives
within each of the 4 BSC perspectives for academic
centers, as defined by Zelman (Table 1). The taskforce
then brainstormed specific metrics that would track
performance within the 4 functional areas. The only
stipulation during this process was that the metrics
had to meet the following criteria:

1. Important to the division and to the individual fac-
ulty members

2. Measurable through either current or developed
processes

3. Data are valid and their validity trusted by the fac-
ulty members

4. Amenable to improvement by faculty (ie, through
their individual action they could impact the metric)

From the subsequent list of metrics, we used a modi-
fied Delphi method to rank-order them by importance
to arrive at our final set of metrics. Kaplan and Norton
noted that focusing on a manageable number of met-
rics (ie, a handful in each BSC perspective) is impor-
tant for an achievable strategic vision.6 With the met-
rics chosen, we identified data sources or developed
new systems to collect data for which there was no
current source. We assigned individuals responsible for
collecting and analyzing the data, identified local or
national benchmarks, if available, and established per-
formance targets for the coming year, when possible.

The BSC is updated quarterly, and results are pre-
sented to the division during a noon meeting and
posted on the division website. Metrics are re-eval-
uated on a yearly basis. They are continued, modified,
or discarded depending on performance and/or
changes in strategic priorities.

The initial BSC focused on division-wide metrics
and performance. Early efforts to develop the score-
card were framed as experimental, with no clear deci-
sion taken regarding how metrics might ultimately be
used to improve performance (ie, how public to make
both individual and group results, whether to tie bo-
nus payments to performance).

RESULTS
There were 41 initial metrics considered by the division
BSC task force (Table 3). Of these, 16 were chosen for

TABLE 1. BSC Perspectives and the Questions That
They Answer About the Organization: Traditional and
Revised for AHCs

BSC Perspective Traditional Questions3 Questions Revised for AHCs

Financial How do we look to
our shareholders?

What financial condition must
we be in to allow us to
accomplish our mission?

Customers How do customers see us? How do we ensure that our
services and products add
the level of value desired
by our stakeholders?

Internal
processes

What must we excel at? How do we produce our
products and services to
add maximum value for
our customers and
stakeholders?

Learning and
growth

How can we continue
to improve and
create value?

How do we ensure that we
change and improve in
order to achieve our vision?

NOTE: Adapted with permission from Zelman, et al. Academic Medicine. 1999; vol 74. Wolters Kluwer
Health. 11

Abbreviations: AHCs, academic health centers; BSC, balanced scorecard.

TABLE 2. UCSF DHM Mission and Vision
Statements

Our mission: to provide the highest quality clinical care, education, research, and innovation in
academic hospital medicine.

Our vision: to be the best division of hospital medicine by promoting excellence, integrity, innovation,
and professional satisfaction among our faculty, trainees, and staff.

NOTE: Abbreviations: DHM, Division of Hospital Medicine; UCSF, University of California, San Francisco.
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the initial BSC through the modified Delphi method.
Over the past 2 years, these initial metrics have been
modified to reflect current strategic goals and objectives.
Figure 1 illustrates the BSC for fiscal year (FY) 2012. An
online version of this, complete with graphical represen-
tations of the data and metric definitions, can be found
at http://hospitalmedicine.ucsf.edu/bsc/fy2012.html.
Our strategy map (Figure 2) demonstrates how these
metrics are interconnected across the 4 BSC perspectives
and how they fit into our overall strategic plan.

DISCUSSION
Like many hospitalist groups, our division has experi-
enced tremendous growth, both in our numbers and
the breadth of roles that we fill. With this growth has
come increasing expectations in multiple domains,
competing priorities, and limited resources. We suc-
cessfully developed a BSC as a tool to help our divi-
sion reach its vision: balancing high quality clinical
care, education, academics, and faculty development
while maintaining a strong sense of community. We
have found that the BSC has helped us meet several
key goals.

The first goal was to allow for a broad view of our
performance. This is the BSC’s most basic function,
and we saw immediate and tangible benefits. The
scorecard provided a broad snapshot of our perform-
ance in a single place. For example, in the clinical do-
main, we saw that our direct cost per case was
increasing despite our adjusted average length of stay
remaining stable from FY2010-FY2011. In academics

and research, we saw that the number of abstracts
accepted at national meetings increased by almost
30% in FY2011 (Figure 1).

The second goal was to create transparency and
accountability. By measuring performance and dis-
playing it on the division Web site, the BSC has pro-
moted transparency. If performance does not meet
our targets, the division as a whole becomes accounta-
ble. Leadership must understand why performance fell
short and initiate changes to improve it. For instance,
the rising direct cost per case has spurred the develop-
ment of a high-value care committee tasked with find-
ing ways of reducing cost while providing high-quality
care.12

The third goal was to communicate goals and
engage our faculty. As our division has grown,
ensuring a shared vision among our entire faculty
became an increasing challenge. The BSC functions
as a communication platform between leadership
and faculty, and yielded multiple benefits. As the
metrics were born out of our mission and vision,
the BSC has become a tangible representation of our
core values. Moreover, individual faculty can see
that they are part of a greater, high-performing or-
ganization and realize they can impact the group’s
performance through their individual effort. For
example, this has helped promote receptivity to
carefully disseminated individual performance
measures for billing and documentation, and patient
satisfaction, in conjunction with faculty development
in these areas.

TABLE 3. Brainstormed Competencies Across the Four DHM Functional Areas

Quality, Safety, and Operations Education Academics and Research Faculty Development

Appropriate level of care CME courses taught Abstracts accepted Attendance and participation
Billing and documentation Curriculum development Academic reputation Being an agent of change
Clinical efficiency Student/housestaff feedback Grant funding Division citizenship
Clinical professionalism Mentoring Mentorship Job satisfaction
Communication Quality of teaching rounds Papers published Mentorship
Core measures performance Participation in national organizations Committees and task forces
Practice evidence-based medicine
Fund of knowledge
Guideline adherence
Unplanned transfers to ICU
Implementation and initiation of projects
Length of stay
Medical errors
Mortality
Multidisciplinary approach to patient care
Multisource feedback evaluations
Never events
Patient-centered care
Patient satisfaction
Practice-based learning
Procedures
Readmissions
Reputation and expertise
Seeing patient on the day of admission
Quality of transfers of care

NOTE: Abbreviations: CME, continuing medical education; DHM, Division of Hospital Medicine; ICU, intensive care unit.
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The fourth goal was to ensure that we use data to
guide strategic decisions. We felt that strategic deci-
sions needed to be based on objective, rather than per-
ceived or anecdotal, information. This meant translat-
ing our vision into measurable objectives that would
drive performance improvement. For example, before
the BSC, we were committed to the dissemination of
our research and innovations. Yet, we quickly realized
that we did not have a system to collect even basic
data on academic performance—a deficit we filled by
leveraging information gathered from online databases
and faculty curricula vitae. These data allowed us, for
the first time, to objectively reflect on this as a strate-
gic goal and to have an ongoing mechanism to moni-
tor academic productivity.

Lessons Learned/Keys to Success

With our initial experience, we have gained insight
that may be helpful to other AHGs considering imple-
menting a BSC. First, and most importantly, AHGs
should take the necessary time to build consensus and
buy-in. Particularly in areas where data are analyzed
for the first time, faculty are often wary about the va-
lidity of the data or the purpose and utility of per-
formance measurement. Faculty may be concerned
about how collection of performance data could affect
promotion or create a hostile and competitive work
environment.

This concern grows when one moves from division-
wide to individual data. It is inevitable that the collec-
tion and dissemination of performance data will

FIG. 1. Division of Hospital Medicine balance scorecard FY 2012. Green shading signifies at or above target; pink shading signifies below target. Abbreviations:

CY, calendar year; FY, fiscal year, NA, not available; Q, quarter.
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create some level of discomfort among faculty mem-
bers, which can be a force for improvement or for
angst. These issues should be anticipated, discussed,
and actively managed. It is critical to be transparent
with how data will be used. We have made clear that
the transition from group to individual performance
data, and from simple transparency to incentives, will
be done thoughtfully and with tremendous input from
our faculty. This tension can also be mitigated by
choosing metrics that are internally driven, rather
than determined by external groups (ie, following the
principle that the measures should be important to the
division and individual faculty members).

Next, the process of developing a mature BSC takes
time. Much of our first year was spent developing sys-
tems for measurement, collecting data, and determining
appropriate comparators and targets. The data in the
first BSC functioned mainly as a baseline marker of per-
formance. Some metrics, particularly in education and
academics, had no national or local benchmarks. In
these cases we identified comparable groups (such as
other medical teaching services or other well-established
AHGs) or merely used our prior year’s performance as
a benchmark. Also, some of our metrics did not initially

have performance targets. In most instances, this was
because this was the first time that we looked at these
data, and it was unclear what an appropriate target
would be until more data became available.

Moving into our third year, we are seeing a natural
evolution in the BSC’s use. Some metrics that were ini-
tially chosen have been replaced or modified to reflect
changing goals and priorities. Functional directors par-
ticipate in choosing and developing performance met-
rics in their area. Previously, there was no formal
structure for these groups to develop and measure stra-
tegic objectives and be accountable for performance
improvement. They are now expected to define goals
with measurable outcomes, to report progress to divi-
sion leadership, and to develop their own scorecard to
track performance. Each group chooses 2 to 4 metrics
within their domain that are the most important for
the division to improve on, which are then included in
the division BSC.

We have also made efforts to build synergy between
our BSC and performance goals set by external
groups. Although continuing to favor metrics that are
internally driven and meaningful to our faculty, we
recognize that our goals must also reflect the needs

FIG. 2. Division of Hospital Medicine strategy map. Arrows denote relationships between objectives spanning the 4 balanced scorecard perspectives.

Abbreviations: HCAHPS, Hospital Consumer Assessment of Healthcare Providers and Systems; PCP, primary care physician.
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and interests of broader stakeholders. For example,
hand hygiene rates and patient satisfaction scores are
UCSF medical center and divisional priorities (the for-
mer includes them in a financial incentive system for
managers, staff, and many physicians) and are incor-
porated into the BSC as division-wide incentive
metrics.

Limitations

Our project has several limitations. It was conducted at
a single institution, and our metrics may not be gener-
alizable to other groups. However, the main goal of
this article was not to focus on specific metrics but the
process that we undertook to choose and develop
them. Other institutions will likely identify different
metrics based on their specific strategic objectives. We
are also early in our experience with the BSC, and it is
still not clear what effect it will have on the desired
outcomes for our objectives. However, Henriksen
recently reported that implementing a BSC at a large
academic health center, in parallel with other perform-
ance improvement initiatives, resulted in substantial
improvement in their chosen performance metrics.13

Despite the several years of development, we still
view this as an early version of a BSC. To fully realize
its benefits, an organization must choose metrics that
will not simply measure performance but drive it. Our
current BSC relies primarily on lagging measures,
which show what our performance has been, and
includes few leading metrics, which can predict trends
in performance. As explained by Kaplan and Norton,
this type of BSC risks skewing toward controlling
rather than driving performance.14 A mature BSC will
include a mix of leading and lagging indicators, the
combination illustrating a logical progression from
measurement to performance. For instance, we measure
total grant funding per year, which is a lagging indica-
tor. However, to be most effective we could measure
the percent of faculty who have attended grant-writing
workshops, the number of new grant sources identified,
or the number of grant proposals submitted each quar-
ter. These leading indicators would allow us to see per-
formance trends that could be improved before the
final outcome, total grant funding, is realized.

Finally, the issues surrounding the acceptability of
this overall strategy will likely hinge on how we
implement the more complex steps that relate to
transparency, individual attribution, and perhaps ulti-
mately incentives. Success in this area depends as
much on culture as on strategy.

Next Steps

The next major step in the evolution of the BSC, and
part of a broader faculty development program, will
be the development of individual BSCs. They will be
created using a similar methodology and allow faculty

to reflect on their performance compared to peers and
recognized benchmarks. Ideally, this will allow hospi-
talists in our group to establish personal strategic
plans and monitor their performance over time. Indi-
vidualizing these BSCs will be critical; although a
research-oriented faculty member might be striving for
more than 5 publications and a large grant in a year,
a clinician-educator may seek outstanding teaching
reviews and completion of a key quality improvement
project. Both efforts need to be highly valued, and the
divisional BSC should roll up these varied individual
goals into a balanced whole.

In conclusion, we successfully developed and imple-
mented a BSC to aid in strategic planning. The BSC
ensures that we make strategic decisions using data,
identify internally driven objectives, develop systems
of performance measurement, and increase transpar-
ency and accountability. Our hope is that this descrip-
tion of the development of our BSC will be useful to
other groups considering a similar endeavor.
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