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Setting up a satellite Haemodialysis Unit designed for continuous quality improvement by evolving a Balanced Scorecard Approach.
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Problem:‘What gets measured gets done’ is a widely accepted core precept of both good management and leadership. Senior leaders in health care have to balance trying to achieve quality in finances, internal organisational processes, and staff and patient welfare and outcomes. 
Purpose: Balanced Score Cards (BSC) were designed by Harvard Business School in the ‘90s to achieve strategic management in private sector companies. Recently there has been interest in using this tool in healthcare. A BSC should give senior leaders a framework to communicate the organisation’s mission and strategy, while using measurement to inspire staff to achievement of specified outcomes. We sought to design a BSC for a clinical microsystem at our satellite dialysis unit. 
Design: The BSC was designed with 4 key areas – Clinical Quality, Patient Experience, Our People, Finance. We held quality meetings for staff where we discussed our shared experience of health care from a user-perspective –the things that made care good and not so good when we had to eg take kids to doctors or use hospital services ourselves. We used these experiences to define a Unit set of ‘Very Important Principles’ for the kind of service we wish to try and offer to our own service-users. These were then framed and displayed prominently in the staff areas. Then we held meetings to look at the basket of clinical indicators chosen by the Lead Consultant from national targets; after reviewing the spread of reported outcomes in the UK from the national registry report, the staff team voted to set the ambitious target of achieving equal to the best performing units in the UK. The BRS patient survey and a Staff survey were used to determine where improvements could be made in these areas and which indicators to incorporate into the BSC. Other indicators in these areas were derived from organizational requirements or national guidance eg the Renal NSF.
. 

FINDING: The BSC has been kept updated on a database project tracker. Where difficulties have been found in meeting our stated goals, separate improvement projects have been set up. The clinical quality targets are displayed in staff and patient areas and updated monthly. Action plans have been written as the result of the staff and patient surveys. Quality meetings are held regularly and progress evaluated. 

Conclusion: Continuous Quality Improvement (CQI) in healthcare is challenging. By introducing a BSC, we have been able to set a framework for communicating a CQI strategy and keep performance balanced in all key areas. By getting the whole team involved in a bottom-up approach, staff have set themselves far more ambitious goals than could have been easily set by a ‘top-down’ approach by the senior leads.

Relevance: If ‘What gets measured gets done’ – a BSC could be a simple tool to allow renal units to continually enhance quality. 


