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Our starting point

To describe what we do

To identify what we do well

To identify areas for improvement
To report to the board of health
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Presenter
Presentation Notes
What we wanted to achieve when we started thinking about measuring performance was:
To describe what we do
To identify what we do well
To identify areas for improvement
To report to the board of health in order to establish accountability


Accountability

 Having to be answerable to someone,
for meeting defined objectives.

* Has financial, performance, and political/democratic
dimensions.

From Robert Schwartz, Approaches to Accountability
In Public Health (Public Health Unit Web Survey)
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Presenter
Presentation Notes
This definition of accountability, from the “Approaches to Accountability in Public Health” web survey being led by Robert Schwartz, fits with the vision of accountability that we had when we began our process: 
Accountability can be defined as:
- Having to be answerable to someone, for meeting defined objectives. Has financial, performance, and political/democratic dimensions.




The Public Health Balanced
Scorecard

Health Resources
Determinants and

and Status Services

Integration
and
Responsiveness

Institute for Clinical Evaluative Sciences, 2004


Presenter
Presentation Notes
We explored different ways to approach accountability.
The Balanced Scorecard framework seemed to encompass the different dimensions of accountability, including the financial and political dimensions. 
The Balanced Scorecard was originally developed by the private sector as a tool to give context to financial performance measures through consideration of measures in other areas. These measures are generally categorized into four quadrants, which together provide an overarching view of organizational performance. 
In 2004, the Institute for Clinical Evaluative Sciences developed a framework for a public health balanced scorecard, which you see represented here.


Approach

Focus on areas where bulk of resources are allocated

Derive concepts we want to measure
(e.g. level of service, reach)

Use objective criteria for indicator selection
Recognize that process Is iterative

ncorporate the Balanced Scorecard into CQI
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Presenter
Presentation Notes
In applying the Balanced Scorecard framework to public health performance measurement and accountability, our approach was to:
- Focus on those areas where the bulk of health unit resources were allocated 
- Derive the concepts we wanted to measure (e.g. level of service, reach)
 Use objective criteria for indicator selection
- Recognize that the process would be iterative 
- Incorporate the Balanced Scorecard into CQI processes, over time



BSC 2007: Participatory
process

« Meetings with all public health program areas
 Consensus-building process:

— Three levels of public health staff

— External stakeholders

— External facilitator
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Presenter
Presentation Notes
We wanted to develop our balanced scorecard using a participatory process. We went about that by:
- Meeting with all public health program areas 
 Using a consensus-building process
	(Three levels of public health staff;
	External stakeholders
	Facilitated by an external consultant)




BSC 2007: Resources +

Services
« Key activities identified by program areas
— Level of service: total number of outputs
— Reach: proportion or number of clients

— Effectiveness: baseline measures of an objective of
the activity

 Financial measures in separate section
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Presenter
Presentation Notes

In the Public Health Balanced Scorecard framework, the Resources and Services quadrant measures the resources used by public health, such as financial and human resources, and the services delivered to target populations. 

This is how we conceptualized it:
Key activities identified by program areas
  - Level of service: total number of outputs
  - Reach: proportion or number of clients  
  - Effectiveness: baseline measures of an objective of the activity
Financial measures in separate section because program-based budgeting made it very difficult to tease out the cost of each particular activity.



BSC 2007: Health

Determinants + Status
* Delphi exercise to select

« Indicators selected from existing survey and
administrative databases

 Not directly linked to key activities
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Presenter
Presentation Notes
The Health Determinants and Status quadrant contains measures of the social determinants of health and traditional public health status indicators, such as rates of disease morbidity and mortality, and measures of health behaviours and beliefs. 
As opposed to the Resources and Services quadrant, where program teams identified their own key activities and developed indicators individually, in the Health Determinants and Status quadrant we used a Delphi exercise to have a cross-departmental panel select indicators from existing survey and administrative databases.
Many of the indicators chosen were not directly linked to key activities.


BSC 2007: Community

Engagement
* Measures related to:

— client involvement Iin program planning/evaluation
— volume of media encounters
— volume of information products
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Presenter
Presentation Notes
The Community Engagement quadrant assesses community and client awareness and preferences, as well as the mechanisms used to ensure community input into program planning and service delivery.
In 2007, we measured Community Engagement through quantitative measures related to: 
- client involvement in program planning/evaluation
- volume of media encounters
- volume of information products



BSC 2007: Integration +

Responsiveness

» Measures related to:
— staff morale/engagement
— continuing professional development
— emergency planning
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Presenter
Presentation Notes
The Integration and Responsiveness quadrant relates to the structural capacity of public health to work with other healthcare sectors and community agencies to deliver programs and its capacity to continually transform services in response to evolving needs, issues and evidence. 

In our 2007 Balanced Scorecard, we approached Integration and Responsiveness with measures related to 
 staff satisfaction (staff morale/engagement)
 emerging evidence (continuing professional development), 
and 
- outside threats and pressures (emergency planning).


o

racLlUlo Llialt llliituciliiccu
changes
IN next Balanced Scorecard

(2009)
o Staff feedback

o Alignment with Initial Report on Public Health
* New guidelines for indicator selection
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Presenter
Presentation Notes
Three key factors contributed to format and content modifications for the next balanced scorecard that we developed, in 2009.

- Staff feedback 
- reduce number of indicators, 
- make sure that indicators link to decision-making, provincial standards, program planning and evaluation 
- more text and interpretation of tables
- Alignment with Initial Report on Public Health
- New guidelines for indicator selection


BSC 2009: Centralized

Process
Divisional champions

No external stakeholders
Standardized conceptual definitions
Improvement of data dictionary
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Presenter
Presentation Notes
The process that we used to develop the 2009 Balanced Scorecard was more centralized than our process in 2007
Divisional champions made up a BSC working group that coordinated feedback from program teams and management within respective divisions.
No external stakeholders or facilitator were involved in the process
We standardized conceptual definitions so that indicators would be more meaningful.
We improved our data dictionary for consistency in reporting year after year.



BSC 2009: Resources +

Services
4 key activities per division
e Indicator criteria more stringently defined:

— level of need (measurable target population)
— reach (introduced denominator)
— level of service (per FTE)

« Effectiveness indicators more closely linked to logic
models
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Presenter
Presentation Notes
In 2009, for the Resources and Services quadrant, 
we still focused on key activities (ie those that took up the bulk of time or resources), but we limited the number to four per division.

Indicator criteria were more stringently defined:
- level of need (measurable target population)
- reach (introduced denominator)
- level of service (per FTE) 
 
Finally, effectiveness indicators were more closely linked to York Region program logic models



BSC 2009: Health
Determinants + Status

* Directly linked to key activities

« Comparison to measures from peer group health
units where available
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Presenter
Presentation Notes
Indicators in the Health Determinants and Status quadrant were directly linked to key activities in our 2009 Balanced Scorecard. 
We included these indicators even in cases where data was not currently available

It’s important to recognize that Health Determinants and Status indicators are not necessarily a full reflection of the work of public health, given the multiple factors that influence population health.
And in this quadrant, we provided comparison to measures from peer group health units where available.



BSC 2009: Community
Engagement

 Case studies
 One per division
 Guiding questions for case studies:

0

Ow are we engaging the community?

ow do we ensure community input into public health
anning and service delivery?
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Presenter
Presentation Notes
In 2009, we decided that activities related to Community Engagement were better described in brief case studies than by quantitative measures.

One per division (Total of 4)

Guiding Questions for case studies:
How are we engaging the community?
How do we ensure community input into public health planning and service delivery?


BSC 2009: Integration +

Responsiveness
 Case studies

 One per division

* Guiding questions for case studies:

— How do we increase the capacity of community partners to
address public health needs?

— How do we identify and respond to emerging issues?

— How do we ensure employees continue to develop professional
competency?
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Presenter
Presentation Notes
Also used case studies in the Integration and Responsiveness quadrant.
Also limited to one per division, for a total of 4.
Guiding Questions:
How do we increase the capacity of community partners to address public health needs?
How do we identify and respond to emerging issues?
How do we ensure employees continue to develop their professional competency?



Next steps

Explore options for addressing data gaps
Trend analysis
Align with Accountability Agreement indicators

Consider measurement of Organizational Standards
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Presenter
Presentation Notes
Next steps:
Explore options for addressing data gaps
Trend analysis (Next BSC produced in 2012; will use mostly the same indicators as 2009 BSC so that trend analysis can take place.)
Align with Accountability Agreement indicators
Consider measurement of Organizational Standards




Questions?

York Region

alPHa annual conference
June 13, 2011
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