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ABSTRACT 
This paper describes an application of the Public Sector Scorecard (PSS), a variant of the balanced scorecard specially designed for the public and voluntary sectors, to Sheffield National Health Service (NHS) Stop Smoking Service. 

The public sector scorecard is an integrated quality management and performance measurement framework for the public and voluntary sectors. While based on the balanced scorecard, it focusses on the outcomes that matter to service users and other stakeholders, developing effective and efficient processes that deliver these outcomes, and addressing the organisation's culture and capability to support its people and processes in delivering the outcomes required. 
The paper explains how the Public Sector Scorecard works and how it was applied to the NHS Stop Smoking Service in Sheffield. This service provides clinical interventions to support people who wish to stop smoking, and is a key enabler in improving population health and reducing health inequalities. Its main focus is on providing stop smoking programmes run by trained health professionals. 
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INTRODUCTION
Most public and voluntary sector organisations are struggling with their performance measurement systems. One reason for this is the sheer complexity and challenges of meeting the diverse needs of a wide variety of stakeholders (Bevan and Hood, 2006b). However another reason is the myriad aims of performance measurement systems. Neely (1998) identifies four different aims as four ‘CPs’: to check position, to communicate position, to confirm priorities, and to compel progress. Franco-Santos et al (2007) propose five different roles: measuring performance, strategy management, communication, influencing behaviour, and learning and improvement. Trying to achieve all these simultaneously is not easy, particularly as most organisations are not clear about which of these objectives their systems have been developed to achieve. 
The Public Sector Scorecard is an integrated quality management and performance measurement framework, based on the balanced scorecard. It is designed to help public and voluntary sector organisations find a way through this maze, deliver improved outcomes for service users and derive value from their performance measurement systems. 
This paper describes the Public Sector Scorecard in some detail, together with its application to Sheffield National Health Service (NHS) Stop Smoking Service which provides free city-wide support for people who wish to stop smoking. The main focus of the service is on stop smoking programmes run by trained health professionals.
THE BALANCED SCORECARD
One of the main performance measurement frameworks used by the public and voluntary sectors is the balanced scorecard. Originally introduced in 1992 by Kaplan and Norton (1992) to address the over-emphasis by accountants on financial measures, the balanced scorecard recommended that organisations measure performance on four perspectives: financial, customer, internal, and innovation and learning. The balanced scorecard was revised in 1996 with the main addition being the development of a strategy map showing the link between different perspectives and the organisation’s mission and vision (Kaplan and Norton, 1996). By basing performance measures on the strategy map, companies can ensure a clear link between the organisation’s strategy and its performance measures. Indeed, Kaplan and Norton argued, it should be possible to work out a company’s strategy from its performance measures (Kaplan and Norton, 2001). 
However the balanced scorecard does have its difficulties. In particular there is no explicit requirement to address organisational culture. Aspects like leadership, motivating and empowering staff, and better partnership working are generally ignored. It is frequently implemented top-down, with little involvement from employees or other stakeholders. Also many companies still effectively use the 1992 version, thinking up measures under each perspective and presenting them as a balanced scorecard. However it is the process of developing the scorecard - and in particular making sure that performance measures reflect the organisation's strategy and key process outputs - that is of prime importance, not just the measures themselves. 
For the public and voluntary sectors, it has additional shortcomings. In particular its language, architecture and methodology very much reflect its private sector origins. Indeed Gambles (1999, p.24) says that ‘…in its usual form, it (the scorecard) is clearly not suitable for the vast majority of the public sector’. One of the main problems is that the most important perspective of the balanced scorecard is the financial perspective. Indeed most companies only measure non-financial factors because they realise that they will at some point affect bottom-line financial performance. This is not the case in the public and voluntary sectors, where an organisation which has a large surplus at the end of the year, but has long waiting lists or poor outcomes is not a well-performing organisation. Even though several attempts have been made to refine it for the not-for-profit sectors (e.g. Irwin, 2002, Woodward et al, 2004, Lawrie and Cobbold, 2004), Gurd and Gao (2008), reviewing the use of the balanced scorecard (BSC) within healthcare, conclude that 'current applications do not tend to show the health of patients as being central to the development of the BSC; the balance is tilted towards the financial not the health outcomes’. 

While the balanced scorecard has been used with varying degrees of success in many public sector organisations (e.g. Martin et al, 2002; Radnor and Lovell, 2003, Niven, 2003) the methodology is still private-sector oriented with little emphasis on service user involvement, risk management, or the need to work across organisational boundaries. However rather than adapt what is essentially a private sector model to fit all sectors, an alternative approach is to design a model specifically for the public and voluntary sectors - and this is the approach taken by the Public Sector Scorecard.
THE PUBLIC SECTOR SCORECARD 

The public sector scorecard, originally developed in 2002, is an integrated quality management and performance measurement framework for the public and voluntary sectors (Moullin, 2002). While based on the balanced scorecard, its starting point is identifying the outcomes that matter to service users and other stakeholders. The next step is to review the organisation’s strategy and processes to ensure they are the most effective and efficient way of delivering the outcomes required. However well specified processes are not sufficient - organisations need the capability to support their people and processes in achieving the outcomes required. Leadership is of course fundamental to this, as is ensuring sufficient resources. But in addition, they need a culture which values and develops their people, engages positively with partnership working and user involvement, and provides a supportive climate for innovation and learning from others. Unlike the balanced scorecard, the Public Sector Scorecard systematically addresses all these aspects. 
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Figure 1. The Public Sector Scorecard
As Figure 1 shows, outcomes typically include the key performance outcomes required by the organisation; the outcomes that matter most to service users and other key stakeholders; and financial outcomes, which could include breaking even and value for money. The processes element is concerned with operational excellence, reflecting the processes - and the outputs – required to achieve the various outcomes. Finally, the capability element focusses on ensuring that the organisation has the capability needed to support its people and processes in achieving the required outcomes. They include an organisational culture focussed on innovation and learning, supporting and developing people, linking resource provision to the overall strategy, and partnerships - all underpinned by effective leadership.  

Note that while the original version of the scorecard focussed on the seven perspectives on the right hand side, with the new version (Moullin, 2007) these are just an aide-memoire. They can be either ignored or changed according to the needs of the organisation - provided it addresses outcomes, processes and capability as given on the left hand side of the diagram.

The way the Public Sector Scorecard works is illustrated in Figure 2. The first three stages are concerned with clarifying outcomes, redesigning processes, and addressing capability. The links between the outcomes required, processes and capability are then portrayed in a strategy map which, as with the balanced scorecard, is an important output of the PSS. According to Kaplan and Norton (2001, p11) a strategy map ‘describes how shareholder value is created from intangible assets’. However with the PSS it can be defined more simply as depicting the relationships between outcome, process, and capability elements. 
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Figure 2. How the Public Sector Scorecard works 
Integrating risk management into the strategy map is the next step. This is important as an organisation that performs well on current measures but has not addressed major risks is not a well-performing organisation. The PSS integrates risk management by viewing the reduction of a key risk as a desired outcome. The processes designed to reduce, eliminate, or mitigate these risks are then reviewed, together with the organisation’s capability to develop a risk-conscious culture without stifling innovation. These aspects are then added to the strategy map.

Next the organisation needs to identify the main objectives and potential performance measures for each element in the strategy map. Before finalising the measures, it will consider how staff and others are likely to respond to possible measures, together with issues of data collection and data quality, in order to make sure that they are cost-effective and provide value to the organisation. Analysing performance measures once they are available is the next stage, providing insight both into how well the organisation is performing on the different elements, and into cause and effect relationships to discover which activities seem to be most effective in delivering the outcomes required. This information is then used in revisiting the outcomes, further improvement in processes and capability, and the cycle continues. 

A key aspect of the Public Sector Scorecard is facilitating a performance measurement culture based on continuous improvement rather than a blame culture (Moullin, 2004). It is well known (e.g. Brooks, 2007) that a target culture that rewards staff or departments on the achievement or otherwise of a specific target, can give a clear incentive for people to achieve the target at the expense of service quality. The PSS aims to develop a culture focussed on continuous improvement in a number of ways. Firstly it recommends the use of perception measures (e.g. of user satisfaction through questionnaires or focus groups) as well as specific indicators. The idea is that if people know they will also be judged on user and / or stakeholder satisfaction, then there is a clear risk associated with putting targets before users. Secondly, the direct involvement of staff, users and other stakeholders in a reference group that is formed to steer the project may avoid some of the potential pitfalls. Finally a blame culture is avoided by not just relying on the data. For example if performance in a particular area is below target, staff are invited to outline any particular circumstances that made achievement of the target more difficult, together with an action plan aimed at improving future performance. 
The PSS extends the concept of the 'golden thread' of performance management (e.g. Audit Commission, 2001) which is useful in evaluating public sector organisations. The idea is that 'golden threads are present if objectives, targets and performance indicators are consistent throughout the different levels from Central Government to single organisations' (Micheli et al, 2005). However while a golden thread is an essential part of good performance management, it does not guarantee it. For example the UK Department of Health, the National Health Service, a Strategic Health Authority, and a hospital maternity unit might have an effective golden thread with all performance measures aligned. However if these measures ignore the wishes of women or their partners regarding the facilities provided, staff attitudes, or the choices available to them, then it is not an effective system. The PSS extends the golden thread concept to ensure that measures are aligned not only between the different levels, but also with the requirements and expectations of service users (Moullin, 2006).
For many organisations, it will be highly beneficial to ‘cascade’ the scorecard to individual departments. This will involve each department developing its own version of the PSS setting out its contribution to the overall targets for the organisation. It will also involve dialogue between individual departments and the team developing the overall scorecard to make sure that the strategies of the organisation reflect the realities of individual departments and of service users.

The PSS can also be used across organisational boundaries. This is particularly important in public health where most issues can only be properly addressed in partnership with other parts of the NHS and other agencies. For example a city-wide group looking at reducing dependence on drugs could work together by focussing on the outcomes required and identify what the group – and individual organisations within the group e.g. health, probation, social services, pubs and clubs, and the police – need to address to deliver those outcomes. Another example is patient care where the PSS can be used for a care pathway encompassing all services a patient may encounter on their ‘patient journey’ which frequently crosses the boundaries between primary and secondary care and may involve people from other agencies including social care. 
USING THE PSS FOR THE SHEFFIELD NHS STOP SMOKING SERVICE
Sheffield NHS Stop Smoking Service provides free city-wide support for people who wish to stop smoking. Its main focus is on providing stop smoking programmes run by trained health professionals. This is based on research evidence (e.g. Raw, McNeil and West 1999) which demonstrates that people are more successful in stopping smoking if they quit with specialist support involving intensive counselling in combination with medication. While these programmes had proved very successful in getting people to quit, the Stop Smoking Service wanted to i) ensure that more people benefited from the service; ii) improve the service for users and make access more equitable; iii) work more closely with other NHS staff and contracted-out providers; and iv) develop a better set of performance measures. In order to address these issues - and at the same time provide a forum for assessing the benefits of applying the PSS in public health - a joint project was set up between Sheffield West Primary Care Trust, which hosted the service on behalf of the city, and Sheffield Hallam University, partially funded by the Sheffield Health and Social Research Consortium.
The first stage of this action research project involved inviting all clients who had made any form of contact with the Sheffield NHS Stop Smoking Service in the preceding 18 months to one of three two-hour focus groups. Altogether over 100 current or previous service users attended, with as expected greater representation from people who had quit smoking compared with those who did not. These provided considerable insight into how the service looked from the user viewpoint. A reference group was then set up to steer the project. This included managers and staff of the service, eight service users, midwives, a dentist, a hospital consultant, pharmacists, and representatives of the Strategic Health Authority and Primary Care Trusts, so as to get a good mix of staff, users and other stakeholders.

[image: image2] Figure 3. Strategy Map for Sheffield NHS Stop Smoking Service

One of the main outputs of the work was the strategy map. The one shown in Figure 3 is presented slightly differently to the one developed at the time - to reflect the evolution of the PSS since the project was undertaken - but includes the same factors. The main outcomes required were increasing the number of people quitting smoking, satisfied users, reducing smoking prevalence in Sheffield, and ensuring equity of access in terms of gender, deprivation, age etc. The outcome to get more people to quit smoking was broken down into four key outputs: increasing the number of referrals (including self-referrals) increasing the % of those contacting the service who enrol on a programme, increasing the % of people who successfully achieve a quit date (i.e. certified to have abstained from smoking for at least four weeks by a carbon monoxide test) and increasing the % of people who ‘stay stopped’. Feedback from users enabled the group to identify the main processes they had to get right to achieve these outputs (e.g. sessions at convenient times, and telephone support etc). In addition innovative ideas to help those processes work more effectively were identified. For example, several users said that availability of prescriptions for nicotine patches or drugs when they needed them was a problem. To make real progress here, the reference group suggested quite radical options for speedier access, along with better communication with NHS staff and pharmacies, both of which are capability elements. 

To help develop performance measures, the reference group was asked, in a workshop setting, ‘what information they would need to assess how well the stop smoking service is doing’, and ‘ten questions to go in a user questionnaire’. While the theory of the PSS and the balanced scorecard is that measures should be derived direct from the strategy map, it was decided to calibrate the process by looking at performance measures in isolation. Differences between these measures and those that would be derived from the strategy map were highlighted by the facilitator after the meeting so that they – and the strategy map – could be refined accordingly at the next reference group meeting. This meeting also gave careful consideration to the cost and difficulty of getting reliable data. For example one issue discussed was how to measure user satisfaction with ongoing support for people who had stopped smoking at the time the programmes finish. Some of this support involves diverting users to national helplines so it is difficult to find this information directly. Previous surveys have had poor response rates and tend to be biased towards people who have continued to be non-smokers, rather than those who subsequently smoke again.

BENEFITS TO THE STOP SMOKING SERVICE
From the standpoint of the NHS stop smoking service the public sector scorecard approach has been of particular benefit in three key areas. Firstly, the minimum dataset specified by the Department of Health for local stop smoking services is designed to meet the requirements of monitoring nationally set targets and focuses purely on high-level output targets, rather than outcomes. This project enabled a broad and balanced portfolio of metrics to be identified relating to key parameters that impact directly on service effectiveness and the user experience of delivery. Secondly the emphasis on service user input in the PSS is consistent with the current drive for effective public and service user involvement in the NHS. The result is a metrics portfolio that reflects the user expectation and the accessibility of the various components that make-up the service package. Finally, the strategy map captured a useful strategic overview of the key interrelationships, and demonstrated how the measurement and monitoring opportunities interrelate.
There were several important benefits directly resulting from the project. A service user questionnaire was developed that reflected both the strategy map and the principal concerns and expectations of users and staff as identified through the focus groups and the reference group. Measures of performance derived from the responses revealed several shortcomings, including some clients not being given advice on the full range of treatment choices available, and these were addressed by changes to staff training. Service accessibility improved markedly through increased geographic spread of service access points and enhanced local visibility of the service within communities, resulting in proportionate rates of stopping smoking in communities at higher risk of smoking related disease. Access to medication – a factor that came out strongly in the focus groups - was improved and will continue to improve, and clients are routinely followed-up beyond the end of their formal programmes.
CONCLUSIONS 
The Public Sector Scorecard is an integrated quality management and performance measurement framework based on the balanced scorecard. By focussing on outcomes, processes, and capability, it has a number of advantages over the latter for public and voluntary sector organisations. It has proved to be an effective framework for ensuring that strategy, processes and performance measures of Sheffield NHS Stop Smoking Service are aligned, not only with each other but with the requirements and expectations of service users and other key stakeholders. The collaborative working between managers and staff of the service, service users and other key stakeholders, together with an external facilitator, was another positive aspect. It also played a part in identifying a number of service improvements contributing towards the achievement of key targets and addressing local health inequalities. 
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