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Abstract     

This paper reviews recent literature on management control systems (MCSs) and quality 

indicators (QIs) in healthcare to assess how they contribute to improving organizational 

efficiency and patient outcomes. Using a systematic literature review (SLR) approach based on 

the PRISMA methodology, articles were retrieved from Scopus and Web of Science databases 

covering the period 2000–2024. A total of 68 peer-reviewed studies were included after 

applying inclusion and exclusion criteria related to management control, healthcare quality, and 

performance evaluation. The findings show that traditional control tools (budgeting, variance 

analysis, financial dashboards) remain dominant but are increasingly complemented by modern 

approaches such as the Balanced Scorecard, performance dashboards, and benchmarking 

practices. The literature highlights three recurrent quality indicators: waiting times, readmission 

rates, and patient satisfaction, which represent both quantitative and qualitative dimensions of 

performance. However, the review also reveals major challenges in implementing MCSs, 

including high costs, technical complexity, and staff resistance. The main conclusion is that 

integrating financial and non-financial metrics through comprehensive control systems 

strengthens healthcare quality and organizational performance, but future research must address 

contextual barriers in developing countries to ensure broader applicability. 

Keywords: Management control, healthcare quality, Balanced Scorecard, patient satisfaction, 

Key Performance Indicators. 
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Introduction     

Faced with rising patient expectations liable to strain resources short of facilities, health care 

establishments ought to figure out how to combine efficacy and convenience. The management 

control system which medical chiefs employ to measure performance, streamline operations, 

and make certain that strategic objectives are achieved    is now an essential tool for those 

healthcare managers. Through the use of such management control systems as Balanced 

Scorecard (Kaplan & Norton, 1992) and Key Performance Indicators (Atkinson et al., 1997), 

healthcare institutions can keep track of all the relevant financial and non financial yardsticks 

which determine their overall performance. 

At the heart of the process lies the measurement of healthcare quality indicators, which provide 

an overview of how well an organization is doing in such spheres as patient satisfaction , waiting 

times, and readmission rates. One result of this emphasis on indicators is that the indicators 

themselves serve to represent two sides of the same coin: on the one hand, we have objective 

data which can be benchmarked and followed over time  waiting times and readmission rates, 

for instance; while on the other hand are qualitative measures  patient satisfaction reports  which 

show us what patients really experienced plus how they rated their care. Definitions offered by 

Donabedian (2005) emphasize this dual approach towards measuring quality in healthcare. 

This review paper examines how management control systems can improve healthcare quality 

by analyzing key indicators: waiting times and readmission rates along with patient satisfaction. 

It also looks at the obstacles that healthcare organizations face when they try to create these 

systems, all of which include high costs, complexity in implementing them and resistance from 

staff members who have not yet had exposure to this type of approach. Finally, this text may 

give readers an idea about what future potential management control systems hold for 

increasing organizational efficiency and service quality: if they are to have any future in 

healthcare management, then they must be considered indispensable. 

I. Management control in healthcare institutions: conceptual framework  

1. Definition of management control in healthcare 

Healthcare organizations often have complex missions, with competing demands for financial 

solvency and high quality patient care.A classic example of this complexity is illustrated by 

McKinsey & Company, which was employed as a consultant by a hospital wishing to develop 

a strategy for medical education. The reasons given for needing an entirely new program were 

that its core competencies lay beyond the normal scope either in radical life saving emergency 

treatment, which required minimal infrastructure, or in preventive healthcare not tied 
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specifically to hospital care. This demonstrates the complexity and diversity of goals that 

healthcare institutions must manage. 

One of the significant difficulties is that healthcare institutions require management control 

systems that can integrate their dual foci on both care quality and financial solvency. Abernethy 

and Stoelwinder (1991) emphasize that hospital management systems need to integrate clinical 

with administrative processes to meet the demands of the various stakeholder groups, including 

patients, regulators, and financial sponsors (many of whom may also hold positions at the board 

level). Management control in healthcare can be divided into traditional and modern 

approaches. Financial accounting, based on historical results, is the traditional method of 

management control in healthcare. This approach has been used to align future performance 

with past results, mainly through tracking financial performance. Hopper et al. (1987) argue 

that traditional control methods focus primarily on comparing historical costs and conforming 

to predetermined financial targets. In these traditional models, control tools such as budgeting, 

cost accounting, and variance analysis primarily serve to monitor financial performance within 

set limits. However, traditional methods are often criticized for their inability to capture the 

complexities of healthcare service delivery. Abernethy and Chua (1996) have argued that 

traditional management control frameworks often neglect non financial aspects of performance, 

such as patient outcomes, satisfaction, and quality of care factors that are central to a hospital's 

mission. This criticism has pressured management control systems to evolve, adapting to 

modern healthcare demands. As a result, modern systems more flexible, integrative, and future 

oriented have emerged to replace the old models. 

Modern management control in healthcare is an extension of traditional methods but 

incorporates both financial and non financial metrics. Kaplan and Norton’s introduction of the 

Balanced Scorecard in 1992 marked a significant leap in management control.  

2. Evolution of management control tools in Healthcare Institutions 

History of management control tools in healthcare 

In the early days, healthcare institutions used simple tools like financial dashboards and 

variance analysis to manage performance. Although these early systems were effective for 

tracking costs and ensuring that healthcare entities adhered to financial plans, they were reactive 

and limited in scope, focusing primarily on financial performance. As healthcare facilities 

expanded to provide better medical treatment at lower costs, the reality of limited human and 

spatial resources, the necessity for higher quality care at reduced costs, and shorter response 
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times made it clear that traditional healthcare performance measurement methods were no 

longer sufficient (Anthony, 1988). 

The 1980s and 1990s 

This period saw greater integration of metrics like Key Performance Indicators (KPIs) as a 

patient management tool. It is considered one of the most influential periods in healthcare 

management history, with many contemporary managers arguing that its effects still linger 

today. This comprehensive view of performance evaluation combined both financial and non 

financial indicators to measure total performance (Parker, 1996). KPIs included measuring 

factors such as patient satisfaction, employee productivity, and clinical outcomes. Hence, 

healthcare institutions no longer monitored only their financial performance but began to 

evaluate these non financial elements as well. Atkinson et al. (1997) argue that KPIs 

revolutionized the management landscape of healthcare by providing a more holistic view of 

institutional performance. 

Development of operational control tools 

The introduction of the Balanced Scorecard (BSC) by Kaplan and Norton (1992) led to 

unprecedented changes in healthcare management control tools. While earlier performance 

tools focused primarily on financial metrics, the BSC enabled organizations to assess 

management and performance across four dimensions: financial performance, patient 

satisfaction, internal processes, and learning and growth (Kaplan & Norton, 1996). By adding 

non financial metrics to the performance management system, the BSC overcame one of the 

key shortcomings of earlier tools the exclusion of important non financial aspects of healthcare 

management. 

The BSC has been widely adopted in the healthcare industry because it enables organizations 

to align their strategic objectives with operational practices (Zelman et al., 2003). For instance, 

a hospital that uses the Balanced Scorecard can measure its financial outcomes, patient 

satisfaction levels, and clinical process efficiency all at once (Inamdar et al., 2002). This 

balanced approach allows hospitals to achieve high quality patient care while staying within 

financial constraints something healthcare institutions have struggled to achieve consistently. 

With the advent of more dynamic and real time systems, the Balanced Scorecard evolved into 

tools like performance dashboards (Behn, 2003). Dashboards now allow hospital administrators 

to monitor key indicators such as patient waiting times, staff utilization rates, and clinical 

outcomes in real time eliminating the delays associated with traditional reporting systems (such 

as waiting for the next quarterly report). Performance dashboards are now widely used in 
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healthcare organizations as tools for collecting and displaying data in real time, providing 

decision makers with the information they need to make prompt operational or strategic 

adjustments (Grigoroudis et al., 2012). As Palvannan and Teow (2012) observe, these 

dashboards are essential for improving operational efficiency by identifying bottlenecks in 

patient flow and reallocating resources accordingly. 

Application of performance principles 

In modern healthcare, management control tools have expanded beyond the Balanced Scorecard 

to include a variety of performance measurement systems. One key system is dashboards. Arah 

et al. (2006) note that KPIs are now tailored to specific healthcare outcomes, such as patient 

safety, infection rates, and readmission rates. This type of information allows departments to 

improve their clinical operations and, ultimately, the care that patients receive. 

Additionally, benchmarking has emerged as a critical tool for healthcare institutions. By 

comparing their performance against industry standards or their peers, healthcare providers 

using benchmarking can identify areas for improvement and set performance thresholds 

(Hoque, 2014). Leatherman and Sutherland (2003) argue that benchmarking is particularly 

effective in driving continuous improvement in healthcare, as it encourages institutions to adopt 

best practices from other sectors and strive for greater performance. 

3. Strategic role of management control in healthcare organizations 

In healthcare institutions, management control plays a critical role that affects both strategic 

decision making and how efficient or productive the organization is.Suppose an organization is 

as varied and rapidly changing as healthcare. To sustain a structure that marries sound financial 

principles with ready compassion and care for patients in terms of quality of care as well as also 

meets all necessary regulations; how could this not be entirely thanks management control 

systems touching manager's daily work? Otley (1999) points out that both to monitor an overall 

financial performance as well as all CU activities are consistent with organizations strategic 

objectives comprises the role of management control systems. This alignment is critical for 

healthcare organizations to offer high quality care that is still financially viable. 

In healthcare settings, strategic choices typically involve a tradeoff between different objectives 

(e.g., improving patient outcomes while keeping cost levels down). For Abernethy and 

Stoelwinder (1991), management control systems in the health care industry help managers to 

integrate clinical and administrative processes thus forming a more unified strategy. For 

example, tools such as the Balanced Scorecard (BSC) enables health care organizations to track 

many dimensions of performance  financial one, patient satisfaction one, how internal processes 
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are carried out and learning and growth rate (Kaplan & Norton, 1992). By capturing data along 

these lines, management control systems allow healthcare leaders to make informed strategic 

choices that take into account the financial side (such as profits or losses) as well as all other 

non monetary aspects of organizational performance. 

For healthcare organizations to reach their long term strategic goals, successful management 

control is instrumental. Effective MCS provide a link between the strategic goals of an 

organization and its daily operations, as Malmi and Brown (2008) remind us. And how critically 

this can be important in healthcare: if operational efficiency is lost then so too will quality health 

care go down with that ship. Leaders in healthcare cannot just use common sense, either drives 

will to ensure that their decisions are based on statistically significant data and this approach 

has a beneficial impact on efficiency as well as patient outcomes. For instance, a hospital that 

seeks to reduce readmission rates might deploy management control techniques in the 

identification of wasteful steps in patient discharge processing and develop targeted steps to 

address them (Naranjo Gil, 2009).Management control systems further health organizations' 

strategic planning capabilities by allowing them to scan their internal conditions and scan the 

challenges outside. Simons (1995) suggests that MCS play a diagnostic role in that they provide 

managers with information enabling them at any time to judge whether or where their strategies 

may need alteration.  

In resource constrained environments like healthcare, where tight budgets mean that demand 

for services will always outstrip supply and effective resource allocation depends on accurate 

information from others (Anthony and Govindarajan 2007). Management control systems 

enable healthcare managers to monitor the use of resources closely and to locate areas where 

streamlining might occur. For example, with performance dashboards it is possible to track in 

real time how personnel are being used and patient flow patterns, giving managers the means 

also to optimize staffing levels, shore up weak points in delivery of care (Grigoroudis et al., 

2012). 

Management control systems enable healthcare organizations to continuously improve their 

processes by linking their future financial success and performance metrics of the 

present.Internal control tools that hospitals may use include activity based costing (ABC) and 

process improvement capabilities. By looking at provider practices and identifying 

opportunities to make changes, managers can reduce the cost of their patients' care.Because this 

way of accounting for activities allows hospitals to more accurately allocate costs to particular 

services or departments, ABC can highlight areas where resources are being squandered or 
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wasted. (Kaplan & Anderson, 2004) Such analysis is essential for healthcare organizations 

seeking to maximize their cost effectiveness without undermining the quality of patient care. 

II. Quality of healthcare services: theoretical and practical approaches  

1. Definition and dimensions of quality in healthcare services 

One popular model used to measure healthcare quality is the SERVQUAL model. It was 

introduced as an instrument intended for service organizations, but has been adapted for 

healthcare because its focus on patient perception. The model estimates quality by measuring 

the gap between patient expectations and actual services received across five key dimensions: 

tangibles, reliability, responsiveness, assurance and empathy. These dimensions cover a wide 

range of patient experience, from the physical environment of a healthcare facility (tangibles) 

to professionalism and compassion that healthcare providers exhibit (empathy). 

The model is especially suitable for the medical setting where patient expectations can vary a 

lot depending on individual needs, cultural differences and what type of medical services are 

provided. Despite its widespread use, SERVQUAL has attracted criticism for its overly narrow 

focus on patients knowing. It came under pressure to incorporate more objective indicators of 

health care quality.  

Figure 1:The SERVQUAL Model 

 

Source: Adopted from Parasuraman et al. (1988) 

Leading the way in this effort is the Donabedian Model,  Donabedian (1980) has described this 

model as a comprehensive scheme for measuring health services which divides quality into 

three interrelated components: structure, process and outcome. 

Referring to the settings where medical care occurs (and includes things like hospitals), this 

third quality dimension is called ‘structure of delivery.’ For example, in healthcare what kind 

would be: ‘Is there enough staff on duty?,’ ‘What’s the quality and modern level of equipment 

and buildings used in providing patient care and therapy? ’ Process actually refers to how 

healthcare is delivered: diagnosis, treatment, and patient follow up. It is concerned with whether 

clinical practice guidelines were followed or not (i.e., so that only the safe steps were taken). 
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Finally, the results of healthcare; to take one example, patient recovery rates and overall health 

improvement can be measured by others than medical experts alone. And in this regard at least 

donabedians models tends toward a more complete patient oriented view of quality care. These 

theoretical models point out the need to assess healthcare services along various dimensions. 

One of the most important dimensions is safety of patients. This means avoiding unnecessary 

discomfort and suffering to the patients in order to carry on providing care. Vincent et al(2001) 

defines patient safety as the treatment of errors or adverse effects and therefore safety is an 

essential part of good quality. In recent years patient safety has become a major focus for 

healthcare organizations around the world as reports of medical errors and preventable harm in 

hospitals grow. Tools like incident reporting systems, clinical audits checklists for safety have 

been widely implemented to recognize risks and promote better patient safety in healthcare 

systems everywhere” (Pronovost et al., 2006). 

Another important factor is " accessibility ", which means how easy it is for patients to get 

health care services  in other words whether they can get what they need when the need arises. 

According to Gulliford et al. (2002), Accessibility includes not just physical closeness to 

healthcare sites but also the range of services available, cost and absence from barriers like 

waiting times. In numerous healthcare systems, missing from low–income to middle income 

countries, access to care is hampered by the lack of resources, inadequate infrastructure and 

social inequalities. Improving accessibility is vital in making sure that everyone, no matter what 

his or her circumstances may be, receives treatment when needed and without unnecessary 

delay. 

“Productivity” makes for the third quality measure, It means how far resources can be extended 

to provide the most effective care. Porter and Teisberg (2006) claim that productivity in health 

services is not just about lowering costs but improving value for patients as well  an aspect 

known as quality. To do this, hospitals and clinics need more effective use of assets by 

eliminating waste and simplifying processes; they also have to cut out inessential tests or 

treatments across the board. However productivity is deeply connected with organization’s 

performance and sustainable development objectives, for hospitals must balance the 

imperatives for patient care against their economic realities of working within resource poor 

environments. 

2. Quality indicators and measurement methods 

To evaluate and enhance medical treatment, quality indicators and methods for assessing patient 

satisfaction are vital conventional fields of quality assurance in localization. The measurement 



 

 
 

www.africanscientificjournal.com                                                                                                      Page 1624 

African Scientific Journal 

ISSN :  2658-9311 

Vol : 03, Numéro 31 Aout 2025 

 

of these performance indicators not only gives quantifiable results that can be compared across 

institutions, but it also provides an organized approach to evaluating a health system in terms 

of outcomes for patients and system efficiencies overall. The management task for these 

measures is to help managers at medical institutions integrate them into their management 

systems in order to ensure truly high quality care. For example, patient satisfaction, waiting 

times and readmit rates are three key performance indicators. They offer different perspectives 

on healthcare performance satisfaction rates with care dimension; information about how long 

it takes to be seen after returning home from hospital etc., along with readmits rates shaped by 

factors such as health policies or location that affect infectious disease rates which have changed 

in recent years. However, interpreting and linking these indicators requires an understanding of 

the differences between quantitative as well as quality measures of healthcare performance. 

Another area where patient satisfaction functions as a health care quality indicator is in the 

medical sector. This metric reflects how patients perceive the care and experience they are given 

by physicians. In the words of Crow et al. (2002), patient satisfaction includes a host of factors 

that embrace various elements in which healthcare occurs: quality communication with medical 

staff personnel and not or how well mixed hospital nurses are, personal services offer to 

customers is also related solely on tip. High rates of patient satisfaction with their care highly 

correlate to adherence to his healing program, low incidence malpractice claims and good 

patient outcomes. On the other hand, Bleich et al. (2009) insist that because patient expectation 

can be subjective and people’s own sense of information is always influenced by personal 

experience, this makes it difficult for healthcare providers to completely control. Thus while 

patient satisfaction remains an important measure for assessing medical quality, it must be 

combined with more objective indicators in order to offer a comprehensive evaluation. 

Another telling sign of health care quality: how long patients have to wait for services, whether 

in an emergency department or scheduled surgery. Rones ( ) and long delaysunderstand 

whileincreasing system stress patience, therapies resultingIn the words of Ronen and Pliskin 

(2006), "Long delays are a bane of many healthcare admissions; they result in deteriorating 

patient conditions and lower satisfaction ratings for both patients and staff." In addition, waiting 

times as a quantitative index of system efficiency and capacity Research has shown that long 

waiting times are associated with patients' negative perceptions of treatment quality and 

heightened anxiety, particularly in emergency rooms.Many medical institutions lacking long 

teamwork have moved to streamlined organizational procedures. Especially inefficiencies in 

patient flow are found and removed by these attempts, resulting in less waiting times and better 



 

 
 

www.africanscientificjournal.com                                                                                                      Page 1625 

African Scientific Journal 

ISSN :  2658-9311 

Vol : 03, Numéro 31 Aout 2025 

 

service for patients. Be clear though that minimisation of waiting time should not compromise 

the level of care provided. Focusing too much on being fast over how completely treatment is 

rendered may indeed erode care quality, something that could well lead to negative patient 

outcomes. 

Another major indicator of healthcare quality are readmission rates, which reflect the 

percentage of discharged patients who are re hospitalized within a set time period    typically 

30 days. Readmission rates function as an index of the quality of care given during an initial 

hospital stay. A high readmission rate may mean one thing: poor discharge planning; little or 

no patient instruction or follow up care. According to Jencks et al. (2009), nearly one in five 

Medicare participants in the United States is readmitted to hospital within 30 days at an 

enormous cost to the health care system. Reducing readmission rates is a major focus of health 

care reform in this country today and includes such policies as the Hospital Readmissions 

Reduction Program (HRRP), which penalizes hospitals for high readmissions Unless indicated, 

the many factors leading to a patient's being readmitted are complex and multi faceted. Socio 

economic conditions, the patient's comorbidities, and external support systems all contribute to 

whether he or she will be readmitted. Therefore, while readmission rates provide important 

information on quality of care, they should be interpreted carefully and used in combination 

with other indicators if a total picture of healthcare performance is to emerge. An important 

consideration in defining healthcare quality as it relates to measurements, data collection, and 

the application of that data in assessing services is the distinction between quantitative and 

qualitative measures. Quantitative measures, such as waiting times and readmission rates, 

provide hard, verifiable numbers that can be used over time. (Donabedian; 2005). 

3. Factors influencing the quality of healthcare services 

Multiple factors can influence the quality of healthcare services, including human resources, 

internal processes, and continuous skill development. Healthcare has been greatly influenced 

by The availability, skills and motivation of health care professionals directly determines the 

quality of healthcare given. For a sliding function to have high output on either end demanding 

system, we Effective healthcare systems require well   trained and adequate staffed teams. These 

enterprises need their work done right during an emergency because lack of efficient personnel 

leads to delays in treatment, wasted resources and dissatisfying patient experiences. 

In his work Mosadeghrad (2014) identifies several examples Factors this author introduces 

include human resources, technology and internal processes. He stresses that medical staff must 

maintain high levels of professionalism and competence in order to ensure accurate diagnoses, 
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effective treatment. In casual conversation ''the nature of quality'' is also very important. Internal 

process quality, patient management systems, distribution of resources and communication 

protocol are all key. If processes are inefficient, then there will be care path congestions the 

patient is unhappy with its service of delivery, problems slip through the cracks. In systems 

science: "essence" indicates something like 

Interdisciplinary teamwork is another essential element in improving healthcare quality. With 

their research Nancarrow et al. (2013) produce ten principles for good interdisciplinary 

teamwork. Their research has shown that well functioning teams can enhance patient outcomes 

by promoting partnerships between various disciplines. In this way patients' needs are addressed 

as a whole, leaving no gaps in treatment and overall operational efficiency is increased.  

Continuing professional development is important for maintaining and upgrading the quality of 

healthcare. In their opinion Frenk et al. (2010) believe that health systems should allocate 

sufficient funds to the continuous education and technical training of health professional s. In 

their view this will prepare a workforce capable of meeting dramatically increased demands 

resulting from global health reform. They cast doubt on the idea as skills cannot be both 

functional and untainted. Not only does continuous skill development ensure that healthcare 

workers maintain their status, but it also improves their ability to offer patient centered care. 

III. Integration of management control and service quality in healthcare institutions  

1. Impact of management control on quality of care 

The impact on healthcare quality of management control is well documented. Effective 

management systems can improve key quality indicators such as error reduction, patient 

satisfaction and resource management. By using these systems, healthcare institutions can align 

their strategic goals with the operational process of service and ultimately improve service 

delivery in general. Anthony and Govindarajan (2007) thought manifestation control systems 

provides a framework which hospital administrators use to focus on results, optimize processes 

to improve costs and quality, ensure that sufficient care is taken in executing those standards of 

quality. For both environmental planning purposes (sustainability) and the provision of 

excellent patient service This concept becomes important. One case in which management 

control systems positively affect healthcare is the reduction of medical errors. Doolin said in 

his work, "Turning kicked cats into walking cats" (2004) that management control systems can 

reduce errors in medical procedures by having mechanisms such as performance tracking and 

regular audits for accountability checks. Such processes provide healthcare managers with real 

time feedback about clinical practices in order that any possible fault may be put right before it 
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impacts upon patient care. Hospitals equipped with complete and mature MCS suffer less from 

medication errors and show better patient safety indexes. Health care providers can discern 

where irregularities exist in treatment protocols with such information readily available to them 

at all times, hence making immediate corrections The field of MCS also has a beneficial impact 

on customer satisfaction. Organizations that have already implemented MCS can continually 

improve customer satisfaction through efficient delivery of timely care, resource allocation 

effective and good communication between staff and patients. The use of methods such as a 

balanced scorecard for healthcare managers enables a more extensive approach to monitoring 

such as patient satisfaction (Naranjo Gil and Hartmann 2007). As a result, organizations can 

head off the complaints of their patients before they arise and provide better services.  

2. Management tools and continuous improvement of healthcare services 

Management tools play a key role in the ongoing improvement of healthcare services that gives 

the strategy and policy to run such a system really support. One of the widely accepted tools 

for that purpose is the Balanced Scorecard(BSC) . Developed by Kaplan and Norton (1992) , it 

aims to provide comprehensive performance measurement by balancing financial and non 

financial metrics. In the healthcare industry, the BSC not only addresses financial sustainability, 

but also puts equal emphasis on patient satisfaction, internal management systems and 

continuous learning. By combining these viewpoints with its financial competitiveness 

orientation the BSC ensures that health care operators can achieve their dual target of making 

a profit and providing fair quality services. 

The BSC’s framework is especially significant in health care because it deals with the 

complexity of delivering patient care, which involves balancing quality with cost effectiveness. 

The BSC, as shown in Inamdar and Kaplan (2002) , has been successfully employed at hospitals 

to improve patient outcomes without losing financial control.  

A second critical ingredient in the continuous improvement of health care is for health care 

organizations to use their own quality specific performance measures (KPIs). KPIs are indices 

that healthcare providers implement in key aspects of their performance like patient safety, 

disease outbreaks, waiting times for treatment and outcomes from treatment. Taking Arah et al. 

(2006) as an example, monitoring KPIs allows health care managers to identify inefficiencies 

in their own internal process and take remedial action. For instance, keeping track of the rates 

of hospital acquired infections can result in stricter hygiene rules being introduced   one 

beneficial side effect being that it directly improves patient safety. 
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What's more, quality specific KPIs make benchmarking and continuous monitoring essential 

for continuous improvement. As Behn (2003) points out, real time monitoring through 

dashboards allows healthcare managers to make rapid adjustments in operational process, 

preventing delays and bottlenecks in patient care.  

3. Challenges and limitations of integration 

Healthcare institutions may encounter many difficulties when trying to use management control 

tools for quality improvement. The most frequently mentioned obstacles by Krasner include 

resistance to change, high costs, and getting suitable performance indicators for use in the health 

care sector. Burns and Scapens (2000) argue that resistance to change is often grounded in 

organizational culture, especially in healthcare where doctors may view management control 

tools as burdens rather than aids for patient care. These systems can also undermine the 

autonomy of medical professionals and add to their workload, which is why medical staff may 

resist them. 

As Abernethy and Chua (1996) point out, healthcare professionals often think that management 

control tools are too bureaucratic, thereby view them with skepticism and reluctance to accept 

those. For example management accounting systems can not only encourage effective 

management but also develop a culture among nurses of understanding and acting on patient 

needs rather than avoiding them because they are too much trouble to report properly. 

A further major hurdle lies in the high cost of such sophisticated management control systems. 

Kaplan and Norton (1996) stress that technical support, training and continued service for tools 

like the Balanced Scorecard require a company's investment in these disciplines. These costs 

may be beyond the financial capability of smaller healthcare establishments especially those 

with limited budgets to begin with. as well the upkeep of data collection mechanisms on an 

ongoing basis and educating staff involved all add up and together they become an obstacle for 

healthcare organizations to gain full traction from using this tool. 

  



 

 
 

www.africanscientificjournal.com                                                                                                      Page 1629 

African Scientific Journal 

ISSN :  2658-9311 

Vol : 03, Numéro 31 Aout 2025 

 

Conclusion  

Finally, the effective application of control tools in healthcare institutions can improve service 

quality and efficiency. Despite such challenges as opposition, high costs of adoption and the 

difficulty of adapting performance indicators to suit a medical setting, those obstacles are not 

insuperable. Overcoming resistance to change calls for active participation and engagement on 

the part of healthcare workers, so as to ensure a system that accords with clinical practices is 

established and seen as beneficial rather than an additional burden. 

Stepped implementation is one way to mitigate the high economic burden of this 

transformation: starting with simpler measures, institutions can later expand and ease into the 

innovative system at a bearable pace. In addition to that, setting specific performance indicators 

to take account of healthcare focussed outcomes such as patient safety and care quality is 

important if these tools are to stay relevant and effective in the future.  
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