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having neither to weigh thoughts nor measure words, but pouring them all
right out, just as they are, chaff and grain together; certain that a faithful hand
will take and sift them, keep what is worth keeping, and then with the breath
of kindness blow the rest away.

Dinah Mulock Craik
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PREFACE

his book is about managing health programs and projects. I provide infor-

mation drawn from a number of areas of management research and litera-
ture with the intent of helping the reader develop an evidence-based approach
to the practice of management in health programs and projects. A focused reader
will take away a solid overview of the current best practices in management that
apply to managing health programs and projects.

I think it is important to focus on managing at the level of programs and proj-
ects because these are the mechanisms through which a great many health ser-
vices are organized and provided in both the public health and private health
sectors. For example, at the prevention end of the health services spectrum, peo-
ple receive information about safe sex practices through health education pro-
grams, or learn how nutrition affects health. At the advanced acute care end of
the spectrum of services, individuals receive kidney transplants within the struc-
ture of relatively small transplant programs.

A persistent, decades-long trend has created ever larger and more elaborate
structures that organize and deliver health services throughout the industrialized
world. Evidence of this trend can be seen in the organization charts of major
public health agencies(such as California Department of Health Services
http://www.dhs.cahwnet.gov/home/organization/), as well as in the size and
complexity of large private-sector health care organizations (such as the Uni-
versity of Pittsburgh Medical Center http://www.upmc.com/Overview.htm).

Xv
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However, within these large and complex structures, public and private health
services often are provided directly through health programs and projects. A sub-
stantial amount of literature exists about managing large and complex public and
private-sector health agencies, organizations, and systems. I have contributed to
this literature myself. However, there is relatively little literature about manag-
ing at the level of health programs and projects, where so much of the direct de-
livery of health services increasingly occurs. This book focuses on management
in health programs and projects.

The intended audience for this book includes students in public health,
health management, and other health professions who wish to prepare them-
selves for the challenges of managing health programs and projects. Even those
who aspire to high-level positions in large agencies, organizations, and systems
are likely to begin their management careers at the level of programs and proj-
ects. The book is also intended for those in management positions who seek cur-
rent information about managing.

Health programs and projects are defined as groups of people and other
resources formally associated through intentionally designed relationships in
order to pursue desired results. Beyond this definition, programs and projects are
described as logic models, or depictions of how they are supposed to work. A
logic model presents a schematic picture of relationships among the inputs or re-
sources available to a program or project, the processes undertaken with the in-
puts, and the results the program or project is intended to achieve. It is not
possible to fully understand a program or project—or to manage it effectively—
without first understanding its logic model.

Health programs or projects target any of the determinants of health, such
as the physical environments in which people live and work, peoples’ behav-
ior, peoples’ biology, the social factors that affect people, or health services
provided to them. Thus, there is a broad array of health programs and projects.
Health programs and projects might focus, for example, on cancer care, nutri-
tion, geriatric care, women’s health services, palliative care, health education, mi-
grant worker health care, safe sex practices, cleaning up the physical
environment, cardiac rehabilitation, or smoking cessation. The most important
distinction between programs and projects is that projects form a subset of pro-
grams, distinguished by the fact that projects are time-limited. Projects have pre-
determined life cycles, while programs are managed as ongoing entities.
Otherwise, their management is essentially the same.

In both public and private sectors, health program or project management
is defined as the activities through which the desired outputs, outcomes, and im-
pact of a program or project are established and pursued through various
processes that use human and other resources. This definition of management



Preface

xvii

requires consideration of management work in terms of the activities that make
up the work.

All health program and project managers engage in three core activities as
they perform management work: strategizing, designing, and leading. In perform-
ing these core activities, managers also engage in other activities that facilitate
and support accomplishment of the core activities. These facilitative activities are
decision making, communicating, managing quality, and marketing. The core and fa-
cilitative activities that make up management work give this book its structure.

Chapter One, “Management Work,” provides an overview of management
work in health programs and projects, as well as some key definitions and con-
cepts, all of which serve as a framework for the remainder of the book. The cen-
terpiece of this chapter is Figure 1.4, which depicts the core and facilitative
activities of management work.

Chapter Two, “Strategizing the Future,” discusses how managers, often with
the involvement of others, establish the desired results to be achieved through
a program or project and conceptualize the means of accomplishing the goals.
This chapter is organized around how managers in an ongoing program or proj-
ect answer four critical questions:

What is the current situation of our program or project?

In what ways do we want our program or project’s situation to change in
the future?

How will we move our program or project to the preferred future state?

Are we making acceptable progress toward the desired future state?

Chapter Three, “Designing for Effectiveness,” discusses how managers shape
two important aspects of their programs and projects. Consideration is given
to how managers establish and revise the logic models of their programs and
projects. Consideration is also given to how managers establish and revise the
organization designs—the intentional patterns of relationships among human and
other resources—of their programs and projects.

Chapter Four, “Leading to Accomplish Desired Results,” defines leading by
managers as influencing others to understand and agree about what needs to be
done in order to achieve the desired results established for a program or project,
and facilitating the individual and collective contributions of others to achieving
the desired results. As managers seek to influence other participants to behave
in contributory ways, they must understand how to help them be motivated to
do so. Thus, the relationship between human motivation and success in lead-
ing is emphasized.
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Chapter Five, “Making Good Management Decisions,” focuses on deci-
sion making as a pervasive facilitative activity in management work, permeating
the core activities of strategizing, designing, and leading, as well as the other fa-
cilitative activities of communicating, managing quality, and marketing. Although
decision making is defined simply as making a choice from among alternatives,
the decision-making process is discussed in terms of seven steps: (1) becoming
aware that a decision must be made, whether the decision stems from a problem
or an opportunity; (2) defining in as much detail as possible the problem or op-
portunity; (3) developing relevant alternatives; (4) assessing the alternatives;
(5) choosing from among the alternatives; (6) implementing the decision; and
(7) evaluating the decision and making necessary follow-up decisions.

Chapter Six, “Communicating for Understanding,” discusses a facilitative
activity that is both vital to the successful performance of management work and
a challenge for managers. Communicating is described as an activity that involves
senders. Senders can be individuals, groups, or organizations, conveying ideas,
intentions, and information to receivers. Receivers can also be individuals,
groups, or organizations. Communication is effective when receivers understand
ideas, intentions, or information as senders intend, but several environmental
and interpersonal barriers must be overcome to communicate effectively. The
communicating activity is discussed as a key to managing relationships with a
program or project’s internal and external stakeholders.

Chapter Seven, “Managing Quality—Totally,” discusses why managers of
health programs and projects typically give a high priority to effectively man-
aging the quality of services provided. Not only is quality important to those who
receive the services of a program or project, quality is important to participants
who work in programs and projects. This chapter stresses that, above all else,
managing quality in a program or project requires a systematic approach. Three
principles that can guide managers in pursuit of what is called a total quality (TQ)
approach to managing quality in health programs and projects are presented:
patient/customer focus, continuous improvement, and teamwork.

Chapter Eight, “Commercial and Social Marketing,” as the title suggests, dis-
cusses two important ways managers of health programs and projects can use mar-
keting to facilitate success. The financial or commercial success of many programs
and projects is affected by the use of commercial marketing. In addition, especially in
programs and projects focused on health promotion and education, social marketing
is used in the provision of services. The so-called 4 Ps of successful commercial
marketing strategies are discussed: product or service, price, place, and promotion.
Social marketing is discussed in terms of using elements of commercial marketing
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to influence the voluntary behavior of individuals and groups of people for their
own benefit-and in some instances for the larger society’s benefit.

It is convenient for purposes of discussion or description to separate into in-
dividual chapters the core and facilitative activities that make up management
work. Doing so, however, might incorrectly suggest that the core and facilitative
activities are a series of separate activities, perhaps performed in a particular se-
quence. In practice, managers of health programs and projects engage in these ac-
tivities as a whole in which the various activities are highly interrelated and
interdependent. When managers integrate and perform the activities well, they are
more likely to be satisfied with the performance of their programs and projects,
and with the results achieved. My main purpose in writing this book, then, is to
help managers achieve desired levels of performance in health programs and proj-
ects and accomplish the results they seek through those programs and projects.
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CHAPTER ONE

MANAGEMENT WORK

ealth is often pursued through a variety of health programs and projects.

For example, when a young adult achieves academic success and starts a
promising career after overcoming a drug addiction, an effective treatment pro-
gram may deserve much of the credit for the turnaround. When a person with
type 2 diabetes leads an active and productive life, her health improvements
may well be attributed to a program that helps her understand the disease and
take an active role in controlling it. When a county health department mounts
a project to enroll children in an innovative insurance plan, the impact on those
children may be felt throughout a lifetime of better health.

One of the distinguishing characteristics of successful programs and projects
is how well their managers perform. This book is about the work these managers
do. This chapter provides an overview of management work in health programs
and projects, as well as some key definitions and concepts, all of which serve
as a framework for the remainder of the book. Management work is described
in terms of the core activities—strategizing, designing, and leading—managers
undertake in performing this work. After reading this chapter, the reader should
be able to do the following:

* Define health, health programs and projects, and management
* Understand the core and facilitative activities of managers’ work
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* Understand the roles managers play as they do management work

* Appreciate the underlying skills and competencies used by managers in doing
management work

* Understand the importance of applying well-developed personal ethical stan-
dards in doing management work

As a backdrop for considering management work, it is important to know
that three distinct types of work occur in health programs and projects (Charns
and Gittell 2000). Direct work entails the actual provision of services or creation
of products for which a program or project exists. This type of work is done by
counselors, nurses, therapists, physicians, health educators, and others who form
what Mintzberg (1983) terms the “operating core” of a program or project.

A second type of work done in health programs and projects is support work.
This work is a necessary and facilitative adjunct to the direct work. In health pro-
grams and projects, people performing support work are involved in such ac-
tivities as fund raising and development, recruiting patients for a clinical trial,
providing legal counsel, marketing a program or enhancing public relations for
a project, or providing accounting and financial services.

The third type of work done in health programs and projects is management
work. This work involves establishing—often with the direct participation of
others—the results a program or project is intended to achieve and creating the
circumstances through which the direct work, aided by support work, can lead
to the desired results.

An example will clarify the different types of work. A manager may estab-
lish the desired result of a project as enrolling one thousand children in an in-
novative insurance plan. The act of enrolling children in the plan is the direct
work of the project. The manager may also arrange for publicity about the plan
to increase awareness and encourage enrollment. The provision of publicity is
support work. Establishing the desired result, assigning and training project staff
to help parents or guardians enroll children, and arranging for publicity is man-
agement work.

As we will see in this chapter, there are two basic ways to assess and study
management work. It can be approached in terms of the activities managers en-
gage in as they do their work and in terms of the roles they play in performing
this work. We will examine management work from both perspectives. We will
also discuss the skills and competencies needed to do management work well. Be-
fore considering management work, however, it will be useful to define key terms
such as health, health programs and projects, and management.
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Health and Health Determinants

The World Health Organization (http://www.who.int.htm) provides a long-
standing definition of Aealth as the “state of complete physical, mental, and social
well-being, and not merely the absence of disease or infirmity” (World Health
Organization 1948, p. 100). Another version of this definition views health as a
state in which the biological and clinical indicators of organ function are maxi-
mized and in which physical, mental, and role functioning in everyday life are
also maximized (Brook and McGlynn 1991). The state of health in human be-
ings is a function of many variables, or Aealth determinants, as they are often called.
The wide variety of determinants means that health programs and projects have
an enormous range of possible foci.

Health determinants for individuals or populations include the physical
environments in which people live and work; their behaviors; their biology
(genetic makeup and the physical and mental health conditions acquired during
life); a host of social factors that include economic circumstances, socioeconomic
position in society, income distribution, discrimination based on factors such as
race/ethnicity, gender, or sexual orientation, and the availability of social net-
works and social support; and the health services to which they have access
(Evans, Barer, and Marmor 1994; Berkman and Kawachi 2000). Health programs
and projects can be focused on any of these determinants, as well as on combi-
nations of them.

Health Programs and Projects as Logic Models and as
Organizations

The most useful way to get a clear picture of what a program is and does is to
think of it as a theory (Patton 1997; Weiss 1998) or hypothesis. Like all theories, the
theory of a program or project is simply a plausible, sensible model of how it is
supposed to work (Bickman 1987). The way a program or project is intended
to work can be described as a theory or hypothesis by developing a series of if,
then statements about it. For example, a particular program or project can be
characterized as follows: Jfresources a, b, and c are assembled; and #hen processed
by doing m, n, and o with the resources; and ifthe processing is done well, then
the results will be x, y, and z. Using its underlying theory or hypothesis as a guide-
line, any program or project can be described in terms of the inputs available for
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it to use, the processes it undertakes with the resources, and the results it achieves
by processing the resources.

Implicit in the hypothesis or theory of a program or project is its underlying
rationale or logic (Renger and Titcomb 2002). In fact, for any program or proj-
ect, it is possible to draw a logic model of how it is supposed to work (W. K.
Kellogg Foundation 2001). A logic model presents a schematic picture of
the relationships among the inputs or resources available to a program or proj-
ect, the processes undertaken with the inputs, and the results the program or
project is intended to achieve. Figure 1.1 depicts a basic logic model for a
program or project.

This logic model shows how inputs and resources are processed in attempting to
accomplish the program or project’s desired results in the form of outputs, out-
comes, and ultimately impact. In effect, the logic model provides a road map of
how a program or project is intended to work. There is a feedback loop from de-
sired results to inputs and resources and processes indicating that adjustments
will be necessary in them in an ongoing program or project. Very importantly,
it shows the program or project existing within a larger external environment.

The external environment of a program or project includes many variables
that can influence its performance. These are illustrated in Figure 1.1 by the
arrow that flows from the environment into the program or project’s logic model.
These external variables include everything from the cultural milieu of the com-
munity in which the program or project is undertaken to its physical climate. It
also includes economic conditions, the state of health of the population the pro-
gram or project might serve, housing patterns, demographic patterns, political
environment, background and experiences of program participants, media in-
fluence, public policies, and the priorities and resources of the larger organiza-
tion in which a program or project may be embedded.

External variables can influence almost everything about a program or proj-
ect including whom it seeks to serve, the extent of recipients’ needs for the pro-
gram or project’s services, the resources available to the program or project,
the quality of its staff and volunteers, how smoothly implementation occurs, and
the pace at which results are seen. A program or project cannot be completely
separated from its external environment. All programs and projects are affected
by and affect their external environments.

The results of a program or project flow out into its external environment.
This is shown in Figure 1.1 by the arrow that flows outward into the external en-
vironment. This arrow means that the outputs, outcomes, and impact of a pro-
gram or project flow outward and affect the individuals and populations that it
serves. The concept of the logic model of a program or project will be useful
throughout this book, beginning with how we think about programs and projects
as organizations.
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A program or project cannot exist as a theory or hypothesis. Actual programs
and projects take the form of groups of people and other resources formally as-
sociated with each other through intentionally designed patterns of relationships
in order to pursue some pre-established results. That is they exist as organizations,
albeit rather small ones. Organizations can be very large, involving thousands of
participants. Expansive integrated health care systems or state health depart-
ments, for example, are large organizations. Even though programs and projects
are typically much smaller than such organizations, they meet the definition of
organizations. Programs and projects can be defined as groups of people and
other resources formally associated with each other through intentionally de-
signed patterns of relationships in order to pursue desired results.

Programs or projects that pertain to any of the determinants of health noted
previously are health programs or projects. Thus health programs and projects address
some aspect of the physical environments in which people live and work, as well as
their behaviors, their biology, the social factors that affect them, and health services.

Programs and projects differ in only one major respect, although this dif-
ference is important in managing them. Projects are a subset of programs that
are time-limited. That is, a project has a pre-determined life cycle, and a program
has an indeterminate life cycle. The duration of a project is scheduled at its begin-
ning, although some run for longer or shorter durations than originally planned
because of changing circumstances. Projects have specific beginning and ending
points (Frame 2003). Programs have indeterminate life expectancies in that they
are expected to go on indefinitely.

Figure 1.2 graphically depicts a project life cycle. Assume that the project is in-
tended to conduct diabetes screenings at an annual health fair. The curve reflects
the consumption of human, financial, and material resources during the life cycle
of the project. A gradual build up of activity during which arrangements are made
for the conduct of the screenings precedes the peak of activity when the actual
conduct of the screenings occurs. The peak is followed immediately by the proj-
ect’s conclusion and termination.

Examples of health programs include those in cancer care, cardiac rehabili-
tation, data and statistics, geriatrics, health education, home care, palliative care,
prevention, promotion, research and development, substance abuse, wellness,
and women’s health. Less obvious examples of health programs include hous-
ing programs, job training, or programs to clean up the physical environment,
as well as programs aimed at reducing ignorance, discrimination, or poverty.
These less obvious examples are also health programs because they also address
one or another health determinant. Appendix A provides a brief description of
a health program embedded in the Glendale Adventist Medical Center, Hearts
N’ Health. Note the ongoing nature of this program reflected in the final para-
graph of the description.
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FIGURE 1.2. A PROJECT'S LIFE CYCLE.

Resource Use

» Time
Screening

Examples of health projects include research or demonstration projects per-
taining to a health determinant, as well as projects to promote seat belt use,
healthier eating, or safe sex practices. Projects also may be designed to achieve
some specific physical or intellectual purpose within a larger program or orga-
nization, such as designing and equipping a laboratory, training staff members
in a new protocol or how to use some new technology, designing an information
system, or developing a strategic plan or a new accounting system. Appendix B
provides a brief overview of a project embedded in the Office of Minority Health,
U.S. Department of Health and Human Services, to develop a set of national
standards for culturally and linguistically appropriate health services. Note that
the project terminated with the publication of the standards as reflected in the
final paragraph of the overview.

Typically, health programs and projects are embedded within larger orga-
nizational settings or homes, such as health departments, hospitals, health plans,
nonprofit organizations or agencies, long-term care organizations, or large inte-
grated health systems. Both the program and the project illustrated in Appen-
dices A and B are embedded in larger organizations; one is embedded in a public
health agency of the federal government and the other in a private health care
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organization. It is possible for a program, however, to be freestanding from
any other organization, perhaps having its own governing board. When health
programs and projects are embedded within larger organizations like depart-
ments and other sub-divisions of the larger organizations, it is useful to think of
these programs and projects as organizations within organizations.

Program and Project Management

Program or project management is defined as the activities through which the
desired outputs, outcomes, and impact of a program or project are established
and pursued through various processes using human and other resources. Fol-
lowing the basic logic model of a program or project shown in Figure 1.1, it can
be seen that managers, often with help from other participants in a program or
project, seek to accomplish the following:

* Determine a program or project’s desired outputs, outcomes, and impact
* Assemble the necessary inputs and resources to achieve the desired results

* Determine the processes necessary to accomplish the desired results and en-
sure that the processes are carried out effectively and efficiently

* Do the things noted previously while analyzing variables in the program or
project’s external environment, assessing their importance and relevance, and
responding to them appropriately

In performing management work, managers engage in an interrelated set of
activities and play a mosaic of interconnected roles, both of which are facilitated
by possession and use of certain skills and competencies. The activities in which
managers engage as they manage and the roles they play as they perform man-
agement work are considered in the next section.

The Work of Managers: Activities and Roles

This book is organized and presented around the activities that managers engage
in as they manage. Focusing on activities is sometimes called a functional ap-
proach to the work of managers. In addition to performing sets of interconnected
activities, managers also play certain roles as they do management work. In per-
forming activities or playing roles, managers rely upon certain skills and compe-
tencies to do their work well.
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This section introduces the activities managers engage in as they perform
management work, the roles played in doing this work, and the skills and com-
petencies needed to do this work. Throughout this section and in the more in-
depth discussions to follow in the book, the descriptions of and the prescriptions
and recommendations about the activities that managers engage in as they per-
form management work reflect evidence-based management. Practicing evidence-
based management means that managers, like clinicians practicing evidence-based

medicine, base their professional work on empirical evidence from management
research (Kovner, Elton, and Billings 2000; Walshe and Rundall 2001).

The Core Activities in Management Work

All health program and project managers engage in three core activities as they
perform management work: strategizing, designing, and leading (Zuckerman and
Dowling 1997). In performing these core activities, managers also engage in other
activities that facilitate and support accomplishment of the core activities. These
facilitative activities are briefly discussed later in this chapter; a subsequent chap-
ter is devoted to each of the activities. The core strategizing, designing, and lead-
ing activities of management work are shown in Figure 1.3 and are discussed
briefly in the following sections. More detailed discussions of these activities fol-
low in subsequent chapters.

Strategizing. The work that managers do when establishing the outputs, out-
comes, and impact desired for their programs and projects—and when concep-
tualizing the means of accomplishing them—is strategizing. Although the relative
degree of complexity may vary, managers of all programs and projects engage

FIGURE 1.3. THE CORE ACTIVITIES IN MANAGEMENT WORK.
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in strategizing activities as part of performing management work. This activity
also helps managers adapt their programs and projects to the challenges and op-
portunities presented by their external environments (Ginter, Swayne, and
Duncan 2002).

The aim of strategizing is to achieve an integrated set of direct, support, and
management work sufficient to establish and achieve the results envisioned for
a program or project. Effective strategizing lays the foundation for designing ef-
fective relationships among people and other resources necessary to achieve de-
sired results. It also provides the blueprint managers use in leading others in
contributing to their achievement.

There are a number of reasons why strategizing activities are so crucial to
the success of health programs and projects. Perhaps none is more important
than the simple fact that this activity focuses attention on desired results. Good
strategizing yields statements of intended outputs, outcomes, and impact, and
conceptualizes the means through which these can be achieved. In this way strate-
gizing contributes to the coordination and integration of the actions of all par-
ticipants in a program or project toward shared purposes.

Another reason strategizing is important is that it helps offset the pervasive
uncertainty that health programs and projects face. When managers think about
the future in systematic ways and plan for contingencies that can be imagined or
foreseen, they greatly reduce the chances of being caught unprepared. Uncer-
tainty cannot be eliminated, but it can be prepared for through strategizing. Con-
ditions of uncertainty require that programs and projects be adaptable and
flexible, which makes strategizing critical.

A third reason strategizing is important is that it enhances efficiency and ef-
fectiveness. It facilitates the substitution of coordinated and integrated effort in place
of random activity, controlled flow of work in place of uneven flow, and careful
decisions in place of snap judgments. As demands increase for programs and proj-
ects to be operated efficiently and effectively, the value of strategizing increases.

Finally, strategizing in health programs and projects is important because it
facilitates managers’ efforts to assess and control results in their programs or proj-
ects. Controlling relies upon comparing actual results with some predetermined
desired result and taking corrective actions when actual results do not match de-
sired results. Good strategizing yields statements of desired results against which
actual results can be compared.

Control techniques are based upon the same basic elements regardless of
whether quality, cost, participant or patient and customer satisfaction, or some
other variable is being controlled. Controlling, wherever it occurs, involves four
steps: (1) establishing standards or desired results, (2) measuring performance,
(3) comparing actual results with standards or desired results, and (4) correcting
deviations from standards or desired results when they occur.
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Designing. Designingis the work managers do when establishing the initial logic
models of their programs and projects and subsequently reshaping them as cir-
cumstances change. Managers are also designing when they establish the inten-
tional patterns of relationships among human and other resources within their
programs and projects and when they establish the relationship of the program
or project to its external environment, including, when relevant, to the larger or-
ganizational homes in which it is embedded.

Guided by the requirements of a program or project’s logic model, designing
activities permit managers to design and build an organizational structure. This
includes assembling the necessary inputs and resources for the program or project.
Because human resources are a key resource in all programs and projects, desig-
nating individual positions and aggregating or clustering these positions into the work
groups, teams or other subunits of a program or project is a critical aspect of a man-
ager’s designing activity. The number and type of individual positions are typically
determined by how a program or project’s work is divided and specialized.

In larger programs or projects, designing activity may also include cluster-
ing work groups into divisions or other units, as well as determining how the var-
ious work groups and clusters of work groups are integrated and coordinated.
Depending upon circumstances, designing may also involve relating a program
or project to a larger organizational home. For example, a program embedded
in a county health department must fit within its larger organizational home. A
program manager in such a setting may report to a superior in the larger orga-
nizational home.

The pattern of relationships among the human and other resources that re-
sults from designing activities is called the organization design of a program or proj-
ect. Staffing involves the specific activities of attracting and retaining people to
occupy the positions in an organization design, and is thus a vital part of orga-
nizing a program or project. In addition to relying upon paid staff, some pro-
grams or projects use volunteers.

In practice, organization design proceeds from individual positions through
a clustering of positions into work groups, which may serve as subunits of a
program or project, or may be the entire program or project. For programs
and projects embedded in larger organizations, clustering of work groups forms
the organization design of programs, projects, departments, and the larger sub-
divisions of the organization. Eventually, clustering produces an entire organi-
zation and perhaps even a system of inter-connected organizations.

Successful designs in health programs and projects, as well as in larger or-
ganizations, depend upon appropriate distributions of authority and responsibility
as the organization is built up through successive rounds of clustering. Author-
ity is the power one derives from a position in an organization design. Respon-
sibility can be thought of as the obligation to execute work, whether it is direct,
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support, or management work. All participants in programs and projects have
responsibilities as a result of their positions. The source of responsibility is one’s
organizational superior in the organization design. By delegating responsibility
to an organizational subordinate, the superior creates a relationship based on mu-
tual obligations between superior and subordinate.

Effective organization designs achieve a balance between authority and re-
sponsibility. When responsibility is given to a participant, that person must also
be given the necessary authority to make commitments, use resources, and take
the actions necessary to fulfill the responsibility.

Depending upon the circumstances of a program or project, a challenge
for its design can be the degree of coordination required among participants. There
is a correlation between the degree to which a program or project’s work is di-
vided and the need for attention to coordination among participants. The more
differentiated the work is, the more important—and often more difficult—the co-
ordination task is likely to be. For example, in the project to enroll children in
an innovative health plan described previously, the work would not be highly
differentiated. In contrast, a large program in women’s health would involve
many different people performing highly differentiated work. Coordination
would be more of a challenge in the latter case.

Health programs and projects, and certainly the larger organizations in which
many of them are embedded, are often characterized by considerable division
of work into a number of professional and technical jobs. The work done in these
settings is so often performed by such a variety of workers that very significant
coordination problems arise. In addition, the direct, support, and management
work in most programs and projects are highly interdependent. This condition
of functional interdependence makes achieving coordination an important as-
pect of the organization design of a program or project.

Another key to successful health program and project organization designs
is the inclusion of features that minimize and resolve conflictamong participants.
Individuals participating in programs or projects may perceive missions or ob-
jectives differently or may favor various pathways to their fulfillment. Conflict
may arise between and among any of the various participants in a program or
project, as well as with others outside the program or project.

Conflict involving two or more individuals within a program or project, as
well as conflict between a program and its organizational home or other entities,
may arise. In fact, both forms of conflict should be anticipated and can be ad-
dressed at least partially through organization design. Even such low levels of
conflict as those evidenced by some participants disliking other participants or
having difficulty in getting along with others can reduce performance in a pro-
gram or project. Thus, the prevention or resolution of conflict is an important
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aspect of successful organization designs; effective designs for programs and proj-
ects facilitate the management of conflict.

In combination, a program’s logic model and its organization design pro-
vide a comprehensive snapshot of the program, what it intends to accomplish,
and how it intends to accomplish its desired results. The snapshot provides guid-
ance for the third core activity managers engage in as they do management work,

leading.

Leading. The work managers do when influencing other participants to con-
tribute to the performance of their programs or projects is leading. No matter how
well a manager strategizes and designs, a program or project’s success also de-
pends upon the manager effectively leading.

In leading the other participants in a program or project, managers seek to
instill in them a shared vision of a program or project’s logic model, and stimu-
late determined efforts to make the model work. As leaders, managers focus on
the various decisions and actions that affect the entire undertaking, including
those intended to ensure the program or project’s survival and overall well-being.
Leading also requires managers to help participants be motivatedto contribute to
the program or project.

Leading successfully in any setting is a challenge. It is especially so in pro-
grams and projects where leaders must satisfy diverse constituencies. Not only
must the needs and preferences of a program or project’s patients/customers,
which themselves are not likely to be homogeneous in their needs and prefer-
ences, be taken into account, but so must the needs and preferences of other par-
ticipants. Only rarely are the needs and preferences of all participants in a
program or project in harmony.

As Figure 1.3 illustrates, the core activities of managers are interrelated. Lead-
ing is not done in isolation from designing and strategizing. How well man-
agers engage in one of the core activities affects their performance in the others.
In addition to these core activities of management work, managers engage in a
number of other activities that support and facilitate their performance of the
core activities. These facilitative activities are considered next and permit us to
create a more complete mosaic of the activities that make up management work.

The Facilitative Activities in Management Work

Managers engage in decision making and communicating as they perform the core
activities of strategizing, designing, and leading. Increasingly, managers of pro-
grams and projects also engage in managing quality and marketing as they seek
to assure the success of their programs and projects. Thus, Figure 1.3 can be
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expanded into a more complete picture of the activities performed in manage-
ment work. Figure 1.4 shows the facilitative activities of decision making, com-
municating, managing quality, and marketing intertwined with the core activities
of management work.

Decision Making. Decision-making activities permeate all management work,
facilitating a manager’s performance of the core activities of strategizing, de-
signing, and leading. Managers make decisions when desired results are estab-
lished in a program or project’s logic model through strategizing, or when
alterations are made in a program or project’s organization design or logic model.
In fact, not only are designs subject to change, but all management work is per-
formed in a dynamic context that requires continual decision making to mod-
ify such variables as results, means, tasks, technologies, and people.

Decision making is simply making a choice between two or more alternatives.
The myriad decisions that program and project managers face can be divided into
two subsets: problem-solving decisions and opportunistic decisions (DuBrin 2003).
Problem-solving decisions are made in order to solve existing or anticipated prob-
lems. Opportunistic decisions are typically sporadic and arise with opportuni-
ties to advance accomplishment of a program or project’s intended results.

Communicating. Just as decision-making activities permeate all management
work, communicating activities are also ubiquitous in facilitating a manager’s per-
formance of the core activities of strategizing, designing, and leading. For ex-
ample, managers who can effectively articulate and communicate their ideas and

FIGURE 1.4. THE CORE AND FACILITATIVE
ACTIVITIES IN MANAGEMENT WORK.
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preferences have a distinct advantage in leading a program or project’s partici-
pants. If participants are to be involved in designing logic models and organi-
zation designs, communicating is vital, and if these designs are to be understood
by those affected by them, details of the designs must be effectively communi-
cated. Communicating is essential in developing strategies for a program or proj-
ect and in sharing the strategies with stakeholders inside and outside the program
or project.

Communicating involves senders (who can be individuals, groups, or orga-
nizations) conveying ideas, intentions, and information to receivers (who can also
be individuals, groups, or organizations). Communication is effective when re-
ceivers understand ideas, intentions, or information as senders intend. Managers
in health programs and projects must be concerned with communication on two
levels. They concern themselves extensively with communicating with internal
stakeholders in their programs or projects, as well as with communicating be-
tween the program or project and other stakeholders in its external environment.

Managing Quality. In successfully managing health programs and projects, man-
agers are heavily involved in managing quality. Not only is quality obviously im-
portant to those to whom services are provided, it is also important to the people
who work in programs and projects. For example, it has been shown that work-
ing in environments characterized by efforts to continuously improve quality
yields higher levels of satisfaction with work for participants (Berlowitz and
others 2003).

In what we will call a total quality (TQ) approach in this book, managers are
guided by the application of three principles as they seek to manage quality:
focusing on the patients/customers of their program or project, striving for
continuous improvement, and fostering teamwork (Dean and Bowen 1994).
A patient/customer focus means identifying what a program or project’s patients/
customers need and want and then developing and delivering services that sat-
isfy those needs and wants. Continuous improvement means making a com-
mitment to continuous efforts to examine the processes through which services
are provided in search of better ways to provide them. Teamwork is emphasized
in a TQ approach because quality is a collective responsibility of all those in-
volved in a program or project.

Marketing. The boundary between a program or project and its external envi-
ronment is important territory for its manager. Managers use marketing to effec-
tively cross these boundaries. The purpose of marketing is to bring about
voluntary exchanges of values with others for the purpose of achieving the pro-
gram or project’s objectives. Others in the external environment that can be
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reached through marketing activities include potential direct patients/customers
for a program or project’s services, as well as people who can influence patients/
customers. Engaging in exchanges with patients and customers is critical to the
success of most programs or projects, especially when services for sale are offered.

In addition to patients/customers, successful programs and projects engage
in voluntary exchanges with physicians and other health care providers who are
in a position to refer patients or consumers, and with insurers and health plans
who may permit or limit use of a program or project’s services by their sub-
scribers or members. Similarly, voluntary exchanges are made with potential em-
ployees and perhaps with donors, volunteers, and organizations in which a
program or project is embedded. All of these exchanges are supported and fa-
cilitated through marketing.

It is important to stress the interdependence among the full set of activities
shown in Figure 1.4, including the core activities of management work (strate-
gizing, designing, and leading) and the facilitative activities of decision making,
communicating, managing quality, and marketing. Although it is convenient to
separate activities for purposes of discussion or description, the danger in doing
so is that it may seem that managing is a series of separate activities, perhaps per-
formed in a particular sequence. In practice, managers do not perform the ac-
tivities noted earlier separately—and certainly not in a fixed sequence.

The mosaic of core and facilitative activities that managers engage in as they
do management work as shown in Figure 1.4 guides the outline for the remain-
ing chapters of this book as follows:

Chapter Two Strategizing the Future

Chapter Three Designing for Effectiveness

Chapter Four Leading to Accomplish Desired Results
Chapter Five Making Good Management Decisions
Chapter Six Communicating for Understanding

Chapter Seven Managing Quality—Totally
Chapter Eight Commercial and Social Marketing

As subsequent chapters are read, it may be useful from time to time to revisit
Figure 1.4 to review how the activities being described fit together into the mosaic of
activities that make up management work. Before examining the activities that make
up management work in detail, however, it will be useful to consider this work from
another vantage point—the roles managers play as they perform management work.
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Roles Played by Managers: The Mintzberg Model

Although it was conducted decades ago and did not focus specifically on man-
agers of health programs or projects, an important study of management work
has direct applicability to considering the work of managers in programs and
projects. Henry Mintzberg (1973; 1975) observed a sample of managers over a
period of time, recorded and analyzed what they did, and concluded that man-
agement work can be described meaningfully in terms of three categories of in-
terrelated roles that all managers play. Thus, another way to examine the work
of managers is to think about the different roles they play.

Roles are the typical or customary sets of behaviors that accompany particu-
lar positions. Teachers play identifiable roles in schools, quarterbacks play defined
roles on football teams, and managers play roles as they perform management
work. Mintzberg concluded that managers, simply because they are managers,
must adopt certain patterns of behavior when doing management work.

He saw the work of managers as a series of three broad categories of roles—
interpersonal, informational, and decisional-with each category composed of a
number of separate and distinct roles as summarized in Figure 1.5.

FIGURE 1.5. THE MANAGER’S ROLES.

* Interpersonal Roles
o Figurehead
o Influencer (leader)
o Liaison

¢ Informational Roles
o Monitor
o Disseminator
o Spokesperson

* Decisional Roles
o Entreprenuer
o Disturbance handler
o Resource allocator
o Negotiator
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Interpersonal Roles. In Mintzberg’s view, all managers play interpersonal roles as
figurehead, influencer or leader, and liaison. The figurehead role is played as
managers engage in ceremonial and symbolic activities such as presiding over
the opening of an additional site for a program or giving a speech to a graduat-
ing class of speech pathology students. Managers play their influencer or leader
roles when they seek to inspire or help others to be motivated to higher levels of
performance or when they set examples through their own behavior. Liaison
roles involve managers making formal and informal contacts inside their pro-
gram or project and also with external stakeholders. Managers usually pursue li-
aison roles in order to establish relationships that will help them achieve the
program or project’s mission and objectives.

Informational Roles. As Figure 1.5 illustrates, Mintzberg also ascribes a category
of informational roles to managers in which they serve as monitors, disseminators,
and spokespersons. In their monitor roles, managers gather information from their
networks of contacts—including those established in their liaison roles—filter the
information, evaluate it, and choose how to act as a result of the information. Their
disseminator roles grow out of access to information and their ability to choose
what to do with the information they obtain. In dissemination, managers have
many choices about whom, inside and outside their programs or projects, they
route information to. The third informational role, the spokesperson role, is re-
lated to managers’ figurehead roles. As spokespeople, managers communicate in-
formation about their programs or projects to internal and external stakeholders.

Decisional Roles. The third category of roles managers play in Mintzberg’s
model, decisional roles, includes entrepreneur, disturbance handler, resource al-
locator, and negotiator roles. In their roles as entrepreneurs, managers function
as initiators and designers of changes intended to improve performance in their
programs or projects. When playing this role, managers are acting as change
agents. In their disturbance handler roles, managers decide how to handle a wide
variety of disturbances (for example problems or issues) that arise as they carry
out their daily work routines. A program manager may face disturbances created
by participants, by a regulatory agency, or by the actions of a competitor. Even
a heavy snowfall that makes it impossible for key participants to come to work
can be a significant disturbance. The ability to handle disturbances is an impor-
tant determinant of managerial success in programs and projects.

In playing the resource allocator role, managers must allocate human and
other resources among alternative uses. As resources become constrained,
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decisions about resource allocation become more difficult and more important.
In their negotiator roles, managers interact and bargain with participants, sup-
pliers, regulators, customers or patients, and others who have some relation-
ship to their program or project. Negotiating includes deciding what objectives
or outcomes to seek through negotiation, as well as deciding what techniques will
be used in conducting the negotiations they enter.

The ten managerial roles shown in Figure 1.5 cannot really be neatly sepa-
rated. In practice, they are closely intertwined into a gestalt, or an integrated
whole. Management work is not merely the algebraic sum of these ten roles, but
is much more. When the interconnected roles are each played well, the result
is synergistic. Being a good negotiator makes a manager a better disturbance han-
dler. Playing the informational roles effectively improves performance in the de-
cisional roles because this provides managers with better information upon which
to base their decisions.

Most, if not all, of the activities managers engage in as they manage their
programs and projects can be categorized into one or more of the core or facil-
itative activities depicted in Figure 1.4. Similarly, the roles managers play are
comprehensively summarized in Figure 1.5. However, descriptions of these ac-
tivities and roles say very little about the skills or competencies needed to perform
the activities or play the roles well. Thus, another important element in under-
standing management work is to understand the skills and competencies upon
which successful managers rely.

Skills and Competencies That Underpin Management Work

Katz (1974) has identified three types of skills effective managers use: technical,
conceptual, and human or interpersonal. The technical skills of managers, like
the technical skills of a physical therapist or a nurse, are apparent as they do their
work. A manager’s work to counsel a participant in a program about performance,
or develop a budget for a project requires technical skills. Human or interpersonal
skills are the abilities of managers to get along with other people, to understand
them, and to lead them in the workplace. Conceptual skills reflect the mental abil-
ities of managers to visualize the complex interrelationships that exist in a work-
place. For example, relationships may exist between and among a program and
other departments or units in its organizational home. Relationships may also exist
between participants in a program and other components of the external envi-
ronment. Conceptual skills permit managers to understand how factors in par-
ticular situations fit together and interact with one another. Conceptual skills are
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clearly reflected in the quality of a program or project’s logic model and organi-
zation design.

Managers Use Different Mixes of Skills. Not all managers use conceptual, tech-
nical, and human skills to the same degree or in the same mix, although every
manager relies on all three types of skills in performing management work. For
example, the management work that takes place in a very large program pro-
viding health education services could require three different levels of manage-
ment and three different mixes of technical, human, and conceptual skills. The
program manager would be vitally concerned about the overall performance
of the program and how it fits within its larger environment. If this program were
housed in a hospital, for example, the manager would be concerned about how
the program fits into the total picture of the hospital and its plans, including
how the program might grow in the future. Such concerns would require a heavy
dependence on conceptual skills.

The large health education program might have major subdivisions (such as
one that focuses on services offered to individual clients and another to pro-
vide services to employers for their employees), each with its own division di-
rector. These middle-level managers would rely more on their technical skills
than on conceptual or human skills, although like all managers they would use
all the skills to a degree. In this program the division managers spend much of
their time troubleshooting the health education services provided by their divi-
sion; they may be required to constantly make decisions on the basis of techni-
cal knowledge.

In contrast to the program manager and the two division directors, a health
educator who is the account manager in charge of a team providing services to
a single employer might use a considerable amount of technical skill because
in addition to being a first-level manager, this individual must provide health ed-
ucation services. However, this manager would also be required to use human
skills on the job more than either the program manager or the division directors,
because almost all of this person’s work involves direct contact with the other ed-
ucators on the team. This variation in the mixes of these three types of skills used
in management work can be seen in Figure 1.6.

Competencies Needed to Manage Effectively

Longest (1998a) extends the Katz model of skills required of managers to a
broader set of what are called competencies, which he defines as clusters of knowl-
edge and skill in using the knowledge. In this somewhat broader approach, with
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FIGURE 1.6. RELATIVE MIXES OF SKILLS NEEDED FOR EFFECTIVE
MANAGEMENT WORK IN A LARGE PROGRAM.

Program Manager Division Director Account Manager
Conceptual Conceptual
Conceptual
Human
Human
Human
Technical
Technical
Technical

some overlap with the Katz model, the competencies useful to program and proj-
ect managers are as follows:

* Conceptual

* Technical (managerial and clinical)
* Interpersonal and collaborative

* Political

+ Commercial

Governance is also a useful competency for those whose programs or proj-
ects are freestanding rather than embedded in larger organizations.

Conceptual Competency. In all settings, managers must be able to envision
the places and roles of their programs or projects within their larger contexts.
This may mean envisioning places and roles in the larger society, as well as in
the organizational home in which a program or project is embedded. This com-
petency also allows managers to visualize the complex interrelationships in their
workplaces—relationships among participants within a program or project, as well
as relationships of the program or project to other units of an organization or
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external entities with which it interacts. In short, adequate conceptual compe-
tency allows managers to identify, understand, and interact with their program
or project’s myriad external and internal stakeholders. Conceptual competency
also enhances a manager’s ability to comprehend the culture and historically de-
veloped values, beliefs, and norms present in the program or project, and to vi-
sualize its future.

Technical (Managerial and Clinical) Competency. The cluster of knowledge
and associated skills that make up technical competency pertains to management
work as well as to the direct work performed in a program or project. In health
programs and projects, direct work often involves clinical activities such as con-
ducting a health education session, performing a screening test, conducting a
physical therapy session, or counseling a patient. The technical aspects of man-
agement work, such as planning for a new service or facility or developing a pro-
gram or project budget, are also crucial to the program or project’s success.
Knowledge and relevant skills in using or applying the knowledge in both clin-
ical and management areas make up technical competency for health program
and project managers.

Interpersonal and Collaborative Competency. An important ingredient in man-
agerial success is the cluster of knowledge and related skills about human inter-
actions and relations by which managers lead others in pursuit of a program or
project’s mission and objectives. A survey of managers to determine compe-
tencies most important to success in management performance in ambulatory
health services settings found interpersonal skills rated most highly (Hudak,
Brooke, Finstuen, and Trounson 1997). Interpersonal competency incorporates
knowledge and skills useful in effectively interacting with others. It enables man-
agers to help participants achieve higher levels of motivation and handle con-
flicts among participants.

The core elements of traditional interpersonal competence expand consid-
erably when programs or projects must interact with other organizational enti-
ties. This requires collaborative competency, which facilitates synergistic interaction
among programs, projects, and various other organizational units. Collaborative
competency is exercised when, for example, two programs are successfully
merged, or when a joint venture among programs is created and operated to bet-
ter serve a particular population. This competency relies upon a manager’s abil-
ity to build trust among programs, projects, and other organizational units, and
to effectively form partnerships with other units to achieve certain purposes. It
also is reflected in the ability to build effective coalitions and alliances.
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Political Competency. Political competency, defined as the dual capability to ac-
curately assess the impact of public policies on the performance of a program or
project and to influence public policy making at state and federal levels (Longest
1996; 2002), is an increasingly important competency for program and project
managers. Managers can influence public policy at many points in the policy-
making process. For example, they can help define problems that policies can
address; they can help create solutions to the problems; or they can help estab-
lish the political circumstances necessary to advance solutions through the
policy-making process (Kingdon 1995).

Program and project managers are often in excellent positions to know first-
hand about particular health problems because they deal with them daily. Sim-
ilarly, by permitting their program or project to serve as a demonstration site (for
assessing possible solutions), they can play important roles in identifying feasi-
ble solutions to problems.

Based on their knowledge and expertise in addressing particular health
issues, managers can participate in drafting legislative proposals and testify at leg-
islative hearings. They can also influence rule making. Procedurally, rule mak-
ing typically precedes and guides the implementation of public policies and is
designed to include input in the form of formal comments on proposed rules
from those who will be affected by them.

Commercial Competency. In any setting, commercial competency is the ability of
managers to establish and operate value-creating situations in which economic ex-
changes between buyers and sellers occur. Value in health services has a specific
meaning. It requires that buyers and sellers think about both quality and price. Value
is quality divided by price. Value in the services produced by most health pro-
grams or projects is created when services have more of the quality attributes desired
by buyers than competitors offer. Value is also created when a program or project
can produce and sell a set of quality attributes at a lower price than its competitors.
The commercial success of health programs and projects may be essential for their
survival. This success requires managers to possess commercial competency.

Governance Competency. When programs and projects are embedded in larger
organizations, the organization’s governing board is relevant to the program or
project in the same way it is relevant to other units in the organization. Managers
of such programs or projects may have little need for governance competency.
However, when health programs and projects exist as freestanding entities they
may have their own governing boards. In these situations, governance compe-
tency is also important for their managers.
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The governing board, in concert with the manager, is responsible for es-
tablishing a clear vision for the program or project, for fostering a culture that
supports the realization of the vision, for assembling and effectively allocating
the resources to realize the vision, for leading the program, project, or organi-
zation through various challenges in its external environment, and for ensuring
proper accountability to multiple stakeholders (Orlikoff and Totten 1996).

When programs and projects have governing boards of their own, the knowl-
edge and associated skills that make up governance competency are important
for their managers for three reasons. First, in freestanding programs and projects,
managers often participate directly in the governance function as members of its
governing body. Second, at the top level of a program or project it is difficult to
separate what occurs under the rubric of governance from what occurs as man-
agement work. Consequently, effective managers must be knowledgeable about
management and governance. Third, managers can help those with direct gov-
ernance responsibilities to do a better job by arranging educational activities for
board members or by providing appropriate information to help with gover-
nance.

The work of managers has been viewed from the perspective of the activi-
ties managers engage in as they do their work (see Figure 1.4), and from the per-
spective of the managerial roles they play in doing management work (see Figure
1.5). Each perspective contributes to an understanding of management work.
In addition, it is also important to consider the ethical aspects of management
work.

Managing Programs and Projects Ethically

The beginning of an appreciation for the extent to which ethics affects manage-
ment work rests in the recognition that all decisions and actions in health pro-
grams and projects include ethics dimensions, whether they are clinical or
managerial decisions, or some combination. Managers, if they are to behave eth-
ically, must first recognize ethical issues and then act on them.

Managers routinely make decisions and take actions that have consequences
for their programs or projects, as well as for their internal and external stake-
holders. As a foundation for their decisions and actions, managers need well-
developed personal ethics standards, which must be applied in the context of the
philosophy and culture of the program or project, and in many instances in
the context of the philosophy and culture of the organization in which it is
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embedded. Compatibility between the personal ethics standards of managers and
those of the programs, projects, and organizations within which they work is im-
portant, and both sets of standards should be built upon four key ethics princi-
ples: respect for persons, justice, beneficence, and nonmaleficence.

Respect for Persons

The principle of respect for persons has four elements: autonomy of persons, truth
telling, confidentiality, and fidelity. The concept of autonomy recognizes that in-
dividuals have the right to their own beliefs and values and to the decisions
and choices that further these beliefs and values. Specifically, autonomy pertains
to the rights of individuals to independent self-determination regarding how they
live their lives; autonomy also pertains to the rights of individuals regarding what
happens to them in health care situations.

In health programs or projects, honoring the autonomy of patients/customers
means following their wishes about their care and letting them be involved in
their care to the extent they choose to be. It also means that when its patients/
customers are children or are adults of diminished competence through physical
or mental condition, the program or project has special procedures for surrogate
decision making or substituted judgments.

The principle of respect for persons is especially important in its effect on con-
sent and use of confidential patient information in health programs and projects.
Respect for persons as autonomous beings implies honesty in relationships with
them. Closely related to honesty in such relationships is the element of confiden-
tiality. Confidences broken will impair the performance of management work.

A fourth element of the respect for persons is fidelity. This means doing one’s
duty and keeping one’s word. Fidelity is often equated with promise keeping.
When managers tell the truth, honor confidences, and keep promises, they are
behaving in an ethically sound manner.

Decisions and actions that reflect the principle of respect for persons can some-
times be better understood in contrast to its opposite—paternalism. Paternalism im-
plies that someone else knows what is best for other people. Decisions and actions
guided by a preference for autonomy limit paternalism. One of the most vivid ex-
amples of the application of this principle in health care is the 1990 Patient Self-
Determination Act (Public Law 101-508). This public policy is designed to give
individuals the right to make decisions concerning their health care, including the
right to accept or refuse treatment and the right to formulate advance directives re-
garding their care. These directives are a means by which competent individuals
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give instructions about their health care that are to be implemented at some later
date should they lack the capacity to make these decisions. In concept, this pol-
icy gave people the right to exercise their autonomy in advance of a time when
they might no longer be able to actively exercise the right.

A second ethics principle of significant importance to managers and their work
in programs and projects is justice. The concept of justice impacts directly on man-
agement work because justice, in the context of ethics, is defined as fairness
(Rawls 1999). The principle of justice also includes the concept of desert: jus-
tice is done when a person receives that which he or she deserves (Beauchamp
and Childress 2001). The key ethical question in many of the decisions and ac-
tions of managers, deriving from attention to the principle of justice, is, of course,
“What is fair in this situation?”

The principle of justice provides much of the underpinning for ethically
sound decisions and actions regarding the allocation of resources. Decisions about
resource allocation that adhere closely to the principle of justice are made under
the provisions of a morally defensible system and are not arbitrary or capricious.
The application of justice in activities of making decisions in health programs
and projects, as well as in other settings, is in part ensured by the existence of the
legal system. This system serves as an appeals mechanism for those who believe
they have been done an injustice.

Beneficence and Nonmaleficence

Two other ethics principles have direct relevance to managers in health programs
and projects: beneficence and nonmaleficence. Beneficence means acting with char-
ity and kindness. This principle is incorporated into acts through which services
or products are provided that are beneficial to people, including the services of
health programs and projects. However, the principle of beneficence also in-
cludes the more complex concept of balancing benefits and harms, which may
require using the relative costs and benefits of alternative decisions and actions
as one basis upon which to choose from among alternatives.

The growing emphasis on cost-effectiveness in health care will increasingly
call into play the principle of beneficence in the conduct of management work
in health programs and projects. Managers who are guided by the principle of
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beneficence feel a positive duty to contribute to the welfare of patients/customers.
This is rooted in the Hippocratic tradition and has a long and noble history in
the health professions and in health care settings, including health programs and
projects.

Nonmaleficence, a principle with deep roots in medical ethics, is exemplified
in the dictum primum non nocere, which means, first, do no harm. Managers who
are guided by the principle of nonmaleficence try to make decisions that mini-
mize harm. Harm can be mental as well as physical and can be caused through
such acts as violating the privacy of patients/customers. While beneficence is a
positive duty involving taking action to do good, nonmaleficence involves re-
fraining from doing something that harms. The principles of beneficence and
nonmaleficence are reflected in actions and decisions to assure the quality of the
services of a program or project. These principles are also reflected in managers’
exercise of their fiduciary duties, use of confidential information, and resolu-
tion of conflicts of interest.

Supporting Ethical Behavior in Health Programs and Projects

Health programs and projects, by their nature, frequently involve health profes-
sionals providing health services. In these situations, the professionals face a set
of ethical obligations that stem from their roles as professionals. These obliga-
tions have been described by Bayles (1989) and are summarized in the follow-
ing categories:

Obligations to make services This obligation requires equality of

available opportunity in access to professional
services. Ethical issues arise in the form
of access problems such as what to do
about patients/customers who cannot
pay for services.

Obligations between professionals “The fiduciary model presents the

and patients/customers best ethical ideal for the professional-
client relationship” (Bayles 1989, p.
100). In this model, the professional is
honest, candid, competent, loyal, fair,
and discreet in relationships with
patients/customers.
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In many health programs and projects,
other people or organizations (for ex-
ample parents or other family mem-
bers, employers, teachers, insurance
plans) have interests in the professional-
patient or professional-customer rela-
tionship. The ethical issues that arise
from these obligations usually involve
issues of confidentiality and the protec-
tion of privacy. These issues often in-
volve complying with laws such as the
Health Insurance Portability and
Accountability Act (HIPAA).They may
also involve responding to court orders.
HIPAA, enacted by Congress in 1997,
includes privacy provisions that gener-
ally limit the use or disclosure of pro-
tected health information to a
minimum necessary standard (Harris
2003, pp. 108-120). It also gives pa-
tients the right to see and receive copies
of their records, request amendments to
their records, and learn details about
disclosures of their records.

Obligations exist between professionals
and the health programs and projects
that employ them. In some cases, these
obligations also exist between profes-
sionals and the larger organizational
homes in which programs or projects
are embedded. Ethical issues that arise
from these obligations involve due
process, confidentiality, and professional
support. Professionals, as participants,
have obligations to their employers that
include being honest, candid, compe-
tent, loyal, fair, and discreet.
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Obligations to the profession The professionals who work in health
programs and projects have obliga-
tions to their professions that include
advancing knowledge, reforming the
profession, and respecting the profes-
sion. These obligations “rest on the
responsibilities of a profession as a
whole to further social values”

(Bayles 1989, p. 179).

A number of codes of ethics have been developed for individual professions,
as well as for various health care organizations. For example, the American Hos-
pital Association has produced a prototype code of ethics for hospitals. It includes
sections on the community roles and responsibilities of these institutions, on pa-
tient care in them, and on organizational conduct. The American Medical As-
sociation adopted the first version of its Principles of Medical Ethics at its founding
in 1847. The American Nurses Association has developed a code for nurses. The
American College of Healthcare Executives has produced a code of ethics to
guide members on ethical issues. Similarly, other health professions have devel-
oped codes. In fact, a code of ethics is a hallmark of any profession. Beyond these
codes, many individual health care organizations develop their own codes.
These often provide very visible evidence of the commitment of organizations to
ethical behavior; programs and projects embedded in such organizations can also
use these codes of ethics.

In addition to relying upon codes of ethical behavior developed by oth-
ers, a program or project-specific code of ethical behavior can provide specific
guidelines for participants to follow. Managers can support ethical behavior in
other ways as well. They can develop cultures within their programs or projects
that minimize ethical ambiguity and continuously remind participants to make
ethical decisions and take ethical actions. They can reward ethical behavior and
create climates in which people are free to challenge standards or practices they
consider unethical. Finally, they can encourage ethical behavior by providing
training in applied ethics in order to increase awareness of the ethical dimen-
sions of decisions and actions, encourage critical evaluations of values and pri-
orities, and help participants integrate ethical considerations into their decisions
and actions.
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Managers and the Success of Programs and Projects

To conclude this introductory chapter, it is important to emphasize the signifi-
cant impact that managers can have on their programs and projects. Health pro-
grams and projects are not random groups of people assembled by chance
interactions. Instead, they are consciously formed around a logic model. From
this fact stems the overarching purpose of all management work in a program or
project, which is to facilitate the achievement of its intended results, whether ex-
pressed as outputs, outcomes, or impact.

The contributions managers make to the degree to which desired results are
successfully accomplished can be measured along many dimensions. Measuring
their overall contributions to success may involve measuring a program or proj-
ect’s outpuls in terms of counts of services and productivity levels, quality of
services, and patient/customer satisfaction. For example, the number of services
rendered can be counted and compared to established targets. Productivity can
be measured in terms of resources used per unit of service. Quality of the ser-
vices provided by a program or project can be measured in terms of clinical out-
comes achieved, as well as process measures such as adherence to protocols and
input measures such as the credentials of staff. Patient/customer satisfaction
levels can be measured by surveys and by loyalty demonstrated by continued
use of services.

In addition to outputs, a manager’s contributions to a program or project’s
success can also be measured in terms of outcomes, such as changes in the atti-
tudes, behaviors, health status, or level of functioning in patients/customers.
Finally, managers’ contributions can be measured in terms of impact of the pro-
gram or project on overall health status in a community, for example, or on the
enhanced capacity of a health care organization in which a program or project
is housed to respond to unmet service needs in a community.

There is no universally accepted formula by which managers maximize their
contributions to program and project effectiveness. However, there is a correla-
tion between a program or project’s success and how well its manager performs
the core activities of designing, strategizing, and leading. Similarly, the manner
in which a manager makes decisions, communicates, manages change and qual-
ity, and markets the program or project may have a direct bearing on success.

There is also a correlation between the use of appropriate mixes of con-
ceptual, human or interpersonal, and technical skills by managers and the de-
gree to which desired results are attained. Similarly, performance is affected by
a program or project manager’s possession and use of appropriate conceptual,
technical (managerial and clinical), interpersonal and collaborative, political,
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commercial, and governance competencies. Finally, there is a correlation be-
tween how well managers play their interpersonal, informational, and decisional
roles and the levels of performance their programs and projects attain. Effec-
tive managers, by creating conditions that are conducive to superior performance,
make vital and unique contributions to the programs and projects they man-
age. The remaining chapters in this book are intended to help managers maxi-
mize their contributions to successful programs and projects.

Summary

Definitions of health, health programs and projects, and management are pro-
vided in this chapter. Following the World Health Organization’s view—and more
contemporary interpretations of it-health is defined as a state in which the bio-
logical and clinical indicators of organ function are maximized and in which
physical, mental, and role functioning in everyday life are also maximized.

Health is a function of a number of health determinants, which for individ-
uals or populations include the following:

* The physical environments in which people live and work

* Peoples’ behaviors

+ Peoples’ biology (genetic makeup and physical and mental health problems
acquired during life)

* A host of social factors that include economic circumstances, socioeconomic
position in society, and income distribution

* Discrimination based on factors such as race or ethnicity, gender, or sexual
orientation

* The availability of social networks and social support

* The health services to which people have access

The variety of health determinants means that health programs and projects
can have a wide array of foci.

Health programs are defined as discrete sets of interrelated people and other
resources arranged in designs that facilitate accomplishment of pre-established
results. Health projects are a subset of programs that tend to be more time-
limited than other programs and are often supported by project-specific grants.
The usefulness of considering a program and project in terms of its logic model,
which shows how inputs and resources are processed to accomplish the program
or project’s outputs, outcomes, and ultimately its impact, is emphasized. View-
ing programs and projects as organizations is also discussed.
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Program or project management is defined as the activities through which
the desired outputs, outcomes, and impact of a program or project are established
and pursued through various processes using human and other resources. Fol-
lowing the basic logic model of a program or project (see Figure 1.1), managers,
often with the help of others accomplish the following:

* Determine a program or project’s desired outputs, outcomes, and impact

* Assemble the necessary inputs and resources to achieve desired results

* Determine the processes necessary to accomplish the desired results and
ensure they are carried out effectively and efficiently

* Relate the program or project to its external environment

The work of managers is considered in terms of the core activities that all
managers engage in as they do management work: strategizing, designing, and
leading. Consideration of this work is extended to include the facilitative activi-
ties managers engage in as they perform management work, including decision
making, communicating, managing quality, and marketing. The entire set of core
and facilitative activities in management work is presented graphically in
Figure 1.4. The core and facilitative activities of management work form the chap-
ter outline for the remainder of this book.

As an adjunct to the discussion of the activities in management work,
Mintzberg’s model of the roles that managers play in doing management
work is also presented. Figure 1.5 summarizes these roles in interpersonal,
informational, and decisional categories. There is also a discussion of the con-
ceptual, technical, and human skills that are useful to managers in doing their
work, as well as the conceptual, technical (managerial and clinical), interpersonal
and collaborative, political, commercial, and governance competencies that can
be useful in performing management work.

The chapter acknowledges the growing impact that ethical considerations
have on all actions and decisions in health programs and projects in both the
clinical and management spheres of activity. The ethical principles of respect for
persons, justice, beneficence, and nonmaleficence are discussed as the basis
for the construction of a personal and professional ethic for managers.

The chapter concludes by noting the correlation between a program or proj-
ect’s success and how well its manager performs the core and facilitative activi-
ties of designing, strategizing, leading, decision making, and communicating. A
program or project’s success is also affected by how well its manager manages
quality and markets the program or project.
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Chapter Review Questions

1.
2.

N

Define health, health programs and projects, and management.
Discuss how the determinants of health shape the focus of health programs
and projects.

. Briefly describe the core activities of management work.
. Briefly describe the facilitative activities of management work.
. Discuss the skills that are useful to managers in performing their work,

including the different mixes of skills that would be appropriate in different
circumstances.

. Discuss the competencies managers need if they are to do their work well.

Discuss the Mintzberg model of the roles managers play in doing their work.

. Why is it important for managers to develop personal ethical standards of

conduct? Discuss the principles upon which such standards should be based.

. Discuss the overall contributions managers make to the success of the health

programs and projects they manage.
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EXAMPLE OF A HEALTH PROGRAM

Connecting Lifestyle and Health: A Grassroots
Program Reaches Out to a Specific Community
Group

Scott Reiner, President and Chief Executive Officer,
Glendale Adventist Medical Center

At Glendale (CA) Adventist Medical Center, our mission statement promotes
“healing, health, and wellness for the whole person.” We know that patients
who come through our doors every day can benefit tremendously from this
approach to healthcare. But it doesn’t end there. What about the people in our
community who have not yet accessed our hospital’s services? We believe that
we have a commitment to them as well. That’s why our mission statement also
includes the phrase “working together with our community.” Glendale Adven-
tist’s Hearts N’ Health program is an excellent example of this commitment.
Through an approach that expands the boundaries of traditional healthcare,
Hearts N’ Health teaches local Armenian-American residents about the con-
nection between their lifestyle behaviors and their health.

A Simple Beginning

34

The impetus for Hearts N’ Health was an ordinary circumstance—a health fair.
In 1992, Glendale Adventist and the Armenian American Medical Society spon-
sored a health fair for local Armenian-Americans, who make up approximately
30 percent of Glendale’s community. At this health fair and other screenings, we
discovered that the majority of participants were new immigrants whose lifestyles
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put them at higher risk for health problems such as obesity and heart disease.
Some of the more prevalent behavior issues included:

* High levels of stress—Stress is exacerbated by the intergenerational conflict
faced by immigrants raising their children in American culture.

* Lack of exercise—Regular exercise is generally not part of the Armenian
lifestyle.

* Poor food choices—The typical Armenian diet is high in fat and calories.

Most troubling of all was that health fair participants didn’t see the connec-
tion between what they did and how healthy they were. To compound the prob-
lem, a majority had never even accessed the health care system. As a result,
Glendale Adventist’s leaders decided that we needed to offer better health in-
tervention services to the Armenian-American community.

A Unique Approach

Glendale Adventist teamed up with a number of local Armenian-American orga-
nizations: the Armenian American Medical Society, Armenian Nursing Associa-
tion, Armenian Relief Society, Glendale City Armenian Church, Armenian
Adpvisory Council for Glendale Adventist, and Southern California Adventist
Health Network. After discussing different strategies for a year, we started Hearts
N’ Health, a program that focuses on educating Armenian-Americans about car-
diac fitness, stress management, smoking cessation, exercise, and proper nutrition.

With the help of our Armenian-American community partners, we identi-
fied twelve local Armenian women who wanted to teach their peers about key
health issues. These volunteer health educators were then trained by a team made
up of a program coordinator (manager), physical therapist, public health edu-
cator, and registered dietitian, who used instruction manuals with pictures and
other visual aids. Armed with this training and specially developed materials writ-
ten in Armenian, each lay educator goes into the homes of local Armenian-
Americans. A hostess invites friends and family to hear the educator’s presen-
tation. At the end, participants are asked if any of them would like to be a host-
ess, and the process is repeated with the new hostess and different guests. This
grassroots method reaches more than 500 people each year!

The lay educator approach is particularly suited to Armenian culture not
only because people can learn better in their own language, but also because
informal communication works well in a community that has tight-knit extended
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families. In addition, the Hearts N’ Health presentations enable educators to eas-
ily reach other Armenian women, who typically make most of the decisions
about healthy habits and food choices for their families.

To expand its educational efforts, Hearts N’ Health launched the Armenian-
language television show Healthy Families in 2001. Hosted by Hovik Sarrafian,
Ph.D,, a respected Armenian public health educator, this program airs on pub-
lic access cable TV and reaches 10,000 viewers every week. Each one-hour pro-
gram features two segments: a discussion of a specific health topic and a call-in
portion that allows viewers to ask questions.

To date, 135 shows have aired, featuring topics such as weight management,
depression, back pain, and nutrition. And the program’s call-in line now receives
more than seventy calls per show. Since the cable channel is largely devoted to
Armenian programming, community members already identify with it, making
them more likely to watch Healthy Families.

Because Hearts N’ Health implements an approach that is tailored to their
culture, Armenian-American residents have become more open to making
lifestyle changes that improve their health, such as managing stress, exercising,
eating less fat, reading food labels, and getting regular physicals. In fact, more
than 90 percent of respondents in a 2002 random survey indicated that the in-
home presentations and other program features have positively affected their
lifestyle.

The Next Step

Glendale Adventist plans to use the Hearts N’ Health model to reach other
minority populations. Our goal continues to be partnering with individuals in
an ethnic group to address their unique situation, instead of simply going to them
and saying, “This is what we’re going to do for you.” As the Hearts N’ Health pro-
gram had demonstrated, we can improve community health—working together.

Source: Used with permission from Healthcare Executive, the official magazine of the
American College of Healthcare Executives. (Vol. 18, No. 6): 52-53.
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EXAMPLE OF A HEALTH PROJECT

National Standards for Culturally and Linguistically
Appropriate Services in Health Care

Office of Minority Health, U.S. Department of Health and
Human Services

As the U.S. Population becomes more diverse, medical providers and other
people involved in health care delivery are interacting with patients or con-
sumers from many different cultural and linguistic backgrounds. Because cul-
ture and language are vital factors in how health care services are delivered and
received, it is important that health care organizations and their staff understand
and respond with sensitivity to the needs and preferences that culturally and lin-
guistically diverse patients or consumers bring to the health encounter. Provid-
ing culturally and linguistically appropriate services (CLAS) to these patients has
the potential to improve access to care, quality of care, and, ultimately, health
outcomes.

Unfortunately, a lack of comprehensive standards has left organizations and
providers with no clear guidance on how to provide CLAS in health care set-
tings. In 1997, the Office of Minority Health (OMH) undertook the develop-
ment of national standards to provide a much-needed alternative to the current
patchwork of independently developed definitions, practices, and requirements
concerning CLAS. The Office initiated a project to develop recommended na-
tional CLAS standards that would support a more consistent and comprehen-
sive approach to cultural and linguistic competence in health care.

37
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The first stage of the project involved a review and analysis of existing cul-
tural and linguistic competence standards and measures, the development of draft
standards, and revisions based on a review by a national advisory committee.
The second stage focused on obtaining and incorporating input from organiza-
tions, agencies, and individuals that have a vital stake in the establishment of
CLAS standards. Publication of standards in the Federal Register on December 15,
1999, announced a four-month public comment period, which provided three
regional meetings and a Web site as well as traditional avenues (mail and fax) for
submitting feedback on the CLAS standards. A project team (consisting of staff
members of OMH, its contractor, and subcontractor) analyzed public comments
from 413 individuals or organizations and proposed revised standards, with ac-
companying commentaries, to a National Project Advisory Committee (NPAC).
Deliberations and additional review by NPAC members informed further re-
finements of the standards.

In their final version, the CLAS standards reflect input from a broad range
of stakeholders, including hospitals, community-based clinics, managed care or-
ganizations, home health agencies, and other types of health care organizations;
physicians, nurses, and other providers; professional associations; state and
federal agencies and other policymakers; purchasers of health care; accredita-
tion and credentialing agencies; educators; and patient advocates, advocacy
groups, and consumers.

The CLAS standards were published in final form in the Federal Register on
December 22, 2000, as recommended national standards for adoption or adap-
tation by stakeholder organizations and agencies.

Source: Office of Minority Health, U.S. Department of Health and Human Services. “Pro-
ject Overview,” National Standards for Culturally and Linguistically Appropriate Services in
Health Care. Washington, D. C.: Office of Minority Health, U.S. Department of Health and
Human Services (March 2001): 1.
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CHAPTER TWO

STRATEGIZING THE FUTURE

anagers engage in three highly interrelated core activities as they perform

management work: strategizing, designing, and leading (see Figure 1.3). When
managers, often with the involvement of others, establish the desired results to be
achieved through a program or project and conceptualize the means of accom-
plishing the results, they are strategizing. Through strategizing, managers estab-
lish the desired outputs, outcomes, and impact for a program or project (as shown
in Figure 1.1) and develop appropriate operational plans to accomplish them.

Through strategizing activities, managers lay a foundation for designing the in-
puts and processes or components of a program or project’s logic model (see
Figure 1.1). Strategizing activities also help managers design intentional patterns
of relationships among the human and other resources within the program or
project. The desired results established through strategizing the future of a pro-
gram or project, along with the operational plans as to how to accomplish the
desired results, also inform managers about where they should be leading other
participants.

Strategizing for a nascent program or project requires managers to engage
in different activities than when strategizing for an ongoing project or program.
Both situations are covered in this chapter, although the more common situa-
tion of strategizing in ongoing programs and projects receives more attention.
The special circumstance of the initial round of strategizing for a new program
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or project being developed is discussed in terms of preparing a business plan for
it, which includes developing the original logic model for the program or project
as well as other aspects about how it will operate.

In an ongoing program or project, managers strategize, often with the in-
volvement of other participants, in order to answer four critical questions about
their programs or projects:

1. What is the current situation of our program or project?

2. In what ways do we want our program or project’s situation to change in
the future?

3. How will we move our program or project to the preferred future state?

4. Are we making acceptable progress toward the desired future state?

This chapter provides information about how managers can answer these
four key questions. The chapter discusses how question number one is answered
through the conduct of what we will call an internal and external situational analy-
sis for a program or project, as well as the development of an inventory of the
desired results established for it. The chapter discusses how question number
two is answered through reconsideration of the components of a program or pro-
ject’s logic model, which include inputs and resources, processes, outputs, out-
comes, and impact. We will discuss how revisions in logic models and
organization designs serve as the mechanism to answer question number three.
Revisions may involve changing any part of a program or project’s inputs,
processes, and desired results, and may require detailed operational planning.
Techniques of assessing and controlling performance and evaluating results are
discussed as the mechanisms to answer question number four about programs
and projects. After reading the chapter, the reader should be able to do the
following:

* Understand how to conduct internal and external situational analyses

* Formulate and reformulate statements of desired outputs, outcomes, and
impact for a program or project

* Model the operational planning process and understand the steps in the
process

* Understand how to assess and control performance and evaluate results to
achieve the desired results established for a program or project

Health programs and projects typically operate within the context of ex-
tremely turbulent external environments; managers must therefore be prepared
to accept uncertainty as the inevitable consequence of operating in such a
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dynamic world. However, managers have a responsibility to try to reduce the
uncertainty and prepare their programs or projects to cope with it. As managers
seek to reduce and otherwise cope with uncertainty, effective strategizing is often
their most useful and powerful tool. They engage in strategizing activities in order
to answer the four questions presented earlier in this section.

What Is the Current Situation of Our Program or Project?

Conducting a Situational Analysis

Effective strategizing in an ongoing program or project should be based on the
periodic conduct of a thorough situational analysis, in which available informa-
tion about the current situation of a program or project is collected and analyzed.
The eventual effectiveness of strategizing activities depends upon the quality and
quantity of the information generated through situational analysis. In practice,
situational analysis is ongoing, although it is useful to complete the entire analy-
sis at least once during each year of operation.

A thorough situational analysis for a program or project includes three com-
ponents: an external situational analysis, an internal situational analysis, and an in-
ventory of the desired results established for the program or project. The inventory
can be organized into desired outputs, outcomes, and impact as shown in logic
models (see Figure 1.1).

A manager’s complete situational analysis considers the results intended for
a program or project in relation to opportunities and threats in the external en-
vironment and also in relation to the internal strengths and weaknesses of the
program or project. Sometimes the internal and external situational analyses are
termed a SWOT analysis, an acronym derived from the fact that the analysis is
conducted to determine a program or project’s strengths, weaknesses, oppor-
tunities, and threats. SWOT is among the most widely used analytical tools in
strategizing, because it is intuitive and relatively simple to use (Luke, Walston,
and Plummer 2004).

The order in which the external and internal analyses are made in the situ-
ational analysis is important because most internal strengths and weaknesses can
be identified only in relation to the external environment. For example, a health
program’s physical location can be considered one of its strengths if its services
are in demand in the area in which it is located. Otherwise, physical location may
be a weakness for a program or project. Answering the question, “What is the
current situation of our program or project?” begins with the external situational
analysis.
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External Situational Analysis

A program or project’s external environment produces combinations of demo-
graphic, economic, legal, policy, social, and technological information that, de-
pending upon circumstances, may be relevant to its future. All health programs
and projects can be influenced, sometimes dramatically, by what goes on in their
external environments. External environments can provide health programs and
projects with both opportunities and threats. Both opportunities and threats must
be identified for effective strategizing to take place.

The relevant external environment includes all the factors outside a program
or project’s boundaries that can influence its manager’s decisions and actions.
Factors may include complementary or competitive programs and projects; an
organizational home if the program or project is embedded in an organization;
as well as patients/customers, suppliers, regulators, insurers, accrediting agencies
and so on with which the program or project has direct interactions. The rele-
vant external environment also includes other more general aspects of the ex-
ternal environment that can have a direct or indirect impact on the program or
project. Thus the general economy, the policy-making system, the legal system,
the physical environment, and cultural norms and patterns are relevant.

The conduct of an external situational analysis includes five interrelated
steps: (1) scanning to identify relevant information (trends, developments, or pos-
sible events that represent either opportunities or threats for the program or proj-
ect); (2) monitoring or tracking the relevant information identified through
scanning; (3) forecasting or projecting the future directions of relevant informa-
tion; (4) assessing the implications of the information for the program or project;
and (5) disseminating the information to those who can use it to guide
decisions and actions (Ginter, Swayne, and Duncan 2002). Each of these steps is
discussed next.

Scanning. Scanning the external environment of a program or project involves
acquiring and organizing information that can affect its future. The effect might
be felt in any part of the program or project’s logic model (see Figure 1.1). That
is, the effect could be on inputs available to the program or project or to its
conduct of processes to achieve desired results. Information can even change
its desired results. An outcome objective of reducing teenage pregnancies, for
example, could be affected when demographic shifts in a program or project’s
community result in fewer teenagers.

Determining what is important to scan is often a matter of judgment. For this
reason, it is useful to have more than one person making these judgments. One
widely used approach to decide what information is relevant is to involve other
people in the judgments. For example, a manager might rely upon a group of
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participants in a program or project to decide what to scan. If there is a larger
organizational home, the group may include some members from it. Another
useful approach is to use outside consultants to provide expert opinions and
judgments.

Although the determination of what is important to scan is specific to a par-
ticular program or project, there are models designed to guide the conduct of
situational analyses. One model that is especially useful in conducting a situational
analysis or assessment at the level of an entire community is the Mobilizing for
Action Through Planning and Partnerships (MAPP) model. This model, which
has been developed by the National Association of County and City Health Of-
ficials (NACCHO) in cooperation with the Public Health Practice Program
Office of the Centers for Disease Control and Prevention (CDC), can be reviewed
at http://mapp.naccho.org. As noted on this Web site, the MAPP model
(http://mapp.naccho.org/fulltextintroduction.asp) relies on the following four dif-
ferent assessments to gather situational information at the level of a community:

The Community Themes and Identifies themes that interest and

Strengths Assessment engage the community, perceptions
about quality of life, and community
assets

The Local Public Health Measures the capacity of the local

System Assessment public health system to conduct
essential public health services

The Community Health Analyzes data about health status,

Status Assessment quality of life, and risk factors in the
community

The Forces of Change Assessment Identifies forces that are occurring or

will occur that affect the community
or local public health system

After deciding what to scan, the process moves to the next step, monitoring.

Monitoring. Effectively scanning the external environment of a program or pro-
ject identifies and organizes specific information about trends, developments, and
events that represent either opportunities or threats for continued attention
through monitoring. Monitoring is more than scanning. It involves tracking or
following important information over time.

Aspects of the external environment are monitored or tracked because they
are thought to be of relevance to the program or project’s future. Monitoring
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these aspects of the environment, especially when there is ambiguity as to their
importance to the future, permits more information to be assembled about trends,
developments, and events to clarify their importance or determine the rate at
which they may be becoming important to the program or project’s future.

Monitoring has a much narrower focus than scanning because the purpose
in monitoring is to build a base of data and information around the set of im-
portant or potentially important aspects of the external environment that were
identified through scanning or verified through earlier monitoring. Usually far
fewer aspects of a program or project’s external environment are monitored than
are scanned.

Monitoring is extremely important because it is so often difficult to deter-
mine whether information about trends, developments, or events actually rep-
resents either real opportunities or threats for a program or project. Under
conditions of certainty, managers would fully understand the information and all
its consequences for their decisions and actions. However, uncertainty charac-
terizes much about the external environments of programs and projects and
uncertainty cannot be removed completely. Uncertainty can, however, be sig-
nificantly reduced by the acquisition of more detailed and sustained information
through effective monitoring. As with scanning, techniques that feature the
acquisition of multiple perspectives and expert opinions can be helpful.
Careful monitoring and tracking provides the background for the next step in
analyzing a program or project’s external environment, forecasting changes in the
external environment.

Forecasting. Scanning and monitoring cannot, in and of themselves, provide
managers with all the information they need about their program or project’s ex-
ternal environment. Often, if they are to use this information effectively in strate-
gizing, they need forecasts of future conditions or states. This may give them time
to adjust desired results or formulate and implement successful operational plans
in response to the new conditions.

Scanning and monitoring external environments involves searching for early
signals that may be the forerunners of what will become strategically important
information about trends, developments, and events. Forecasting involves ex-
tending information beyond its current state.

Forecasts of some types of information can be made by extending past trends
or by applying a formula of some kind. In other situations, forecasting must rely
upon conjecture, speculation, and judgment. Sometimes even sophisticated
simulations can be conducted to forecast the future. However, uncertainty
characterizes the results of all these methods. It is especially difficult to include in
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any of these approaches the fact that few strategically important pieces of infor-
mation exist in a vacuum. Many different pieces of information must be consid-
ered simultaneously. Many variables work together simultaneously, and no
forecasting techniques or models have been developed to fully account for this fact.
A widely used forecasting technique is ¢rend extrapolation. When properly used,
this technique can be remarkably effective and it is relatively simple to use. Trend
extrapolation is nothing more than tracking information and then using the track-
ing results to predict future states. It works best to predict general trends, such as
the number of patients/customers who will be served by a program or its reim-
bursement rate for certain services from Medicare or Medicaid. For example, if
the number of patients/customers has increased by 5 percent for each of the past
five years, it may be reasonable to assume a 5 percent increase in the next year.
Another useful forecasting technique is scenario development. A scenario is a
plausible prediction about the future. This technique is especially appropriate for
analyzing environments that include many uncertainties and imponderables,
such as the external environments many health programs and projects face.
The essence of scenario development is to define several alternative future
states. These predictions can be used as the basis for developing contingency
plans; alternatively, the set of scenarios can be used to select what a manager
considers the most likely future, the one upon which strategizing the future will
be based.
Multiple scenarios permit several future possibilities to be explored. After
a range of possibilities has been reflected in a set of scenarios, managers may
choose one to be the most likely scenario if they wish. However, a common mis-
take in using scenario development is to envision too early in the process one
particular scenario as the correct picture of the future.

Assessing. Scanning and monitoring information that is relevant to strategizing
the future and making accurate forecasts of trends in the information are each
important steps in conducting an external environmental analysis. However,
managers must also concern themselves about the specific and relative strate-
gic importance of the information they are analyzing. That is, they must assess
the strategic importance and implications of the acquired information and
forecasts for their programs or projects.

Making these assessments is not an exact science. More than anything else,
it relies upon the judgment of the people making the assessments. Even so, there
are several bases upon which the strategic importance of information in an
external environment can be considered. Prior experience with similar infor-
mation is frequently a useful basis for assessing the importance of information.
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Other bases include intuition or best guesses about what particular information
might mean to a program or project, as well as advice and insight from others
who are well-informed and experienced. When possible, quantification,
modeling, and simulation of the potential impact can be useful, but this is often
beyond the resources of a program or project.

It is rarely a simple task to accurately determine the information’s relevance
and importance to the future of a program or project. Aside from the difficul-
ties encountered in collecting and properly analyzing enough information to fully
inform the assessment, there sometimes are problems that derive from the in-
fluence of the personal preferences and biases of those conducting the environ-
mental analysis. Such problems can force assessments that fit preconceived
notions about what is strategically important rather than reflecting the realities
of the impact of particular information. As with other steps in the external situ-
ational analysis, obtaining multiple judgments about the strategic importance
of information can help avoid the bias problem.

Using and Disseminating. The final step in analyzing a program or project’s ex-
ternal situation involves using the acquired information and forecasts in strate-
gizing, which may include disseminating or spreading the information to all those
whose decisions and actions might be affected by it. This step is frequently un-
dervalued as part of the conduct of an external environmental assessment; it may
even be overlooked. Unless information is disseminated to and used by all who
need it, however, it does not matter how well the other steps in the assessment
are performed.

Managers must base their strategizing on valid information about their pro-
gram or project’s external environment if this core activity is to be properly per-
formed. In many cases, managers need to share the information with others as
well. For example, in a large program or project, there may be sub-divisions with
managers of their own who must engage in strategizing activity. Managers can
disseminate the strategically important information obtained through the con-
duct of an environmental analysis in the following three ways:

* Dictate or require use of the information, perhaps using coercion or sanctions
to see that the information is used in all the appropriate places in the program
or project.

* Persuade others to use the information by reasoning with them.

* Educate others as to the importance and usefulness of the information in their
own strategizing activities.

In dictating use, managers simply rely on the power associated with their
position to dictate that the information is to be used. Other participants in the
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program or project are expected to carry out the dictates by using the informa-
tion in their own strategizing. Such dictates have appropriate uses. For example,
an abrupt and surprising change in a state’s reimbursement policy for
Medicaid services might require an immediate shift in how a program oper-
ates, leaving little time for anything but an edict to ensure the use of this infor-
mation in revising an operational plan.

Dictates have the advantage of being fast and easy for managers to issue,
although a major drawback is their disruptiveness and recipients’ feelings of non-
participation in the conduct of the environmental assessment.

The more participative persuasion and education approaches work better
when time permits their use. These approaches are greatly facilitated when those
who will end up using the information from an external environmental assess-
ment participate in its production. Participation can be achieved through such
devices as membership on committees or teams charged to conduct the scan-
ning, monitoring, forecasting, and assessing aspects of the assessment.

Using and disseminating the strategically important information about a
program or project’s external environment brings the process of analyzing that
external environment to completion. The level of comfort any program or pro-
ject feels about its external environment depends very heavily on the quality with
which the external environmental assessment is conducted. However, this is only
the first half of a complete situational analysis. An external environmental
assessment only partially answers the question “How are we situated now?” A
complete answer also requires information about the internal situation of a
program or project.

Internal Situational Analysis

The second part of conducting a situational analysis is an internal analysis, which
involves cataloguing both the strengths and weaknesses inherent in a program
or project. This analysis provides managers with an inventory of the program or
project’s resource base for use in strategizing the future. To ensure a systematic
inventory, a framework should guide the analysis, including at least the follow-
ing components:

* A financial analysis covering the program or project’s financial condition,
trends in its financial performance, revenue streams, and funding sources; this
may include how a program or project compares to industry norms or to sim-
ilar programs or projects.

* A human resources analysis covering the program or project’s capabilities
to perform its direct, support, and management work. This analysis should
provide information on the adequacy of participants in terms of numbers and
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credentials, both for present activities and for possible future development.
This analysis sometimes covers cultural aspects of the participants in a pro-
gram or project. Cultural aspects include shared beliefs (such as the centrality
of patient care, the importance of medical research, the primacy of quality
in health services delivery) and shared values (such as duty, integrity, trust,
and fairness). Cultural aspects help guide the behavior of participants. While
this part of a human resources analysis may involve a degree of subjectivity,
it can be an important component of a complete internal resource analysis.

* A marketing analysis covering all aspects of the program or project’s ability
to distribute its services. This analysis should identify the program or project’s
markets and its competitive position (market share) within these markets.

* An operations analysis covering the program or project’s various production
or service delivery activities. This analysis should cover activities in the direct
work of the program or project, but it should also cover support and man-
agement operations as well. In terms of the program or project’s logic model,
this analysis focuses on the processes component of Figure 1.1.

Inventory of Desired Results

The third component of a complete situational analysis is an inventory of the de-
sired results established for a program or project. These should exist as written
statements of the desired outputs, outcomes, and impact that have been estab-
lished for a program or project. Most programs and large projects should also
have written mission statements. If there is a mission statement, it should also be
included in the inventory.

Typically, a mission statement is a broad, general expression of a program
or project’s overall purpose or purposes. For example, the University of
Pittsburgh Medical Center (UPMC) has embedded within it a large program in
community health. The expressed mission of this program is “to utilize the col-
lective resources of UPMC, including those of the University of Pittsburgh
Schools of the Health Sciences, to improve the health status of the communi-
ties in its service area” (http://www.upmec.com). This statement contains the key
elements of a useful mission statement, which include what a program or project
intends to do and for whom. The degree to which this program accomplishes its
mission determines much about its impact.

As shown in Figure 1.1, a program or project’s impact is the ultimate change
it causes to occur. Impact is the degree to which a program or project’s mission
is accomplished. If the UPMC’s program in community health achieves its mis-
sion, the program’s impact will be improved health status in the communities in
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its service area. Like the mission statement of UPMC’s program in community
health, mission statements tend to be qualitative. For example, the mission of
the Breast Cancer Program of the Dana-Farber-Harvard Cancer Center is “to
reduce death due to breast cancer and to lengthen and improve the quality of
life of women with this disease” (http://www.dfhcc.harvard.edu/dfhcc/
breastcancer.htm). If this program’s mission is accomplished, the program’s
impact will be reduced death from breast cancer and longer and improved qual-
ity of life for women with this disease. However, the statement does not specify
how many deaths will be avoided or how much the quality of life for women with
breast cancer will be improved.

Although most mission statements are inherently qualitative, others incor-
porate more precise quantitative terms. For example, the San Francisco Immu-
nization Coalition is a program made up of diverse public and private members
whose mission is “to achieve and maintain full immunization protection for each
child in San Francisco in order to promote community health and wellness”
(http://www.dph.sf.ca.us/HealthInfo/ SFIC/ImmunizeCoalition.htm). If this mis-
sion were fully accomplished, every child in San Francisco would have full im-
munization protection and the community would enjoy more health and wellness.

Mission statements and desired impacts are important expressions of what
programs and projects intend to accomplish. However, they are usually too gen-
eral to fully guide the work done in programs and projects. Thus, the more
concrete statements of desired outputs and outcomes are very important.

Both outputs and outcomes express the specific results a program or project
seeks to accomplish. Outputs pertain to the direct results of a program or
project’s operation and are often expressed in the form of numbers and types
of services provided. Outcomes are expressions of changes in the patients/
customers served by a program or project or changes in the operation of the pro-
gram or project that are desired. Outcomes reflect changes in the behavior,
knowledge, health status, or level of functioning caused in the patients/customers
served by a program or project. Outcomes can also be expressed as desired
changes in some aspect of the program or project’s resources and inputs, and also
as changes in its processes. For example, a program can establish an outcome
statement to express the desire to attain a quality level consistent with best prac-
tice guidelines or to have all patients/customers treated in a culturally sensitive
manner.

Statements of both desired outputs and outcomes should, to the extent pos-
sible, be concrete and specific. This means they should be quantifiable and re-
lated to a time frame. For example, a desired output expressed as 100 units of a
service provided in a six-month period is more useful as a guide to action than
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an expression of the desired output to achieve 100 units of a service with no time
frame specified. Statements of desired outputs and outcomes should be realistic,
achievable, and understandable to the participants in a program or project who
are responsible for their accomplishment.

Quantifying desired outputs and outcomes allows people to pinpoint their
accomplishments. Every participant in a program or project who has responsi-
bility for specific outputs or outcomes and who is provided adequate resources
can and should be held accountable for the results. Accountability for accom-
plishing results is clearer if the results are measurable. This does not mean, how-
ever, that quantified statements cannot be changed.

Circumstances change and may necessitate changes to stated desired outputs
or outcomes. For example, a program may have established an outcome of hold-
ing payroll expenditures for the year below a certain level. However, if the num-
ber of patients/customers increases above that which was projected when the
outcome statement was developed, then the outcome statement may have to
be altered to remain appropriate in the new circumstances.

When mission statements, as well as statements of desired outputs, outcomes,
and impact for a program or project do not exist in writing, preparing them be-
comes a critical task in effective strategizing. These statements are necessary com-
ponents in conducting a situational analysis to determine the current situation of
a program or project. Figure 2.1 provides a template for developing these state-
ments and offers examples of each type of desired result. Note that the tem-
plate follows the components of a basic logic model as shown in Figure 1.1.

The information collected through conducting the external and internal
situational analyses, along with the inventory of desired results for a program or
project, provides an answer to the first question in strategizing: What is the cur-
rent situation of our program or project? This information also serves as the back-
ground for answering the second question in strategizing.

In What Ways Do We Want Our Program or Project’s
Situation to Change in the Future?

Reconsidering and Revising the Logic Model

Using the information obtained in answering the first question in strategizing, a
program or project’s manager has a starting point for strategizing the program
or project’s future. In order to establish a blueprint for its future state, a pro-
gram or project’s entire logic model must be reconsidered, and revisions made
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as necessary. Changes can be made in any part of a logic model as managers
consider how they want their programs and projects to be situated in the future
(usually in the next year, although strategizing can also be done in multi-year
increments). It is not unusual, for example, for a program or project to have a
five-year plan or strategy.

The San Francisco Immunization Coalition has an existing set of desired out-
puts, outcomes, and impact that include the following:

* Achieve on-time immunization of 90 percent of children by age two by the
year 2010

* Promote and provide appropriate immunization information and education

* Eliminate barriers to immunization

* Effectively use and coordinate the expertise and resources of coalition partners

In answering the question of how this program should be situated in the
future (assume the next year), those who are involved in strategizing its future
can reconsider and revise these and other statements of desired results. They can
add new statements and also delete or modify existing statements as they choose.
By reconsidering and revising the statements of desired results, they restate what
they intend for the program to accomplish in the future.

The reconsideration and revision necessary in determining a preferred fu-
ture state for a program or project does not end with changes in statements of de-
sired results. It includes the other components of the logic model as well.
Although details of operational plans about how to accomplish changes in the
flow of inputs/resources into a program or project, or about how to change
the processes it uses, are developed in answering the third question in strategiz-
ing (How will we move our program or project to the preferred future state?),
attention is given to these components of a program or project’s logic model
as managers envision a preferred future state for the program or project.

In developing a preferred future state for their programs and projects, man-
agers must consider whether new resources such as additional funding or peo-
ple with different educational backgrounds and credentials are needed to
accomplish new desired results. They might consider possible changes in exist-
ing resources, such as redirecting existing funding or retraining existing staff.
They must also consider changing existing processes, either by addition, dele-
tion, or modification. These changes can be made in order to accomplish new
desired results or to improve the efficiency or quality of work processes intended
to attain existing desired results.

Typically, changes in inputs/resources and processes are necessary if new
desired results are to be attained. However, such changes may be difficult to
make. It is well-documented in health care settings that changes in work processes
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are difficult to establish and maintain. The inertia built into established patterns
of work and the effort necessary to implement new work processes make chang-
ing processes very challenging (Pettigrew, Woodman, and Cameron 2001; Ham,
Kipping, and McLeod 2003).

Changing the desired results for a program or project can also be difficult.
Sometimes managers find it difficult to establish a new desired output or out-
come when its selection means giving up a previously established output or
outcome. When a decision is made to establish specific desired results or when
a decision is made to commit resources to achieve results, other alternatives must
then be forgone. Some managers may find it difficult to accept the fact that their
program or project cannot achieve all the results that are important to them and
may therefore be reluctant to make firm commitments to specific statements of
desired results; they want to avoid the painful consequence of giving up pursuit
of other desirable results.

Another problem that affects some managers at the point of establishing the
desired results for their programs or projects is their concern they might fail to
accomplish the intended results. Whenever a manager sets a definite, clear-cut
desired result—whether in the form of an output, outcome, or impact—there is an
accompanying risk that the result will not or cannot be achieved. Concerns about
such failure prevent some managers from establishing definitive statements of
desired results against which their performance can eventually be judged. Those
who lack confidence in their abilities to attain results or who are highly risk-averse
may be reluctant to establish difficult or challenging statements of desire for their
programs or projects.

In spite of such difficulties, managers must be explicit in stating desired out-
puts, outcomes, and impact for their programs and projects if these decisions are
to serve as guides in moving to a desired future state. Similarly, managers must
consider the resource and process implications of revising the desired results
established for their program or project. These decisions, after all, reflect the an-
swer to the question of how they want their program or project to be situated
in the future. These decisions also establish the parameters of the challenge of
moving the program or project to its new preferred state.

How Will We Move Our Program or Project to the Preferred
Future State?

Developing Operational Plans to Accomplish Desired Results

The accomplishment of desired results in a program or project, including mov-
ing to a preferred future state, depends upon developing and implementing good
operational plans. Statements of desired results, whether in the form of outputs,
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outcomes, or impact, can be thought of as the ends toward which those involved
in a program or project work; operational plans are the detailed means of how
the ends can be accomplished.

Once decisions about ends have been made, decisions about means can be
addressed. In operational planning, managers develop and assess alternative
means for achieving established ends, and select the specific manner in which
the ends will be pursued. Much of the day-to-day management work in programs
and projects consists of finding effective means to accomplish established ends.

While there is no formula by which the most appropriate means to accom-
plish ends are selected, once alternative ideas about the means to accomplishing
ends have been placed on a menu for consideration, their relative advantages,
disadvantages, and potential effects and implications can be assessed. The task
is to assess the available alternatives relative to each other and select those
thought to give the best chance of accomplishing the desired results.

In some situations, operational planning can influence decisions about ends.
A desired output, outcome, or impact established for a program or project that
cannot be achieved should be reconsidered. Therefore, although we are dis-
cussing ends and means in this order, in reality decisions about each influence
the other.

If a manager concludes that a particular statement of a desired result devel-
oped in answering the previous question about a program or project’s preferred
future state cannot be achieved with available or obtainable inputs and processes,
then the desired result must be modified or abandoned. Similarly, a manager
choosing between two equally attractive ends for a program or project—when
both cannot be achieved simultaneously—can readily make the choice if opera-
tional planning determines that one attractive end will cost significantly more
than another. However, great care must be exercised in permitting assessments
of means to influence decisions about ends. In general, means are not as im-
portant as ends. Means are but ways to achieve the ends of a program or project.
A program or project’s ends in the form of outputs, outcomes, and impact are
the reason it exists.

Choosing from Alternatives in Developing an Operational Plan

Armed with comparative information based on assessments of alternatives, man-
agers can choose from among their alternatives in an informed way as they de-
velop operational plans. In making such decisions, as with other types of
management decisions, selection of the means to accomplish a program or
project’s ends can be based on experience, intuition, advice from consultants
or colleagues, on systematic analyses to identify the alternative that most closely
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fits a set of criteria, or on some combination of these bases. In making these de-
cisions, managers can also be guided by the information provided in Chapter
Five, including decision grids, payoff tables, decision trees, and cost-benefit analy-
sis. The Program Evaluation and Review Technique, PERT, can be especially
useful in assessments of the timing of elements in operational plans.

Managers, as they actually choose from among alternatives in developing an
operational plan, face some of the same difficulties that all decision makers face
at the point of decision. For example, they may hesitate because they are not cer-
tain they have assembled all the relevant information. Collecting and analyzing
information in the situational analysis is often difficult, and there is the persistent
problem of knowing when enough information has been considered to ensure a
well-informed planning process. This problem exists in most decision-making
circumstances. In addition, managers can be indecisive or impulsive, just as
decision makers in other situations can be.

The difficulties inherent in making the choices necessary in formulating
operational plans are not insurmountable. Generally, the difficulties are reduced
as managers gain experience with operational planning. The value of experience
applies equally to managers’ efforts to establish realistic statements of desired
outputs, outcomes, and impact for their programs or projects. In addition, man-
agers who have the opportunity to receive coaching and counseling from more
experienced managers are better able to develop their capabilities in operational
planning and to enhance other aspects of their strategizing.

Coaching and counseling can occur quite naturally in programs or projects
that are embedded in larger organizations. The manager’s immediate superior
in the organization can provide training and guidance in establishing statements
of desired results and in developing suitable operational plans to achieve results.
In addition, recognition and reward for success provided by the superior can
reinforce learning, and constructive and supportive critiques of mistakes can pro-
vide valuable learning opportunities for less-experienced managers.

Managers who lack confidence in their ability to develop good operational
plans can benefit from participating in management development programs. One
of the important purposes of these programs is to enhance managers’ abilities to
make better decisions, including those made within the context of strategizing.
When programs or projects are embedded in an organization that provides man-
agement development opportunities, that has a well-understood approach to strate-
gizing, and that devotes sufficient resources to the activity, it is easier for all
managers to effectively strategize. In the absence of organizational support, man-
agers must seek to develop and enhance their capabilities within the resources of
the program or project, or through participation in outside management devel-
opment opportunities provided through professional associations and universities.
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Implementation Considerations in Operational Planning

The development of good operational plans includes careful attention to fac-
tors that will affect their implementation, including information on resources, at-
titudes about the plan, and information about other operational plans being
implemented simultaneously. Operational plans, no matter how carefully crafted,
do not implement themselves. Attention must be given to the challenges likely
to arise in implementing operational plans during their formulation.

When developing a good operational plan, managers must assess how easy
it is to implement in the context of a program or project’s capabilities. Ideally,
managers recognize the connection between plans and implementation capabil-
ity and factor this into operational planning decisions. When mismatches occur
between operational plans and implementation capabilities, problems invariably
arise in their implementation. Such mismatches can be overcome in two ways:
plans can be changed, and the capabilities of a program or project to implement
a particular operational plan can be changed. In the latter case, resources can be
redirected; participants can be provided with additional training and education,
and new participants can be brought into the situation to support implementation.

Even when there is a close match between operational plans and imple-
mentation capabilities, implementation requires that managers also be effective
at designing and leading. Creating organization designs and attracting and re-
taining participants with the skills and abilities needed to implement operational
plans is crucial to the successful implementation of plans. Similarly, leading other
participants in playing their parts in successful implementation is also vital.

When a program or project’s manager has answered the first three questions
in strategizing and knows the current situation thoroughly, has a clear vision of
where the program or project should be situated in the future, and has developed
operational plans capable of moving to the new state, a fourth question arises
as efforts are made to move to the new desired state.

Are We Making Acceptable Progress Toward the Desired
Future State?

Assessing Progress and Controlling Performance

The strategizing activity in management work is brought to full circle through a
determination of whether or not acceptable progress is being made toward achiev-
ing a program or project’s desired outputs, outcomes, and impact. By determin-
ing whether ongoing performance is acceptable and whether appropriate progress
is being made toward achievement of the desired future state established for a pro-
gram or project, and by making adjustments and corrections if inadequacies are
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detected, managers increase the likelihood of eventual achievement of the desired
results.

Technically, controlling in work situations is the regulation of actions and
decisions in accord with the stated desired results and with the standards of
performance established in operational plans. The word control often carries a
negative connotation. People sometimes tend to think of it as a sinister activity
involving surveillance, correction, or even reproach. But control is a normal part
of most human endeavors.

Monitoring the results accomplished and feeding this information back to
those who can influence future results is a normal, pervasive, and natural phe-
nomenon in work settings, including health programs and projects. Chefs watch
their Hollandaise sauces carefully, D]J’s listen to their music, nurses monitor the
condition of patients in their care, manufacturers check the quality of prod-
ucts coming off their assembly lines, and soccer coaches watch the scoreboard
and clock. All this monitoring is done so that deviations can be detected and cor-
rected in time to favorably affect results.

Controlling, whether expenditures, quality of services, participants’ morale,
or anything else, involves monitoring performance, comparing actual results with
previously established desired results and standards, and correcting deviations
that are found. Figure 2.2 illustrates the interrelated parts of controlling perfor-
mance and assessing progress in the laboratory of a program designed to screen
for HIV infection. Note that the work of this laboratory is modeled in terms of
the logic model presented in Figure 1.1, with the added elements necessary for
assessing progress and controlling performance.

In this model, desired results are those established earlier in strategizing
for this program’s laboratory. Desired results in the form of outputs, outcomes,
and impact are, in effect, the targets or ends desired for a program or project, or,
as in this case, a unit of a specific program. Standards are typically those estab-
lished by professions, regulators, and accrediting agencies. Together, the desired
results and the standards become the criteria against which performance can
be compared and judged.

To be most useful in controlling, both desired results and standards should be
expressed in terms that actual performance can be measured against. Examples
include quantity, cost, time, attitude, or quality measures. Controlling is facilitated
when the criteria against which performance will be assessed are expressed in ob-
jective terms, although this works better in some situations than in others. For ex-
ample, a desired outcome of a high level of participant morale may be more
difficult to specify in objective terms than a desired outcome of successfully op-
erating within an established budget in a given year. However, it is possible to de-
vise and use methods of subjectively determining whether movement is toward
or away from achievement of a desired outcome of improved morale.
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FIGURE 2.2. CONTROL OF PERFORMANCE IN AN HIV-SCREENING
PROGRAM'’S LABORATORY.
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In monitoring and comparing, actual performance is measured. There is no
substitute for direct observation and personal contact by managers as they
monitor performance, although such techniques are inefficient. Thus, some moni-
toring is typically done through other means. Written reports on performance
can be especially useful for managers with large or diverse domains of respon-
sibility. To monitor performance in large programs or projects, managers may
have to rely almost exclusively on written or verbal reports provided by oth-
ers. In some instances, managers prefer to receive performance reports only when
established desired results or standards are not being met, relying on what is
called the exception approach to monitoring.
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Program or project managers also may find information systems (IS) useful
in their controlling efforts (Austin and Boxerman 2003). These systems can be
designed so that information relevant to control can be collected, formatted,
stored, and retrieved in a timely way to support the monitoring and comparing
aspects of controlling. An IS can be relatively simple or very elaborate. If it is to
be useful, however, an IS should report deviations at critical points. Effective
control requires attention to those factors that actually affect a program or proj-
ect’s performance. A good IS will report deviations promptly and contain ele-
ments of information that are understandable to those who use the system.
Finally, a good IS will point to corrective action. A control system that detects
deviations from accomplishment of desired results or from standards will be
little more than an interesting exercise if it does not show the way to corrective
action. A good IS will disclose where failures are occurring and who is respon-
sible for them, so that corrective action can be undertaken.

When monitoring and comparing reveals deviations from the accomplish-
ment of desired results or from adherence to chosen standards, adjustments
should be made or corrective actions should be taken. These corrective actions
curb undesirable results and bring performance back in line. When devia-
tions occur, effective control requires that corrective actions be taken, as shown
in Figure 2.2. However, knowing what actions to take can be a difficult challenge
for managers.

Because so many underlying factors can be involved, it is often difficult to
determine the flaws in operational plans or why implementation falters. Are
the established desired results reasonable? Are the operational plans adequate?
Is the implementation of operational plans going smoothly? Are there adequate
resources, and are participants properly trained to implement the operational
plan?

Managers should base their decisions about adjustments and corrective
actions on a careful analysis of the situation, starting with consideration of the
desired results and standards against which they are monitoring performance.
After all, the desired results may have been poorly conceived, or conditions may
have changed, rendering them inappropriate. Too, standards undergo revisions
from time to time. When standards are changed, adjustments may be necessary
in resources or processes being used.

Only after a thorough analysis of the reasons for a deviation will a manager
be in a position to take effective corrective action that will secure improved results
in the future. Such corrective action may consist of revising desired results, chang-
ing a process, redeploying resources, having a simple discussion with partici-
pants about their work, employing a change in technology, increasing training,
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improving equipment, budgeting more time, creating a new schedule, or doing
anything else to rectify the situation. Armed with an understanding of the causes
of deviations, managers can undertake effective corrective action. In doing this,
they become change agents.

Budgets and Effective Control

Managers need effective control systems or techniques to support their assessment
of progress toward achieving their programs’ or projects’ missions and objectives,
in detecting discrepancies between objectives and actual performance, and in
taking corrective action. In their efforts to control performance, health programs
and projects routinely develop budgets, which are the most widely used type of
control system.

Budgets reflect projected activities of programs, projects, or subunits within
a program or project in numerical terms covering a specified period of time.
Their use as control systems derives from the fact that budgets are used as pre-
established objectives or standards against which actual operating results can be
compared and adjusted through the exercise of control.

Budgets provide information that enables managers to take corrective action
when necessary to bring results into conformity with targets. Although budgets
often are expressed in monetary terms, they can be expressed in other units as
well. Personnel budgets, for example, indicate the number of people needed at
various skill levels and the number of person-hours allocated for certain activities.

For most programs and projects, an operating budget, which is a combina-
tion of a revenue budget and an expense budget, may be the only budget required for
controlling purposes. Exhibit 2.1 contains the annual operating budget for a large
program designed to provide a range of health services on a fee-for-service (FFS)
basis to patients/customers who use the program. The program also provides ser-
vices to an enrolled population that includes 12,000 members. These services are
provided under contract on a capitated or pre-paid basis.

The construction of an operating budget for this program requires volume
projections or estimates as a starting point. Based on past experience, the
manager estimates that 20,000 visits to the program will be made by FFS
patients/customers in Year X. In addition, the capitated population has averaged
0.20 visits per member-month. Therefore, the manager calculates that in Year X
the capitated population will produce 12,000 x 12 = 144,000 member-months.
The manager uses the historical average of 0.20 visits per member-month to cal-
culate an estimated number of visits by the capitated population as follows:
144,000 x 0.20 = 28,800 visits. Estimated total volume expressed as the num-
ber of visits to the program for services for Year X is 20,000 + 28,800 = 48,800
visits. (These volume assumptions are shown as Part I in Exhibit 2.1)
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EXHIBIT 2.1. A PROGRAM'S OPERATING BUDGET FOR YEAR X.

Part |

Part 11

Part Il

Volume Assumptions
A Fee-for-service (FFS)
B. Capitated lives (plan members)

Number of member-months
Expected utilization per member-month
Number of visits

C. Total expected visits

Revenue Assumptions

A. FFS

B. Capitated lives

C. Total expected revenues

Cost Assumptions

A. Variable costs
Staffing (26,000 hours @ $28 per hour)
Supplies

Total variable costs

Variable cost per visit

B. Fixed costs
Overhead, depreciation, leasing

C. Total expected costs

Part IV Pro Forma Profit and Loss (P&L) Statement

Revenues
FFS
Capitated

Total

Variable costs
Contribution margin
Fixed costs
Projected profit

20,000

12,000
144,000
0.20
28,800

48,800

$ 40
x 20,000

$ 800,000
$ 4

x 144,000
$ 576,000

$1,376,000

$ 728,000
90,000
$ 818,000

$ 16.76

$_400,000

$1,218,000

$800,000
576,000
$1,376,000

$ 818,000
558,000
400,000

$ 158,000

visits
members

visits
visits

visits
per visit

visits

per member per
month
member-months

($818,000/48,800
visits)

($1,376,000-$818,000)
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To calculate the revenue budget, the manager assumes the program’s net
collection for the FFS visits will average $40 per visit. Some visits will produce
more revenue, some less. On average, however, past experience yields an estimate
of $40 per visit from the FFS patients/customers. Thus, FFS revenues would be es-
timated as 20,000 visits x $40 = $800,000 for 2006. Using the contract premium
established for the capitated population of $4 per member per month (PMPM),
the manager can calculate revenue from this source as $4 x 144,000 member-
months = $576,000 for Year X. Combining FFS and capitated patients/customers,
the manager can estimate total revenue for the program in Year X as $800,000 +
$576,000 = $1,376,000. These revenue assumptions are shown as Part IT in Exhibit
2.1. It should be emphasized that this is an estimate of the program’s revenues; con-
ditions could change, making the estimate inaccurate.

Part III of the operating budget shown in Exhibit 2.1 contains information on
the program’s estimated expenses for Year X. The manager, again relying upon
past experience with the program’s operations, estimates that the anticipated
48,800 visits will require a combined staffing cost of $14.92 per visit. This includes
staff involved in direct, support, and management work in the program, and is
calculated as follows: 26,000 hours of estimated staff time x $28 per hour on
average = $728,000. Thus, staff costs per visit are expected to average
$728,000/48,800 = $14.92. Although not all costs for staff doing direct and sup-
port work are variable as shown in Exhibit 2.1, the use of part-time staff and the
payment of some staff on the basis of productivity permits the manager to closely
tie the number of hours of estimated staff time to the number of estimated visits.

The other portion of estimated expenses is for supplies. The manager esti-
mates that medical and administrative supplies will cost $90,000 in Year X, based
on past patterns of these expenses and the estimated volume of activity. This
means that supply costs will average $1.84 per visit ($90,000/48,800 visits). Thus,
the program’s combined staffing and supplies costs per visit in Year X are esti-
mated to be $14.92 + $1.84 = $16.76.

Finally, as can be seen in Part III of Exhibit 2.1, the program is expected to
incur $400,000 of fixed costs in Year X. These expenses include overhead costs,
as well as depreciation of equipment and the cost of leasing the program’s space
to serve the program’s anticipated 48,800 visits by its patients/customers in Year
X. Variable costs are expected to total $818,000 ($728,000 in staffing and $90,000
in supplies), plus $400,000 in fixed costs, for a total of $1,218,000.

Part IV of Exhibit 2.1 shows the determination of the program’s pro forma
(projected) profit and loss (P&L) statement. The P&L statement is the heart of an
operating budget. The difference between projected revenues of $1,376,000 and
projected variable costs of $818,000 produces a total contribution margin of
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$558,000. Deducting the forecasted fixed costs of $400,000 yields a budgeted
profit for the program of $158,000.

Budgets are merely guides for managers, not substitutes for good judgment.
Effective budgets allow managers the necessary latitude and flexibility to
accomplish the objectives established for their programs and projects when
conditions change within the period covered by the budgets. To avoid having
budgets become too restrictive, enlightened managers assure flexibility in the use
of budgets by monitoring operating conditions and revising budgets when con-
ditions appreciably change. Additional information on budgeting can be found
in Gapenski (2002) and Nowicki (2001).

The Link Between Strategizing and the
Performance of Programs and Projects

Effective strategizing is crucial to the overall performance of programs and proj-
ects. The contribution it makes to performance begins with the focus on desired
results that good strategizing requires. Strategizing yields appropriate statements
of desired outputs, outcomes, and impact, and it supports managers in devel-
oping operational plans for accomplishing the desired ends. In this way strate-
gizing contributes to focusing on desired ends and coordinating the use of a
program or project’s inputs and resources toward achieving the desired ends.

Strategizing also contributes to performance by helping managers to at least
partially offset the effects of pervasive uncertainty. When managers think about
the future in systematic ways and plan for contingencies, they greatly reduce the
chances of being caught unprepared.

Through the development of operational plans and through assessing and
controlling performance, managers also enhance operational efficiency and ef-
fectiveness. As noted in Chapter One, strategizing substitutes integrated effort in
place of random activity, controlled flow of work in place of uneven flow, and
careful decisions in place of snap judgments. These and other results of effective
strategizing contribute directly to operational efficiencies in programs and proj-
ects and to the effectiveness of direct, support, and management work.

Finally and ultimately most importantly, effective strategizing facilitates
the continual assessment of progress toward accomplishment of the desired re-
sults established for a program or project, and the exercise of control over the
performance of direct, support, and management work in pursuit of these ends.
This is increasingly important as those who pay for the services provided
through health programs and projects—indeed, all health services—whether
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through public programs such as Medicare and Medicaid or private employers
and their insurance mechanisms, require greater accountability from those who
provide these services.

The required accountability goes beyond cost to include both the quality
of services and the manner in which they are delivered. The trend toward more
accountability and the concurrent need to control ensure that accountability will
become increasingly important in all health services settings. Its relationship to
managers’ efforts to control performance for which they are responsible is one
of the most important reasons for effective strategizing in health programs and
projects.

Before concluding this chapter, two topics related to strategizing will be cov-
ered, initial strategizing and interventional planning. The unique circumstances of
the initial strategizing for a program or project as it is being conceived are dis-
cussed in terms of developing a business plan. Interventional planning, which is
the application of planning techniques to the development, implementation, and
evaluation of the interventions that many programs and plans undertake, is
also discussed. Interventional planning is undertaken in order to address one
or more health determinants that affect the patients/customers a program or proj-
ect serves. Interventional planning differs from the core strategizing activity that
a manager carries out in relation to a program or project. Even so, the success of
most interventions or initiatives that a program or project might undertake de-
pends heavily upon effective interventional planning.

Business Plans

One of the most important stages in the life of any program or project is its orig-
inal conceptualization and then development into a concrete, well-formed idea.
At this beginning point, a program or project may be nothing more than an
idea or a concept in the imagination of someone who thinks it can meet a real
need. An early task in the life of any program or project is for those who support
it to demonstrate that the idea is viable. Thus, an initial round of strategizing
for a program or project is required. This is termed business planning and results
in a document called a business plan (Abrams 2000).

The concept of business plans emerged in the entrepreneurial world where
people with ideas for new businesses must make convincing cases to banks, ven-
ture capitalists, and other potential investors in order to attract the necessary cap-
ital to get their business to an operational stage. The business plan in these
contexts is a written document describing the nature of the business and how the
entrepreneur intends to start and operate the business.
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The U.S. Small Business Administration, a federal agency that supports the
establishment and operation of small business in the United States, notes that a
business plan “precisely defines your business, identifies your goals and serves
as your firm’s resume” (http://www.sba.gov). Because business planning is so
ubiquitous, there are many consulting firms—such as Bullet Proof Business Plans
(http://www.bulletproofbizplans.com )—available to assist in the process.

A business plan for a nascent health program or project is developed as a
means of making a convincing case to all those who must approve its initiation.
If a program or project is to be embedded in a larger organization, the audience
for the business plan will be organizational superiors who must approve the
program or project’s initiation.

Although business plans vary in content, a useful business plan for a new
health program or project can be constructed around its initial logic model (see
Figure 1.1). Development of the logic model provides an opportunity to identify
the desired results of the program or project in terms of outputs, outcomes, and
impact. It also provides an opportunity to identify the inputs and resources and
the various processes that will yield the anticipated results. In addition to the logic
model, several other elements are typically included in a business plan, includ-
ing the following:

* A summary description of the program or project, including summary state-
ments about the elements of the logic model (such as inputs/resources,
processes, outputs, outcomes, and impact)

* An explanation of why the program or project is needed and why it will
succeed in its market

* A description of the target markets for the program or project, with projec-
tions of need and demand for its services, and, as appropriate, projections of
sales and market share for the first five years of operation

* A description of how the program or project will be managed, including
information on the qualifications of key participants involved

* A description of how the clinical services (if applicable) of the program or
project will be provided, including information on the qualifications of key
participants involved

* A detailed operating budget, usually projected for the first year of the new
program or project and also projected through the first five years of operation
(discussed in previous section about preparation of operating budgets)

* A detailed description of space and equipment needed for the first five years
of operation

* A description of funding sources for the program or project, including revenues
expected from operations, grants, contracts, and other sources of funding
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* An analysis of the major risks or challenges faced by the program or project
in its first five years, and a description of how these will be addressed

* A timetable of key events and accomplishments expected for the program
or project in its first five years

Comprehensive business plans for new programs and projects cannot guar-
antee their success. They can, however, assure that careful thought is given to
the early operational phase of a program or project and to preparing to meet the
challenges that can be seen in this special form of strategizing its future.

Planning for Interventions Undertaken
by Programs and Projects

Within the overall strategizing activities—through which managers, perhaps with
the involvement of others, determine the desired results for programs and pro-
jects and develop detailed operational plans for how they will be accomplished—
is another form of planning. This form of planning, which we will call interventional
planning, involves the application of planning techniques to the development,
implementation, and evaluation of interventions undertaken by programs and
projects as part of their direct work.

In small, highly focused programs or projects—those intended to engage in a
single specific intervention such as conducting a single highly focused health
education program for example—the distinction between overall strategizing
and interventional planning, especially distinguishing between operational plan-
ning and interventional planning, may not be possible or relevant. That said, in
larger programs and projects there is an important distinction between the over-
all strategizing done for an entire program or project and the interventional plan-
ning done for specific interventions developed and provided within a program
or project. An example will help distinguish interventional planning from
the more general strategizing activities in which program and project managers
engage.

A successful health education program, established by and embedded in a
county health department, has served a number of clients for several years.
Among the clients are groups of citizens of the county who have been catego-
rized by demographic characteristics (elderly, minority, female teenagers), clin-
ical condition (diabetes, obesity, drug abuse), and affiliation (elementary school
students, elderly day-care program participants). All of the health education in-
terventions for these clients are paid for through public funds made available
to the health department or through grants from foundations.
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In strategizing this program’s future, its manager determined it is impor-
tant to enhance the resources available to the program by adding private,
paying clients. The manager envisions many benefits available to the program
from broadening the base of financial support through the addition of corporate
clients who will pay for services.

In the previous year, the operational planning as to how to accomplish this
outcome led to some of the program’s health educators visiting the benefits man-
agers at local companies and other businesses to explain the advantages of spon-
soring various health education interventions for their employees. This resulted
in two new clients for the coming year, a large financial services firm and the
local plant of an international manufacturing firm.

Good strategizing paid off for this health education program, but the success
achieved by adding the new clients triggered the need for interventional planning.
The program manager assigned a health educator to each of the new corporate
clients to do the necessary interventional planning to guide the provision of health
education services. Interventional planning is undertaken in a series of six steps
as shown in Figure 2.3. The health educator’s role in each step in the interven-
tional planning for the client is described next.

Figure 2.3. Model of Interventional Planning.

Step 1: Building knowledge of the client

Y
Step 2: Assessing client’s needs

Y
Step 3: Establishing desired results for the intervention

Y
Step 4: Designing the intervention

Y
- == Step 5: Implementing the intervention

Feedback in a
formative evaluation

Y

Step 6: Evaluating the intervention by conducting
formative and summative evaluations
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Step 1. Building knowledge of the client (which can be an organization or
group of individual patients/customers)

Each health educator met separately with a key representative of the new client
to which he had been assigned. For example, one health educator met with the
benefits manager at the plant and with the vice president of human resources
at the financial services company. These meetings were held in order to obtain
the views of these client representatives as to what the intervention might ac-
complish. In each case, information about the organization, including how em-
ployees and their family members use health benefits, was reviewed. Later, in
building knowledge of the client, interviews with groups of employees and fam-
ily members were conducted. A health education committee was formed with
representation of management and other employees for each client.

Step 2. Assessing the client’s needs for health education

In each situation, with the help of the health education committee, the educa-
tor conducted a needs assessment (Petersen and Alexander 2001), including a sur-
vey of behavioral risk factors that sample groups of employees and their family
members completed. The risk assessment also included several focus group meet-
ings to explore possible needs upon which to focus the intervention. The com-
mittees also reviewed insurance claims data for their firm’s employees and their
dependents over several years and the Health Plan Employer Data and Infor-
mation Set (HEDIS), made available by the National Committee on Quality As-
surance (NCQA). Data was available for all of the health plans in which
employees and their families were enrolled. (Information is available on NCQA
and HEDIS at http://www.ncqa.org.)

The assessment in both situations identified several areas of need for a health
education intervention. In the financial services company, the most compelling
need was that employees and their adult family members were experiencing a sig-
nificantly higher rate of type 2 diabetes than would be expected in a population
of this age and gender structure. In the plant, the most compelling problem was
injury prevention among employees, especially back injuries caused by lifting.

Step 3. Establishing desired results for the intervention

With the involvement of the health education committees, the educators devel-
oped statements of the desired results of the interventions. These included im-
pact, as well as more specific results expressed as desired outputs and outcomes.
At the financial services company, the desired impact was to eventually reduce
the incidence of type 2 diabetes among employees and their spouses to a level
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consistent with that expected in a group with this age and gender structure.
The desired impact for the plant was to reduce the incidence of injuries to a rate
no greater than the industry average. In both cases, it was anticipated that these
ultimate impacts would take many years to achieve and would not occur until
well after the intervention had been completed.

Desired outputs developed for the financial services company included a
specific number of face-to-face education sessions to expose employees and
spouses to information about diabetes; printed information about preventing, di-
agnosing, and treating the disease was also produced and distributed. Another
desired output was to include information about diabetes on the company’s
Web site. The committee also established a desired outcome that, following the
intervention, all employees with type 2 diabetes would have appropriate
hemoglobin Alc (HbA,), lipids (LDL-C), and kidney disease monitoring
(microalbuminuria test), as well as annual eye examinations. Appropriate desired
outcomes also were established for the health education intervention at the plant,
although the financial services company will be used as the example for the re-
mainder of this discussion.

Step 4.  Designing the intervention

The educator assigned to the financial services company designed the interven-
tion to include a number of specific education activities. The design was influ-
enced heavily by the recommendations of the National Diabetes Education
Program (NDEP), especially those developed in its section on “The Business
Community Takes on Diabetes” (http://www.ndep.nih.gov). The NDEP is a
partnership of the National Institutes of Health, the Centers for Disease
Control and Prevention and more than 200 public and private organizations.
Thus, its recommendations are authoritative.

The design of the intervention also was guided by the educator’s use of
the design features of a number of well-established health education planning
models, including the following:

+ PRECEDE-PROCEED Model for Health Promotion Planning and Evaluation
(Green and Kreuter 1999)

* Model for Health Education Planning (MHEP) (Ross and Mico 1980)

*+ Multilevel Approach to Community Health (MATCH) (Simons-Morton,
Greene, and Gottlieb 1995)

* CDCynergy, a health communication model developed by the Centers for
Disease Control and Prevention (Centers for Disease Control and Prevention,
1999a)

+ Social Marketing Assessment and Response Tool (SMART) (Neiger 1998)
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+ Planning, Program Development, and Evaluation Model (PPDEM)
(Timmreck 1995)

* Generalized Model for Program Planning (GMPP) (McKenzie and
Smeltzer 2001)

Step 5. Implementing the intervention

The health educator implemented the intervention by carrying out the activities
called for in its design, including distributing a diabetes information sheet with
all employees’ paychecks. Over the course of implementation, this was followed
up with additional information sheets in employee pay envelopes about aspects
of diabetes. Two articles about diabetes were written for and included in the com-
pany newsletter, and information about the disease was featured on the
company’s Web site. Posters about the disease were used throughout the com-
pany to enhance awareness.

Employees and their family members with diabetes received special mailings
with information about how to interact effectively with their physicians. They were
provided information produced by the National Diabetes Education Program about
specific questions to ask their physicians, including: (1) What are my blood sugar,
blood pressure, and cholesterol numbers? (2) What should they be? (3) What
actions should I take to reach these goals? Employees and their family members
were also given wallet cards on which to record and track these numbers.

Step 6. Evaluating the intervention

All interventions should be evaluated, although the extent of the evaluation
can vary depending upon the importance of its results and the available
resources. Useful information for conducting evaluations can be found in a
comprehensive framework used by the Centers for Disease Control and Pre-
vention to guide evaluations of its programs (Centers for Disease Control and
Prevention 1999b). No matter what specific approach to conducting evaluations
is taken, an evaluation is an analytical process involving the collection and analy-
sis of data and information that allows managers to improve interventions while
they are in progress or to measure the degree to which the desired results are
achieved after the intervention’s conclusion (Rossi, Lipsey, and Freeman 2003).

Thus, there are two purposes for evaluating interventions, with the fulfill-
ment of each driving the use of somewhat different methodologies. A formative
evaluation is intended to help improve an intervention as it takes place. A summa-
tive evaluation is intended to prove whether an intervention accomplished the
desired results. The health educator determined that both purposes were
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relevant to evaluating the intervention at the financial services company and
undertook both formative and summative evaluations of the intervention.

A formative evaluation is much like the determination of whether or not ac-
ceptable progress is being made toward achieving a program or project’s desired
outputs, outcomes, and impact as part of the more general strategizing activity.
In fact, application of the control model shown in Figure 2.2 can help guide the
formative evaluation of an intervention. During a formative evaluation questions
are asked about results as they are occurring; this means there is still time to make
adjustments when results are not as desired. This type of evaluation requires
monitoring the progress being made in an intervention and making mid-course
corrections as needed to keep the intervention on track.

The health educator, in conducting the formative evaluation of the inter-
vention at the financial services company, used desired results established in Step
3 to determine progress. As is typical of formative evaluation, the focus was
on outputs and outcomes, rather than impact. Impact is typically assessed in a
summative evaluation of an intervention.

The educator periodically assessed progress toward achieving the outputs
established in Step 3 by determining the number of face-to-face education ses-
sions that had been conducted, as well as progress toward producing and dis-
tributing printed information about the prevention, diagnosis, and appropriate
treatment of type 2 diabetes. The educator also tracked progress toward the de-
sired outcome of having all employees and spouses with the disease receiving
appropriate hemoglobin Alc (HbA,), lipids (LDL-C), and kidney disease
monitoring (microalbuminuria tests), as well annual eye examinations, by the
conclusion of the intervention.

When progress toward accomplishment of any of the desired outputs or out-
comes established for this intervention was inadequate, the health educator made
the necessary adjustments. This is shown conceptually in Figure 2.3 as the feed-
back loop between the evaluation and implementation steps of the model.

Summative evaluations tend to be snapshots reported after the conclusion
of an intervention. Their purpose is to prove or document whether or not an
intervention worked as intended and perhaps to summarize the lessons learned
from making the intervention. Although in many interventions ultimate impact
will not be felt until well past the conclusion of the intervention, the health ed-
ucator conducting the summative evaluation for the intervention at the financial
services company was able to evaluate key outcomes of the intervention. Among
these, the educator had specific information of the number and proportion of the
company’s employees and their spouses who had type 2 diabetes who were re-
ceiving appropriate hemoglobin Alc (HbA,), lipids (LDL-C), and kidney dis-
ease monitoring (microalbuminuria tests), as well the number and proportion
having an eye examination during the period of the intervention.
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It would, however, be some years before anyone could determine if the
intervention had its ultimate desired impact of reducing the incidence of type 2
diabetes among the employees and their spouses to a level consistent with what
would be expected in a group of this age and gender structure.

Both formative and summative evaluations were performed because each
served a different purpose. The formative evaluation of the implementation of
the intervention involved collection and analysis of data and information that
permitted the educator to assess ongoing progress in the conduct of the inter-
vention and to make improvements in its implementation. The results of ongo-
ing formative evaluation, as well as the actions taken by the health educator in
response to the results, were reported to the program manager.

The conduct of the summative evaluation of the intervention required the
health educator to collect and analyze data and information to determine how
well the intervention worked in terms of achieving its desired results—at least to
the extent this data and information were available at the time of the summative
evaluation. The results of the summative evaluation were reported to the
program manager, who also shared the results with the client company. By prov-
ing the result of the intervention, a good case was made to conduct further health
education interventions for the financial services company.

The conduct of formative and summative evaluations can be very compli-
cated, in which case the use of consultants is very helpful. Generally, however,
managers and other participants can conduct evaluations by focusing on progress
toward desired outputs and outcomes in formative evaluations, and impacts in
summative evaluations. When impacts will not be determined until far into the
future, the focus can be on outcomes achieved at the conclusion of the inter-
vention. Whether simple or complex, however, good interventional planning
comes full circle with the completion of the evaluation step in Figure 2.3.

Summary

This chapter defines strategizing as the activities through which a manager, perhaps
with the involvement of others, establishes the desired results to be achieved through
a program or project and develops operational plans for how the results will be
accomplished. The discussion of these activities is structured around how managers
of health programs and projects seek answers to the following four questions:

1. What is the current situation of our program or project?
2. In what ways do we want our program or project’s situation to change in
the future?
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3. How will we move our program or project to the preferred future state?
4. Are we making acceptable progress toward the desired future state?

The chapter discusses how question one is answered through the conduct of
a thorough situational analysis for a program or project. The situational analysis
has three components: an inventory of the desired results established for a pro-
gram or project, as well as internal and external situational analyses of the
program or project.

The conduct of an external situational analyses is discussed in terms of its
five interrelated steps: (1) scanning to identify relevant information (trends,
developments, or possible events that represent either opportunities or threats
for the program or project); (2) monitoring or tracking the relevant information
identified through scanning; (3) forecasting or projecting the future directions of
relevant information; (4) assessing the implications of the information for the pro-
gram or project; and (5) disseminating the information to those who can use it to
guide decisions and actions.

The conduct of internal situational analysis is discussed in terms of a finan-
cial analysis, a human resources analysis, a marketing analysis, and an operations
analysis. These analyses provide a catalogue of both the strengths and weaknesses
inherent in a program or project.

The inventory of desired results established for a program or project is dis-
cussed in terms of a mission statement, as well as statements of desired outputs,
outcomes, and impact. Figure 2.1 can serve as a template for developing these
statements.

The chapter discusses how question number two is answered through re-
consideration of the components of a program or project’s logic model, includ-
ing inputs and resources, processes, outputs, outcomes, and impact. The chapter
also discusses how revisions in logic models and organization designs serve as
the mechanism to answer question number three about a program or project as
its manager strategizes its future. Revisions may involve changing any part of a
program or project’s inputs, processes, and desired results, and may require
detailed operational planning to guide the changes.

The discussion of strategizing is brought to full circle by the answer to ques-
tion number four in determining whether or not acceptable progress is being
made toward achieving a program or project’s desired outputs, outcomes, and
impact. Controlling is described as the regulation of actions and decisions in ac-
cord with the stated desired results—in the form of outputs, outcomes, or impact—
and the standards of performance established in operational plans. Figure 2.2
provides an applied example of controlling performance. The roles of informa-
tion systems (IS) and budgets in control are discussed.
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The development of a business plan for a program or project at its original
conceptualization and development into a concrete, well-formed idea is
discussed. The contents of a good business plan are described, including the
development of the initial logic model for the program or project.

Interventional planning is described as a form of planning that takes place
within the overall strategizing activities of managers. This form of planning in-
volves the application of planning techniques to the development, implementa-
tion, and evaluation of interventions undertaken by programs and projects. A
six-step model of interventional planning (see Figure 2.3) is presented in this
chapter.

Chapter Review Questions

1. Define strategizing and interventional planning. Distinguish between the two.

2. What four questions must a manager answer in strategizing?

3. What are the components of a complete situational analysis for a program or

project?

4. What are the steps in conducting an external situational analysis?

. What should be included in an internal situational analysis?

. What should be included in an inventory of a program or project’s desired
results?
Discuss the role of controlling in strategizing.

. Discuss the role of budgets in controlling.

. What should be included in a business plan?

10. Discuss the steps in interventional planning.

S G

© oo N



N

CHAPTER THREE

DESIGNING FOR EFFECTIVENESS

Managers engage in three highly interrelated core activities in doing man-
agement work: strategizing, designing, and leading (see Figure 1.3). Through
designing activities, the topic of this chapter, managers shape two important as-
pects of programs and projects. First, through designing activities, managers
establish and revise over time the logic models (see Figure 1.1) of their programs
and projects. Second, managers establish and revise the intentional patterns of
relationships among human and other resources within their programs or
projects through designing activities. These patterns of relationships are called
organization designs.

Specifically, the patterns of relationships among human and other resources
established by managers are formal organization designs. This distinction is im-
portant because coexisting within formal organization designs are informal struc-
tures that exist because people working together within formal designs invariably
establish relationships and interactions that lie outside the boundaries of the
formal structure. All organization designs have both formal aspects, which are
developed by managers, and informal aspects that reflect the wishes and pref-
erences of other participants. This chapter considers both formal and informal
aspects of organization designs.

Formal organization designs begin with the designation of individual posi-
tions. Positions are subsequently staffed as individuals are attracted to occupy
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them. Individual positions are the basic building block of organization designs,
although they are typically clustered into teams or work groups. In larger pro-
grams or projects, work groups may be clustered into divisions or other units.
When this occurs, issues of how the various work groups and clusters of work
groups are integrated and coordinated become important design concerns.
Depending upon circumstances, designing activities may also involve relating a
program or project to a larger organizational home. For example, a program em-
bedded in a county health department must fit within its larger organizational
home. A program manager in such a setting may report to a superior in the larger
organizational home.

Designing activities are an ongoing part of management work because the
logic models and organization designs of programs and projects undergo con-
tinuing revision. Designing for effectiveness means creating logic models and
structuring the relationships among human and other resources within a program
or project in ways that facilitate the accomplishment of the desired results es-
tablished through strategizing activities. After reading the chapter, the reader
should be able to do the following:

* Understand the designing and revising of logic models
* Understand the staffing process as part of designing
* Appreciate the historical roots of key organization design concepts
* Understand the key organization design concepts, including the following:
Division of work and specialization of workers
Authority and responsibility relationships
Clustering or departmentalization
Span of control
Coordination
* Distinguish between formal and informal aspects of organization designs

Designing Logic Models

When managers establish the desired results for a program or project expressed
as outputs, outcomes, and impact, designing is already under way. Desired results
are an integral component of the logic model for any program or project (see
Figure 1.1) and drive much about how the logic model is designed. The other
components of logic models are designed to accomplish the desired results es-
tablished for a program or project. In designing logic models, managers must
carefully consider the processes through which inputs/resources are used to produce
outputs, outcomes, and impact.
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Designing the Inputs/Resources Component of Logic Models

In designing the inputs/resources component of a logic model (see Figure 1.1), at-
tention is given to the human, financial, technological, and organizational inputs
necessary for a program or project to achieve its desired results. Depending upon
the situation of a particular program or project, it is likely to require a unique
package of resources, typically including some mix of human resources in the
form of paid staff and volunteers, funding, potential collaborators, technology,
organizational or interpersonal networks, physical facilities, equipment, and sup-
plies (W. K. Kellogg Foundation 2001).

Although all of the inputs and resources needed to make a logic model work
are important in considering a program or project’s design, none is more im-
portant than its human resources. As will be discussed more fully, organization
designs of programs and projects begin with the designation of individual posi-
tions, which can then be clustered into work groups. When programs and proj-
ects are embedded in larger organizations, as many are, organization design
continues with clustering work groups into departments and other sub-divisions
of the organization, and then grouping and arranging the work groups and
clusters of work groups into the entire organization. At the highest level of orga-
nization design, individual organizations can be further clustered into systems
or alliances of organizations (see Figure 3.1).

Managers at the various levels depicted in Figure 3.1 are concerned with
different design issues. Assuming a program or project is embedded in a large
organizational context such as a health department, an insurance plan, or a

FIGURE 3.1. A HIERARCHY OF ORGANIZATION DESIGNS.
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large hospital, top-level managers of the home organization are concerned with
design issues such as establishing appropriate relationships between and among
work groups and clusters of work groups in the organization. Top-level managers
must also search for the synergies that might exist within the organization when
all of its parts work together well. They might also be involved in the formation
of a system of organizations or with building alliances with other organizations
in which their organization is a participating member. In essence, top-level man-
agers are concerned with how effectively the entire organization is designed to
achieve the desired results established for it.

Middle-level managers in large organizations are concerned with organiz-
ing work groups and clusters of work groups into effective units and divisions.
First-level managers in such organizations, however, including those who man-
age programs or projects within the organization, are directly concerned with es-
tablishing and staffing individual positions and with clustering these participants
and other resources into the organization design of their program or project. In
all organization designs, the fundamental building block is the individual posi-
tion and the participant who fills the position. Individuals are the starting point
from which, through clustering, entire designs are elaborated.

Staffing Health Programs and Projects. Staffing is the process of filling the in-
dividual positions established in an organization design with participants. Pro-
grams and projects embedded in larger organizations can take advantage of the
specially trained human resource professionals who typically orchestrate this
highly specialized process in organizations. However, because all managers have
staffing responsibilities, the process cannot be left entirely to others.

The staffing process consists of a set of interrelated steps (see Figure 3.2)
through which vacant or newly created positions in the organization design are
filled. A full discussion of this process is beyond the scope of this book. However,
the reader will find excellent, in-depth discussion of general human resource
management in Mathis and Jackson (2003); and in Mondy, Noe, Premeaux, and
Mondy (2002). Comprehensive discussion of human resource management in
health care contexts can be found in Fottler, Hernandez, and Joiner (1998); Fried
and Johnson (2002); and Longest, Rakich, and Darr (2000, pp. 531-588). An
overview of the steps in the staffing process follows.

The first step in the staffing process, human resource planning, involves gather-
ing and analyzing information to identify human resource needs and planning to
meet the needs. This planning is influenced by environmental conditions affect-
ing the program or project. It begins with profiling human resource needs at some
future date. Short-term (one-year) and long-term (five-year) profiles can be useful.
Then the program or project’s ability to meet the demands of these profiles can
be anticipated and concrete plans for overcoming any shortfalls can be made.
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FIGURE 3.2. THE STAFFING PROCESS.
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The way a program or project’s future has been strategized (see Chapter Two)
is very important to its human resource plans. For example, plans to diversify
into new activities (such as providing a wellness program) or to significantly in-
crease provision of current services will directly affect the human resource pro-
file. Does the expertise necessary to operate a wellness program exist within
the program or project or will new participants need to be recruited? Can cur-
rent participants be retrained for the new work? And so on. An important part
of this planning is maintaining current job descriptions based on careful job analy-

sis for all current and anticipated positions in the program or project.

Guided by the provisions of a human resource plan, recruitment of prospec-
tive participants is undertaken to develop a pool of job candidates. Candidates
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are usually attracted through advertisements placed in newspapers and in pro-
fessional journals, through the efforts of employment agencies, and through
visits to educational programs that prepare health professionals. Selection involves
evaluating and choosing from among job candidates. Application forms, resumes,
interviews, and reference checks are standard selection techniques. Induction and
orientation are activities in the staffing process through which new workers are in-
troduced to their colleagues and to the program or project’s history, culture, logic
model, and organization design. An important part of this introduction is to thor-
oughly discuss the desired results established for a program or project and to de-
fine the new participant’s role in achieving these results. Participants should
become acquainted with their responsibilities and be made to feel welcome in
their new workplace.

Training and development activities are intended to increase the ability of a pro-
gram or project’s participants to contribute to achieving its desired results. Train-
ing usually is specific to current job skills needed by participants; development
activities are designed to prepare participants beyond the requirements of their
present positions so they can advance or be prepared for new work. Training and
development, as illustrated by the feedback loop in Figure 3.2, is partially guided
by the results of performance appraisals.

The performance appraisal step involves the periodic review and evaluation of
the performance of individual participants and, in some cases, the performance
of teams. Appraisals serve two purposes, both of which are very important to
managing effectively. Appraisals serve an administrative purpose in that the in-
formation from performance appraisals is taken into account in decisions about
compensation, as well as promotions and terminations. Appraisals also serve a
developmental purpose by identifying strengths and weaknesses among partici-
pants, which can be used to guide training and development activities (see the
feedback loop in Figure 3.2).

Effective performance appraisal requires that it be based on performance
criteria—measurable standards against which performance is compared—that are
comprehensive and actually measure aspects of performance that are relevant to
the program or project. In the traditional approach to performance appraisal,
managers use the performance criteria as a point of comparison while observing
actual performance of participants.

Increasingly, however, a broader approach to performance appraisals is em-
ployed. This may involve combining a manager’s appraisal with a participant’s
self-appraisal of performance. Self-appraisals can be especially useful in tailor-
ing and guiding developmental efforts. An important approach to appraisal in
some programs and projects is team-based appraisal. In this approach, the
performance of a team or group is appraised rather than the performance of a
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single participant. The major benefit of this approach is that it encourages team-
work; it is especially appropriate when groups or teams of participants work to-
ward achieving specific common outputs, outcomes, and impact, and when
any one participant’s performance is interdependent with that of other partici-
pants in the group.

Originally intended exclusively for developmental purposes, an increasingly
popular approach to performance appraisal is the 360-degree appraisal, also known
as a multi-rater assessment or multi-rater feedback. In many settings, 360-degree
appraisals are replacing the traditional performance appraisals of individual par-
ticipants conducted by managers. The central concept of a 360-degree appraisal
(and the source of its name) is that an individual’s performance can be usefully
appraised from many perspectives. (Picture a 360-degree circle of perspectives
surrounding the individual.) The raters in this approach can include an individ-
ual’s organizational superiors, subordinates, peers, patients/customers, and other
external stakeholders with whom the participant being appraised has contact.
This type of appraisal can serve administrative or developmental purposes,
although great care must be exercised in tailoring appraisals for these different
uses (Toegel and Conger 2003). Because of its widespread popularity, commer-
cial software for structuring 360-degree appraisals is readily available (for
example, http://www.mindsolve.com or http://www.halogensoftware.com), and
books on the subject abound (Collins 2000; Lepsinger and Lucia 1997).

The last step in the staffing process is the movement of workers within the
program or project through promotions, demotions, or transfers; and eventually their
separation from the program or project through resignation, layoff, discharge, or
retirement. As the feedback loop in Figure 3.2 illustrates, these movements pro-
vide important information for human resource planning.

This overview of staffing is intended to show how the various steps in the
process are interrelated. Each of these steps involves very complicated activities,
and all aspects of staffing are conducted within a legal context, which includes
employment law, labor relations law, and equal employment opportunity law
(Fried and Johnson 2002). It is advisable that all program and project managers,
when working within the context of a larger organization, use the skills of their
organization’s human resource department and legal counsel in fulfilling
their staffing responsibilities.

It is also advisable that managers pay special attention to diversity among
the participants resulting from their staffing efforts. Demographic changes in the
United States are creating a more culturally diverse labor pool, as well as a more
culturally diverse patient/customer base for programs and projects. Recent stud-
ies suggest that cultural diversity is associated with better performance in health
care settings (Dansky, Weech-Maldonado, De Souza, and Dreachslin 2003). This
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derives in part from the relationship between greater diversity and increased
cultural competence, which supports improved performance.

The Office of Minority Health of the U.S. Department of Health and Human
Services has published National Standards for Culturally and Linguistically Appropriate
Services in Health Care (2001). In this report, cultural competence means “having the
capacity to function effectively as an individual or an organization within the con-
text of the cultural beliefs, behaviors and needs presented by consumers and their
communities” (p. 131). Among the recommended standards to enhance cultural com-
petence is that all health care organizations—including health programs and projects—
should have diverse staffs that are representative of the demographic characteristics
of the populations they serve. (See Appendix B, Chapter One, for a description of
the project used to develop these standards.)

Designing the Processes Component of Logic Models

In designing the processes component of a logic model (see Figure 1.1), attention
is given to the activities, events, procedures, and techniques used to perform the
direct, support, and management work necessary for a program or project to
achieve its desired results. Every program or project, depending upon its specific
circumstances, requires a unique mix of processes to achieve its desired results.
For example, service provision processes differ in many ways in programs
focused on cancer care, cardiac rehabilitation, geriatrics, health education, home
care, palliative care, prevention, promotion, research and development, sub-
stance abuse, wellness, and women’s health. The differences in processes of pro-
viding services may be even greater in housing programs, job training programs,
or programs intended to clean up the physical environment.

Similarly, significant differences are likely to be found in the processes used
in such health projects as research or demonstration projects pertaining to a par-
ticular health determinant or in projects to increase seatbelt use, encourage
healthier eating, or the practice of safe sex. Other projects—such as those designed
to achieve some specific physical or intellectual purpose within a larger program,
such as designing and equipping a laboratory, training a staff in a new protocol
or how to use a new technology, or designing an information system—may in-
volve even greater differences.

Although many of the processes within programs and projects differ, there
are commonalities. For example, many programs and projects share such
processes as intake and initial screening of new patients/customers, budget prepa-
ration, and interventional planning. An increasingly important and widespread
aspect of designing processes in health programs and projects is attention to
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assuring the cultural and linguistic appropriateness of services. As noted previously,
the U.S. Department of Health and Human Services, Office of Minority Health,
recommends that all programs and projects providing health services ensure that
all patients/customers receive from all participants “effective, understandable,
and respectful care that is provided in a manner compatible with their cultural
health beliefs and practices and preferred language” (2001, p. 49).

Commonalities aside, each program or project is unique in some ways and
requires a unique mix of processes if its desired results are to be achieved. Dif-
ferent processes require different activities, events, procedures, and techniques.
Depending upon its processes, programs and projects will engage in differ-
ent mixes of such activities as diagnosis and treatment of illness, counseling, pro-
vision of day care, and the provision of information and other educational
modalities, among many others.

The challenges in designing processes that form part of a program or proj-
ect’s logic model include decisions such as the basic methods through which
services will be provided. For example, will services be provided to individual
patients/customers? Will services be provided in a congregate setting or even in
the homes of patients/customers? Within each service a program or project pro-
vides, there is a specific set of tasks that determine how the service is provided.
For example, provision of counseling services in a drug-treatment program could
involve the following tasks:

* Intake and screening of patients/customers

* Case planning by a counselor

* Implementation of the case plan

* Monitoring of service provision processes by a manager

+ Evaluation of the effects of services for the patient/customer

* Termination of the patient/customer from services at completion

* Follow-up of patient/customer’s status and progress

Designing the processes component of a program or project’s logic model is
a complicated undertaking. Adding the design of inputs/resources and the de-
termination of desired results suggests the extent of the challenge in designing
a complete logic model as depicted in Figure 1.1. This challenge is further
extended by the fact that logic models are not static; they undergo continual
revision throughout the life of a program or project.

Even when the initial design of a program or project’s logic model is com-
plete, however, managers engage in another major aspect of their designing work.
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They also create the organization design of their program or project by establish-
ing the intentional patterns of relationships among human and other resources
within it.

Creating Organization Designs

Before discussing the specific nature of creating organization designs, it will be
useful to provide a brief history of the contemporary concepts that guide designs
for programs, projects, and many other types of organizations. For those who
prefer contemporary things and ideas, it is sometimes difficult to appreciate old
ideas and concepts. It would be a mistake, however, to overlook the historical
roots of what is known about organization design.

Although they have been modified over the years, many of the fundamen-
tal organization design concepts that guide how most health programs and proj-
ects are structured can be traced back to the early twentieth century. The concepts
are based on the work of people such as the French industrialist Henri Fayol
(1949) and a German sociologist, Max Weber (1947). The work of these and other
organization and management theorists of the period, such as Gulick and Urwick
(1937) and Mooney and Reiley (1931), resulted in what are now considered the
classical concepts of organization design.

Perhaps the fact that so many basic design characteristics of contemporary
health programs and projects—indeed, of all types of organizations—are rooted in
conceptualizations that are nearly a century old reflects the wisdom that went
into the development of the classical concepts. Since the classical concepts
strongly influence the design of almost all contemporary organizations, includ-
ing health programs and projects, their role in creating effective contemporary
designs must be understood.

Key Concepts in Organization Design

Although many of the classical concepts of organization design remain relevant
to the design of modern organizations, including contemporary health programs
and projects, the applications of these ideas and concepts have evolved over time.
Thus, the following sections present the classical concepts of organization
design that are most relevant to health programs and projects. A contemporary
perspective on each of the classical concepts is also presented.

Every organized human activity, whether a team playing in a Little League
baseball game or the operation of Microsoft Corporation, has two fundamental
and opposing requirements: division of the work to be performed on the one
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hand, and coordination or integration of the divided work on the other. The clas-
sical theorists recognized the relationship between dividing work and the con-
comitant need to coordinate the divided work if satisfactory results are to be
achieved. They developed views on division and coordination of work, as well
as on other design concepts. In the following section, attention is given to the
division of work and the closely associated specialization of workers. Other
sections cover authority and responsibility relationships, clustering or depart-
mentalization, span of control, and the coordination or integration of the work
that has been consciously divided and performed by specialized workers.

Division of Work and Specialization of Workers

Mintzberg (1983) points out that individual positions in organization designs form
the foundation upon which all designs—including entire organizations and sys-
tems of organizations—are ultimately constructed. Before Mintzberg and other
contemporary thinkers, however, the classical theorists, and even before them
the economist Adam Smith (who wrote The Wealth of Nations in 1776), recog-
nized the potential inherent in attention to individual positions in organization
designs. These theorists recognized the benefits to be gained from dividing work
in ways that could maximize the ability of workers occupying individual posi-
tions to gain proficiency in their work through specialization.

Technically, division of work means dividing the work to be performed in
a program or project (or in any organization) into specific jobs, each consisting
of specified activities. The content of a job is determined by the activities a per-
son holding the job is to accomplish. For example, the job of pharmacist in a
drug-counseling program is defined by the activities a person in this position is
expected to accomplish. These activities are different than those expected of
someone with the job of nurse, program manager, or social worker.

Specialists do much of the work in health programs and projects. Their spe-
cialized capabilities are often reflected in professional licensure and in accredi-
tation rules and policies that require the programs and projects that hire them to
employ people who have met specific licensure and certification requirements
(that is, to employ people who are properly credentialed for the work they do).
Specialization, including but not limited to that which is documented by
licensure or certification, implies expertise based on education, experience, or
both, in the activities of a job. Health programs and projects are often structured
to accommodate the specialties of the participants who work in them through
clustering groups of participants according to specialty.

Dividing work and specializing workers enhances managers’ ability to
select, train, and equip people to do the work of programs and projects. Division
of work also permits managers a greater degree of control over work because
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they can more easily standardize and monitor specialized work and work-
ers. However, increased division of work has a negative side. People who per-
form highly specialized work may at times find it repetitive, monotonous, and
unfulfilling.

In response, such contemporary developments as cross training (equipping
people with skills that permit them to perform more than one job), job enlarge-
ment (combining tasks to create a new job involving a broader set of activities),
and job enrichment (expanding responsibilities so work becomes more challeng-
ing and satisfying) permits managers to minimize the negative effects of division
and specialization. For example, some health care organizations have established
programs that feature integrated patient care teams. Such teams reflect job en-
richment efforts that involve each member in team decisions and total care of
patients. Cardiac rehabilitation teams, for example, work together to diagnose,
treat, rehabilitate, and provide extended care, as a team, from the point of a
patient’s initial incident through recovery.

Authority and Responsibility Relationships

Growing directly out of the division of work in creating organization designs
is the need to assign the responsibility for and authority over the performance of
the work. Authority is the power derived from a person’s structural position in an
organization design. Organizational authority permits managers to give orders
and to expect that orders be carried out. Responsibility is the obligation to perform
certain activities or to achieve certain results and, like authority, organizational
responsibility is derived from one’s position in the organization design.

Authority and responsibility are delegated downward, resulting in a scal-
ing or grading of levels of authority and responsibility. The authority and
responsibility of a program or project’s manager are different than those of man-
agers of its sub-divisions, as well as those of individual participants. Vertical
layers in an organization design are the clearest evidence of the delegation of au-
thority and responsibility. This process of delegation results in what is called a
scalar chain of command within the organization design. Individuals higher up
in the chain have more authority than those lower in the chain. This scalar chain
helps define authority and responsibility relationships from the manager down
to the level of individual participants.

Classical theorists were obsessed with the role of authority and responsibility
in organization designs. In their view, the assignment of authority and responsi-
bility held organizations together. Furthermore, they believed that the rights at-
tached to one’s position were the only important sources of power or influence in
organizations. The effect of this was to view managers as all-powerful in their
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organizations. This might have been true 100 years ago, but no longer. Now, au-
thority, especially positional authority, is seen as just one element in the larger
concept of interpersonal power in contemporary organization designs.

There are numerous sources of interpersonal power, which has been defined
as the ability to influence others in all types of organizational settings, including
health programs and projects. The authority that derives from one’s formal
position is only one source of power. French and Raven (1959) conceptualized
interpersonal power as having five distinct bases in organization designs: legiti-
mate, reward, coercive, expert, and referent. Only the first three bases derive
from a manager’s formal position in a design.

The base of what French and Raven call legitimate power is clearly derived
from one’s position in an organization design. This formal authority resides in
managers and exists because organizations find it advantageous to assign power
to individuals so they can do their jobs effectively. All managers have some
legitimate power or authority based on position. Managers also have reward
power, which is based on their ability to reward desirable behavior and stems
from the legitimate power granted to managers. Because of their positions, man-
agers control rewards such as pay increases, promotions, and work schedules,
and this buttresses their legitimate power. Based on their position, managers also
have coercive power, the opposite of reward power. Coercive power is based on
the ability to punish or prevent someone from obtaining desired rewards.

By definition, the legitimate (or positional), reward, and coercive sources
of power in organization designs are restricted to managers. However, other
sources of power not restricted to managers exist in organization design. These
other sources are quite important in health programs and projects and have the
effect of spreading power and influence beyond the managers.

One of the most important forms of power in many programs and projects
is expert power, which is derived from having knowledge that is valued within the
program or project, or by an organization in which it is embedded. Expert power
is personal to the person who has the expertise. Thus, it is different from legiti-
mate, reward, and coercive power, which are prescribed by the organization de-
sign, even though persons may be granted these types of power because they
possess expert power. For example, health professionals with expert power often
rise to management positions in their areas of expertise. In addition, in programs
or projects where work is highly technical or professional, expert power alone
can make certain people powerful. In any program or project, participants with
scarce expertise will typically have more expert power than people whose
expertise is more readily replicable.

What French and Raven call referent power results when someone engenders
admiration, loyalty, and emulation to the extent that the person gains the power
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to influence other people. Sometimes called charismatic power, this form of
power is certainly not limited to managers. In some health programs and proj-
ects, charismatic individuals wield considerable influence. As with expert power,
referent power cannot be given by the organization, although legitimate, reward,
and coercive power can be.

Authority and responsibility considerations heavily influence the design of
contemporary organizations, including health programs and projects. However,
the contemporary view expands on the classical concept and views positional
authority as only one of several sources of power. In this larger perspective,
power is not limited to managers. A broader discussion of power and influence
can be found in Chapter Four.

Clustering

The process of clustering or grouping work and workers into manageable units
(see Figure 3.1) heavily influences organization designs. The classical view of
clustering—or as the classicists preferred to call it, departmentalization—is that it
is a natural consequence of division and specialization of work. In their view, be-
cause it is rational to specialize work, it is also rational to place similar workers
together in work groups. In turn, these groups are grouped into clusters of
related work groups until the organization design has a superstructure.

Gulick and Urwick (1937), among other classicists, noted four bases for clus-
tering work and workers: purpose, process, persons and things, and place. Other
factors upon which clustering can be based have emerged. Mintzberg (1979), for
example, suggests six bases for grouping workers into units and units into larger
units. Workers can be grouped on the basis of the following:

Specialized knowledge and skills A health program might group nurses
in one unit and social workers in
another.

Functions or processes performed A large program might have market-
ing, finance, and clinical services
units.

Timing of their work A program that operates twenty-
four hours per day might group

workers into day, evening, and

night shifts.
Outputs of their work, whether A program might group workers by
by services or products whether they provide inpatient or

outpatient services.
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Clients or patients they serve Programs might be established
based on age or gender of patients,
such as geriatric or women’s health

programs.
Place or physical location of A program might operate ambulatory
their work clinics in a downtown location as well

as in the city’s suburbs.

A single large health program or project might use several of these bases for
grouping workers in order to create an effective organization design. Larger or-
ganizations in which programs and projects are housed use many, if not all, of
these bases for clustering to create their designs.

No matter which basis is used, the clustering of work and workers into man-
ageable units helps establish the means by which their work can be integrated
and coordinated, both within the groups and with other work groups. Mintzberg
(1979) suggests that clustering has at least four important implications for par-
ticipants and the organization designs within which they work:

* Clustering sets up a system of common supervision. Once participants are
clustered, a manager can be appointed to integrate and control the work of
the group.

* Clustering facilitates sharing resources. People in work groups share a com-
mon budget, facilities, and equipment.

* Clustering typically leads to common measures of performance. Shared
resources on the input side and group-level outputs and outcomes per-
mit group members to be evaluated by common performance criteria.
(Recall the earlier discussion about appraising teams in this chapter.)
Common performance measures encourage group members to integrate
their work.

* Clustering encourages communication. Shared inputs/resources and shared
desired outputs, outcomes, and impact, along with close physical proximity,
encourages communication. This facilitates integrating the work of group
members.

Health programs and projects, as well as larger organizations in which they
might be embedded, use all six of the bases discussed previously for clustering
work and participants, including doing so by function, the basis most favored by
the classical theorists. This basis, reinforced by the specialized knowledge
and skills of many participants in health programs and projects, is clearly visible
in large health programs where nurses are in one cluster, pharmacists are in
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another, and social workers are in yet another cluster. In smaller programs or
projects, this functional basis is less frequently used and clustering is more likely
to be based on patients/customers served or on physical location.

One important contemporary development in the organization designs of
many health programs and projects—as well as the organizations in which they may
be embedded—is the increased focus on patients/customers as the basis for clus-
tering participants. This is one result of the increased competition for patients/
customers. For example, as the leaders of health care organizations seek to de-
vise business strategies to increase the market shares their organizations hold, many
have initiated geriatric and women’s health programs and comprehensive cardiac
care programs marketed specifically to corporate executives.

Clustering Participants into Work Groups or Teams. As Figure 3.1 indicates, the
first level of clustering in organization designs is the grouping of individual par-
ticipants into work groups or teams. Projects and smaller programs are typically
organized as teams. Frequently, the participants form a single team; it may even
be called the project team. Larger programs may contain a number of teams.

Groups and teams are established within organization designs for many
purposes. For example, large organizations establish management teams, gov-
erning boards, and standing committees. Some groups are assembled for spe-
cific problem-solving purposes or to pursue improvements in quality or
productivity. Problem-solving and improvement-oriented teams are ubiquitous
in health services settings. More is said about teams and teamwork in Chapter
Nine, where the role of teamwork in continuous improvement is discussed.
The focus here, however, is on the formal work of teams made up of the partic-
ipants in programs and projects.

Because the work team is vital to the success of a program or project, man-
agers should view one of their important responsibilities as team building or team
development (Beyerlein, Johnson, and Beyerlein 2000). Team building or devel-
opment includes enhancing the ability of individual participants to contribute to
team performance by providing education and training, by increasing their
motivation to perform as individuals and team members, and by enhancing
the capability of the team to perform as a team.

An important aspect of building and developing work teams is the realiza-
tion that all teams, including work teams, form in a series of evolving stages
(Tuckman and Jensen 1977; Fried, Topping, and Rundall 2000; Ashmos 1998;
McConnell 2003). Although not all teams evolve in precisely the same man-
ner, typically the evolution of a work team involves several discernable stages,
beginning with a formation stage that occurs when a team is first established. Team
participants in this stage sort out their roles and those of other participants as they
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begin to identify themselves as part of a team and to try to determine what is
acceptable within the group.

Formation is followed by a stage variously characterized as storming, disequi-
librium, or differentiation. This stage is characterized by real and potential conflicts
among team participants. Managers can play important roles in moving teams
beyond this stage by building trust and respect among participants and by clar-
ifying roles of individuals and of the entire team. Some teams never emerge from
this stage, and this stage as its name suggests is always “stormy.”

For teams that do progress, the next stage is characterized as the norming, in-
tegrating, or achieving role clarity stage. Agreement is reached regarding roles,
and cohesion among team participants increases significantly. Team members
begin to identify with the desired results established for the team and the pro-
gram or project within which the team works, and to develop or reaffirm shared
values. Communication flows relatively easily within the team as participants
gain trust and familiarity with each other.

Successful teams evolve further to a maturity stage or what is sometimes called
the performing stage. In this stage, the organization design for team participants is
well-established, and participants are concerned about the team and its effec-
tiveness. Teams at this stage are able to effectively accomplish the team’s work
and to deal with conflicts within the team. Participants are aware of one another’s
strengths and weaknesses and accept their differences. Typically, partici-
pants in teams at the mature stage experience satisfaction with their work, enjoy
high levels of cooperation, mutual trust, and support among team members,
and experience pride in the accomplishments of the team.

Importantly, a team’s maturity is not an endpoint. A team’s effectiveness—
including both work accomplishment and participant satisfaction—must be main-
tained, which can be thought of as a new stage. Perhaps more accurately, this is
not so much a new stage as a continuation of the performing stage, accomplished
through significant and ongoing efforts to maintain the team’s effectiveness.

For some health programs and projects, a work team’s final evolutionary
stage is reached when the team dissolves or adjourns. Most health projects
have a finite life span that is determined at the outset. For them, this final stage
is a natural conclusion of the project. On the other hand, plans for programs typ-
ically include an indefinite life span. The adjournment or dissolution stage for
programs and for projects before their planned termination date may result from
changes in the strategies of the organizations in which they are embedded,
perhaps driven by changes in the markets for services, or from changes in re-
imbursement policy. Dissolution may also result from a program or project’s fail-
ure to achieve its desired results. Some programs and projects simply fail and are
terminated.
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Span of Control

A fundamental organization design question of concern to the classical theorists
was how large clusters of workers could be and still be effective. A related ques-
tion was how to make decisions about the size of clusters. In considering these
questions classical theorists developed the organization design concept called span
of control, which is defined as the number of organizational subordinates report-
ing directly to an organizational superior. Classical theorists generally agreed that
managers should have a limited number of people reporting directly to them.
Their conclusion was based on their view of the ability of managers to exercise
the necessary degree of control over those whom they managed.

Spans of control significantly affect organization designs. As seen in Figure 3.3,
narrow spans of control produce #all organization designs, and wider spans pro-
duce flat organization designs. The tall and flat structures in Figure 3.3 have equal
numbers of positions, but the tall structure has four levels, while the flat one has
two. Complex health organizations (such as hospitals or large health departments)
typically have tall patterns resulting from extensive division of work and concur-
rent specialization of workers into numerous and varied departments and units.
This tall pattern results from the need to have limited spans of control when work is
highly divided and performed by specialized workers. In contrast, health programs
and projects typically have flat designs.

FIGURE 3.3. CONTRASTING SPANS OF CONTROL.

A Tall Complex Organization

A Flat Health Program or Project
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The factors contemporary managers use to determine an appropriate span

of control include the following:

Level of professionalism and
training of participants

Level of uncertainty in the
work being done

Degree of standardization
of work

Degree of interaction required
between managers and other
participants

Degree of task integration
required

Professional, highly trained participants
(characteristics often prevalent among par-
ticipants in health programs and

projects) require less supervision, which
permits wider spans of control.

Complex and varied work requires close
supervision when compared to simple and
repetitive work. Close supervision
requires narrow spans of control.

Standardized and routinized work

requires less direct supervision. Spans of
control for standardized work can be wider
than for less standardized work.

Work situations in which more interaction
is needed between managers and other
participants require narrower spans of con-
trol because effective interactions take time.

If the work being done by participants
must be carefully coordinated or integrated,

or if the various aspects of work are interde-
pendent, a narrower span of control may

be needed.

The classical concept of span of control remains highly relevant to the de-
sign of health programs and projects, although several contingencies must be
considered when applying the concept. The manager of a large program with
four or five separate units may find that the heads of these units constitute an ap-
propriate span of control. At levels of the program where work is standardized
and routine the spans could be much wider.

Another determining factor in span of control decisions is the nature of the
work. It is usually easier to supervise ten data processors than five drug counselors.
Also, the abilities and availability of managers must be taken into account. The
training and personal qualities of some managers enable them to manage broader
spans of control than others can manage. Similarly, better training and higher po-
tential for self-direction of those being managed reduces the need for relationships
with their managers and widens the spans the managers can handle.
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Coordination or Integration

Coordination and integration are used interchangeably in the organization design
literature. Whichever term is used, the concept pertains to processes intended to
achieve unity of effort among the various component parts in an organization
design in the accomplishment of its desired results. Although the focus here is
on integration within programs and projects, the concept applies to the entire
hierarchy of organization designs shown in Figure 3.1.

As was noted previously, health programs and projects can exhibit high
degrees of division of work and specialization of workers. When they do, there
is a greater need for effective coordination. While in some situations it is possi-
ble to separate work so as to minimize the degree of coordination needed, health
programs and projects typically require much coordination if their missions and
objectives are to be achieved. It is important to recognize the interaction between
the need to divide, specialize, and cluster work and participants, and subsequent
requirements for coordination. More differentiation of work and specialization
of participants increases the need for coordination.

The value of effective coordination is also influenced by the type of inter-
dependence existing among participants in a program or project. Thompson
(1967) identifies three forms of interdependence, pooled, sequential, and recip-
rocal. All three are found in health programs and projects. Pooled interdepen-
dence occurs when individual participants or work groups are related, but not
closely. They simply contribute separately in some way to the larger whole.
For example, several geographically dispersed units of a drug-counseling pro-
gram housed in a single health department can be viewed as linked largely in the
sense that each contributes to the overall success of the program; however, they
have very little direct interdependence. They operate as separate entities for all
practical purposes.

Sequential interdependence occurs when individual participants or work groups
bear a close and sequential connection. For example, patients/customers enrolled
in a large multi-service program become the focal point for extended chains of
sequentially interdependent activities. The program’s intake office enrolls them
and schedules an initial evaluation of their status and needs. This may trigger
separate appointments with a nurse, social worker, and physical therapist, all
occurring in a sequentially interdependent manner.

The third type of interdependence, reciprocal interdependence, occurs when in-
dividual participants or work groups bear a close relationship and the inter-
dependence moves in both directions. For example, a hospice program might
exist to serve patients of a particular health care organization or system. The hos-
pice relies upon the organization as its source of patients, and the organization
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relies upon the hospice as a place to refer appropriate patients. The interde-
pendence is reciprocal because it moves in both directions.

Typically, as interdependence moves from pooled, to sequential, to recip-
rocal, managers must pay greater attention to issues of coordination. Health
programs and projects typically exhibit very high levels of internal interdepen-
dence among their component parts, usually of the sequential or reciprocal forms.
Some also have high levels of interdependence with the organizations in which
they are embedded. Thus, the need for effective coordination is usually signifi-
cant in health programs and projects.

Mechanisms for Achieving Coordination. The mechanisms of coordination—the
techniques and processes managers use to achieve coordination—are diverse and
result in different levels of success depending upon characteristics of specific
situations. No single coordinating mechanism is best for all situations. Managers
need to match the most appropriate coordinating mechanism to a given situa-
tion, recognizing that often a combination of mechanisms is required.
Managers can select from a large menu of mechanisms of coordination, typi-
cally choosing and applying several of them simultaneously. A number of cate-
gorizations of these mechanisms have been developed. One categorization (Litterer
1965) outlines the following three ways for managers to achieve coordination:

+ Using an organization design’s hierarchical structure

* Relying upon administrative systems and procedures such as reporting
mechanisms

* Relying upon participants to voluntarily coordinate their work as needed

Hierarchical coordination relies upon having the various participants in a pro-
gram or project placed under a single line of managerial authority. In small
and relatively simple organization designs typical of many programs and proj-
ects, this form of coordination is very effective. However, in large complex
programs and projects, and in other larger organization designs with multiple
organizational levels and many sub-divisions, hierarchical coordination becomes
more difficult as a means of achieving coordination.

Although a program or project’s manager is a focal point of authority, it may
be impossible for one person to cope with all the coordinating problems that
might arise in the hierarchy. Therefore, coordination through the hierarchical
structure is almost always supplemented by other mechanisms.

A second mechanism suggested by Litterer is the incorporation of formal pro-
cedures and administrative systems into a program or project’s organization design.
Such procedures and systems can be as simple as routing certain information
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to the set of participants whose work is to be coordinated. To the extent that
administrative procedures can be programmed or made routine, they are easy
to use. For non-routine and non-programmable events, other administrative pro-
cedures, such as establishing committees, may also provide coordination within
a program or project.

A third type of coordination mechanism in Litterer’s view is the voluntary
actions of participants undertaken to ensure coordination in a program or proj-
ect. In many health programs and projects, much of the coordination does in fact
depend upon the willingness and ability of participants to voluntarily find ways
to integrate or coordinate their activities with other participants.

Managers can facilitate voluntary coordination by providing participants
with a good knowledge of the program or project’s logic model and with infor-
mation concerning specific problems of coordination. If this can be coupled with
the motivation to do something about coordination problems, voluntary coor-
dination routinely occurs. In part, such motivation stems from the professional-
ism of so many of the participants in health programs and projects. Their value
systems, which are supportive of patients/customers’ welfare, facilitate voluntary
coordination.

In a second important categorization of mechanisms of coordination avail-
able to managers, Mintzberg (1983) identifies the following five mechanisms:

* Mutual adjustment

* Direct supervision

* Standardization of work processes
* Standardization of work outputs

* Standardization of worker skills

In mutual adjustment, which is quite similar to the voluntary actions identi-
fied by Litterer, coordination is achieved through the willingness of partici-
pants to coordinate work through mutual adjustments to each other’s needs.
Managers facilitate this mechanism by encouraging communication among those
whose work must be coordinated. This mechanism to achieve coordination is
especially useful in self-directed work teams.

In direct supervision, which is similar to the hierarchical coordination identi-
fied by Litterer, coordination is achieved by having certain participants take
responsibility for the work of others, including issuing instructions to them and
monitoring their actions. This occurs as a matter of course in the relationship
between managers and those they manage.

In standardization of work processes, the content of work is programmed or speci-
fied in advance. Health programs and projects routinely standardize many of
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their work processes such as intake procedures for patients/customers. They also
standardize work processes through the establishment of patient care protocols
or clinical pathways for guiding the provision of services.

The standardization of outputs as a coordinating mechanism involves the speci-
fication of the product or output of work, with determination of how to perform
the work left to the worker. Professional work is often more readily coordinated
through mechanisms that standardize outputs than through attempts to stan-
dardize the work processes.

Finally, when neither work processes nor outputs can be standardized,
Mintzberg suggests that coordination can be achieved through standardization of
worker skills, which is accomplished through training, education, and experience.
This coordination mechanism is frequently used in health programs and projects
in which the complexity of much of the work does not allow standardization of
work processes or outputs. In such situations, standardization of participant skills
and knowledge can be an excellent coordinating mechanism. It is routine for
teams of physicians, nurses, and other clinicians to coordinate their care of pa-
tients largely through this mechanism. It also helps explain why membership on
such teams is highly interchangeable.

Hage (1980) offers a third useful categorization of coordinating mechanisms
in which he suggests the following four mechanisms:

* Programming (developing rules and prescriptions for how to do things)
* Planning
* Customs

* Feedback

In Hage’s view, managers use programming to accomplish coordination by
specifying what work is to be done in each individual position in a program or
project, as well as how it is to be done. They can also specify the relationships
among clusters of individual positions, up to the level of entire organizations and
systems. With such guidance, participants can learn their jobs and conduct their
work in a coordinated manner. The programming in an organization design is
accomplished through rules, manuals, job descriptions, personnel procedures,
promotion policies, and so on. This type of coordinating mechanism is quite sim-
ilar to Litterer’s use of administrative systems and procedures, and to Mintzberg’s
standardization of work, processes, and skills. These mechanisms of coordina-
tion are pervasive in many health programs and projects.

The usefulness of planning as a coordination mechanism is obvious when
viewing plans for one part of a program or project in relationship to plans
for other parts of the program or project, or when viewing plans for an entire
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program or project in relationship to plans for its organizational home. For ex-
ample, the plans of a program or project must take into account the expansion
plans of its organizational home. Similarly, subunit plans within a large program
or project must take into account the plans of the entire program or project.
Coordination is facilitated when managers make sure their plans are compatible
with all other relevant plans.

Customs are a frequently overlooked coordination mechanism. Yet, many
managers rely heavily upon the history and customs of their programs or proj-
ects, or the organizations in which they are embedded, as coordination mechanisms.
For example, it may be customary in a particular long-term care organization to use
the holiday season as an occasion to invite the families of residents into the facility
for a meal and social interaction. Advanced knowledge of this custom permits the
various departments, programs, and projects to begin preparing for this event well
in advance and facilitates the coordination of their various contributions to its suc-
cess. Customs alone, however, are rarely sufficient to fully meet the coordination
challenge.

The final mechanism in Hage’s categorization, feedback, may indicate when a
program or project, or some component of it, is not functioning well; feedback can
trigger renewed efforts to coordinate work. Feedback often takes the form of writ-
ten reports on operations and activities in health programs or projects, but it also
includes the verbal exchanges that occur between and among participants. All
forms of effective communication include feedback, as discussed in Chapter Six.

Feedback often occurs in the context of committees or teams, which actually
form another coordination mechanism. Some of these groups are made up of par-
ticipants from subunits of a large program or project for the specific purpose of
achieving coordination among the subunits. Using committees or teams for pur-
poses of coordination is a well-established approach in health programs and proj-
ects. Of course, committees and teams serve other purposes besides coordination,
including performing service, and filling advisory or decision-making roles.

Selecting from the Menu of Coordinating Mechanisms. In order to achieve
coordination within their programs and projects, managers have available a rich
menu of mechanisms, as was discussed in the previous sections. Managers can
select from a menu that includes the following:

* Administrative systems and procedures
* Committees and teams

* Customs

* Direct supervision

» Feedback
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* Hierarchy

*  Mutual adjustment

* Planning

¢ Programming

+ Standardization of work processes, outputs, or worker skills
* Voluntary action

Managers typically use various combinations of these mechanisms to achieve
coordination, often using several of them concurrently.

Depending upon the circumstances, use of various packages or sets of these
mechanisms can be tailored appropriately. For example, a manager concerned
about how a program or project is coordinated with other parts of the organi-
zation in which it is embedded, might select a particular set of coordination mech-
anisms. The managers of the subunits of this program or project, concerned about
coordination among the subunits, would choose a different package of mecha-
nisms. The manager of one of the units, a pharmacy for example, concerned
about coordination issues involved in the proper dispensing of pharmaceuticals,
might select yet another set of mechanisms.

Application of the Key Organization Design Concepts

The influence of the design concepts examined previously (for example, division
of work and specialization of participants, authority and responsibility relation-
ships, clustering, span of control, and coordination) on the actual organization
designs of contemporary health programs and projects—as well as on the larger
organizations in which they are often embedded—is readily seen in the schematic
representation of an organization design known as an organization chart. For
example, the simplified organization chart in Figure 3.4 reflects the consequences
of applying the organization design concepts to a large health organization.
The result is the classic functional organization design so ubiquitous in business,
government, academia, and health care.

Each unit in the chart represents a division of work and suggests that partici-
pants in each unit do work for which they are specialized. The chart also has lines
representing authority and responsibility relationships between organizational su-
periors and subordinates. The vertical dimension of the organization chart shows
who has authority over and responsibility for who and what. Participants who
are higher in the chart generally have authority over those in lower positions.
Participants on the same level generally have equal amounts of authority and
responsibility.
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FIGURE 3.4. SIMPLIFIED ORGANIZATION DESIGN OF A
FUNCTIONALLY ORGANIZED HEALTH CARE ORGANIZATION.

Governing Board

Chief Executive

Functional Manager— Functional Manager— Functional Manager—
Finance Nursing Medicine
Participant Participant Participant
Participant Participant Participant
Participant Participant Participant

The chart also depicts clustering of individual participants into units, with the
process being based primarily on functions (for example finance, nursing, med-
icine). The chart permits an assessment of the span of control at various points sim-
ply by counting the participants reporting to any manager. Finally, because
multiple interdependent or interrelated units are depicted, the importance of
coordinating work can be seen in this organization chart. However, the chart does
not suggest what mechanisms might be used to achieve coordination.

Figure 3.5 illustrates that the organization design of a program or project can
also be a classical functionally designed structure. The program or project illus-
trated in this figure could be freestanding and independent, in which case it might
have a governing body of its own. It could be the result of a joint venture
between two organizations, in which case it might report to both of them. Most
typically, however, it would be embedded in a larger functionally organized
organization as shown in Figure 3.6.

There are organization designs in which almost all work is done through pro-
grams or projects. Many architectural, engineering, and consulting firms are
organized into projects and derive their revenues from performing these projects
for clients. Other organizations, including certain construction firms, defense
contractors, and other government contractors, are organized by programs.
Figure 3.7 illustrates the extreme form of what might be called a “programmized”
or “projectized” organization.
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FIGURE 3.5. SIMPLIFIED ORGANIZATION DESIGN OF A
FUNCTIONALLY ORGANIZED PROGRAM OR PROJECT.

Program or Project
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Participant Participant Participant Participant
Participant Participant Participant Participant

The matrix organization design shown in Figure 3.8 blends elements of the
classic functional design depicted in Figure 3.4 and the “programmized” or “proj-
ectized” design shown in Figure 3.7. This organization design is widely used
for health programs and projects embedded in larger organizations.

To illustrate an example of a matrix design, consider how a health care or-
ganization might design a comprehensive home health program for the chron-
ically ill. This would require a work group organized around the focus of the
program (home services for the chronically ill). Participants in the group could
be drawn from a variety of functional units of the organization, including nurs-
ing, social services, respiratory therapy, occupational therapy, pharmacy, and
physicians specializing in chronic disease. To market the program and to han-
dle finance and reimbursement issues, participants with such expertise could
be drawn from these areas of the organization in which the program is embed-
ded. A program manager would be named and given authority over and over-
all responsibility for the program. The manager would report to a superior in
the larger organization in which the program is housed.

Health care organizations create matrix organization designs when they
superimpose programs or projects on their existing functionally clustered designs.
The programs and projects do not replace the functionally organized design; they
are organic complements to the more mechanistic functional structure and elim-
inate some of its rigidity in certain circumstances. Matrix designs are especially
useful for projects that tend to have a limited scope and finite life, projects to de-
sign and implement an electronic medical record or to design an offsite clinic
for example.
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FIGURE 3.6. ORGANIZATION DESIGN WITH PROGRAM OR
PROJECT EMBEDDED IN A HEALTH CARE ORGANIZATION

Governing Board

Chief Executive

Functional Manager— Functional Manager— Functional Manager—

Finance Nursing Medicine
Participant Participant Participant
Participant Participant Participant
Participant Participant Participant

Program or Project

Manager
|
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Participant Participant Participant Participant
Participant Participant Participant Participant

Contemporary health care organizations contain a variety of organization
designs. In most of them, their structures feature classic functionally orga-
nized designs. Some of the programs and projects embedded within them may
also have classic functional designs. Others may use matrix designs. As was noted
earlier in this chapter, however, no matter how managers build the formal or-
ganization designs of their programs and projects, coexisting within the formal
organization design will be an informal structure.
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FIGURE 3.7. “PROGRAMMIZED"” OR “PROJECTIZED"
ORGANIZATION DESIGN.
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FIGURE 3.8. MATRIX ORGANIZATION DESIGN.
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Managers neither establish nor fully control the informal aspects of organi-
zation designs. Instead, the other participants, according to their preferences and
wishes, establish informal relationships and activities within the formal designs
because people working together invariably establish relationships and interac-
tions outside the formal structure. Thus, it is important for program and project
managers to understand both the formal and the informal aspects of organiza-
tion designs.

Informal Aspects of Organization Designs

The informal relationships that occur within formal organization designs are char-
acterized by dynamic behavior and patterns that occur as a result of people work-
ing with other people across formal design parameters. Informal relationships
are established as people in organizational settings interact to accomplish work
within the context of the formal organization design, as well as for other more
personal reasons such as a desire for friendships and social interaction.

Figure 3.9 illustrates some of the actual contacts that might occur between
participants in an organization design. As can be seen, not all contacts follow the
formal paths. In some of the contacts, levels of the organization are bypassed; in
others there is cross contact from one chain of command in the organization to
another. While contact charts do not show the reasons for informal relationships,
they do reflect the nature of the informal relationships that can arise within or-
ganization designs.

Informal Groups within Organization Designs

In addition to the one-to-one informal relationships shown in Figure 3.9, fully
drawn contact charts often show a type of clustering that occurs outside the for-
mal organization design. Groups within organization designs can be either
formally or informally established. As was discussed previously in the section on
clustering, managers intentionally cluster participants into formal groups such as
committees or teams as a means of achieving certain purposes. In contrast, in-
formal groups arise from the propensity of people to form social groups.

People seek to fulfill a variety of their needs through work and within the
context in which the work is performed. If formal organization designs satisfied
all the needs of participants there would be no reason to establish or engage in
informal relationships. Basically, informal interactions occur because participants’
needs are not fully met by the formal organization design. In fact, many needs
can best be met in the context of informal relationships and groups.
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FIGURE 3.9. A CONTACT CHART.
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Interpersonal contacts within small informal groups provide relief from the
boredom, monotony, and pressures of the workplace. In groups, people can be
with others with similar values and interests. Groups may accord their members
status, which may be little more than a sense of belonging to a group that is more
or less exclusive. Informal group membership also provides a degree of personal
security; the group member feels acceptance by peers as an equal and feels se-
cure in their company. Group membership permits the individual to express
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views to sympathetic listeners. Group members may even find outlets for lead-
ership drives. Finally, group membership assists people in securing information,
at least information of a certain type. The grapevine—the flow of communica-
tion through informal channels as described in Chapter Six—is a phenomenon
known to all participants in organization designs. The common denominator
in all these reasons for group membership is the satisfaction of specific needs of
members that are not fully met by the formal organization. It is very important
for managers to understand that informal groups arise and persist within orga-
nization designs because they perform desired functions for their members.

The Structure of Informal Groups. Informal groups that form within organiza-
tion designs tend to develop complex structures of relationships of their own.
These structures are determined by different status positions of a group’s mem-
bers: group leader, primary group member, fringe group member, and out sta-
tus. For example, Figure 3.10 shows the informal structure of a group of nine
people working in one section of a large health program. The solid square in the
center includes the group leader. Clustered around the leader are the other
four members of the primary group. This close association is characterized by
intense interaction and communication. The three people at the fringe are likely
to be newcomers who are, in effect, being evaluated by the primary group and
who may become full members. If not accepted, however, they will move to out

FIGURE 3.10. INFORMAL GROUP STRUCTURE.

Out status

Fringe status

Primary group
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status. One person is already in out status. This has significant implications if the
person in out status wants to belong to the primary group. Being a participant in
the formal organization design of this program is no substitute for full member-
ship in the informal group.

An important parameter of how informal groups function is their leadership,
even if it is unofficial or unsanctioned within the formal organization design.
Informal group leaders emerge from within groups because they serve several
functions. The leader not only initiates action and provides direction, but also
resolves differences of opinion on group-related matters and conflicts between
or among the group’s members. Furthermore, the leader can communicate group
values and feelings to representatives of the formal organization design. The in-
formal group leadership role is retained only as long as the role is performed
well; a group’s members grant the leadership role and they can take it away.

Managers’ Responses to Informal Relationships within Organization Designs

Because the informal relationships within organization designs are not established
by managers, nor are they as controllable by them as are the various formal as-
pects of a design, managers sometimes view informal relationships as problems.
These relationships can indeed be problematic, but they can also serve useful
purposes for managers. They can be blended with the formal organization de-
sign of a program or project to help facilitate the accomplishment of its mission
and objectives with quality and efficiency.

Sometimes formal organization designs are too inflexible to meet the needs
of a dynamic situation. Thus, the more flexible and spontaneous characteristics
of informal relationships—such as the speed of communication through the
grapevine—can have advantages. In emergencies, for example, the informal
relationships and arrangements existing within a formal design may preserve the
organization from the harm that could result from strict adherence to formal
channels of communication or literal obedience to the rules and regulations
governing who does what.

Another potential advantage of informal relationships is that when informal
group support is available to the manager, management work is easier. Managers
can delegate and decentralize authority and responsibility more easily when in-
formal groups are cooperative. The converse of this is also true; in the absence of
informal group support, management work is more difficult. To protect themselves
and to make their work situation acceptable, people typically resist what they per-
ceive as autocratic management. The resistance often takes place within the con-
text of informal relationships and arrangements and may take the form of such
undesirable outcomes as work restriction, insubordination, or disloyalty.
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The performance level achieved by any program or project is affected by its
participants’ willingness to grant cooperation and enthusiasm. Managers who un-
derstand this and who understand that the co-existence of the formal and infor-
mal aspects of organization designs is a fact of life will take steps to balance the
formal and informal aspects. A suitable balance may be difficult to achieve, but
managers can do two things to move toward this balance.

First, they can seek to understand the informal relationships and arrange-
ments that exist among the participants in their programs and projects,
and demonstrate their understanding and acceptance of them. Particularly
important in conveying acceptance is for managers to minimize the negative
effect of their actions on the often-fragile informal relationships and arrange-
ments. Above all, managers should realize that attempting to suppress infor-
mal relationships and arrangements creates destructive and dysfunctional
situations.

Second, managers can work to integrate the interests of the formal and in-
formal aspects of their organization designs. In so doing they should avoid for-
mal organization design features that unnecessarily threaten or diminish the
quality of informal relationships and arrangements. In effect, blending the in-
formal relationships and arrangements that exist within organization designs with
their formal design elements helps establish the organizational culture of the pro-
gram or project.

The informal relationships among participants in programs and projects are
important to the participants, and to the programs and projects as well. The in-
formal aspects of organization design deserve the attention of managers because
they can complement the effectiveness of the formal design.

Summary

In designing for effectiveness, managers create logic models and organization de-
signs for their programs and projects. The organization designs of contemporary
health programs and projects are created through application of a set of organi-
zation design concepts whose roots can be traced back to general administrative
theorists who lived early in the twentieth century. Their work established what
are called the classical concepts of organization design.

The chapter also includes a discussion of the important dimensions of the
informal relationships that people establish within the formal organization
designs in which they work, and how managers can tap into the potential for
informal features of their designs to contribute to effectiveness.
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The classical concept of division of work—dividing the work of a program or
project into specific jobs having specified activities—is discussed. For example,
the job of pharmacist is defined by the activities a person in this position is ex-
pected to accomplish. The corollary of division of work, the specialization of the
participants who perform the work, is also discussed.

Growing directly out of the division of work is a need to assign responsibil-
ity for and authority over performance of work. This assignment occurs through
the technical process of delegation, which results in scaling or grading the
levels of authority and responsibility in an organization design.

A natural consequence of division and specialization of work is clustering or
grouping (called departmentalization by the classicists) of jobs under the authority
of one manager. Six bases for clustering workers are examined: knowledge and
skills, work process and function, time, output, client, and place. The span of con-
trol concept is examined, with emphasis on the influence of span on the shape
(tall or flat) of the organization design. A number of contingency factors that help
determine the proper span of control are discussed.

Coordination is described as the process intended to achieve unity of effort
among the various parts of an organization design in the accomplishment of its
mission and objectives. An extensive menu of coordinating mechanisms avail-
able to managers is presented, including the following:

* Administrative systems and procedures

+ Committees

* Customs

* Direct supervision

+ Feedback

* Hierarchy

*  Mutual adjustment

* Planning

* Programming

+ Standardization of work processes, outputs, or worker skills

* Voluntary action

The formal and informal aspects of organization design are applied to
illustrate a functionally designed organization (Figure 3.4). Figure 3.8 illustrates
a matrix organization design, a popular approach to embedding programs and
projects in larger organizations.
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Chapter Review Questions

L.

Discuss the design of logic models for programs and projects.

2. Distinguish between the formal and informal aspects of organization

10.

design.

. Discuss the advantages and disadvantages of dividing work. What are the

implications for managers of dividing work?

. What is the relationship between authority and responsibility in organization

designs? Discuss the sources of each.

. Describe the important bases for clustering in the design of health programs

and projects and give an example using each base.

. What factors should be considered in determining an appropriate span of

control within a program or project?
Discuss the menu of mechanisms available to managers as they seek to
achieve coordination within programs and projects.

. Why do people form informal groups within formal organization designs?
. What should managers do about informal groups in their programs or

projects?
Model and describe the basic staffing process and discuss the interdependence
among the steps in the process.
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CHAPTER FOUR

LEADING TO ACCOMPLISH
DESIRED RESULTS

anagers engage in three highly interrelated core activities as they perform

management work: strategizing, designing, and leading (see Figure 1.3). Strate-
gizing and designing activities are discussed in Chapters Two and Three. This
chapter discusses the third core activity of management work, leading. It has been
established through extensive research that there are positive associations be-
tween how well managers perform their leading activities and “follower attitudes,
such as trust, job satisfaction, and organizational commitment, and behaviors,
such as job performance at the individual, group, and organizational levels”
(Bono and Judge 2003, p. 554).

Adapting well-known definitions (Pointer and Sanchez 2000; Yukl 2002),
we define leading by managers in programs and projects as influencing others
to understand and agree about what needs to be done in order to achieve the
desired results established for a program or project and facilitating the individ-
ual and collective contributions of others to achievement of the desired results.
Influencing is the most critical element of the leading activity, “its center of grav-
ity” (Pointer and Sanchez 2000, p. 109). Influence is important to success in lead-
ing because it is the means by which “people successfully persuade others to
follow their advice, suggestion, or order” (Keys and Case 1990, p. 38).

As will be discussed in this chapter, what managers do when leading is com-
plex and multidimensional, although its essence is one person influencing other
people. In his seminal study of leadership, for which he won a Pulitzer Prize,
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James Burns identifies the central function of leadership: to achieve a collective
purpose (Burns 1978). The focus of this chapter includes ways in which managers
can influence and facilitate the contributions of other participants to accom-
plishing the desired results established for programs and projects. A key aspect
of the ability of managers to influence participants’ contributions is through the
ability of managers to affect the motivation of participants to contribute. Thus,
attention is also given to motivation. After reading the chapter, the reader should

be able to do the following:

* Define leading and understand the relationships between influence and lead-
ing and between interpersonal power and influence

* Define motivation and model the motivation process

* Distinguish between the content and process perspectives on motivation
and understand the implications of both perspectives for leading

* Understand the main approaches to studies of leading, which include leader
traits, leader behaviors, and situational or contingency approaches

Motivation at Work

To be effective at leading the participants involved in a program or project,
whether paid staff or volunteers, managers must help create and maintain con-
ditions under which the participants can and do contribute to accomplishing the
desired results established for the program or project. Managers must influence
other participants to behave in contributory ways. Knowledge of how motiva-
tion occurs is a means of understanding why people behave in particular ways.
Thus, an understanding of human motivation is necessary for success in leading.

Managers need participants to exhibit a diverse set of contributory behav-
iors in order for their programs and projects to be successful. At the most basic
level, they want participants to join the program or project and attend work reg-
ularly, punctually, and predictably. These behaviors do not happen by chance;
they are motivated behaviors. Managers also want participants to perform the
direct or support work assigned to them in the program or project’s logic model
and organization design. They want this work to be performed at acceptable lev-
els of quantity and quality. Finally, managers want participants to exhibit good
citizenship behaviors, including such specific behaviors as cooperation, altruism,
protecting fellow workers and property, and generally going above and be-
yond the call of duty. The presence of high levels of good citizenship behaviors
among the participants in a program or project invariably contributes directly to
attaining desired results in the form of outputs, outcomes, and impact. How
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can managers create and maintain the conditions that cause such desirable
behaviors in the participants in their programs and projects? Part of the answer
lies in motivating participants to practice the desirable behaviors. Thus, an
understanding of motivation in workplaces is crucial to effective leading.

The concept of motivation is at once simple and complex. Motivation is sim-
ple because human behavior is goal-directed and is induced by increasingly well-
understood forces, some of which are internal to the individual and some of
which are external. Motivation is complex because mechanisms that induce
behavior include very complicated and individualized needs, wants, and desires
that are shaped, affected, and satisfied in different ways for different people.
Before exploring the key theories and models that have been developed to
explain human motivation in the workplace, it is first necessary to define moti-
vation and model the basic motivation process.

Motivation Defined and Modeled

Why does one participant in a program or project work harder than another? Why
is one more cooperative than another? One answer is that people have various
needs and behave differently in attempting to fulfill their needs. The needs are,
in effect, deficiencies that cause people to undertake patterns of behavior intended
to fill the deficiencies. For example, at a very simple level, human needs are phys-
iological. A hungry person needs food, is driven by hunger, and is motivated to
satisfy the need for food (in other words, to overcome the deficiency). Other needs
are more complex. Some needs are psychological (for example, the need for self-
esteem); others are sociological (for example, the need for social interaction). In
short, needs in human beings trigger and energize behaviors intended to satisfy
the needs. This fact is the basis for a model of how motivation occurs.

As shown in Figure 4.1, the motivation process is cyclical. It begins with an
unmet need and cycles through the individual’s assessment of the results of
efforts to satisfy the need. This assessment may confirm the continuation of an
unmet need or permit the identification of a new need. In between, the person
searches for ways to satisfy the need, chooses a course of action, and exhibits
goal-directed behavior intended to satisfy the unmet need. The model is over-
simplified but contains the following essential elements of the process by which
human motivation occurs:

* Motivation is driven by unsatisfied or unmet needs.

* Motivation results in goal-directed behaviors to satisfy the unmet needs.

* Motivation can be influenced by factors that are internal or external to the
individual.
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FIGURE 4.1. THE MOTIVATION PROCESS.

Start

v

Unmet needs

Y

\ 4

New needs identified and Search for ways to
unmet needs continue satisfy unmet needs
A
Y
Assessment of need | Selection of ways to
satisfaction level - satisfy unmet needs

This model also suggests a definition of motivation; motivation is an inter-
nal drive that stimulates behavior intended to satisfy an unmet need. In the words
of D’Aunno, Fottler, and O’Connor, motivation is “a state of feeling or think-
ing in which one is energized or aroused to perform a task or engage in a par-
ticular behavior” (2000, p. 66). It is important to note that the direction, intensity,
and duration of this state can be influenced by outside factors, including the
ability of managers to contribute to or impede the satisfaction of the individ-
ual’s needs.

Motivation is a key determinant of individual performance in work situa-
tions and is of obvious importance in accomplishing the desired results estab-
lished for health programs and projects. However, motivation alone does not
fully explain individuals’ performance. It is only one of many variables affecting
performance. Intelligence, physical and mental abilities, previous experiences,
and the nature of the work environment also affect performance. Good equip-
ment and pleasant surroundings facilitate performance. The variables affecting
performance can be conceptualized as follows:

Performance = Ability/Talent/Experience x Environment X Motivation

This equation shows that performance is a function of an interaction of several
variables (O’Connor 1998). Without motivation, no amount of ability or talent
and no environmental conditions can produce acceptable performance. Although
motivation alone will not result in a satisfactory level of performance, it is so cen-
tral to performance that managers must understand this process if they are to
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effectively influence the contributions of other participants to achieving a pro-
gram or project’s desired results.

How Motivation Occurs

Because understanding motivation and applying knowledge of how it occurs is
so critical to effectively leading others, a great deal of attention has been given
to determining the mechanisms of human motivation. To motivate participants,
managers need to know the answers to such questions as: What energizes or
arouses participants to behave in contributory ways? What variables help di-
rect their energies into particular behaviors? Can the state of arousal be intensi-
fied or made to last longer?

It is important to note at the outset that, in seeking answers to questions about
motivation, researchers have not established an undisputed and comprehen-
sive theory about motivation or about how managers affect motivation in the
workplace. Instead, many competing theories have been posited to explain
motivation. These varied approaches to motivation can be divided into two broad
categories, confent perspectives and process perspectives (see Figure 4.2). Each of
the perspectives contributes something to an understanding of motivation and
has implications for the core management activity of leading.

The content perspective on motivation focuses on the internal needs and
desires that initiate, sustain, and eventually terminate behavior. The focus is on
what motivates. In contrast, the process perspective seeks to explain fow be-
havior is initiated, sustained, and terminated. Combined, these perspectives on
motivation define variables that explain motivated behavior and show how they
interact and influence each other to produce certain behavior patterns. Key
theories that underpin contemporary thought about human motivation in the
workplace are noted in Figure 4.2 and are briefly described in the following sec-
tions, beginning with four theories that fall within the content perspective.

Maslow’s Hierarchy of Needs. Perhaps the most widely recognized theory about
what motivates human behavior—certainly the one with the most enduring
impact—was advanced by Abraham Maslow in the 1940s. A psychologist, Maslow
formulated a theory of motivation that stressed two fundamental premises
(Maslow 1943; 1970). First, he argued that human beings have a variety of needs
and that unmet needs influence behavior; an adequately fulfilled need is not a mo-
tivator. His second premise was that people’s needs are arranged in a hierar-
chy. Maslow stresses the idea of needs existing in a hierarchy, with “higher” needs
becoming dominant only after “lower” needs are satisfied. Figure 4.3 illustrates
Maslow’s needs hierarchy, with examples of each category of need that can be
fulfilled in a health program or project.
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FIGURE 4.2. COMPARISON OF CONTENT AND PROCESS
PERSPECTIVES ON MOTIVATION.

Content Perspective

Focus:
Identifying factors within individuals that initiate, sustain, and ter-
minate behaviors

Key studies:

Maslow’s five levels of human needs in hierarchy
Alderfer’s three levels of human needs in hierarchy
Herzberg’s two sets of factors

McClelland'’s three learned needs
Implication for managers in leading:

Managers must pay attention to the unique and varied needs, de-
sires, and goals of participants

Process Perspective
Focus:
Explaining how behaviors are initiated, sustained, and terminated
Key studies:

Vroom’s expectancy theory of choices
Adams’ equity theory

Locke’s goal-setting theory
Implication for managers in leading:

Managers must understand how the unique and varied needs,
desires, and goals of participants interact with their preferences
and with rewards and accomplishments to affect their behavioral
choices
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FIGURE 4.3. MASLOW'’S NEEDS HIERARCHY.

Self-
actualization

Challenging work

Ego N Title
Social activity &« Friends at work
Safety and security «— Health plan
Physiological «— Salary

From lowest to highest order, the five categories of needs in Maslow’s hier-
archy begin with basic physiological needs, such as air, water, food, shelter,
and sex, which are necessary for survival. Participants can satisfy many of these
needs through the resources that their paychecks provide. After basic physio-
logical needs come safety and security needs. Once survival needs are met,
attention can be turned to ensuring continued survival by protecting oneself
against physical harm and deprivation. Participants seek to meet their safety and
security needs through assuring job security, having adequate life and health
insurance, and other benefits. The third level of needs is for social activity, which
relates to people’s social and gregarious nature, and includes their needs for
belonging, friendship, affection, and love. The ability to have friendships with
other participants and to engage in social activity within the workplace helps sat-
isfy these needs.

It is important to note that the third-level needs are something of a breaking
point in the hierarchy because these needs move away from the physical or quasi-
physical needs of the first two levels. This level reflects people’s needs for asso-
ciation or companionship, belonging to groups, and for giving and receiving
friendship and affection.
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The fourth level, ego needs, includes two different types of needs, the need
for a positive self-image and for self-respect and the need for recognition and re-
spect from others. Examples of ego needs are the need for independence,
achievement, recognition from others, self-esteem, and status. Opportunities for
advancement within programs or projects, or within the larger organizations
within which they may be embedded, can help participants fulfill these needs.

The top level of the Maslow hierarchy includes self-actualization needs. These
fifth-level needs have to do with realizing one’s potential for continued growth
and development. In effect, these needs represent the need to become everything
a person is capable of being. Self-actualization needs are evidenced in people by
their need to be creative and to have opportunities for self-expression and self-
fulfillment. A challenging and satisfying job is a primary pathway to satisfying such
needs in contemporary society.

In part because of its great intuitive appeal, Maslow’s concept of what mo-
tivates human behavior has been widely adopted. However, in a remarkable bit
of candor, he once wrote of his concern that the theory was “being swallowed
whole by all sorts of enthusiastic people, who really should be a little more
tentative” (Maslow 1965, p. 56). Although this view of what motivates human
behavior has limitations, it makes a crucial and valid point that people have
numerous needs, which they seek to fulfill. In this way, Maslow contributes
important insight into the nature of motivation; his theories account for how
unmet needs influence behaviors to fulfill them. Maslow’s views on motivation
provided a conceptual framework that was used to build and test more sophis-
ticated theories about needs and how they affect human behavior. Two of these
theories are described next.

Alderfer’s ERG Theory. In another theory of what motivates human behavior,
Clayton Alderfer (1969; 1972) advanced the idea that the hierarchy of needs is
more accurately conceptualized as having only three distinct categories, not
five as in Maslow’s formulation. This theory is known as the ERG theory for the
three categories of needs, existence, relatedness, and growth. Existence needs
include material and physical needs that can be satisfied by such things as air,
water, money, and working conditions. Relatedness needs include all needs that
involve other people. Relatedness needs are satisfied by meaningful social and
interpersonal relationships. Growth needs, in Alderfer’s scheme, include all needs
involving creative efforts. Individuals satisfy these needs through creative or pro-
ductive contributions.

Alderfer’s ERG theory is obviously similar to Maslow’s. His existence needs
are similar to Maslow’s physiological and safety needs; his relatedness needs are
similar to Maslow’s affection and social activity category; and his growth needs
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are similar to the self-esteem and self-realization needs that were identified by
Maslow. The theories differ, however, in regards to how needs predominate in
influencing behavior.

Maslow theorized that unfulfilled lower-level needs are predominant and
that the next higher level of needs is not activated until the predominant (unmet
lower-level) need is satisfied. He called this the satisfaction-progression process. In
contrast, Alderfer argued that three categories of needs form a hierarchy only in
the sense of increasing abstractness or decreasing concreteness: as an individual
moves from existence to relatedness to growth needs, the means to satisfy the
needs become less and less concrete.

In Alderfer’s theory, people focus first on needs that are satisfied in relatively
concrete ways; then they focus on needs that are satisfied more abstractly. This is
similar to Maslow’s idea of satisfaction-progression. However, Alderfer proposed
that a frustration-regression process is also present in determining which category of
needs predominates at any time. By this he means that someone frustrated in
efforts to satisfy growth needs may regress and focus on satisfying more con-
crete relatedness or even more concrete existence needs. In Alderfer’s view, the
coexistence of the satisfaction-progression and the frustration-regression processes
leads to a ¢yclingbetween categories of needs. A case example from a health pro-
gram will help to clarify Alderfer’s concept of cycling.

Consider the case of Jennifer Smith, a thirty-two-year-old registered nurse
who is a participant in a women’s health program sponsored by a major hospi-
tal. Ms. Smith, a single parent of two children, is appropriately concerned about
the security of her position and her pay and benefits, although she finds the
social interactions with co-workers rewarding. Clinically, she is an excellent nurse
who enjoys her work.

When a vacancy occurs in a nurse manager position in the program, Ms.
Smith considers the opportunities this presents for professional growth and
development, as well as for a higher salary. She applies for the position and looks
forward to the challenges she will face if selected.

However, a more experienced and equally qualified nurse is promoted. Ms.
Smith’s disappointment shows, and she also becomes quite concerned about her
future in the program. Several other participants in the program notice her re-
action and make special efforts to ease her disappointment. They tell her that
other opportunities will arise, and with more experience she will be promoted.

The newly promoted nurse manager is sensitive to this situation and makes
a point of telling Ms. Smith what a valuable contribution she is making to the suc-
cess of the program. After a few weeks, Ms. Smith returns to the same level of
work enjoyment she felt before this episode. In terms of needs, she has ¢ycled from
having existence and relatedness needs predominate, to focusing on growth needs
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represented by the promotion, and then returned to relatedness needs, all in a few
weeks. In other words, Ms. Smith has experienced a satisfaction-progression process
and a frustration-regression process.

Another important part of Alderfer’s ERG theory, and another way in which
it differs from Maslow’s formulation is Alderfer’s view that when individuals sat-
isfy their existence and relatedness needs these needs become less important.
The opposite is true for growth needs, however. In Alderfer’s view, as growth
needs are satisfied they become increasingly important. People who become
more creative and productive raise their growth goals and are dissatisfied until
the new goals are reached. In the case of Jennifer Smith described previously,
this means that when she becomes a nurse manager she will likely raise her goals,
anticipating further growth and development in her career.

Herzberg’s Two-Factor Theory. Frederich Herzberg took a different approach
to the study of what motivates human behavior in the workplace. He began with
questions about what satisfies or dissatisfies people at work, assuming that the
answers would contribute to an understanding of what motivates people
(Herzberg 1987; Herzberg, Mausner, and Snyderman 1959).

Herzberg and his associates found that one set of factors was associated with
satisfaction and high levels of motivation, and another, different set of factors was
associated with dissatisfaction and low motivation. Their two-factor theory of mo-
tivation argues that one set of factors, called satisfiers or motivators, results in satis-
faction and high motivation when present in adequate levels or form. These factors
are achievement, recognition, advancement, the work itself, the possibility of
growth, and responsibility. The other set of factors, which is labeled dissatisfiers or
hygiene factors, causes dissatisfaction and low motivation when not present in
adequate levels or form. These factors include organizational policy and admin-
istration, supervision, interpersonal relations, and working conditions.

The most important contribution of Hertzberg’s formulation lies in the fact
that it has caused managers to think more carefully about the factors that con-
tribute to motivation and about what they can do to enhance opportunities for
people to achieve intrinsic satisfaction from their work. If managers are to help
participants be motivated, they must be concerned with one set of factors to
minimize dissatisfaction and another set of factors to help participants achieve
satisfaction and be motivated in their work.

McClelland’s Learned Needs Theory. Another important contributor to the con-
tent perspective of motivation was David McClelland (1961; 1975; 1985), who
developed the learned needs theory. McClelland posits that people learn some of
their needs through life experiences; they are not born with the needs. This
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theory builds on the much earlier work of Murray (1938) who theorized that peo-
ple acquire an individual profile of needs by interacting with their environment.
McClelland was also influenced by the work of Atkinson (1961) and Atkinson
and Raynor (1974).

Both McClelland and Atkinson argue that people have three distinct sets
of needs: (1) the need for achievement, including the need to excel, achieve in
relation to standards, accomplish complex tasks, and resolve problems; (2) the
need for power, including the need to control or influence how others behave
and to exercise authority over others; and (3) the need for affiliation, including
the need to associate with others, to form and sustain friendly and close inter-
personal relationships, and to avoid conflict.

McClelland hypothesized that people are not born with these needs. Instead,
these needs are learned or acquired as people grow and develop. For example,
children learn the need to achieve in part through encouragement and rewards
for performance in academic and sports activities by adults who influence their
early years.

McClelland also posits that everyone has these three sets of needs, although
one predominates and most strongly affects each individual’s behavior. This
point is important because it relates to how well people fit into particular work
situations. In fact, the most useful aspect of McClelland’s formulation is the
importance of matching a person’s particular dominant needs with the work
situation. If this is done carefully, participants will be more motivated and their
performance will reflect this.

The content perspective on motivation, as reflected in the four theories or
models discussed previously, emphasizes that human motivation originates from
the needs of people and their search to satisfy these needs. The common thread
running through the content models is their focus on needs that motivate human
behavior. Each theory defines human needs differently, but all support the con-
cept that managers can help motivate participants in their programs and projects
by helping them identify their specific needs and at least, in part, meet the needs
in the workplace.

These models emphasize the importance of managers helping participants
understand their needs and helping them find ways to satisfy the needs within
the workplace. These are extraordinarily complex tasks in view of the fact that
each person has a unique and constantly changing set of needs. Managers can
help participants identify and meet their needs by empathizing with them.
Combining empathy with effective two-way communication, as discussed in
Chapter Six, usually results in progress toward identifying and fulfilling needs.

The content theories of motivation with their singular focus on what
motivates behavior provide many useful insights for managers. However, other



122

Managing Health Programs and Projects

models are needed to provide insight into the process of motivation, to explain
the mechanisms through which motivation occurs. The process perspective
focuses on how individuals’ expectations and preferences for outcomes that are
associated with or that result from their performance actually influence perfor-
mance. A central element in the process perspective on motivation is that peo-
ple are decision makers who weigh the personal advantages and disadvantages
of their behaviors.

Continuing to follow the outline presented in Figure 4.2, three theories that
fall within the process perspective on motivation are briefly presented next:
Vroom’s expectancy theory, Adams’s equity theory, and Locke’s goal-setting theory. These
are the major models of the processes by which motivation occurs; each model
seeks to explain how motivation occurs in human beings.

Vroom'’s Expectancy Theory. Victor Vroom’s formulation of how motivation oc-
curs is based on the idea that, although people are driven by their unmet needs,
they make decisions about how they will and will not behave in attempting to
fulfill their needs. Their decisions are affected by three conditions: (1) people
must believe that through their own efforts they are more likely to achieve
desired levels of performance, (2) people must believe that achieving the desired
level of performance will lead to some concrete outcome or reward, and (3) peo-
ple must value the outcome (Vroom 1964). Figure 4.4 shows the three central
components and the relationships in the expectancy theory model.

In this model, expectancy is what individuals perceive to be the probability that
their efforts will lead to desired levels of performance. If a person believes
that more effort will lead to improved performance, expectancy will be high.
If, in a different situation, the same person believes that trying harder will not
improve performance, the expectancy will be low.

FIGURE 4.4. BASIC MODEL OF EXPECTANCY THEORY.

Indl\{ldual program /or Results in Level of Results in
project participant’s > » Outcomes
A performance A
effort to perform

Expectancy Instrumentality

Subjective probability that Probability that level of

effort will lead to level of performance will result in
performance preferred outcome
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Instrumentality is the probability perceived by individuals that their perfor-
mance will lead to desired outcomes or rewards. If a person believes that better
performance will be rewarded, the instrumentality of performance to reward
will be high. Conversely, if the person believes that improved performance will
not be rewarded, the instrumentality of improved performance will be low.

Outcomes are listed only once in Figure 4.4, but they play two important
roles in the expectancy theory. Level of performance (in the center of Figure 4.4)
actually represents an outcome of the individual effort to perform component of the
figure. Vroom calls this a first-order outcome. Examples of first-order outcomes
include productivity, creativity, absenteeism, quality of work, or other behaviors
that result from an individual’s effort to perform. The outcomes component
shown on the right side of Figure 4.4 is a second-order outcome that results from
attainment of first-order outcomes. That is, these outcomes are the rewards
(or punishments) associated with performance. Examples include merit pay in-
creases, esteem of co-workers, approval of the program or project’s manager,
promotion, and flexible work schedules.

Crucial to Vroom’s expectancy theory is the concept that people have pref-
erences for outcomes. Vroom termed the value an individual attaches to a par-
ticular outcome its valence. When an individual has a strong preference for a
particular outcome it receives a high valence; similarly, a lower preference for
an outcome yields a lower valence. People have valences for both first- and
second-order outcomes. For example, a participant in a program or project might
prefer a merit pay increase to a flexible work schedule, while another participant
prefers the flexibility (second-order outcomes). A participant might prefer to pro-
duce quality work (a first-order outcome) because this person believes quality
work will lead to a merit pay increase (a second-order outcome).

The three components of the expectancy theory (expectancy, instrumen-
tality, and valence for outcomes) can be combined into an equation to express
the motivation to work:

Motivation = Expectancy x Instrumentality x Valence
or
M=ExIxV

It is important to note that because the equation is multiplicative, a low value
assigned to any variable will yield a low result. For example, if a person is cer-
tain that effort will lead to performance, an Expectancy value of 1.0 is assigned.
If a person is certain that performance will lead to reward, an Instrumentality
value of 1.0 is assigned. And if a person does not have a very high valence or
preference for the reward involved, a Valence value of 0.5 is assigned. When
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multiplied (1.0 X 1.0 x 0.5 = 0.5), the result is low, indicating that motivation is
low. For motivation to be high, expectancy, instrumentality, and valence values
all must be high.

For managers of programs and projects, expectancy theory explains a great
deal about motivated behavior. By applying expectancy theory, managers focus
on leverage points that help them influence the motivation of other participants.
For motivated behavior to occur, three conditions must be met: (1) the partici-
pant must have a high expectancy that effort and performance are actually linked,
(2) the participant must have a high expectancy that performance will lead to
outcomes or rewards, and (3) the participant must assign a high valence value
(have a preference) to the outcomes that result from effort, including both first-
and second-order outcomes.

Managers who know what participants prefer in terms of second-order
outcomes for their efforts and performance have an advantage in developing
effective approaches to their motivation. It is important to remember that
implicit in Vroom’s model is the fact that individuals have different preferences
about outcomes. The design of approaches to motivation must reflect this fact;
the approaches must be flexible enough to address differences in individual pref-
erences regarding the rewards of work.

Bateman and Zeithaml (1993) identify three crucial implications for man-
agement work inherent in expectancy theory. First, they argue that managers
should take steps to increase expectancies. This means providing a work envi-
ronment that facilitates work performance and establishing realistic performance
objectives. It also means providing training, support, and encouragement at
levels that permit participants to be confident they can perform their work at
the levels expected of them.

Second, Bateman and Zeithaml urge managers to identify positively valent
outcomes for participants they seek to motivate. This means thinking about
what jobs provide to those who occupy them, as well as what is not provided by
these jobs, but could be. Managers must think about how and why different par-
ticipants assign different valences to outcomes and what this means for moti-
vating behavior. In considering outcomes with positive valences for participants,
managers must think about the needs participants seek to fulfill through work.

Third, Bateman and Zeithaml] stress that managers make performance
instrumental to positive outcomes. Managers can do this, for example, by making
certain that good performance is followed by such positive results as praise and
recognition, by favorable performance reviews, pay increases, or other positive re-
sults. Conversely, managers should make certain that poor performance has fewer
positive outcomes and more negative ones than does good performance. Instru-
mentality, in the context of expectancy theory, means that there is a perceived
relationship between performance and outcome, positive or negative.
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Adams’s Equity Theory. An important extension of expectancy theory arose from
the realization that, in addition to preferences as to the outcomes or rewards as-
sociated with performance, individuals also assess the degree to which poten-
tial rewards will be equitably distributed. Equity theory posits that people
calculate the ratios of their efforts to the rewards they receive and compare them
to the ratios they believe exist for others in similar situations. They do this be-
cause they have a strong desire to be treated fairly. J. Stacy Adams (1963; 1965)
argues that people judge equity with the following equation:

0,_o.
7, "1,

Where

O, is the person’s perception of the outcomes received

. ) . .
Ip is the person’s perception of personal inputs

O, is the person’s perception of the outcomes that a comparison person
(or comparison other) is receiving

I, is the person’s perception of the inputs of the comparison person (or
comparison other

This formula suggests participants believe equity exists when the perception
of the ratio of inputs (efforts) to outcomes (rewards) received is equivalent to
that of some comparison other or referent. Conversely, inequity exists when the
ratios are not equivalent.

It is noteworthy that perception, not reality, is considered in this equation.
Furthermore, there are options as to the comparison others or referents in the
equation, including the following:

* People in similar circumstances (co-workers or someone whose circumstances
are thought to be similar)

* A group of people in similar circumstances (for example, all registered nurses
working in a particular health program or project)

* The perceiving person under different circumstances (for example, earlier in the
person’s present position or when they previously occupied another position)

Choice of referent is a function of available information about the options
as well as perceived relevance of the options to a particular situation. Finally, it
is important to note that in the equation there may be many different inputs and
outcomes. Inputs are what people believe they contribute to their jobs and in-
clude experience, time, effort, dedication, intelligence, and the like. Outcomes
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are what people believe they get from their jobs and include pay, promotion, sta-
tus, esteem, monotony, fatigue, danger, and the like.

Equity theory recognizes that people are concerned both with the absolute
rewards they receive for their efforts and with the relationship of these rewards
to what others receive. Participants in programs and projects routinely make judg-
ments about the relationship between their inputs and outcomes and the inputs
and outcomes of others. In effect, equity theory recognizes that people are in-
terested in distributive fairness—that is, in getting what they believe they deserve
for their work. Extensive research reveals that, even with all the variables
involved in making comparisons, people regularly consider equity (Walster,
Walster, and Berscheid 1978; Mowday 1987); that is, they consistently compare
how fairly they are being treated with how fairly they believe others are being
treated.

When faced with situations they perceive to be inequitable, people seek to
restore equity in a number of different ways. Their alternatives are contained
in the equity equation shown previously. They might use some or all of these
alternatives simultaneously or in sequence before a feeling of equity is restored
or attained. Using pay as an example of something about which equity is im-
portant, people who feel an inequity (such as that their pay is too low or that they
work harder than others with the same pay) can decrease their input by reduc-
ing effort to compensate for this perceived inequity. Alternatively, they could
seek to change their total compensation package as a means to reduce the per-
ceived pay inequity. They could seek to modify their comparisons or referents.
For example, they might try to persuade low performers who are receiving equal
pay to increase their efforts, or they might try to discourage high performers from
exerting so much effort.

Others, feeling an inequity in their pay, perhaps in desperation, might dis-
tort reality and rationalize that the perceived inequities are somehow justified.
As alast resort, people might even choose to leave an inequitable situation. This
action usually occurs only when people conclude that the inequities will not be
resolved. Thus, participants in a program or project can attempt to restore
equity by changing the reality or the perception of the inputs and outcomes in
the equity equation. However, each mechanism they use for this purpose can cre-
ate serious problems for managers.

Equity theory makes an important contribution to understanding human mo-
tivation because it shows that motivation is significantly influenced by both
absolute and relative rewards. It also shows that if people perceive inequity they
act to reduce it. Thus, it is important that managers minimize inequities—real and
perceived—in their programs and projects. This means helping participants
understand the differences among jobs and the associated rewards, and making
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certain that reward differences actually reflect different performance require-
ments among jobs.

The bottom-line implication of equity theory for managers is that people
who feel equitably treated in their workplaces are more satisfied than those who
feel inequitably treated. Although satisfaction alone does not ensure high levels
of work performance, dissatisfaction, especially when many participants feel it
in a work situation, has very negative consequences, including the following:

* Higher absenteeism and turnover rates

* Lower citizenship behaviors

* More grievances and lawsuits related to the work situation

+ Stealing

* Sabotage

* Vandalism

* More job stress

* Other costly negative consequences for health programs and projects and the
participants in them

The equity theory emphasizes the importance of managers treating the other
participants in their programs and projects fairly.

Locke’s Goal-Setting Theory. A third and increasingly popular model within the
process perspective on motivation derives from the work of Edwin Locke (1968;
1969; 1987). Building on the pervasiveness of the goal-directedness of human be-
havior, Locke viewed goal setting as a cognitive process through which conscious
goals, as well as intentions about pursuing goals, are developed and become
primary determinants of behavior (Wood and Locke 1990).

In Locke’s view an important part of motivation in individuals is the intent
to work toward their goals. The central premise in this perspective on the process
of motivation is that people focus their attention on the concrete tasks related
to attaining their goals and persist in the tasks until the goals are achieved
(Latham and Locke 1987; Locke and Latham 1990; Muchinsky 2000).

In general, studies affirm the importance of goals in motivation (Mento, Steel,
and Karren 1987). Locke’s original theory that goal specificity (the degree of quan-
titative precision of the goal) and goa! difficulty (the level of performance required
to reach the goal) are important to motivation has been affirmed by other stud-
ies (Naylor and Ilgen 1984). It is also well established that highly specific goals
lead to improvement in individuals’ performances because such goals help peo-
ple to understand what is to be done (Latham and Baldes 1975). Finally, under-
standing the role of goals in motivation has been enhanced by research that
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shows the positive relationship of goal acceptance by a person to that person’s
performance (Erez and Kanfer 1983). Other studies show that people are more
likely to accept goals (other than those they set for themselves), especially diffi-
cult goals, when they participate in establishing them (Erez, Earley, and Hulin
1985; Schwartz 1990).

Goals that can effectively motivate desirable behaviors in the workplace have
certain characteristics that should be kept in mind as managers set goals for par-
ticipants in their programs or projects, or as managers encourage participants to
set goals for themselves. The most important characteristic of goals, in terms of
their ability to motivate, is that goals be acceptable to the people managers wish
to help motivate. Acceptability is increased when work-related goals do not con-
flict with personal values and when people have clear reasons to pursue the goals.
It is also important that goals be challenging but attainable, and that they be
specific, quantifiable, and measurable (Bateman and Zeithaml 1993). It is also
important for managers to provide participants with timely and specific feedback
on their progress toward achieving established goals.

Locke’s original work and other studies that it stimulated have important im-
plications for managers in health programs and projects. Many of the most sig-
nificant challenges of leading and of helping participants be motivated in the
workplace arise because managers do not clearly define and specify the desired
results (outputs, outcomes, and impact) toward which they want participants to
contribute. Leading effectively, and using motivation to support this, depends
upon clear statements of desired results, to which all participants can link their
work-related goals. This is true whether participants establish the goals for them-
selves or managers either establish the goals for them or establish them in con-
sultation with participants. Statements of desired results are especially useful in
motivating behaviors and in leading in general when those who will be influ-
enced by the statements participate in and agree with their formulation.

Conclusion about the Role of Motivation in Leading

The content and process perspectives on motivation as expressed in the theories
and models of motivation discussed previously have guided researchers in their
search for answers to the questions of what motivates human behaviors and of
how motivation occurs. Understanding of motivation supports a manager’s core
activity of leading because leading effectively means influencing participants to
contribute to achieving a program or project’s desired results. Motivation is a
means to the end of leading (influencing) participants to make contributions
that help accomplish the desired results established for a program or project.
Helping motivate participants is not, however, the only means available to
managers for use in influencing participants.
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Influence and Leading, Interpersonal Power and Influence

We have defined leading by managers as influencing others to understand and
agree about what needs to be done in order to achieve the desired results
established for a program or project, and facilitating the individual and collective
contributions of others to achieving the desired results. Because the essence of
leading is the ability to influence others, one must fully understand influencing
in order to fully understand leading. As discussed in the previous section, moti-
vation is important to the exertion of such influence. However, there is more to
influencing than motivation.

In order to fully understand the influence a manager can have over other
participants in a program or project, one must first understand interpersonal power
because interpersonal power is defined as the potential to exert influence over
others. Having more interpersonal power translates into having more potential
to influence others.

Managers are able to exert influence in the workplace because they have in-
terpersonal power. To a great extent, managers have interpersonal power in work
settings because they are managers. It may be useful to review the discussion of au-
thority in Chapter Three, where it is noted that the most important source of a man-
ager’s interpersonal power is the formal position the manager holds in a program
or project’s organization design. This is the formal power or authority assigned to
managers in organization designs to support their ability to manage effectively.

All program and project managers have some degree of interpersonal power
or authority based on their position. Of course, managers at different hierarchi-
cal levels within organization designs have different amounts of positional inter-
personal power. Positional power permits managers to exert influence by control
over rewards that can be used to support motivation, or to coerce participants.

Managers have significant interpersonal power that derives from the following:

* Their control over certain aspects of the physical environment in which work
occurs.

* Their ability to shape elements of a program or project’s logic model, in-
cluding determination of desired results, processes used, and inputs/resources
available (see Figure 1.1).

* Their role in establishing the organization design for a program or project.
When managers design work flow arrangements, for example, they can
determine which participants interact with others, or who initiates a linked se-
ries of actions. Similarly, their ability to cluster certain individual positions
into units, to assign reporting relationships, or to design information systems
are position-based sources of managers’ interpersonal power.
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Control over information is a source of interpersonal power in any organi-
zational setting. To a great extent, this source of interpersonal power is positional.
Managers have access to certain information because of their positions in
organizational designs. To have interpersonal power derived from control over
information, a person must actively cultivate a network of information sources.
Cultivation of this network is influenced by a manager’s position in an organi-
zation design.

Another aspect of a manager’s interpersonal power is that such power can
be acquired by a manager’s possession and use of political skills. Interpersonal
power can derive from control over key decisions, ability to form coalitions, abil-
ity to co-opt or diffuse and weaken the influence of rivals, and ability to institu-
tionalize the manager’s power by exploiting ambiguity to interpret events in a
manner favorable to the manager (Yukl 2002). Position can help a manager use
political skill, but the skill is inherent in the manager. This illustrates a second
important source of interpersonal power, the characteristics and attributes of the
person with the interpersonal power.

The existence of interpersonal power in work settings that is based upon
what an individual knows or is able to do has been recognized for many years.
It has been called expert power (French and Raven 1959). This is power deter-
mined by a person possessing knowledge that is valued by the program or proj-
ect or by the larger organization in which it is embedded. Thus, expert power
is different from positional interpersonal power, which is primarily determined by
a manager’s position in the organization design. Any participant in a program or
project can possess expert power. For example, physicians or nurses whose ex-
pertise is vital to the success of a program or project possess interpersonal power.
Power based on expertise is not limited to those in particular positions in
organization designs.

Another source of interpersonal power, sometimes called charismatic power,
or referent power (French and Raven 1959), results when one individual en-
genders admiration, loyalty, and emulation to the extent that it permits the per-
son to influence others. As with power based on expertise, referent power cannot
be assigned to a person based on position in an organization design. Referent
power is typically developed only over a long period of close interaction in which
a person, who may or may not be a manager, demonstrates friendliness, concern
for the needs and feelings of others, and fairness toward them. It is rare for a
leader to gain sufficient power to heavily influence followers simply from refer-
ent or charismatic power.

Managers in all programs and projects have multiple sources or bases of in-
terpersonal power, although managers’ have different levels of power based on
the sources available to them. For example, one manager may have interpersonal
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power because of formal positional authority over the program or
project and its participants. This manager may have some degree of control over
inputs/resources, rewards, punishments, and information and may have more
relevant expertise in the work of the program or project than others. Yet he may
possess little power based on political skill.

Another manager may derive interpersonal power from the same menu of
sources, but in a different mix. For example, this manager may possess an
exceptional level of political power by virtue of authority to control
decision processes, the ability to form coalitions of key internal and external
stakeholders, or the ability to co-opt opponents. Still another manager may
have considerable charisma, extremely loyal participants in the program or
project, and personal friendships with key leaders of the organization in which
it is embedded, all of which provide this manager with considerable interper-
sonal power.

Certainly, the possession of interpersonal power derived from some mix of
the sources noted previously is an important precursor to exerting influence over
others or to leading them effectively. But alone, interpersonal power does not ex-
plain influence or leading. Interpersonal power, as noted previously, is the
potential to exert influence. How does one manager convert interpersonal power,
from whatever sources, into influence, while another manager with equal power is
unable to convert interpersonal power to influence? The search for answers to
this question has been an evolutionary process, resulting in a better understand-
ing of leading.

The Ongoing Search to Understand Effective Leading

During the last century, researchers have used three general approaches to un-
derstand how effective leading is accomplished in work settings. The traits ap-
proach is based on the proposition that traits, skills, abilities, or characteristics
inherent in some people explain why they are more effective at leading than
others. The behaviors approach, which grew directly out of the inability of traits
to fully explain effective leading, is based on the assumption that particular be-
haviors or sets of behaviors that make up a style of leading might be associated
with success in leading. A third approach, called the situational approach, inte-
grates the traits and behaviors approaches by arguing that traits and behaviors
must be combined with particular situations to explain effective leading. Figure
4.5 summarizes the evolutionary relationships these three approaches bear to
one another. Key insights drawn from studies conducted within each approach
are described in the following sections.
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FIGURE 4.5. COMPARING THREE APPROACHES TO
UNDERSTANDING EFFECTIVE LEADING.

Leader traits » Effective leading

Leader traits and behaviors ——— > Effective leading

Leader traits and behaviors

In a specific situation Effective leading

Leader Traits

The earliest studies of leading were based on the idea that particular physical
or personality traits distinguish effective leaders. In attempting to prove the so-
called trait theory of leadership, researchers sought to find traits that all effective
leaders possessed. Many different traits were studied, including physical
characteristics such as height, weight, and appearance, and personality traits
such as alertness, originality, integrity, and self-confidence, as well as intelligence
or cleverness. Although the search for universal leader traits was not fruitful
(Stogdill 1948; 1974), researchers have identified traits and patterns of traits
that tend to be associated with effective leaders.

Although research shows that possession of certain traits alone does not guar-
antee leadership success, there is evidence that effective leaders are different from
other people in certain key respects. Key leader traits include

+ Drive (a broad term which includes achievement, motivation, ambition,
energy, tenacity, and initiative)

* Leadership motivation (the desire to lead but not to seek power as an end
in itself)

* Honesty and integrity

* Self-confidence (which is associated with emotional stability)

* Cognitive ability

* Knowledge

There is less clear evidence for traits such as charisma, creativity, and flexi-
bility (Kirkpatrick and Locke 1991, p. 48).

Goleman (1995; 1998) finds an association between what he terms a leader’s
emotional intelligence and effectiveness at leading. He identifies five components
of emotional intelligence: self-awareness, self-regulation, motivation, empathy,
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and social skill. Self-awareness is the ability to recognize one’s own moods, emo-
tions, and drives as well as to determine their effect on others. Self-regulation
refers to the ability to control or redirect negative or disruptive moods or emo-
tions. Motivation, in Goleman’s view, reflects a strong drive to achieve and to
pursue desired results with energy and persistence. Empathy means the ability
to understand other people. Social skill refers to being proficient in building
relationships and to being persuasive. Goleman argues that without emotional
intelligence, “a person can have the best training in the world, an incisive, ana-
lytical mind, and an endless supply of smart ideas, but still won’t make a great
leader” (1998, p. 94).

As researchers expanded their perspectives on the role of leader traits in
effectiveness at leading, some of them came to view traits as predispositions to
behaviors. They adopted the view that “A particular trait, or set of them, tends
to predispose (although does not cause) an individual to engage in certain be-
haviors that may or may not result in leadership effectiveness” (Pointer and
Sanchez 2000, p. 111). These researchers began to appreciate that traits had an
impact on effectiveness at leading, but not in the way imagined in the earlier
search for universal traits of leaders. They came to understand that “What seems
to be most important is not traits but rather how they are expressed in the be-
havior of the leader” (Van Fleet and Yukl 1989, p. 67), or in the broader concept
of leadership style.

Leader Behaviors and Styles of Leading

Studies of the relationships between behaviors and styles of leading exhibited by
leaders and their effectiveness was premised on the exciting possibility that, if espe-
cially successful behaviors or styles could be identified, then people could be taught
how to be leaders. Leaders would not have to be born with certain traits or attrib-
utes. The ensuing studies in leader behavior focused on describing leader behaviors,
on developing concepts and models of styles of leading (styles being thought of as
combinations of behaviors), and on examining the relationships between styles
and effectiveness in leading. These studies added an important dimension to the un-
derstanding of leading and new insights into effectiveness in leading.

The most important early studies of leader behaviors were conducted in the
late 1940s at Ohio State University and at the University of Michigan. In fact,
most studies of leader behavior are based, at least in part, on this pioneering
work. The Ohio State University studies identified two dimensions of leader
behavior, consideration and initiating structure (Stogdill and Coons 1957).

Consideration was defined as the degree to which a leader acts in a friendly
and supportive manner, shows concern for followers, and looks out for their
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welfare. Initiating structure was defined as the degree to which a leader defines
and structures the work to be done by followers and the extent to which atten-
tion was focused on achieving desired results established by the leader. These
dimensions were not viewed as ends of a spectrum of behavior, but as two dis-
tinct and separate dimensions.

Other researchers at the University of Michigan paralleled the studies at
Ohio State University. Based on extensive interviews of leaders and followers in
a variety of organizations, Likert and his colleagues at Michigan identified two
distinct styles of leader behavior, job-centered and employee-centered (Likert 1961).
In these studies, leaders who were employee-centered emphasized interpersonal
relations, took a personal interest in the needs of their subordinates, and
readily accepted differences among work group members. These leaders were
considerate, supportive, and helpful with followers.

In contrast, job-centered leaders emphasized technical or task aspects of the
job, were more concerned with participants accomplishing their tasks than any-
thing else, and regarded participants as a means to this end. These leaders spent
their time planning, scheduling, coordinating, and closely supervising the work
of participants.

Studies conducted in a variety of settings found that effective leaders were
employee-centered and focused on the needs of the participants. These studies
also demonstrated that, in addition to being employee-centered, effective lead-
ers established high performance objectives for participants but permitted them
to participate in establishing the objectives (Katz and Kahn 1952; 1978).

Likert, who was especially influenced by the findings on employee-centered
behaviors, came to believe that a key element in effective leadership was the
degree to which leaders allow followers to influence the leader’s decisions. He
believed that participation encourages acceptance of decisions and commitment
to them, both of which contribute directly to productivity and to follower satis-
faction (Likert 1977). His views on the benefits of participatory leadership stim-
ulated substantial research on its effects. Miller and Monge (1986) provide a good
meta-analytic review of studies of the value of participatory leadership. The
relevance of these studies to managing health programs and projects can be sum-
marized as follows:

* Participation encourages participants to identify more closely with the pro-
gram or project. This enhances motivation, especially regarding such con-
tributory behaviors as cooperation, protecting fellow participants and property,
avoiding waste, and generally going beyond the call of duty. If people
have a voice in their work, they tend to be more enthusiastic in performing
the work.
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* Participation can be a means to overcome resistance to change. Those who
participate in decisions about change will have a better understanding of the
need for change and be less likely to resist change.

* Participation enhances the personal growth and development of a program
or project’s participants. By participating in decisions, participants gain ex-
perience and become more proficient in decision making.

* Participation enables a wider range of ideas and experiences to be brought to
bear on a problem or opportunity. Often participants who are closer to a
situation and more familiar with it can develop ideas as to how to solve prob-
lems or take advantage of opportunities more readily than managers.

* Participation increases flexibility within how a program or project’s logic
model works because participants gain a wider range of experience about how
its various components (see Figure 1.1) fit together and work.

The behavioral studies provided the intellectual foundation for subsequent
efforts to identify effective styles of leading by identifying the optimal mix of lead-
ership behaviors to achieve effectiveness. (Remember that styles of leading mean
particular combinations of behaviors.) One such effort that has been useful for de-
picting variations in leadership styles was undertaken by Blake and Mouton (1985)
and subsequently expanded by Blake and McCanse (1991). Their model of leader
styles uses two variables—concern for people and concern for production—as the
axes of a diagram on which they plot styles.

The people orientation focuses on enhancing the leader’s relationships with
followers. The production orientation focuses on tasks and objectives in relation
to performing work. The two orientations can be used to create a diagram to help
visualize the variation in possible styles of leading. For example, using a scale
from 1 (minimum concern) to 10 (maximum concern), a style characterized by
minimum concern for both people and production would be located at the bot-
tom left side of the diagram. Similarly, a maximum concern for people and for
production would be located at the top right of the diagram. Different levels of
concern for these two variables permit plotting of various styles of leading.

Tannenbaum and Schmidt (1973) developed a model in which several pos-
sible styles of leading are arrayed as a continuum. This model shows alterna-
tive styles based upon how much participation leaders permit other participants
in their decision making. The resulting styles of leading, with the labels given
them by Tannenbaum and Schmidst, are as follows:

*  Autocratic leaders make decisions and announce them to other participants. The
role of other participants is to carry out orders without an opportunity to
materially alter decisions already made by the manager.



136

Managing Health Programs and Projects

*  Consultative leaders convince other participants of the correctness of the deci-
sion by carefully explaining the rationale for the decision and its effect on the
other participants and on the program or project. A second consultative style
is practiced when managers permit slightly more involvement by other par-
ticipants. For example, the manager might present decisions to other partici-
pants and also invite questions to enhance understanding and acceptance.

*  Participative leaders present tentative decisions that will be changed if other par-
ticipants can make a convincing case for a different decision. A second
participative style is practiced when a manager presents a problem to partici-
pants, seeks their advice and suggestions, but then makes the decision. This
style of leading makes greater use of participation and less use of authority
than do autocratic and consultative styles.

*  Democratic leaders define the limits of the situation and problem to be solved
and permit other participants to make the decision.

*  Laissez-faire leaders permit other participants to have great discretion in deci-
sion making. The manager participates in decision making with no more
influence than other participants. Leaders’ and other participants’ roles in
decision making are indistinguishable in this style.

The importance of the Tannenbaum and Schmidt model to understanding
leading lies in their conclusion that the best style of leading depends on the cir-
cumstances present in a particular situation. In their view, the choice of a style
should be based on the following factors:

* The manager’s value system, confidence in other participants, and tolerance
for ambiguity and uncertainty

* Factors within the other participants in a situation, such as their expectations,
need for independence, ability, knowledge, and experience

* Factors in the particular situation, such as the logic model, organization design,
nature of the problem to be solved or the work to be done, and time pressure

Tannenbaum and Schmidt made a significant leap forward in understanding
leading by arguing that no single style of leading is correct all of the time or in
all situations. Leaders must adapt and change styles to fit different situations.
An autocratic style might be appropriate in certain clinical situations in programs
and projects where work frequently involves a high degree of urgency. However,
this style could be disastrous in other situations. The Tannenbaum and Schmidt
model identifies a set of relatively discrete styles of leading but couples these dif-
ferent styles with the concept that certain factors dictate choosing one style
over the others. The factors noted previously include some that are internal to



Leading to Accomplish Desired Results 137

the manager, some that are internal to the other participants, and some that re-
late to the particular situation. In this way, Tannenbaum and Schmidt’s model
provides a bridge between the early trait and behavioral studies of leading and
contemporary—and much more sophisticated—situational or contingency models of
leading that are described in the next section.

Situational or Contingency Models of Leading

When it was found that effectiveness of leading could not be fully explained by
traits, behaviors, or styles, and especially when it was found that behaviors and
styles appropriate and effective in one situation produced failure in others,
researchers turned their attention to incorporating situational influences, or con-
tingencies, into models of leading. From among the many resulting models that
seek to explain how situational variables help to determine the relative effec-
tiveness of leading styles, three of the most important are described briefly.
The path-goal model developed by House and Mitchell (1974) is given most at-
tention because it is the most useful of the situational models.

Fiedler’s Contingency Model. Fred Fiedler (1964; 1967) sought to specify situa-
tions in which certain leader traits are especially effective. His hypothesis was
that effective leading is contingent upon whether the elements in a particular
leading situation fit specific traits of the leader. Complex theories leave ample
room for criticism and Fiedler’s is no exception. Considerable research, how-
ever, supports the model (Peters, Hartke, and Pohlman 1985).

Fiedler’s work is important because it represents the first comprehensive at-
tempt to incorporate situational variables directly into a model of leading. This
new dimension was refined in many subsequent studies. The contingency model
has utility in management practice, especially in suggesting to managers the
importance of systematically assessing whether their interpersonal relation-
ships with participants in their programs and projects are supportive of the
participants. The contingency model also considers how the organization designs
and processes being used fit managers’ leading styles.

Hershey and Blanchard’s Situational Model. Paul Hershey and Kenneth
Blanchard (1996) developed a model of leading that attempts to explain
leading effectiveness as interplay among: (1) The manager’s relationship
behavior, defined as the extent to which managers maintain personal relation-
ships with other participants through open communication and by exhibiting
supportive behaviors and actions toward them, (2) The manager’s task behavior,
which is the extent to which managers organize and define the roles of participants
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and guide and direct them, and (3) The participants’ readiness level, by which
Hershey and Blanchard mean their readiness to perform a task or function or to
pursue a particular goal.

This model focuses on those participants a manager is attempting to lead
as the most important situational variable and specifically focuses on participants’
readiness to perform. The central premise is that appropriate leading style de-
pends on the readiness level of the people the manager is seeking to influence.
In this model, readiness is assessed by two factors, ability and willingness.
Ability refers to the knowledge, experience, and skill that an individual or group
possesses. Willingness is the extent to which an individual or group has the com-
mitment and motivation needed to accomplish a specific task.

The Hershey and Blanchard model is widely used by managers and em-
phasizes several important aspects of leader behavior in determining effec-
tiveness in leading. Managers engaged in leading must be concerned about
the readiness of other participants to be led, and they must recognize that man-
agers can affect the level of readiness of other participants. This model also
provides a useful reminder to managers that it is important to treat all partic-
ipants in a program or project as individuals, with real differences among
them. Moreover, the model reminds managers to treat the same participant
differently over time, as the participant changes in terms of readiness level
(Bateman and Zeithaml 1993).

House’s Path-Goal Model of Leading. Like the other situational or contingency
models of leading described previously, the path-goal model attempts to predict
the leader behaviors that will be most effective in particular situations. This model
is perhaps the most generally useful situational model of leading effectiveness.
Its name is derived from its focus on how leaders influence participants’ per-
ceptions of their work goals and the paths they follow toward attaining these
goals. Robert House, in the original conception of this model, posited that
the leader’s functions are to increase the personal payoffs to followers for
attaining their work-related goals and to make the path to these payoffs smoother
(House 1971). House and Terence Mitchell, who helped develop the theory
further, believe that “leaders are effective because of their impact on subordi-
nates’ motivation, ability to perform effectively, and satisfaction” (House and
Mitchell 1974, p. 81). This theory is called path-goal because it focuses on how
leaders influence their subordinates’ perceptions of the subordinates’ work goals,
personal goals, and paths to goal attainment. The path-goal theory incorpo-
rates the concept that leader behaviors are motivating or satisfying to the degree
that the behaviors increase subordinates’ goal attainment and clarifies the paths
to attaining these goals (House and Mitchell 1974).
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This model of leading relies on the results of the Ohio State University and
the University of Michigan leadership studies and on the previously described
expectancy theory of motivation. The expectancy model focuses on describing
the relationships among expectancy, instrumentality, and valence. Expectancy
is the perceived probability that effort will affect performance. (Instrumentality
is the perceived probability that performance will lead to outcomes. Valence is
the value attached to an outcome by a person.) The path-goal model of leader-
ship focuses on the factors that affect expectancy, instrumentality, and valence.
Leaders can increase the valences associated with work-goal attainment, the in-
strumentalities of work-goal attainment, and the expectancy that effort will result
in work-goal attainment.

The path-goal model is situational because its basic premise is that the effect
of leader behavior on follower performance and satisfaction depends on the
situation, specifically upon follower characteristics and work characteristics.
Stated in another way, different leadership behaviors are best for different situ-
ations. According to House and Mitchell (1974), there are four categories of leader
behavior, each of which is best suited to a particular situation:

1. Directive leading describes the behavior of the leader who tells followers what
they must do, tells them how to do it, requires they follow rules and proce-
dures, and schedules and coordinates the work.

2. Supportive leading describes the behavior of the leader who is friendly and
approachable and exhibits consideration for the well-being and needs of
followers.

3. Participative leading describes the behavior of the leader who consults with
followers, asks for opinions and suggestions, and considers them.

4. Achievement-oriented leading describes the behavior of the leader who estab-
lishes challenging goals for followers, expects excellent performance, and
exhibits confidence they will meet expectations.

House believes all four styles of leader behavior can and should be used
by leaders as the situation dictates and that effective leaders match styles to
situations. Situations can vary along two dimensions. One dimension is the
nature of the people being led. Followers may or may not have the ability to
do the job. They differ, too, as to the perceived degree of control they have over
their work. The second dimension is the nature of the task, which may be rou-
tine and one with which followers have prior experience—or it may be new and
ambiguous and one that requires help.

The path-goal model shows that effective leaders diagnose the situation
and match behavior to it. For example, directive leading could be used when
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followers are not well trained for their work and the work they are doing is partly
routine and partly ambiguous. Supportive or participative leading might be most ap-
propriate if followers are doing highly routine work and have experience with this
work. Achievement-oriented leading would be effective if followers are doing highly
innovative and ambiguous work and if they have high levels of work-related knowl-
edge and skill, conditions often found in health programs and projects.

The path-goal model of leading, in its essence, suggests that managers in
programs and projects improve leading effectiveness by: (1) Making the path
to achieving work goals easier by providing coaching and direction for partici-
pants when needed, (2) removing or minimizing frustrating barriers that inter-
fere with participants’ abilities to achieve work goals, and (3) increasing the
payoffs for participants when they achieve work-related goals.

House and Mitchell’s path-goal model is a useful construct because it merges
concepts and knowledge of motivating and leading. The model also provides a
pragmatic framework that is valuable to managers as they seek to match their
leader behaviors to characteristics of the participants they seek to lead, as well as
to characteristics of the logic models and organization designs of their programs
and projects.

Toward an Integrative Approach to Effective Leading

Clearly, managers’ effectiveness at leading contributes to the performance of
individual participants, teams, and work groups, as well as to entire programs
and projects. Among the core activities of managers, effective leading is as im-
portant as effective strategizing and designing.

Three approaches to understanding leading—traits, behaviors, and situational
or contingency approaches (see Figure 4.5)—have been presented. These differ-
ent approaches have resulted in numerous models, each seeking to explain the
phenomenon of effective leading. Individually, however, none of the models fully
explains how a leader is effective. Levey suggests, “We will probably never be
able to achieve a truly elegant and rigorous general theory of leadership” (1990,
p- 479). This view reflects the complexity and variety of variables involved in
leading. Leading is a dynamic process “that does not reside solely within a given
person or a given situation; rather, situations create an interplay of needs, and
effective leaders work to continually identify and meet them” (Druskat and
Wheeler 2003, p. 438).

It is possible, however, to integrate portions of the different models into a use-
ful approach to effective leading in programs and projects. Leading effectiveness
results from interactions among variables including leader traits and behaviors
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selected to fit situations, all of which are mediated or influenced by intervening
variables such as participants’ efforts and abilities, organization design features, and
the availability of appropriate inputs or resources in a program or project’s logic
model. Furthermore, in health programs and projects, participative styles of lead-
ing work best most of the time.

Above all else, it is important for managers to realize that because leading is
a matter of influencing participants to contribute to achieving the desired results
established for a program or project, they must help participants be motivated
to make their contributions. Motivation is a means to the end of leading partici-
pants to contributions that help accomplish a program or project’s desired results.

In terms of using motivation in the leading activity, the simplest, and perhaps
best advice is to select motivated participants to fill the positions in an organiza-
tion design. People who have demonstrated appropriate levels of performance in
the past are motivated to perform and will quite likely continue to perform well
under favorable conditions. Leading such participants to contribute to accom-
plishing a program or project’s desired results is rather straightforward. This aside,
however, some of the most significant challenges of leading and helping partici-
pants be motivated in the workplace arise because managers do not clearly de-
fine and specify the desired results (outputs, outcomes, and impact) toward which
they want participants to contribute. Being an effective leader, and using moti-
vation to support the leading activity , begins with clear statements of desired
results. These statements are especially useful when those who will be influenced
by them have participated in their formulation and agree with them.

The models of how motivation occurs show the powerful and direct con-
nections among participants’ efforts, performance, and rewards. A critical step
in motivating people is choosing appropriate ways to reward desired perfor-
mance, remembering that rewards can be intrinsically derived from the work
itself, or extrinsically provided by managers.

It is also important to remember that people have different valences or pref-
erences about rewards. Reward selection is made more difficult because of in-
dividual tastes and preferences regarding rewards. Some people would rather
have more challenging assignments or more vacation time than more money.
For others, the reverse is true. The point for managers to remember is that
rewards must be important to the people receiving them if they are to be effec-
tive motivators. Often, valences can be determined simply by discussing the mat-
ter of their preferences with participants. Viewed broadly, their responsibilities
to provide suitable rewards can lead managers into areas such as job redesign
and job enrichment, changes in their leading styles, changes in the degree to
which they permit others to participate in decisions, as well as concerns about
pay levels and benefits.
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Selecting rewards that are suitable is only part of the process of using rewards
to motivate. Managers must link rewards to suitable job performance; that is,
rewards must be made contingent upon performance, and the linkage must be
explicit. The more a person is told about the relationship between performance
(with clearly established expectations about performance) and rewards, the more
likely the rewards will help motivate desired performance.

The performance-reward linkage is strengthened by having rewards follow
as soon as possible after desirable performance and by providing extensive feed-
back on performance to participants. Finally, it is important to remember that
people have a strong preference for being treated fairly or equitably. Their
perceptions about the linkage between performance and rewards at work are
fundamental to their sense of fairness. Managers must pay careful attention to
the equity implications of their use of rewards.

We have also seen that motivation alone does not fully account for partici-
pants’ performance or for their contributions to accomplishing the desired results
established for a program or project. A participant’s performance is also deter-
mined, in part, by the person’s abilities and by constraints in the work situation
such as uncoordinated workflow or inadequate budgets for technology or train-
ing. This means it is important for managers to remove or minimize barriers to
performance. Barriers of inability to perform can be addressed through increased
education and training and, in some cases, by more careful matching of people
with positions. Situational constraints, such as inadequate inputs/resources or
organization designs that impede performance, can be addressed once they are
identified as constraints.

Managers’ capacities to lead effectively, including using motivation to sup-
port leading, are greatly enhanced in work situations in which there is concern
for the overall quality of work life (QWL). Programs and projects, and the larger
organizations in which they may be embedded, can approach QWL from
several specific dimensions or foci of attention, including the following:

* Adequate and fair compensation

* A safe and healthful work environment

* A commitment to the full development of participants

* A social environment that fosters personal identity, freedom from prejudice,
and a sense of community

* Careful attention to the rights of personal privacy, dissent, and due process

* A work role that minimizes infringement on personal leisure and family needs

+ Commitment to socially responsible organizational actions (Bateman and
Zeithaml 1993)
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Summary

In leading, managers of programs and projects seek to influence other partici-
pants to understand and agree about what needs to be done to achieve the de-
sired results established for their programs or projects and to facilitate both
individual and collective contributions to achieve the desired results. To lead
effectively, managers must help create and maintain conditions under which
other participants in a program or project can and do contribute to accomplish-
ing the desired results established for it. Thus, an understanding of human
motivation and application of the process through which motivation occurs is
necessary for success in leading.

Motivation is defined as an internal drive within an individual, which is a
stimulus to behaviors intended to satisfy an unsatisfied need being felt by the in-
dividual. Thus, motivation stimulates goal-directed behavior. The basic process
of motivation is modeled in Figure 4.1. Overviews of the primary content and
process perspectives of motivation are presented (see Figure 4.2).

Models within the content perspective focus on the internal needs and de-
sires that initiate, sustain, and eventually terminate behavior. They focus on what
motivates people. Four content models of motivation are presented: Maslow’s
hierarchy of needs theory, Alderfer’s ERG theory, Herzberg’s two-factor theory,
and McClelland’s learned needs theory. Process models seek to explain how be-
havior is initiated, sustained, and terminated. Three process models of motiva-
tion are also presented: Vroom’s expectancy model, Adams’s equity model, and
Locke’s goal-setting theory.

Motivation is a means to an end, leading participants to make contributions
that help accomplish the desired results established for a program or project in
terms of outputs, outcomes, and impact. However, there is more to leading than
motivating participants. The evolution of leadership models is described in this
chapter (see Figure 4.5).

Models of leading based on leader traits, including intelligence, personality,
and ability, are reviewed. Pioneering research about leader behavior conducted
at Ohio State University and the University of Michigan is presented as a pre-
lude to reviewing the behavioral models of leading developed by Likert, by Blake
and McCanse, and by Tannenbaum and Schmidt. It is noted that the Tannen-
baum and Schmidt model represented a significant advance in understanding
leading by recognizing that no single style of leading works best all of the time
or in all situations.

Three key situational or contingency models of leading are reviewed:
Fiedler’s contingency model, Hershey and Blanchard’s situational model, and
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the House-Mitchell path-goal theory of leading. How these models build on
and complement one another, as well as how they differ, is described. Particular
empbhasis is given to contemporary situational concepts of leading.

Chapter Review Questions

1.
. Define motivation and model the basic motivation process.
. Compare the content models of motivation developed by Maslow, Alderfer,

Define leading and discuss its relationship to management work.

Herzberg, and McClelland.

. Compare the process models of motivation developed by Vroom, Adams,

and Locke.

. Describe the relationship between influence and leading and between inter-

personal power and influence.

. Describe the sources of interpersonal power available to managers in health

programs and projects and give an example of each.
Discuss the evolution of approaches to understanding leading effectiveness.

. Why is the Tannenbaum and Schmidt model especially important to an

understanding of leading?



X

CHAPTER FIVE

MAKING GOOD MANAGEMENT
DECISIONS

his chapter focuses on decision making as a pervasive activity in management

work. Managers of health programs and projects constantly make decisions
while performing management work. Decision making permeates the core ac-
tivities of strategizing, designing, and leading. It is a vital facilitative activity that
supports managers in carrying out their core activities. Figure 1.4 shows how
decision making is intertwined with the core management activities.

Examples of the decisions managers make in each of the core activities of
their work illustrate the breadth of their decision-making activity. In strategizing
the future, managers, often with the involvement of other participants, decide
what will be the program or project’s desired results, expressed in terms of
outputs, outcomes, and impact. They also decide the means through which these
desired results can and will be achieved. When managers establish new pro-
grams or projects, they must make decisions about what goes into the business
plans. Numerous decisions must be made about how to conduct external and
internal situational analyses. Managers make decisions about whether accept-
able progress is being made toward achieving the desired future states they have
envisioned for their programs and projects.

In the designing activity, managers make myriad decisions as they establish the
initial logic models of their programs and projects and subsequently reshape them
as circumstances change. They must decide what inputs/resources are needed, and
how to acquire needed resources. They must decide what processes will be used to
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achieve the desired results established through strategizing. Other decisions are
required when managers establish the intentional patterns of relationships among
human and other resources within their programs and projects as they shape or-
ganization designs. The designs then stimulate other decisions regarding staffing.

In leading, managers must decide how to encourage and facilitate the con-
tributions of other participants in a program or project to make its logic model
work. Managers decide what means of influencing other participants will work
effectively and how they will be applied. As leaders, managers focus on the
various decisions that affect the entire undertaking, including those intended to
ensure the program or project’s survival and overall well-being. Because leading
effectively requires managers to help motivate participants to contribute to the
program or project’s performance, they must decide how to motivate partici-
pants, each with a unique set of needs that can be met partially in the workplace.

Indeed, how managers conduct their decision making has a great deal to do
with success in all the core activities of strategizing, designing, and leading. After
reading the chapter, the reader should be able to do the following:

* Define decision making and understand some of the important characteristics
of management decisions in programs and projects

* Understand and model the sequential steps in the decision-making process

* Be familiar with some of the most popular quantitative models that support
decision making, including decision grids, payoff tables, decision trees, and
cost-benefit analysis

* Understand the implementation and evaluation of management decisions as
important steps in the decision-making process

Decision Making Defined

At its most basic level, decision making is simply making a choice between two
or more alternatives. Thinking of decision making in this way focuses attention
on its essential element—making a choice. The myriad decisions that program
and project managers face can be divided into two subsets: problem-solving
decisions and opportunistic decisions (DuBrin 2003). Both types of decisions
involve choosing from among alternatives.

As the name implies, problem-solving decisions are made in order to solve ex-
isting or anticipated problems. Opportunistic decisions can be made when oppor-
tunities to advance accomplishment of a program or project’s desired results arise,
often by changing some element—perhaps a very small element—in a logic model
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or organization design. Examples of such decisions include an opportunity to
purchase some needed equipment or supplies at favorable prices or an oppor-
tunity to recruit an especially skilled clinician for a program or project. The
line is thin at times between problem solving and opportunistic decisions, but
managers make both types of decisions in their work.

All management decisions are the responsibility of managers. However,
managers can choose to involve to varying degrees other participants in the
decision-making process. Managers can make decisions themselves, or, as is far
more often the case, they can involve other participants in their programs or proj-
ects in making decisions. The question of who makes decisions in programs and
projects is an important aspect of making good management decisions.

Involving Other Participants in Decision Making

Much of the literature on how managers make decisions describes the process as
one in which decisions are made as relatively discrete events by managers or by
managers working with others in an orderly, rational manner. In reality, decision
making is more likely to be characterized by disorder and emotionality than
order and rationality (Yukl 2002). This is certainly the case when groups make
decisions, as is often the case in larger programs and projects.

An important model that incorporates consideration of involving other par-
ticipants in decision making was developed by Vroom (1973), extended by
Vroom and Yetton (1973), and subsequently revised by Vroom and Jago (1988).
In this model, the approach managers take to involving other participants in de-
cision making is shown to affect the resulting decisions in two important ways.
First, the approach taken affects the quality of the decisions made. Second, the
approach taken affects how people who will implement decisions or who will be
affected by them will respond to the decisions. Both quality and acceptability
have obvious implications for the effectiveness of decisions.

As originally developed, the Vroom model features a decision tree and a set
of questions to guide users. The model assumes that managers can take any of
five different approaches to including other participants in decision making. The
approaches are defined and labeled as follows:

+ Two types of autocratic decision making (Al and AII)

+ Two types of consultative decision making (CI and CII)

* One approach that represents joint decision making by managers and other
participants as a group (GII)
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Each of these five decision-making approaches is briefly described as

follows:

Al

All

CI

CII

GII

Managers make decisions alone, using information avail-
able to them at the time.

Managers obtain the necessary information from other
participants and then decide for themselves. The role
played by other participants is merely to provide informa-
tion to managers. Other participants play no part in gener-
ating or assessing alternatives in the decision-making
process.

Managers share information about the problem or oppor-
tunity requiring a decision with other relevant participants
individually, obtaining their ideas and suggestions, but
without bringing the participants together as a group.
Then managers make the decisions, which may or may
not reflect the influence of the other participants.

Managers share information about the problem or oppor-
tunity requiring a decision with other relevant participants
as a group, obtaining their collective ideas and suggestions.
Then the managers make the decisions, which may or may
not reflect the influence of the other participants.

Managers share information about the problem or oppor-
tunity requiring a decision with other relevant participants
as a group. There is a GI approach; however it is not rele-
vant to this discussion. In the GII approach, managers and
the other participants involved generate and assess alterna-
tives and attempt to reach agreement (consensus) on an
alternative. The manager’s role in this approach is much
like that of the chairperson of a committee. Managers do
not try to influence the group to adopt their preferred
alternative and are willing to accept and implement solu-
tions that the groups prefer.

Figure 5.1 shows the Vroom decision tree, which a manager can work through
from left to right by answering seven questions (A through G in Figure 5.1) in order
to conclude which of the five decision-making approaches (Al, AII, CI, CII, or
GII) is most appropriate in a given situation. The questions, which correspond to
the letters A through G, are shown across the top of the flowchart.
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The Vroom model has practical value for managers because it demonstrates
they can effectively vary their approach to involving other participants in
decision-making situations to fit attributes of the particular situation. When
managers do seek the involvement of other participants as a group in decision-
making situations, they can facilitate participation in several ways (Yukl 2002),
including the following:

* Encouraging participants to express their ideas about alternatives in a decision-
making situation and to express their concerns about other ideas being suggested

* Describing alternatives as tentative and encouraging participants to try to
improve them

* Recording ideas and suggestions as a way of demonstrating their importance
and that they are not being ignored

* Looking for ways to build on ideas and suggestions by focusing on their
positive attributes rather than their negative attributes

* Being tactful in expressing concerns about ideas and suggestions and
encouraging other participants to be tactful in how they express their concerns

+ Listening to dissenting views or criticisms without getting defensive

* Actively seeking to use ideas and suggestions and to address concerns being
expressed

* Demonstrating appreciation for the ideas and suggestions of other participants,
especially giving credit to those who generate useful ideas and suggestions and
explaining why other ideas and suggestions are not included in the decision

Even when managers correctly determine the appropriate degree of in-
volvement in decision making by other participants in a program or project,
many other variables affect the decision-making process. For example, some de-
cisions made by managers must be based on imperfect information about avail-
able alternatives and their consequences and implications. Managers’ decisions
frequently involve risk, uncertainty, and conflict. These characteristics of man-
agement decisions and decision making, as described more fully in the next sec-
tion, complicate the process of making such decisions, making decision making
one of managers’ most challenging activities.

Characteristics of Management Decisions
in Programs and Projects

One of the most important and troubling aspects of making good management
decisions is that they often cannot be made in a completely rational manner. The
underlying assumptions for making completely rational decisions would require
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that decision makers know all the alternatives available in a given situation,
all of the consequences of selecting each alternative, and that the decision
maker would always act rationally so as to maximize a desired value or minimize
an undesired value. Because it is not possible to meet all of the assumptions
required of complete rationality in most management decisions, managers make
decisions using a more limited form of rationality called bounded rationality
(Simon 1982).

The assumptions of bounded rationality are that managers rarely have
enough information and knowledge to maximize or minimize anything in
their decision making, face vaguely defined problems or opportunities about
which decisions are to be made, and have human limitations of memory, rea-
soning power, and objectivity. These bounds on rationality mean that managers
are forced to satisfice. That is, in their decision making managers typically choose
alternatives that appear adequate and acceptable, rather than selecting alterna-
tives that would completely maximize or minimize some variable. The satisficer
considers possible alternatives until a satisfactory one is found. Satisficing is a fact
of life in making management decisions.

Another characteristic of decision making by managers in programs and proj-
ects is that decisions must often be made under conditions of uncertainty. Their
decisions require managers to accept some degree of risk. Risk exists because man-
agers cannot know with certainty the probability of success for their decisions.

Under conditions of certainty, a manager would fully understand the prob-
lem or opportunity requiring a decision, would know all of the available alter-
native choices, and would accurately predict the results of selecting each
alternative. Managers almost never make decisions under conditions of certainty.
Just as managers are forced to rely upon bounded rationality and are not able to
make perfectly rational decisions, managers also typically must make their
decisions under conditions of uncertainty.

Uncertainty in making managerial decisions exists because the decision mak-
ers have insufficient information about the probabilities of success for the alterna-
tives in decision situations. Uncertainty can be reduced by the acquisition of more
information, but in complex situations it cannot be completely removed. Some-
times managers are required to make intuitive decisions that are based on nothing
more than instincts, feelings, and personal experience with similar situations. In
contrast to decisions that can be guided by large amounts of relevant information,
intuitive decisions tend to involve high degrees of uncertainty and risk.

Another important characteristic of managerial decisions is that they are often
influenced by significant conflicting demands and expectations. The appropri-
ate decision, from the standpoint of what contributes most to achieving the de-
sired results established for a program or project, might have painful consequences
for some participants. Decisions to downsize a program or to merge a project into
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a larger set of projects are examples of such decisions. Most managers faced
with decisions such as these feel significant amounts of internal conflict.

In addition to personal conflict for the decision maker, many decisions gen-
erate conflicts between or among individuals or groups within a program or proj-
ect, or even within the larger organizational home in which it is embedded.
Decisions to emphasize one of a program’s services automatically de-emphasize
others. Decisions to allocate space to one group involved in a project automati-
cally mean that others could not use that space. Indeed, most managerial deci-
sions involve some degree of conflict and this makes them more difficult to make.

Situations in which management decisions are made can be characterized as
structured or unstructured. Unstructured decision making occurs when problems
or opportunities demand decisions but there are no existing models or formulae
to call upon for guidance. This is in contrast to structured decisions, for which
previously made decisions, operating policies, or standard practices provide guid-
ance. For example, the amount of money paid to a new employee is structured
by human resources policies that dictate pay ranges and by salaries paid to
others with similar qualifications.

Many decisions made in the context of managing programs or projects are
made difficult by such factors as the need to rely on bounded rationality and by
varying levels of uncertainty, risk, conflict, and structure in the decision-making
process. Some decisions that managers must make are made extraordinarily
difficult by these characteristics.

The Decision-Making Process

Although decision making is defined as making a choice from among alterna-
tives, the full decision-making process includes several sequential steps that pre-
cede the actual choice. Once the choice is made, the full process includes
additional steps to implement and evaluate the decision. In reality, managers
rarely go through all the steps in sequence. Frequently, under constant pressure
to make decisions, managers skip or combine steps. However, as Figure 5.2
illustrates, decision makers can go through a process that includes the follow-
ing seven steps:

1. Becoming aware that a decision must be made, whether it stems from a prob-
lem or an opportunity

2. Defining in as much detail as possible the problem or opportunity

3. Developing relevant alternatives

4 Assessing the alternatives

5. Choosing from among the alternatives
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6. Implementing the decision
7. Evaluating the decision and making necessary follow-up decisions

Each of these steps is described in the following sections.

Becoming Aware

Effective decision makers must be sensitive to situations in their programs or proj-
ects that represent problems or opportunities. This sensitivity, termed perceptual
skill, enables managers to collect and interpret cues from their surroundings.
Managers with limited perceptual skills may remain oblivious to potential prob-
lems until they blossom into full-blown crises, or until they discover too late that
they did not seize a potential opportunity. It is difficult to learn perceptual skills
except through experience. Such skills are one of the reasons that managers usu-
ally become more effective with experience.

FIGURE 5.2. THE DECISION-MAKING PROCESS.

> Become aware that a decision is needed

Y

Define the problem or opportunity stimulating
the need for a decision

Y

Y
Develop relevant alternatives
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Y
Assess the alternatives
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Y

Y
Implement the decision
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Evaluate the decision and
make necessary follow-up decisions
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One way for managers to increase the likelihood that they will be aware of
problem-solving and opportunistic situations requiring decisions is to acknowl-
edge their ubiquity. Many decisions are required simply to respond to perfor-
mance gaps in programs and projects that are routinely identified through
managers’ efforts to determine whether ongoing performance is acceptable and
whether appropriate progress is being made toward achievement of the desired
results. Remember from the discussion in Chapter Two that a key part of the
manager’s strategizing activity is to assess performance and progress in an on-
going manner. Managers must also make adjustments and corrections if inade-
quacies are detected; that is, they must change some aspect of the program or
project’s logic model. All such changes require decisions.

In addition to the decisions managers must make in response to closing
ongoing performance gaps in their programs or projects, other decisions are im-
posed on them from outside their domains of responsibility. In some instances,
pressure comes from inside the organizational home of the program or project.
For example, a decision to merge one hospital with another, when both oper-
ate hospice programs, will necessitate many decisions in both programs.

The changes that continuously occur in the dynamic external environments
in which most health programs and projects exist force decisions within the pro-
grams and projects. For example, growing, declining, or aging populations in their
market areas, as well as the plans and actions of competitors, have significant im-
plications for health programs and projects. Such environmental changes trigger
numerous decisions by the affected programs and projects as their managers seek
to adapt and adjust the programs and projects to fit new environmental conditions.

Changes in public policies and regulations that apply to a program or proj-
ect frequently give rise to decision making. For example, changes in Medicare
or Medicaid reimbursement policy routinely force decision making in health pro-
grams and projects that serve the clients of these programs. Similarly, National
Labor Relations Board (NLRB) rulings can instantly change how programs or
projects relate to unionized employees, again forcing decisions. Because health
programs and projects so often depend on particular technologies, advances in
these technologies provide a stimulus for change in the programs and projects.
For example, telemedicine programs have evolved as changes in the technolo-
gies upon which they are based have occurred, with each step in the evolution
requiring decisions about how adjustments to new technologies will be made.

Perceptive managers in complex and dynamic environments should be
aware of the constant need for problem solving, as well as for making oppor-
tunistic decisions. Knowing that decisions are needed and knowing how to pre-
cisely define the problem or opportunity are two different things, however. This
leads to the second step in the decision-making process described in Figure 5.2.
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Defining the Problem or Opportunity

Defining the real problem or opportunity in a given situation is not always a clear-
cut task. What appears to be the problem may be only a symptom. For example,
an apparent problem of conflicting personalities when two participants in a pro-
gram or project cannot work together well might in fact be only a symptom of
such real problems as poorly coordinated work, conflicting scheduling, inade-
quate training, or ill-defined work expectations. Few things are more frustrating
in decision making than the right solution to the wrong problem, unless it is the
effort wasted in responding to a perceived opportunity that does not really exist.

A simple but effective way of getting past the symptom to the underlying
problem or opportunity is to ask “Why?” Answers to this question can be used
to trace back from symptoms to underlying root causes. Similarly, answers to
questions about why some event, trend, or situation appears to be an opportu-
nity for a program or project can also lead to a clearer specification of the
opportunity.

A device useful in getting to the root causes of a problem is a cause-and-effect
diagram, or, as it is frequently called because of its shape, a fishbone diagram.
Figure 5.3 is a fishbone diagram drawn by the manager of a specialized surgi-
cal program embedded in an acute care hospital. The problem concerning this
manager is a higher-than-expected rate of nosocomial pneumonia among
patients in the program. In a fishbone diagram, the high rate of pneumonia is
the effect. The manager is interested in what is causing the effect, because the
cause or causes must be addressed through decisions and subsequent actions. Be-
fore this can be done, however, the manager must understand the possible causes.
The issues that require decisions by this manager are the underlying root
causes of the nosocomial pneumonia.

In using a fishbone diagram to organize ideas about what might be causing
the nosocomial pneumonia among the program’s patients, the manager begins
by identifying categories of possible causes. Common causes of nosocomial in-
fections include equipment, interventions or procedures, workers, and patients.
The manager organizes the diagram around these potential categories of causes,
which form the larger bones in the diagram. Within each category, specific
ideas about the causes can be developed and are shown as the smaller bones in
the diagram. The diagram does not identify the causes; however, it organizes the
manager’s thinking, and perhaps ideas of other participants involved in mak-
ing this determination about the possible causes of high rates of nosocomial pneu-
monia. More information will be needed to determine the causes of the
nosocomial pneumonia, but the possible causes are identified in the fishbone
diagram, which is the first step in determining causation.
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Another tool useful for this manager’s determination of the causes of the
pneumonia is a Pareto chart, a bar graph showing the relative importance of
several causes of a problem. Such charts or graphs can help managers deter-
mine which causes are more important and thus where to focus their attention.
Figure 5.4 is a Pareto chart showing the relative importance of the several causes
of nosocomial pneumonia identified in this example; it directs the manager’s
attention to the most important causes that require decisions.

As can be seen in the Pareto chart, the largest number of cases of nosoco-
mial pneumonia in the analysis is caused by contaminated bronchoscopes. The
next largest number of cases is caused by patients having severe underlying
disease. Inadequate postoperative care and patients with cardiopulmonary dis-
ease are tied for the third largest number of cases. Based on the information
assembled in the Pareto chart, the manager would focus initial problem-solving
efforts on contaminated bronchoscopes and inadequate postoperative care, vari-
ables the manager can influence. Unless the program’s patient mix changes,
the manager cannot do anything about some patients’ underlying disease or
about some patients’ cardiopulmonary disease with associated higher rates of
pneumonia.

FIGURE 5.4. PARETO CHART OF POSSIBLE CAUSES
OF NOSOCOMIAL PNEUMONIA.
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To completely diagnose problems or define opportunities, decision makers
analyze a great deal of information. Judgment is required to determine what in-
formation should be used in decision making, and care must be exercised to be
as comprehensive, fair, and objective as possible in gathering and examining in-
formation. The most difficult pieces of information to deal with are often intan-
gible factors that can play a significant role in defining problems and opportunities.
Intangible factors include such things as reputation, morale, satisfaction, and per-
sonal biases. It is difficult to be as specific about these subjective factors as those
more easily subject to physical measurement. Nevertheless, such information must
be considered in fully defining problems or opportunities.

Defining problems or opportunities is much easier when they fall within the
scope of a manager’s experiences. Problems and opportunities that look famil-
iar are easier to diagnose and understand. As with being better at the aware-
ness step in decision making, experience sharpens a manager’s ability to define
and specify problems or opportunities.

The degree of success in the definition step in the decision-making process
is almost always directly proportional to the amount and quality of the relevant
information gathered and analyzed in relation to a problem or an opportunity.
Of course, good judgment is required in determining whether enough informa-
tion is in hand to make an accurate diagnosis of a problem or opportunity. Gen-
erally, more information is better, but some decision makers paralyze themselves
by continuing to gather information about a problem or opportunity long after
they should have moved on to the next step in the decision-making process.

Developing Relevant Alternatives

Once problems or opportunities that require decisions are fully diagnosed and un-
derstood, decision makers can search for and develop alternatives. One simple rule
should guide the decision maker in this step: the greater the number of alternatives
considered, the greater the likelihood of eventually selecting a satisfactory alter-
native. Alternatives can be categorized as ready-made or custom-made.

Ready-made alternatives are based on approaches or solutions that the de-
cision maker has tried before or on recommendations of others who have faced
similar problems or opportunities. Custom-made alternatives are designed specif-
ically for a particular decision-making situation. They generally involve greater
expenditure of time and effort to develop and thus are less likely to be consid-
ered than the familiar ready-made alternatives.

In considering alternatives, decision makers should not think in terms of one
best alternative. Most problems have several solutions that have both positive
and negative characteristics, and many opportunities can be appropriately
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responded to along a continuum of possible responses. The task in developing
relevant alternatives is to develop as many potentially satisfactory alternatives as
is reasonably possible.

It is during this step in the decision-making process that creative and inno-
vative alternatives can be developed if the decision maker is not inappropriately
wedded to the idea of considering only ready-made alternatives. Some deci-
sion makers focus on ready-made alternatives because they doubt their abilities
to develop truly creative custom-made alternatives. Creativity is the “art and
science of generating new ideas” (Rice 2003, p. 22).

Logic and experience play important roles in idea generation, as does imagi-
nation. The use of imagination and creative thinking in this step of the process is
important if the fullest possible set of relevant alternatives is to be established. It is
useful to remember that creativity is latent within all people. Ordinary people work-
ing in an atmosphere of freedom, trust, and security can create new alternatives to
problems and opportunities. Therefore it is important for managers to encourage
and facilitate the use of the creative process, which is described in the next section.

The Creative Process. Embedded within the decision-making process, the cre-
ative process itself can be viewed as a series of interconnected steps, including:
(1) personal need, (2) preparation, (3) incubation, and (4) verification. A personal
need to think creatively emphasizes that a motivating force must initiate the
creative thought process. Such motivation can certainly come in the form of a
serious problem or a rich opportunity requiring a manager to make a decision.

Creative, custom-made alternatives usually emerge after a period of inten-
sive preparation during which the decision maker becomes saturated with in-
formation and makes a concerted effort to perceive new and meaningful
relationships among factors in a situation. To a large extent, the originality of
ideas depends upon the number of avenues explored and the extent to which all
possible interrelationships are considered. This preparatory step represents much
of the work of engaging in the creative process.

It is certainly possible for an original alternative to be developed quickly as
the result of a brief period of analysis. Sometimes this is necessary when an
urgent decision, for which there is no ready-made alternative, is required. For
example, a manager whose program faces termination may have to respond
quickly and creatively if the program is to be preserved. However, when cir-
cumstances permit, a period of incubation that allows a decision maker to mull
over the problem or opportunity is valuable.

The value of an incubation period lies in the fact that a more fully developed
idea for a custom-made alternative may result. It is useful to set a deadline for
the incubation period so that problems do not go unsolved for unduly long
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periods or opportunities pass while the decision maker mulls over various al-
ternatives. But generally some period of incubation is necessary for original
alternatives to be developed.

The final step in the creative-thinking process is verification. When a custom-
made alternative is first envisioned, it is rarely in polished and final form. The
verification step in the creative process is a period of refining an idea, changing
it, and improving it. In effect, this step often represents the difference between an
interesting idea and a truly innovative and creative alternative.

Sometimes the creative process is facilitated by having a group of program or
project participants develop relevant alternatives in a decision-making situation.
Groups of people usually bring more experience and information to the task than
individuals acting alone and therefore provide more ideas for alternatives. A group,
through its interactions, can stimulate each individual’s creative abilities as well.
Brainstorming is a standard method used by groups to develop alternatives in de-
cision situations. In brainstorming sessions, participants are asked to produce ideas
(without fear of censorship or control by the group), through free association of
their ideas with those of others. In this way, one idea can stimulate a chain reac-
tion of additional ideas.

Another approach to having groups establish alternatives in a decision-
making situation is the nominal group technigue, in which participants are asked to
generate ideas independently (Delbecq, Van de Ven, and Gustafson 1986).
Participants, working alone initially, develop their ideas. Unlike the free associ-
ation of brainstorming, ideas are discussed within the group only after ideas are
independently developed and presented by each participant. Following a round
of discussion, during which initial ideas can be reworked, each participant pri-
vately rates the alternatives from first to last. The tabulated rankings of the group
are then openly discussed again, after which a final private ranking is made. The
tabulated results of this vote are considered the group’s ranking of the alterna-
tives. Both brainstorming and use of the nominal group technique result in a
set of alternatives that must be assessed by the decision maker before an alter-
native is chosen.

Stimulating and Supporting Creativity in Decision Making. Managers who
want their programs or projects to benefit from the development of creative
and innovative alternatives in decision making must stimulate and support cre-
ativity and innovation. These characteristics among participants can be fos-
tered by managers who make it a specific and important aspect of managing their
programs or projects and who establish and maintain a culture in which creativity
and innovation are valued. Managers can also facilitate these characteristics by
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placing a high priority on the trait of creativity in at least some of their staffing
decisions. In effect, managers will increase the likelihood that their programs
and projects will have the advantage of a more complete set of alternatives
available in decision-making situations by establishing and maintaining cli-
mates in which creativity and innovation are stimulated and facilitated. Such
climates share a number of characteristics (Robbins and Coulter 2004), includ-
ing the following:

* Risk-taking is tolerated, even encouraged. Participants are encouraged to take
risks, and mistakes are treated as learning opportunities.

* Rules, procedures, policies, and similar formally imposed controls are kept to
a minimum.

* Cross-training and participation in diverse and multiple teams and groups is
encouraged. Managers recognize that narrowly defined jobs create myopia,
while diverse job activities and experiences give participants a broader
perspective.

* Tolerance for ambiguity is widespread in the program or project. Participants
are given opportunities to express their identities through work as individu-
als and as members of teams and groups.

* A healthy degree of conflict is permitted. Differences in opinions about how
to do things is tolerated, even encouraged, as a means to increase creativity.
Harmony and agreement between or among individuals and teams and
groups is not seen as necessary to good performance.

* There is a high degree of tolerance for the impractical. Participants who offer im-
probable or even foolish answers to what if questions are not penalized
or ridiculed. There is recognition of and appreciation for the fact that what seems
impractical at first might turn out to be a great alternative in a decision situation.

* The focus is on the ends more than on the means to the ends. If participants
are encouraged to consider alternative routes toward the attainment of desired
results in the form of outputs, outcomes, and impact, innovation might result.

* Communication flows freely. Communication flows horizontally as well as
vertically, facilitating the cross-fertilization of ideas.

Managers who wish to stimulate creativity and innovation should avoid, min-
imize, or change certain characteristics and behaviors. Chances of developing
innovations and creative ideas are often reduced when a manager is isolated from
the other participants in a program or project, when a manager focuses on short
time horizons and short-term performance, and when a manager maintains in-
centive and reward systems that do not support innovation.
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Managers who successfully rely upon their own insights and experiences,
the insights and experiences of others, and the creative processes available to them
will develop a set of alternatives to consider. The existence of various alternatives
in a change situation requires that the alternatives be assessed against each other.

Assessing the Alternatives

Based upon the results of the creative process and the experience and insight
of the manager and others, there will likely be alternatives to consider. The ex-
istence of multiple alternatives in a decision-making situation requires that each
alternative be assessed in comparison to the others.

In the assessing alternatives step in the decision-making process, quantita-
tive models can be very helpful in structuring a careful comparison of the alter-
natives. Five useful quantitative decision-making techniques that are widely used
include: decision grid, payoff table, decision tree, cost-benefit analysis, and
program evaluation and review technique. In addition, the use of decision
support systems (DSSs), which combine many decision-making models with a
database to support decision making, is discussed. Other quantitative techniques
for managerial decisions can be found in Austin and Boxerman (1995).

Decision Grid. The most basic, and in many ways most useful, decision-making
tool is the decision grid. This is nothing more than a display of the possible
alternatives in a decision, along with the various elements that will affect the
decision. Figure 5.5 illustrates a decision grid involving a program’s decision to
open and operate a satellite clinic. The four alternatives are listed in the first col-
umn, with the elements affecting the decision forming the rest of the grid. The
grid’s main advantage is that a large amount of pertinent information can be
displayed in a convenient manner. This becomes especially important in complex
decisions and when a group of program or project participants is involved in
the decision making and needs to discuss and consider various alternatives.

Among the factors affecting the decision, the preferences of the program’s par-
ticipants is mixed for all alternatives. This neutralizes the impact of this
factor. Patients/customers have a preference for alternative four, although they find
any alternative acceptable except maintaining the status quo. The key factor in this
decision is the financial impact of the alternative selected. Alternative four is
most attractive because the financial impact is positive and almost immediate, and
none of the other factors in the decision prevent selecting this alternative.

Payoff Table. An improvement in the decision grid is made if probabilities can
be determined for the various possible outcomes of each alternative being
assessed in a decision situation. For example, suppose the manager of a clinical
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program must decide how many disposable syringes should be ordered and
stocked each week.

Based on past usage patterns, the manager determines there is an 80 percent
probability that 800 syringes will be needed and a 20 percent probability
that 1,000 syringes will be needed in a week. The manager can also assign costs to
each of these two alternatives. In this case, storage space is allocated at $10 per
1,000 syringes. In addition, if too few syringes are ordered and stocked, an extra
cost of $20 will result for special ordering and messenger pickup. Figure 5.6
illustrates the two alternatives (1,000 and 800 syringes) and the costs associated
with each of the two outcomes.

For the first alternative, if 800 syringes are stocked and the usage during the
week is 800, the costs will be $8 (see cell 1). If 800 syringes are stocked and 1,000
are needed that week, the costs will be $28 ($8 for storage and $20 for the special
order [see cell 2]). For the second alternative, if 1,000 syringes are stocked and the
usage during the week is 800, the costs will be $10 (see cell 3). Also, if 1,000 sy-
ringes are ordered and stocked and 1,000 are used, the costs will be $10.

If the clinic manager orders and stocks 800 syringes, then 80 percent of the time
this decision will be correct and only an $8 storage cost will be incurred; 20 percent
of the time there will not be enough and the $28 storage and reorder costs will be
incurred. Expected costs can be determined for each alternative as follows:

Expected cost if 800 syringes are ordered: $8 (0.8) + $28(0.2) = $12
Expected cost if 1,000 syringes are ordered: $10(0.8) + $10(0.2) = $10

FIGURE 5.6. PAYOFF TABLE.

Events and Results

800 1,000
syringes needed | syringes needed
(0.8) (0.2)
] 2 |
. 800 $8.00 $28.00
syringes stocked
Alt ti
ernatives ﬂ ﬂ
. 1,000 $10.00 $10.00
syringes stocked
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Thus, to minimize costs, 1,000 syringes would be ordered and stocked,
although this number would be needed only 20 percent of the time.

Although the savings is modest, if the technique is applied to many items,
the cumulative savings could be quite substantial. The basic difficulty in using
this technique is in determining probabilities. When possible, the preferred pro-
cedure is to use historical data or experimental samples so that the probabili-
ties have a clear basis in fact. Where this is not possible, a best estimate may have
to suffice.

Decision Tree. Decision grids and payoff tables are useful tools in assessing al-
ternatives in a decision situation, although both suffer from a common limitation.
In reality, decisions are seldom one-time affairs. They are more often linked to
other decisions in the sense that one decision necessitates other decisions. In
situations involving decisions that are linked together over time with various
possible outcomes, decision trees are very useful in assessing alternatives. This
technique is especially useful when probabilities can be determined for the pos-
sible outcomes.

To illustrate the decision tree technique, suppose the manager in a program
or project determines there is a 60 percent probability that demand for a certain
procedure will increase by 20 percent next year and a 40 percent probability that
demand for the procedure will decrease by 10 percent. The decision is whether
to buy a piece of automated equipment (at a cost of $50,000) or to pay existing
employees overtime wages to do the increased work, should that be necessary.
(The manager determined that it would cost less to pay overtime than to hire an
additional worker.)

Because of the vital nature of the procedure, simply deciding not to do the
increased work is not acceptable. Figure 5.7 illustrates a decision tree based on
this decision. The decision tree assumes that quality is not an issue because it will
be the same whether the procedure is done manually or on the automated equip-
ment. Thus, the decision hinges on making the wisest expenditure of money by
choosing the lowest cost alternative.

Assume that revenue from this procedure is currently $100,000 per year. If
the 60 percent probability of a 20 percent increase holds up, the revenue for the
next year (and future years if everything stays the same) will increase to $120,000;
if the 40 percent probability of a decrease in demand of 10 percent holds, then
revenue will decrease to $90,000 in both cases (see column 3 of Figure 5.7).

The cost of the machine (installation and first year’s operation included) is
$50,000; the cost of overtime wages is figured at $10,000 if the increased work
has to be done, and at zero dollars if it does not (see column 4). Net cash flow
can be determined in all events by subtracting costs from revenues (see column 5).
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The expected value at the end of the first year can be obtained in all events by
multiplying net cash flow (column 5) by the probability of the event. Sixty per-
cent chance of increase times $70,000 equals an expected value of $42,000 (see
column 6). At the end of the first year the expected value of automation is $58,000
(42,000 + 16,000) and of paying the overtime is $102,000. Clearly, at that point
in time the lowest cost alternative would be to forgo the machine and pay over-
time. However, if the decision is projected out over additional years, this may
not be the lowest cost decision.

At the end of the second year (see column 9), the expected value of the
alternative to automate is greater. Although the initial $50,000 outlay must still
be overcome, it will not take many years to do this. By extending the computa-
tion, the number of years can be determined. When compared to the expected
useful life of the machine, this information can form the basis of a complete
assessment of the alternatives in this decision situation.

Cost-Benefit Analysis. A manager deciding among alternative additions to the
service mix provided in a program would be interested in how the alternatives
compare in terms of financial impact. A useful tool for making relative com-
parisons of the impact of alternatives is to calculate the cost-benefit ratio (Z) of
each alternative. Zis defined as the ratio of the financial value of benefits of an
alternative to the value of the alternative’s costs:

_ present value of benefits
~ present value of costs

A decision maker can assess multiple alternatives by comparing the ratios of
the benefits and costs of the alternatives. Although these ratios should be only
one factor in a decision, they can assist the decision maker.

Usually, it is relatively easy to determine the financial costs of an alternative.
However, in health programs and projects the value of benefits is often much
more difficult to determine. What is the value of a human life? What is the value
of improved health? Is it better to spend money on making older people more
comfortable in their declining years, or is it better to spend the money on im-
proving infant mortality rates?

Of course, the costs and benefits of many decisions can be determined in a
straightforward way. In such cases, cost-benefit analysis is a useful tool for as-
sessing alternatives. For example, a manager might find a cost-benefit compari-
son very useful in assessing a choice between two competing models of a
particular piece of imaging equipment.

Model A costs $80,000 (installed) and requires a person to operate it at an
annual cost of $64,000, plus $12,000 in other operating costs. The total cost for
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a year is $156,000. Model A will produce revenues of $185,000 per year because
of its rate of operation.

Model B of this equipment will have a total cost of $175,000 but will per-
mit revenues of $205,000 because of its superior rate of operation. Which is the
better alternative, assuming they both produce equal quality results and have
the same useful life expectancy and salvage value?

., $185,000 _
Model A: Z= $156.000 - 1.186

. $205,000 _
Model B: Z= 7$175,OOO_1'171

All other factors being equal, the cost-benefit ratio argues that the better al-
ternative in this situation is to purchase Model A because of its better Z value.

Program Evaluation and Review Technique (PERT). In some operational plan-
ning situations, the assessment of alternatives involves considering the timing
of activities or the best sequence for a series of actions. In such situations PERT
can be very useful. The basic concept used in this technique is the network, or
flow plan (Kerzner 2001). The network is composed of a series of related events
and activities. Events are required sequential accomplishment points in the pro-
gram or project. Activities are the time-consuming elements of the program or
project that connect the various events.

For example, suppose a hospital initiates a project to establish an open-heart
surgery program. A number of events and activities will have to take place, in-
cluding: renovation of an existing operating room, installation of new equipment,
hiring and training of an open-heart surgery team, and many others. When many
events and activities are involved, PERT can be very useful in making decisions
about them. One alternative in this project is to do everything in a single
sequence. For example, begin by renovating the operating room. Then purchase
and install equipment; then hire and train the team. The flaw in this approach
is that the events and activities will be strung out for an unnecessarily long time,
thus delaying the project. PERT can eliminate this flaw by giving the planner a
better way to time and integrate the series of events and activities.

Figure 5.8 shows a PERT network for development of an open-heart surgery
program. Events are shown as boxes in the network, and arrows connecting the
events represent activities. This example illustrates the three basic characteris-
tics of a program or project that make it amenable to the PERT approach to as-
sessing alternative sequences of actions and events. First, it must be possible to
estimate how long it will take to accomplish each activity. Second, there must be
definite starting and ending points. Without them, there can be no events, which
are the beginning or ending of activities. Finally, and this is the key to PERT’s
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usefulness, there must be parallel activities. That is, several activities must be tak-
ing place simultaneously for PERT to be of any real use to the planner.

To make the network usable, the time between the various events (activity
times) must be computed. Usually, these can be only estimates, and the standard
approach involves estimating three different times for each activity. The first
estimate is an optimistic time and represents the time if everything goes smoothly
in completing the activity. The second estimate is the most likely time and rep-
resents the most accurate forecast based on normal or typical circumstances. If
only one estimate were given, this would be it. The third estimate is a pessimistic
time and is based on maximum potential difficulties. The assumption here is that
whatever can go wrong will go wrong. The pessimistic, most likely, and opti-
mistic time estimates form a beta curve as illustrated in Figure 5.9.

Based on the probability distribution of the three time estimates involved in
performing an activity, a formula can be used to calculate the estimated activ-
ity time to use in the PERT network as follows:

Activity Time = %

Where O is the optimistic time estimate
M s the most likely time estimate

P is the pessimistic time estimate

Referring to Figure 5.8, it can be seen that the time estimates between the first
two events have been made as follows: optimistic = 5 weeks, most likely = 7
weeks, and pessimistic = 9 weeks. The estimated activity time would then be

Activity Time = w =7 weeks

FIGURE 5.9. BETA CURVE FOR OPTIMISTIC, MOST
LIKELY, AND PESSIMISTIC TIME ESTIMATES.

Optimistic Most likely Pessimistic
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Using the resulting value, one can be reasonably certain that the activity time
between events 1 and 2 will be seven weeks. The process of calculating estimated
activity times must be completed for all activities in the network.

The next step in using PERT to help evaluate timing and sequencing alter-
natives in this example is to determine the critical path through the network shown
in Figure 5.8. Among the several pathways of events and activities, the critical
path (shown as a dashed line in Figure 5.8) is the one that takes the longest to
complete. Inasmuch as the critical path takes the longest time to complete, it de-
termines the completion time for the entire project. Other activities and events
that do not lie along the critical path are less important in terms of their timing
because they will not speed up or delay the total project, unless they exceed
the completion time along the critical path.

The time differential between scheduled completion of these non-critical
events and the amount of time that would actually alter the critical path
through the project is called the slack time in the project. Slack time provides an
opportunity for the manager to reassess whether certain resources should be
transferred to activities along the critical path as a means of shortening the
critical path and therefore the completion time of the project. In the example
represented in Figure 5.8, it would do no good to speed up recruitment, hiring,
training of the team, or renovation of the operating room in an effort to shorten
the project. The only way to accomplish this is to shorten the time needed for
equipment delivery and installation because these activities form the critical path
in this project.

PERT, and even more sophisticated time management and scheduling tech-
niques (Project Management Institute 2000), can be used to great advantage
by managers in making timing and sequencing decisions in many building or re-
modeling projects, in adding new equipment, in physically moving a unit, in
preparing budgets, and in developing policy manuals.

Managers of programs and projects that are embedded in larger organiza-
tions may be supported by formal planning departments and professional plan-
ners in the application of tools and aids such as PERT. Most large health care
organizations employ people with such expertise in their planning, marketing,
government affairs, and finance departments—and perhaps in other departments,
as well. In addition, consultants can be helpful in assisting planners in assessing
alternatives.

Decision Support Systems. The intensified pressure to make good management
decisions in health programs and projects, combined with improved technology
specifically designed to support the management decision-making process, may
cause managers to consider using decision support systems. These systems can be
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defined as “computer-based technology that aims to get the right knowledge in
the right form to the right persons at the right time so they can better make
decisions and make better decisions” (Holsapple and Joshi 2001, p. 40). In
essence, decision support systems (DSSs) incorporate data and models for
analyzing the data to support decision makers in assessing their alternatives in
decision-making situations.

A DSS can be constructed in various ways, although effective systems share
the following characteristics:

* Interacting with the DSS is easy.

* Retrieving and displaying data is supported by the system.

* Modeling capability is built into the system.

* The system can produce reports of the results of analyses in clear and usable
form (Austin and Boxerman 2003).

Figure 5.10 shows a conceptual model of the components of an effective
DSS. Each of the components is described briefly in the following paragraphs.

The user engages the DSS through the user interface. The interface may use a
menu format or free-text input. Whichever is used, the key characteristic is the
ability to communicate with the DSS simply and intuitively.

An effective DSS contains a model library. The appropriate mix of models in
a specific library depends upon the requirements of decision makers who use the
system. Typically, a DSS designed for use in health programs and projects con-
tains a mix of (1) statistical models (to summarize data, test hypotheses, make fore-
casts, and the like); (2) financial models (to predict cash flows, expenses, and
revenues, as well as perform break-even analyses or compute internal rates of re-
turn on investments that might be made in a program or project); and (3) “what
if” models that can be used to determine the effect of variation in one or more
variables on a value of interest.

The model manager is software that links a DSS user’s request to the appro-
priate model in the model library so the desired analysis can be conducted. The
models in an effective DSS can support decision making in clinical areas (such
as patient scheduling and quality assessment) as well as in non-clinical areas
(such as personnel scheduling, inventory control, and accounting).

A critical part of any DSS is the database from which the models can draw
necessary information for analysis. Depending upon circumstances in a partic-
ular situation, a program or project’s database could contain data from many
sources, including a clinical repository, a financial database, data developed
through special studies, and even external commercially available databases.
Among the specific elements that might be found in a program or project DSS
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User

database are units of service provided, resources used in providing the ser-
vices, data for assessing the quality of the services (see a broader discussion of
this in Chapter Seven), and data for evaluating results, whether in terms of out-
puts, outcomes, or impact. A database can contain data relating to any of the
components of a program or project’s logic model (see Figure 1.1).

The final components of a DSS are a database management system (software that
retrieves data at the request of a user or makes needed data available to the model
manager for use in a particular decision model) and a report writer, which pro-
vides a user with a report of the analysis. Depending upon the features of a DSS,
the reports produced may show comparisons of several alternatives, the conse-
quences of a particular choice among alternatives, or a recommended choice.

FIGURE 5.10. CONCEPTUAL MODEL OF A
DECISION SUPPORT SYSTEM.
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Even small DSSs costs tens of thousands of dollars and are not available to
all programs and projects. However, when affordable, these systems can greatly
assist decision makers in assessing the alternatives in their decision situations.

Choosing an Alternative

After developing and assessing alternatives, decision makers must choose the
alternative they think best in a given decision situation. If the other steps in
the decision-making process have been carried out properly, the decision maker
will typically be able to choose from among several relevant alternatives.

Of course, one alternative always available is to do nothing. This should
be the alternative considered most carefully of all. The decision maker should vi-
sualize the likely results of taking no action. If taking no action would result in
the most desirable consequences, the decision maker should take no action. How-
ever, this alternative should never be viewed lightly. After all, a problem or
opportunity—or a potential problem or opportunity—triggered the decision-
making process. Unless analysis reveals there really is no problem or opportu-
nity, the no-action alternative is usually inappropriate.

Making the choice among alternatives in a decision situation—whether based
on experience, intuition, advice from others, experimentation, or analytical de-
cision making—is rarely easy. Management decisions tend to be gray rather than
black or white. They usually are made in the context of a constantly changing
environment, which means that the most appropriate alternative initially may
not remain the most desirable choice as circumstances change.

Aside from the difficulties encountered in collecting and properly analyzing
enough information to fully inform a decision, problems can develop from the
influence of the decision maker’s personal prejudices and biases. These problems
can interfere with a decision maker’s effectiveness by forcing the selection of
an alternative that fits some preconceived notion rather than the realities of a par-
ticular situation.

For some decision makers, the largest impediment to effectiveness is their
own indecisiveness. On the other hand, the opposite situation can exist and may
be just as detrimental to the quality of decision making. Impulsiveness, or a ten-
dency to jump headlong into a situation without considering all factors, is not un-
common in inexperienced decision makers as they make management decisions
early in their careers. If enough of their decisions turn out to be wrong, they may
become indecisive. In either case the decision maker’s effectiveness is diminished.

To improve the quality of their decisions, managers should answer three
questions regarding the alternatives in their decision situations. First, they should
ask how the alternatives contribute to the attainment of the program or project’s
desired results. (A discussion of development of statements of desired results
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is contained in Chapter Two). This question is important because it reflects
the fact that the alternatives in a decision situation are but means to an end—
an end that has been clearly thought out and stated in the form of outputs, out-
comes, and impact. If an alternative under consideration does not support
the achievement of desired results better than other alternatives, it should not
be adopted.

Second, managers in decision-making situations should ask whether alterna-
tives under consideration represent a high degree of financial effectiveness. In other
words, does an alternative make maximum use of available resources? There
will be times, of course, when financial considerations should not unduly affect de-
cision making, especially in a health program or project where considerations such
as need or quality may appropriately take precedence. Usually, however, financial
aspects of a decision offer useful guidelines in choosing among alternatives.

Third, managers in decision-making situations should ask whether alterna-
tives under consideration are feasible or capable of being implemented. In
answering this question the decision maker must think in the very practical terms
of how a particular alternative will be implemented within the context of the pro-
gram or project’s logic model and organization design.

Answering these three questions does not guarantee that the best alternative—
or even a good one—will be chosen. Doing so, however, increases the chances
for an appropriate selection.

Implementing the Decision

The process of decision making does not end with the selection of an alternative.
Managers are concerned about the effects of their decisions. Thus, the imple-
mentation of decisions is an important step in the overall decision-making
process. A well-chosen alternative, poorly implemented, can be useless or even
harmful to a program or project. Successful implementation of a decision requires
careful planning of how the implementation will take place.

Planning for Implementation. Ideally, there are three interconnected compo-
nents to good planning for implementing a decision: (1) conducting a situational
diagnosis, (2) selecting a general approach to implementing the decision, and (3)
selecting a set of techniques to support the decision and its implementation and
to reduce resistance from those affected by the decision. Each component is an
important precursor to successful implementation.

The conduct of situational diagnosis as part of implementation planning is a
natural extension of the information gathering effort that occurs in the second
step of the decision-making process described earlier. During the second step, the
nature of the problem or opportunity facing the decision maker is fully explored.
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However, the situational diagnosis that precedes implementation of an al-
ternative goes well beyond the information needed to identify the nature of a
problem or opportunity. It includes collecting information about resources avail-
able for implementing the chosen alternative as well as information on the views
and attitudes of key participants (and perhaps others outside the program or pro-
ject) about the choice that has been made. It is necessary to know about resource
availability and constraints before the actual implementation begins because this
information can influence the selection of a general implementation strategy.

In selecting a general approach to implementation, the decision maker can
choose from among three broad categories: top-down, bottom-up, or participa-
tive approaches. In top-down approaches, which are also called power strategies,
the decision maker simply announces to other participants in a program or
project the decision that is to be implemented, and explains how it is to be im-
plemented. The other participants are expected to accept the decision and take
whatever part they are told to take in its implementation.

Power approaches are necessary and appropriate in some situations. For ex-
ample, a change in the reimbursement policy of a major insurance carrier might
require an immediate decision in a health program or project, leaving little time
for anything but a top-down edict as a means of implementing the decision(s)
made in response to this problem. Top-down approaches to implementing de-
cisions have the advantage of speed because decisions can be communicated
quickly to affected participants in a program or project. On the other hand, a
major drawback of top-down approaches is disruptiveness, particularly if those
affected do not accept or understand the decision.

In bottom-up approaches to implementing decisions, participants in a program
or project other than its manager have a much greater responsibility for devel-
oping details of how to implement a decision. In this general approach, the man-
ager permits and encourages participants to decide how best to implement the
chosen alternative. The primary advantage of bottom-up approaches to imple-
menting decisions is that they foster widespread commitment to accomplishing
the implementation task within a program or project.

In participative approaches to implementing decisions, participants responsi-
ble for implementation are involved in the entire decision-making process, along
with the manager. Participation is formally sought through such devices as as-
signing participants to groups or teams specifically created to develop alterna-
tives, to choose among alternatives, and to implement an appropriate alternative
in response to a problem or opportunity. Participatory leading styles are discussed
extensively in Chapter Four.

Implementation that involves a higher level of participation obviously dif-
fers from a top-down approach in which the decision maker’s edicts announce
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decisions and instruct others as to how implementation of these decisions will
take place. Participatory implementation approaches and strategies also differ
from bottom-up approaches. Bottom-up approaches to implementation tend to
focus on implementation details rather than on permitting participants to be in-
volved more fully in the entire decision-making process, as is characteristic of
true participative approaches.

The third component of good planning for implementing a decision involves
selecting techniques that help develop support for implementation and for reducing resis-
tance to the decision and to its implementation. In considering useful support
techniques, decision makers should remember that people respond to many types
of change, including that resulting from the implementation of decisions in pre-
dictable, often negative, ways. Responses are based on their prior experiences in
situations in which implementing a decision includes changing some aspect of
the work situation.

Although managers might view changes resulting from implementing
decisions made in response to problems or opportunities as entirely appropri-
ate and logical, other participants in programs and projects, looking at the same
problems or opportunities and the changes made in response to them, might
overtly resist the changes. Resistance may seem an inappropriate response
to managers, but this response may seem perfectly reasonable to the resistant
participants, especially if their past experiences with similar situations were
negative.

One of the underlying reasons some participants view change negatively
and resist it is their personal history, including their backgrounds and social
experiences away from work. That is, their attitudes and reactions at work are
affected by their lives outside of work. A second cause is the work environment
itself. For example, if a program or project has been very stable for a long period
of time, it may be especially difficult to introduce changes. Decisions that rep-
resent change for participants may therefore be resisted. When participants have
adjusted to the status quo and believe it is permanent, the introduction of even
minor changes can be disruptive. Conversely, in programs or projects with his-
tories of frequent change and in which change is seen as part of the culture,
participants expect change and much more readily accept it.

There are many other reasons for the often-encountered resistance to change
among participants in programs and projects, including the following:

* TFeelings of insecurity

* TFears of possible social and economic losses, to say nothing of actual losses
* Distaste for being inconvenienced

* Resentment that others are exerting control over them
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Insecurity among affected participants is a major source of resistance to
decisions that involve changes. For many people, there is great comfort in the
status quo, and any change is viewed as undesirable because it introduces a
degree of uncertainty. Even a seemingly simple change can have far-reaching
repercussions. For example, changing the schedule of meetings for a program or
project’s participants may symbolize for some the manager’s lack of concern for
inconvenienced participants. To others, it means true interference with other
aspects of their work schedules or routines. A third group may see it as more
evidence of the autocracy of managers.

Participants also may be concerned about social losses of various kinds that
could result from a particular decision. Even the potential of such losses can cause
people to resist a particular alternative in a decision situation. For example, mod-
ifications in the organization design of a program or project may mean that close
friends have to work in separate rooms or are no longer able to interact during
work. Complex informal relationships among participants are often affected by
change. Established status symbols may be destroyed in the process of reorga-
nizing a program or project.

Social acceptance by other participants may be jeopardized if someone sup-
ports an alternative that these co-workers have rejected. In such circumstances,
a person may be forced to choose between cooperating with the manager or
jeopardizing friendships and acceptance by other participants. Thus, what may
seem a desirable and logical alternative in a decision can meet with heavy
resistance because the price in social relationships is too high.

Possible social losses are not the only concerns participants in a program
or project may have about alternatives under consideration. Real or perceived
economic losses may also be involved. In many situations new technology
allows more work to be done by the same or even fewer people. Resistance
by those affected is understandable. Even if they don’t lose their jobs or have
their earnings reduced, workers may find technological changes lead to a faster
pace of work or to a redistribution of their workload. Economic losses frequently
are of concern to people who face changes in their workplaces. People are there-
fore likely to resist decisions that create such changes.

Even when decisions do not cause significant economic or social losses, par-
ticipants may be inconvenienced because of a decision. Any change causes some
inconvenience, and extra effort is required to adjust to it. When old habits and
routines must be replaced because of a decision, inconvenience often stimulates
resistance. However, if inconvenience is the only factor present, the degree
of resistance may be minor.

There are many reasons for the often-encountered resistance to particular al-
ternatives in a decision situation. People affected by the decision may resist for
reasons ranging from little more than their dislike of being inconvenienced by the
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decision, to concerns about a decision’s economic impact on them, to such com-
plex factors as resentment of the manager’s power to affect them so directly. These
and other factors cause people to resist decisions and their implementation, and
the factors often act in combination to strengthen the resolve of people to resist.
However, managers can use a variety of techniques to help overcome resistance.

Key to any effort to reduce resistance is informing and educating those
affected by a decision about the decision and its implications before it is imple-
mented. Effective communication about a change and education regarding its
implications can turn resistance into support.

Participation and involvement in the entire decision-making process, including
how best to implement decisions, can help overcome resistance. Such involvement
reduces uncertainty and misunderstanding about a decision and its implications
and reduces resistance. Participating in decisions about implementation provides an
opportunity for people to gain a clearer picture of the changes that might occur as
a result and enhances their commitment to successful implementation.

Facilitation and support techniques managers may find useful to help par-
ticipants accept decisions include training programs, granting requests for leave
during a painful transition period, or even special counseling sessions for people
adversely affected by a decision. Sometimes, in exchange for participants’
support of a decision, it is possible to mitigate resistance by giving additional
resources or a promise to make a desired change at a later date.

Typically, the necessary set of support-enhancing and resistance-reducing
techniques forms a package of techniques aimed at different participants whose
resistance must be overcome. Selecting and packaging the appropriate set of tech-
niques to support the implementation of a decision and reduce resistance to it,
as well as selecting a suitable general approach to implementing the decision,
both of which should be based on a thorough situational diagnosis, are impor-
tant precursors to the successful implementation of decisions. However, planning
for implementation must be followed by actual implementation.

Actual Implementation. The actual implementation of a decision involves three
distinct steps: unfreezing the status quo, changing to a new state, and refreezing to
make the new state permanent, at least until a future decision triggers a new
round of implementation (Lewin 1947). Figure 5.11 illustrates the steps in the
Lewin model of implementing a decision. Using the general approach selected
to implement a decision, whether a top-down, bottom-up, or participative strat-
egy, the manager or others responsible for the implementation first unfreezes the
status quo. Once the status quo is unfrozen, change can occur. In a top-down ap-
proach, a simple announcement of a decision and plans for its implementation
can unfreeze the status quo. A more elaborate participatory approach can also
be used to unfreeze the status quo and initiate change.
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FIGURE 5.11. LEWIN'S THREE STEPS IN IMPLEMENTING CHANGES.

Step 1: Unfreezing

The manager’s task is unfreezing the status quo and preparing those who will
participate in or be affected by a decision and the resulting change.

This is done by

* Making people aware of the decision and impending changes
* Reducing or minimizing people’s resistance

Step 2: Changing

The manager’s task is introducing the actual change necessitated by a
decision.

This is done by

* Inserting different concepts or ideas, practices, or physical things into
a situation

Step 3: Refreezing

The manager’s task is refreezing the situation with the implemented decision
and resulting change in place.

This is done by

* Restabilizing the situation
* Establishing conditions that will contribute to permanence

If the change is physical, such as purchase of a new piece of equipment, it
is put in place and people begin using it. If the change is a concept or practice,
such as new reporting relationships in a revised organization design for a pro-
gram or project, a new marketing strategy, or a modified accounting system, it is
initiated and people begin using it.

The third step in implementing a decision involves incorporating the changes
into the routines of those carrying out the implementation. In effect, a new equi-
librium is established as people adapt and accept the decision as the norm.
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There is no assurance that a decision can be implemented, no matter how
appropriate a response to a problem or an opportunity, or how carefully its im-
plementation is planned. However, managers can take certain actions to increase
the likelihood their decisions will be successfully implemented. Most important
is for managers to be certain that participants involved in implementing a deci-
sion understand the situation fully. Participants who understand the necessity and
appropriateness of a particular decision are more likely to adjust to it.

Managers implementing a decision should provide information as far in
advance as possible and include specifics of the reasons for the decision, its
implications, the timing of its implementation, and the expected impact on the
program and project, as well as on its participants.

Some decisions can be implemented on a trial basis. When feasible, this
should be considered by the manager. Familiarity gained through experience
with the implementation of a decision, along with assurances that the decision is
not irrevocable, can reduce initial concern and increase the likelihood of ac-
ceptance. Allowing time for assimilation of changes that result from the imple-
mentation of a decision may also increase ultimate acceptance by those involved.
It is also useful when implementing decisions to minimize disturbing customs
and informal relationships. Change almost invariably disrupts the culture in
which it occurs. Minimizing such disturbance is facilitated by widespread par-
ticipation in the entire decision-making process. Participants feel less threatened
by resulting changes that they help plan because they understand them better,
and they are usually more committed to the successful implementation of deci-
sions if they are involved in the entire decision-making process.

Evaluating the Decision

The final step in the decision-making process outlined in Figure 5.2 is often given
inadequate attention by managers and may be overlooked altogether. Managers
must evaluate their decisions because they have a responsibility to optimally use
resources entrusted to them as they manage their programs or projects. Almost
all managerial decisions involve expending resources such as money and time,
which have alternative uses. Systematic evaluation determines if the resources
used as a consequence of decisions yield benefits such as improved or enhanced
quality, efficiency, satisfaction, adaptiveness, and survival potential sufficient to
justify the decisions.

In addition, evaluation provides a basis for feedback, which can lead to ad-
justments in previous decisions in the form of new or modified decisions. The
evaluation of decisions requires collection and assessment of information and
data on how well the decision is working, on whether the decision has been
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effectively implemented, and, most importantly, whether the problem or
opportunity that triggered the decision-making process has been either solved or
successfully seized.

Information showing that results do not match those intended provides feed-
back to the decision-making process. The manager may cycle back to the first
step in the decision-making process by becoming aware that a problem or unmet
opportunity still exists. The process begins again, this time with more informa-
tion, new insights into what might or might not work, and a bit more experience
with the challenging process of making managerial decisions in the context
of programs and projects. Alternatively, as shown by the feedback loop in
Figure 5.2, the cycling back can be to any prior step in the decision-making
process, where adjustments can be made in the continuing effort to solve a prob-
lem or take advantage of an opportunity.

Summary

Decision making is defined as making a choice between two or more alternatives.
It is critical to effectively performing the strategizing, designing, and leading
activities in management work.

A seven-step process of management decision making is presented in the
chapter as follows. (Figure 5.2 shows the process.)

1. Becoming aware that a decision must be made, whether stemming from a
problem or an opportunity

2. Defining the problem or opportunity in as much detail as possible

3. Developing relevant alternatives

4. Assessing the alternatives

5. Choosing from among the alternatives

6. Implementing the decision

7. Evaluating the decision and making necessary follow-up decisions

Several analytical tools that can be helpful in evaluating the alternatives in a
decision situation are described. Most basic is the decision grid, which displays pos-
sible alternatives in a decision situation along with the various elements that will
affect each. A payoff table is more useful than the decision grid in situations where
probabilities can be assigned to various possible outcomes. The decision tree il-
lustrates the necessity, in many cases, of realizing that decisions are not one-time
affairs. More often, one decision necessitates future decisions. The decision tree
is a tool that can be helpful in evaluating decisions linked together over time with
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various possible outcomes. Cost-benefit analysis can be a useful tool, too, so long
as decision makers recognize the difficulty in determining the true costs and ben-
efits of various alternatives. The program evaluation and review technique (PERT),
which can be very useful in considering the timing of activities or the best sequence
for a series of actions, is discussed. The general structure of a decision support
system (DSS) is presented.

Many factors enter into successful decision making by managers, including
experience, intuition, advice from others, experimentation, and analysis. Effective
decision makers take advantage of all these aids in carrying out their decision-
making responsibilities because their decisions within programs and projects are
often fraught with uncertainty, risk, and conflict.

Chapter Review Questions

1. Define decision making and describe some of the most important charac-
teristics of management decisions.

2. List the sequential steps in the decision-making process and describe each
briefly.

3. Discuss creative thinking as a component of developing alternatives in
decision situations.

4. Describe some of the commonly used quantitative models available to help
decision makers choose from among alternatives in decision situations. What
isa DSS?

5. Discuss the three interconnected components of good planning for imple-
menting decisions.

6. Discuss the three steps involved in implementing a decision. What can man-
agers do to improve the chances for successful implementation?

7. Why is it important for managers to evaluate their decisions?
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COMMUNICATING FOR
UNDERSTANDING

his chapter focuses on communicating, a pervasive activity that is both vital

to the successful performance of management work and a challenge for man-
agers (Ross, Wenzel, and Mitlyng 2002). Communicating involves senders, who
can be individuals, groups, or organizations, conveying ideas, intentions, and
information to receivers, who can also be individuals, groups, or organizations.
Communication is effective when receivers understand ideas, intentions, or in-
formation as senders intend.

Like decision making, communicating is a facilitative activity that managers
engage in as they perform their core activities of strategizing, designing, and lead-
ing as depicted in Figure 1.4. When managers interact with other participants in
strategizing the future of a program or project they must communicate about the
desired results in terms of outputs, outcomes, and impact. They must also com-
municate about the means through which these desired results will be sought.
When managers develop a business plan for a new program or project, they pre-
pare a document to use in communicating their ideas to others. When managers
assess whether or not acceptable progress is being made toward achieving the
desired future states they envision for their programs or projects, and take cor-
rective actions to address deficiencies in the progress, these actions depend upon
effective communication.

In the designing activity, managers communicate as they develop the initial
logic models of their programs and projects and when they subsequently reshape



Communicating for Understanding 185

them as circumstances change. They also communicate about the implications
of the logic models for participants affected by them. Further communication is
required when managers establish the intentional patterns of relationships among
human and other resources within their programs and projects as they shape
organization designs. Still other communications are necessary as managers staff
the designs.

In leading, managers communicate extensively with other participants in a
program or project as they encourage and facilitate their contributions to mak-
ing its logic model work. Because leading effectively requires managers to help
participants be motivated to contribute to the program or project’s performance,
managers must communicate with participants about their needs and about how
these can partially be met in the workplace.

Like making good decisions, communicating effectively greatly impacts
the degree of success managers achieve in their core activities of strategizing, de-
signing, and leading. In addition, effective communication is vital to managing
quality, as will be discussed in Chapter Seven, and is crucial in marketing, as will
be discussed in Chapter Eight. After reading this chapter, the reader should be
able to do the following:

* Define communicating and model the basic communicating process

* Appreciate the importance of communicating effectively with internal and
external stakeholders

* Understand the contextual and personal barriers to communicating effectively
and how to manage these barriers

* Understand how communication flows within programs and projects and how
these flows are combined into patterns called communication networks

¢ Understand the importance and mechanisms of informal communication

* Understand the special challenges and importance of communicating with a
program or project’s external stakeholders

Communicating: Key to Effective Stakeholder Relations

All programs and projects have a variety of stakeholders, the individuals or groups
with a stake or significant interest in the program or project (Fottler 2002).
Managers must communicate effectively with the internal stakeholders within their
programs and projects and ensure effective communication between their pro-
grams and projects and a wide variety of its external stakeholders. Internal stake-
holders are the participants in a program or project, whether employees or
volunteers. External stakeholders include a program or project’s existing and
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potential patients/customers, as well as accrediting agencies, competitors, gov-
ernment (as both payer and regulator), insurance plans, media, and suppliers,
among many others. Figure 6.1 is an external stakeholder map for a health pro-
gram. Such a map can be uniquely drawn for any program or project.

Communicating with stakeholders provides many opportunities for
managers to put into practice their commitment to ethical behavior. The reader
may wish to review the section on ethically managing programs and projects in
Chapter One. The guidelines to ethical behavior presented in that discussion boil
down to the following simplification: “Generally speaking, behaving ethically
means avoiding lying, cheating, and stealing, as well as cruelty, deception, and
subterfuge” (Seglin 2002, p. 76). This is useful guidance for communicating with
those who have a stake in a program or project.

FIGURE 6.1. EXTERNAL STAKEHOLDER
MAP FOR A HEALTH PROGRAM.
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FIGURE 6.2. TYPICAL RELATIONSHIPS BETWEEN PROGRAMS
OR PROJECTS AND THEIR STAKEHOLDERS

Typically Typically Typically
Positive Neutral Negative
Relationships Relationships Relationships
Participants Accrediting agencies Competitors
Patients/customers Foundations Regulators
Suppliers Non-competing Media

programs or projects

Relationships with internal and external stakeholders vary along a contin-
uum of positive to neutral to negative, with positive and negative relationships
varying in intensity. Figure 6.2 represents examples of the internal and external
stakeholders of programs and projects arrayed according to the typical-but by
no means universal-nature of the relationships with these stakeholders. Although
in Figure 6.2, stakeholders occupy typical patterns of relationships, patterns
may vary among programs and projects. The pattern is unique for each program
or project, depending upon its circumstances. It is important to note that man-
agers can alter these relationship patterns. It is possible, for example, to move a
relationship with a stakeholder from negative to neutral or positive.

Positive and neutral relationships with stakeholders provide better start-
ing points for effective communication than do negative relationships. There-
fore, managers improve their chances of communicating effectively with
stakeholders by maximizing the proportion of stakeholders with whom their pro-
grams and projects enjoy positive relationships and by minimizing negative re-
lationships. Because the intensity of positive and negative relationships varies,
the manager’s objective is to cultivate strongly positive relationships. Since
neutral relationships are better than negative ones, but not as good as positive
relationships, it is desirable to take steps to convert neutral stakeholders to
positive ones.

Establishing and maintaining positive relationships with both internal and
external stakeholders requires considerable sustained effort. In essence, as man-
agers seek to establish and maintain good relationships with stakeholders they
attempt to do the following:

* Achieve among internal and external stakeholders a widespread understand-
ing and acceptance of the desired results (outputs, outcomes, and impact) es-
tablished for a program or project, as well as of its logic model and organization
design
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* Garner support for and secure contributions toward achievement of desired
results from stakeholders

* Achieve and maintain a workable balance between the program or project’s
desired results and the needs and preferences of its stakeholders

Relationships between programs and projects and their stakeholders can be
effectively managed in two ways, both heavily dependent upon communicat-
ing effectively. A manager can seek to establish and maintain good relationships
with stakeholders by fitting a program or project’s logic model, organization de-
sign, and performance to the preferences, requirements, and expectations of its
stakeholders. Alternatively, a manager can seek a closer match between a pro-
gram or project and its stakeholders by changing the stakeholders in some way.

In trying to fit the program or project to the preferences, requirements,
and expectations of its stakeholders, the manager uses knowledge of these pref-
erences, requirements, and expectations—at least in part—to guide decisions
that mold the program or project into a form that facilitates positive stakeholder
relationships. The necessary knowledge about the preferences, requirements, and
expectations of internal and external stakeholders is obtained by communicat-
ing with them.

Efforts to build positive internal stakeholder relationships by fitting a pro-
gram or project to the preferences, requirements, and expectations of internal
stakeholders are exemplified by the provision of more satisfying working con-
ditions or by better pay and benefits for participants. An example of building
positive external stakeholder relationships is responding to the identified pref-
erences of patients/customers. For example, the provision of childcare for
patients/customers while they receive services might be in response to expressed
preferences for such service. Or a program or project might redesign its physi-
cal layout to appeal to and accommodate an older clientele if they understand
this preference through communicating effectively. In each case, the program or
project is altering or reshaping itself in some manner to better fit the preferences,
requirements, and expectations of some of its external stakeholders. By doing
this, stakeholder relations are likely to be improved.

In the second approach to managing stakeholder relationships, managers can
seek to alter stakeholders in order to achieve a closer match between the stake-
holders’ preferences, requirements, and expectations and the program or project.
This approach also depends upon communicating with the stakeholders.

Examples of efforts to build better relationships through changing internal
stakeholders include providing additional training and education for participants
to better equip them to contribute, using participative decision-making processes
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to gain participants’ commitment to implementing decisions, and adding new
participants with needed expertise to the staff. When such efforts work, the
internal stakeholders better fit the needs of the program or project and the rela-
tionship is improved.

Examples of efforts intended to influence external stakeholders include mar-
keting activities designed to educate and inform potential patients/customers
about services, and communication intended to provide useful information to
regulators as they consider approval of a new technology. If these communica-
tion efforts succeed, better and more positive relationships will exist between the
program or project and the stakeholders.

A Model of the Communicating Process

In communicating, as was noted previously, senders, who can be individuals,
groups, or organizations, convey ideas, intentions, or information to receivers,
who can also be individuals, groups, or organizations. The ideas, intentions, and
information are conveyed through an exchange process as depicted in Figure 6.3.
When the exchange process works well, the receiver understands the idea, in-
tention, or information. However, conveyance of ideas, intentions, or information
between senders and receivers is more readily and easily accomplished than
achievement of understanding.

FIGURE 6.3. A MODEL OF THE PROCESS OF COMMUNICATING.
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Regarding the components of the communication exchange process depicted
in Figure 6.3, senders want receivers to understand their messages; that is, senders
want their messages decoded exactly as they were encoded. Unfortunately, under-
standing can be difficult to achieve because of the many contextual and interper-
sonal barriers to effective communication. Channels are the mechanisms through
which messages are conveyed, including face-to-face or telephone conversations,
e-mail, facsimiles, letters, memoranda, policy statements, work schedules, reports,
electronic message boards, teleconferences, newspapers, television and radio
commercials, and newsletters for internal or external distribution.

Ideally, communication exchanges include a feedback loop. The chances of
effective communication are improved if receivers provide feedback to senders,
who can then adjust the message if it is not received as intended. When a sender
encodes and transmits a message to a receiver who decodes the message and indi-
cates understanding by giving feedback, effective two-way communication occurs.

In the model of communicating shown in Figure 6.3, senders use words and
symbols to encode ideas, intentions, and information into a message for receivers.
Because words can have different meanings for people, care must be taken to
communicate in words that are easily understood and perhaps augmented
with other symbols. Communicating is not restricted to words alone because
achieving understanding may require multiple channels, including both verbal
and nonverbal means. Even silence conveys meaning and is thus a means of
communicating.

In health programs and projects, many symbols have a role in communi-
cation. These symbols can be physical things, pictures, or actions. For exam-
ple, a particular uniform (physical thing) may permit quick identification of
people in some health care settings. Everyone knows who wears the long white
coats.

Pictures or visual representations are another type of symbol that can in-
crease understanding in many situations. Consider how many words, in lieu of
a chart such as Figure 3.5 or 3.6, would be needed to explain the organization
design of a large program. Or, imagine the difficulty of using only words to com-
municate all the information in a sophisticated image of a patient’s heart.

Finally, action is a symbol that communicates. A smile or a congratulatory
handshake has meaning. A promotion or pay increase conveys a great deal to
the recipient, as well as to others. Lack of action can also have symbolic mean-
ing. When managers fail to follow through on promises of new resources or pro-
motions, or fail to acknowledge work that is done especially well, they are
sending clear messages.

Actions or inactions that are inconsistent with words transmit contradic-
tory messages. The manager who tells a participant, “I have confidence in your
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ability; your performance is excellent, and I want to expand your duties by
delegating more to you” who then becomes angry when the participant makes a
small technical error is acting inconsistently. The receiver who says, “I am lis-
tening,” to the sender and then looks at the clock impatiently or starts to walk
away while a conversation is under way sends a mixed message.

The selection of channels is an important part of the communication process.
Communicating effectively often involves using multiple channels to convey a
message. For example, a major revision in the desired results established for a
program or project might be announced in a letter or memorandum from the
manager to all participants, graphically illustrated by posters in key locations,
and then reinforced in group meetings where the manager explains the
change and responds to questions about it.

A decision to lobby the state legislature for more generous Medicaid reim-
bursement might result in messages conveyed through channels such as letters
to individual legislators, direct contact between managers and legislators, and
newspaper advertisements stating the program or project’s position. If others
would benefit from the legislation, they might participate—perhaps through an
association—in producing and distributing television commercials or using other
channels to increase support for increased Medicaid funding.

Those who receive messages must decode them, no matter what channels
are used in conveying the message. The surest way to determine if messages are
received as intended is through feedback. In the absence of feedback, commu-
nication is a one-way process. Feedback can be direct or indirect. Direct feed-
back is a receiver’s response to a sender regarding a specific message. Indirect
feedback is more subtle, involving consequences that result from a particular
message. For example, indirect feedback on a message about changing a
program or project’s physical location might include higher levels of participant
satisfaction if the change is liked, or increased turnover among participants if
the change is disliked. Similarly, indirect feedback on communication intended
to change Medicaid reimbursement levels might include an increase in rates if
the legislature agrees with proponents of the increase, no action if they disagree,
or even hostile action if they disagree with the message and are upset by the
means used to communicate.

Explicit attention to each element in the communication process shown in
Figure 6.3 can improve a manager’s effectiveness at communicating. For example,
a sender wishing to improve communications could be concerned about how the
intended receiver processes information. The sender might consider whether
the receiver is better able to interpret information received verbally or in writing.

A simple way of improving communication is for senders to cue receivers
as to the purpose of their messages. For example, it will help a receiver to know
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whether the purpose of a message is to provide information, to elicit a response
or reaction, or to support a particular alternative in a decision-making situa-
tion. Communication can be improved if the sender carefully considers the con-
tent, importance, and complexity of messages in determining the channels
through which the messages are communicated. Similarly, the time frames
associated with particular communication situations should be considered
in choosing the channels through which messages are sent. That is, faster
channels and more precise cues are needed with shorter time frames. Paper mem-
oranda are too slow to use in effectively communicating emergency situations,
for example.

No matter how carefully and skillfully a manager communicates, there are
almost always barriers that must be overcome if communication is to be effec-
tive. These barriers apply whether a manager is communicating with internal or
external stakeholders.

Barriers to Communicating Effectively

The contextual and interpersonal barriers depicted in Figure 6.3 are ubiquitous
in the communicating process for managers in health programs and projects,
whether communicating with internal or external stakeholders. Contextual bar-
riers of several types arise in programs and projects, including in the organiza-
tional homes in which many are embedded. Interpersonal barriers arise from the
nature of individuals and their interaction with others as they communicate.
Contextual and interpersonal barriers can block, filter, or distort messages as they
are encoded and sent, or as they are decoded and received. Overcoming these
barriers is vital to communicating effectively. Understanding the barriers is the
first step in addressing them.

Contextual Barriers

Common contextual barriers found in programs and projects (as in all busy work
settings) include competition for the attention and time of both senders and re-
ceivers. For example, multiple and simultaneous demands on a sender may cause
a message to be encoded inadequately; similar demands may also interfere with
its receiver causing the message to be incorrectly decoded. In such situations, a
receiver may receive a message without comprehending it because the receiver
is not giving the message sufficient attention. Similarly, time constraints may be
a barrier to effective communication by giving a sender inadequate opportu-
nity to think through and carefully structure a message to be conveyed, or by
giving its receiver too little time to determine its meaning.
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Other contextual barriers include the complexity of the organization design
of a program or project and the prevailing attitude about communication that
can affect senders and receivers alike. The existence of multiple levels in a pro-
gram or project’s design, as well as other organizational complexities such as size
and diversity of activity, creates barriers that tend to cause message distortion.

As messages are transmitted up or down through a hierarchy of levels in a
program or project, and as participants at each level interpret the messages ac-
cording to their personal frames of reference and vantage points, there are many
opportunities for information to be filtered, dropped, or added, or for emphasis
to be rearranged. As a result, messages sent through many levels are more
likely to be distorted. Furthermore, there are more opportunities for messages to
be blocked as they are transmitted along a chain of participants. A message
sent from a manager to participants through several layers of a program or proj-
ect may be received in quite a different form than originally sent. Or a report
prepared for the manager that passes up through layers in an organization
design may not reach its destination because it is blocked along the way.

In addition to the structural aspects of a program or project that can inter-
fere with the communication process, the attitudes about communication in a
particular context can either facilitate or serve as a barrier to communicating.
A manager’s attitude about communication can significantly inhibit or promote
effective communication. As a rule, managers who are not interested in pro-
moting communication within a program or project will establish procedural and
organizational blockages, which are serious contextual barriers to effectively com-
munication. Symptoms of an anti-communication attitude that invariably retards
communication include: requiring all communications to flow through formal
channels; being inaccessible; showing a lack of interest in participants’ frustra-
tions, complaints, or feelings; and not allotting sufficient time to communicate.

Managers’ attitudes about communicating also significantly impact com-
munications with external stakeholders. Differences in attitudes could lead two
managers to act very differently in communicating with external stakeholders in
a crisis. For example, knowledge that patients/customers might have been ex-
posed to a dangerous infection while being served in a program could lead one
manager to conceal this information, whereas another manager faced with the
same situation would make wide use of the public media hoping that everyone
who might have been exposed would come forth to be tested and treated as
needed. These different reactions would reflect, in part, different attitudes about
the role of communicating in management work.

A final contextual barrier that may cause a breakdown in communication
lies in the messages themselves. When messages contain specific terminology un-
familiar to the receiver or when messages are especially complex these features
can be barriers. Each profession has its own jargon. Managers of programs or
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projects may use very different terminology (terms such as payoff tables or logic
models, for example) than terms used by participants who are responsible for
direct or support work. Routinely, many of the participants in health programs
and projects use terminology that is unfamiliar to external stakeholders.
Communication between people who use different terminology can be in-
effective simply because people attribute different meanings to the same words.
When a message is both complex and contains terminology that is unfamiliar to
the receiver, it is especially likely that misunderstanding will occur. This
contextual barrier is widespread in communicating within health programs and
projects as well as between them and many of their external stakeholders.

Interpersonal Barriers

Interpersonal barriers are always possible in the communicating process because
the process involves people interacting with others. The interpersonal relation-
ships that exist among participants within a program or project can promote
effective communication, but they can also distort the encoding or decoding of
messages, or inhibit their conveyance. For example, a discordant relationship be-
tween a manager and another participant in a program or project can dampen
the flow and content of information between them and can certainly interfere
with achieving understanding.

In some instances, a participant’s past experiences may inhibit communi-
cating because of fear of reprisal, negative sanctions, or ridicule. For example,
it is not unusual to find participants in programs and projects who are reluctant
to communicate with managers because of negative past experiences when com-
municating that something was wrong or when disagreeing with a manager’s idea
or decision. On the other hand, good interpersonal relationships, especially those
characterized by trust, generally support and facilitate communication.

When people encode and send messages or decode and receive messages,
they tend to do so according to their personal frames of reference. They also may
consciously or unconsciously engage in selective perception, or be influenced by
fear or jealousy in communicating.

Socioeconomic backgrounds and previous experiences largely determine in-
dividuals’ frames of reference, which shape how messages are encoded and de-
coded, or even whether communication is attempted. For example, someone
whose cultural background emphasizes not challenging authority may be in-
hibited in communicating with organizational superiors. Naive people tend to
accept communication at face value without filtering out erroneous informa-
tion or noticing gaps in the information they receive. Self-aggrandizing people
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may send distorted messages intended to provide them some advantage or gain
for themselves.

Furthermore, unless all those involved in communication exchanges
have had similar experiences it may be difficult to completely understand the
messages they exchange. The wealthy may have difficulty understanding the con-
cerns of people without health insurance. Those who have never experienced
serious illness or loss of a loved one may be unable to fully understand messages
about these experiences.

Closely related to the different frames of reference of individuals are their dif-
fering values and prejudices, which can cause messages to be distorted in sending
or receiving. They can also cause messages to be blocked. Different values and
prejudices are apparent in people around issues such as politics, ethics, religion,
fairness in the workplace, race, and lifestyle. Their differing values and prejudices
filter and distort communication and therefore impede effective communication.

Selective perception is another interpersonal barrier. People often screen
derogatory information and amplify words, actions, and meanings that flatter
them; people tend to filter out the “bad” of a message and retain the “good.”
Selective perception can be conscious or unconscious. When it is conscious, often
because one fears the consequences of the truth, intentional distortion results.
For example, managers whose programs or projects have high rates of turnover
among participants may fear that those they report to will notice it. They might
argue that turnover is due to low wages over which they have no control (or re-
sponsibility), or delete, alter, or minimize the importance of this information in
reports to their organizational superiors.

Sometimes jealousy, especially when coupled with selective perception, may
result in conscious efforts to filter and distort incoming information, transmit
misinformation, or both. For example, a manager with a superb assistant who
routinely makes the manager look good may block or distort information that
would reveal this fact to organizational superiors, preferring that they give the
manager full credit. Sometimes nothing more than petty personality differences,
the feeling of professional incompetence or inferiority, or greed can lead to jeal-
ousy and result in communication distortion.

Another potential interpersonal barrier to communicating effectively arises
because people receiving messages have a tendency to evaluate and judge the
sender. Receivers often evaluate the source of a message in order to decide
whether to filter out or discount part of the message. Participants who distrust a
manager, for example, may ignore messages from the manager; or managers
may ignore messages from program or project participants with whom they
frequently disagree. Source evaluation may help communicators cope with the
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barrage of messages exchanged in typical health programs and projects, but it
also can mean that legitimate messages are misunderstood.

A final interpersonal barrier to effective communication is a lack of empa-
thy on the part of communicators. Having empathy means being sensitive to the
frames of reference or emotional states of other people in the communicating
situation. Such sensitivity promotes understanding. Empathy helps the sender
decide how to encode a message for maximum understanding and it helps the
receiver interpret the message’s meaning. For example, participants in a program
or project who empathize with its manager may discount an angry message
because they are aware that extreme pressure and frustration is causing such a
message to be sent even though it is not warranted.

Similarly, a sender who is sensitive to the receiver’s circumstance may
decide how best to encode a message or decide that it is better left unsent. For
example, if a participant is having a bad day, a reprimand may be interpreted
more negatively than intended. If a participant has just emerged from a traumatic
experience such as family illness, the empathetic manager might decide to delay
bad news until later. A manager who is empathetic with external stakeholders
might delay announcing a generous across-the-board wage increase or a
substantial price increase just after a major local employer announces a plant
closing in the community.

Minimizing Barriers to Communicating Effectively

Awareness that contextual and interpersonal barriers to effective communi-
cation exist is the first step in minimizing their impact. However, overt actions
are needed to overcome them. Although the specific steps necessary to over-
come the barriers depend on circumstances, several general guidelines can be
suggested.

Contextual barriers are reduced if a culture is established within a program
or project that encourages and facilitates communicating. These barriers can also
be reduced if receivers and senders ensure that attention is given to their mes-
sages and that adequate time is devoted to sending and receiving messages.

Reducing the number of links (levels in the hierarchy of a program or proj-
ect’s organization design, or steps between a program or project as a sender and
its external stakeholders as receivers) through which messages pass reduces op-
portunities for distortion. For example, a flat organization design may mean that
a message from a program or project manager can go to all participants simul-
taneously rather than moving through two or three levels in a tall organization
design. Similarly, an e-mail message sent directly to an external stakeholder
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rather than a letter that passes through one or more assistants before being read
by the intended receiver may enhance understanding. Consciously tailoring
words and symbols so messages are understandable and reinforcing words with
actions significantly improve communication among people with different po-
sitions. Finally, using multiple channels to reinforce complex messages decreases
the likelihood of misunderstanding. For example, a message sent through e-mail,
followed by discussion of the issue in staff meetings, and reinforced with an
explanatory memorandum including background data uses three channels to
reinforce the message and to minimize misunderstanding.

Interpersonal barriers to effective communication are reduced by conscious
efforts of sender and receiver to understand each other’s frame of reference. Rec-
ognizing that people engage in selective perception and are prone to jealousy
and fear is a first step toward eliminating, or at least diminishing, these barriers.
Empathy with those to whom messages are directed is one of the surest ways
to increase the likelihood that the messages will be received and understood
as intended.

Both contextual and interpersonal barriers can be overcome or minimized
by effective listening within the communication process. Rice (2003) suggests the
following good listening habits:

* Clear away physical distractions such as noise or interruptions.
* Express your interest in listening.

* Maintain your focus while listening.

* Ask questions as you listen.

* Listen with your mind as well as your ears.

* Take notes whether you need to or not.

* Listen early and often.

Communicating Within Programs and Projects

Communications flow downward, upward, horizontally, and diagonally within
programs and projects. Each direction has its appropriate uses and unique char-
acteristics (see Figure 6.4). Typically, downward or upward flow is communica-
tion between organizational superiors and subordinates in a program or project;
this flow is typical of communication between managers and other participants.
Horizontal flow is between organizational equals such as between managers of
similar sections or subunits of a program or project, or between co-workers.
Diagonal flow cuts across sections or subunits and levels.
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FIGURE 6.4. COMMUNICATION FLOWS IN
PROGRAMS AND PROJECTS.
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Downward Flow

Downward communication primarily involves transmitting information from
organizational superiors to subordinates. It commonly consists of information,
verbal orders, or instructions from organizational superiors to subordinates trans-
mitted on a one-to-one basis. It also may include speeches to groups of partici-
pants in meetings. The myriad written means of communicating through
handbooks, procedure manuals, newsletters, bulletin boards, and memoranda
also are channels of downward communication. Computerized information
systems contribute greatly to downward flow in many contemporary health
programs and projects.

Upward Flow

Upward communication primarily involves providing managers with information
to be used in decision making, revealing problem areas, providing data for per-
formance evaluation, indicating the status of morale, and in general underscoring
the thinking of the manager’s organizational subordinates. Upward flow becomes
more important with increasing size and complexity in the organization design of
a program or project. Managers rely on effective upward communication and they



Communicating for Understanding 199

encourage it by creating a climate of trust and respect as integral components of
their program or project’s culture.

In addition to being directly useful to managers, upward communication
flow helps other participants in a program or project fulfill personal needs. It
permits them to feel a greater sense of participation and typically increases their
level of satisfaction in the work setting. The hierarchical chain of command is the
main channel for upward communication in most organizations, including pro-
grams and projects. However, upward communications may be supported with
grievance procedures, open-door policies, counseling, questionnaires and sur-
veys of participants, exit interviews, and participative decision-making techniques.

Horizontal and Diagonal Flows

No matter how smoothly downward and upward communication flows in a pro-
gram or project, especially in one that is subject to abrupt demands for action
and reaction, horizontal flow also must occur. For example, when the work of
interdependent components of a program or project must be coordinated,
horizontal flows of communication are necessary.

Diagonal communication flows can also be vital in a program or project. For
example, diagonal communication is necessary if a program’s pharmacist is to
alert a physician about a potential adverse reaction between two medications or-
dered for a patient. Diagonal flows violate the usual pattern of upward and down-
ward communication flows by cutting across a program or project’s sections or
subunits, and these flows violate the usual pattern of horizontal communication
because the communicators are at different hierarchical levels. Yet, such com-
munication is vital in many health programs and projects.

In addition to diagonal flows that result when individuals take the initiative
to communicate in this way, committees, groups, or teams made up of partici-
pants from different levels of a program or project can serve as useful mecha-
nisms of diagonal communication. In fact, the prevalence of committees, groups,
and teams in health programs and projects is largely attributable to a need for
horizontal and diagonal communication flows.

Grouping permits participants from different components of a program or
project, including those from different hierarchical levels, to overcome many
of the contextual or personal barriers to effective communication as they discuss
and clarify issues and common concerns, identify potential problems, solve prob-
lems face-to-face, and coordinate activities. However, it is important to remem-
ber that groups have negative potential as well. As a group develops cohesion
and commitment to common purposes, attitudes and norms within the group
can facilitate or impede group performance. Group decision making can be time
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consuming and expensive and a group’s decisions often are compromises. For-
tunately, there is abundant guidance available in the literature on developing ef-
fective groups by taking advantage of their positive potential while avoiding
the negative (Hackman 2002; Harris and Sherblom 2002).

Communication Networks

Downward, upward, horizontal, and diagonal communication flows can be com-
bined into patterns called communication networks. The networks are formed when
channels connect communicators. Three common communication networks—
chain, wheel, and all-channel—are illustrated in Figure 6.5. The chain network is
the standard pattern for communicating upward and downward between orga-
nization superior and subordinate pairs of participants involved in a program or
project. An example is a program in which a staff nurse (organization subordi-
nate) reports to a nurse manager (organization superior of the staff nurse and
organization subordinate of the program or project director), who reports to
the program or project director (organization superior of both the staff nurse
and the nurse manager).

The wheel pattern shows a situation where eight organizational subordinates
report to one superior. This pattern can be expanded to include any number of
subordinates reporting to a superior. For example, two social workers in a proj-
ect can report to a single superior, as can a larger number of social workers. The
all-channel network permits each communicator in a network to interact with every
other communicator in the network.

FIGURE 6.5. COMMON COMMUNICATION NETWORKS
IN PROGRAMS AND PROJECTS.
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Communication networks vary along several dimensions and none is best
in all situations. The wheel and all-channel networks tend to be fast and accurate
compared with the chain network, but the chain pattern promotes clear-cut lines
of authority and responsibility. The all-channel network enhances morale among
those in the network because everyone is equal in the communication activity;
the drawback is that communication is relatively slow. Slow communication is a
serious problem if an immediate decision is needed or if an action must be taken
quickly. Managers should choose networks to fit the various communication
situations they face.

Informal Communication

Coexisting with the formal communication flows and networks that are estab-
lished as part of the organization designs of health programs and projects are in-
formal communication flows, which have their own networks. Informal flows and
networks result from the interpersonal relationships among participants. Infor-
mal communication flows are often referred to as the grapevine, a term that arose
during the early war-time use of telegraph lines strung between trees much like
a grapevine. A communicator wishing to give credence to a rumor could claim
that it came over the grapevine.

By definition the grapevine, or informal flow of communication, consists of
channels that result from the interpersonal relationships among participants in
programs and projects. Informal communication flows are as natural as the pat-
terns of social interaction that develop in all work situations. The reader may
wish to review the discussion of informal aspects of organization designs in Chap-
ter Three because, just as informal designs coexist with formal designs, informal
communication flows coexist with the formal patterns established by managers.
There is no doubt that informal communication channels can be and routinely
are misused in health programs and projects, especially in transmitting rumors.
Yet, properly managed informal communication flows can be useful.

Downward flows move through the grapevine much faster than through for-
mal channels. In many programs and projects, much of the coordination among
clusters of work groups occurs through informal give and take in informal hori-
zontal and diagonal flows. In the case of upward flow, informal communication
can be a rich source of information about performance, ideas, feelings, and atti-
tudes. Because of its potential usefulness and its pervasiveness, managers should
try to understand informal communication flows and use them to advantage.

Similar in concept to formal communication flows, informal flows also fol-
low certain predictable patterns and form identifiable networks. One pattern re-
sembles a string in which participant A tells participant B, who tells C, who then
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tells D, and so on, until twenty participants later, Y gets the information—late and
inaccurate.

A more typical pattern for informal communication flows follows a pattern
in which participant A tells several others (C, D, and F). Only one or two of these
receivers pass the information forward, and they usually tell several other par-
ticipants. As the information grows older and the proportion of those knowing
it gets larger, spreading gradually ceases. This network is a cluster chain, because
each link in the chain tends to inform a cluster of other people instead of only
one person as in the string pattern.

Informal communication flow is present in every health program and
project and can either aid or inhibit managers in their efforts to attain suitable
levels of desired results. Managers can use this flow to advantage by paying close
attention to it (even inaccurate rumors may reflect certain aspects of participants’
feelings and views) and by occasionally and selectively using the informal com-
munication flow, especially when speed is critical.

To summarize, each of the communication flows and the networks they form
within programs and projects serve a purpose. To the extent these flows are
planned and designed by managers, they are part of a program or project’s for-
mal organization design and they represent formal communication channels and
networks. To the extent they result from the natural communication between
and among people arising outside the formal design, they are informal commu-
nication channels and networks. Understandable messages, whether they flow
through formal channels or flow through the informal give and take among
participants, are as crucial to the life of a health program or project as the cir-
culation of blood is to human life.

Communicating with External Stakeholders

In addition to communication that occurs within health programs and projects,
managers also communicate extensively with their programs and projects’ external
stakeholders. As noted earlier, these stakeholders include the people a program or
project serves (such as its current and potential patients/customers), as well as
others (such as those depicted in the stakeholder map in Figure 6.1). Effective com-
munication between a program or project and each of its external stakeholders is
necessary because the programs or projects are affected, sometimes quite dramati-
cally, by what external stakeholders think or do.

Boundary spanning is another name for the process through which managers
of health programs and projects communicate with external stakeholders.
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Although managers of programs or projects that are embedded in larger
organizational homes may have help with boundary spanning efforts, they are
the primary boundary spanners for their programs or projects.

On the one hand, as boundary spanners, managers obtain information from
external stakeholders that can be useful to their programs or projects. Obtaining
demographic information about a service area for use in strategizing about a pro-
gram or project’s future service mix is an example of this sort of boundary span-
ning. Obtaining information about possible changes in an important regulation
affecting a program or project is another example.

On the other hand, boundary spanners also represent their programs or proj-
ects to their external stakeholders. Examples of this include activities under-
taken in marketing or through public relations, patient/customer relations,
government relations, or community relations. Because information is the object
of boundary-spanning activities—whether obtaining information from the external
stakeholders or providing information to them about the program or project—
communicating is critical to successful boundary spanning. Gleaning useful in-
formation from external stakeholders or effectively representing a program or proj-
ect to stakeholders requires effective communication.

The technical process of communicating with external stakeholders is no
different than the process used within a program or project, as depicted in
Figure 6.3. Furthermore, as is the case with communication flows occurring
within programs and projects, contextual and interpersonal barriers to effective
communication affect communications that flow between a program or project
and its external stakeholders. However, some aspects of communicating with
external stakeholders deserve additional attention.

Receiving Messages from External Stakeholders

Being a good receiver when communicating with external stakeholders requires
a systematic approach. Although approaches for systematically listening to ex-
ternal stakeholders vary, these efforts generally include a set of interrelated steps
that are closely akin to the external situational analysis conducted by managers
in their strategizing activity. (The reader may wish to review the discussion of this
topic in Chapter Two.)

Managers who are interested in being good receivers of messages from
their program or project’s external environment begin by scanning to identify
its important external stakeholders. Tracking the views, preferences, and posi-
tions of the stakeholders identified follows this step. The third step is assessing
the implications of the stakeholders’ views, preferences, and positions for the
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program or project. Finally, receiving messages effectively from external stake-
holders involves disseminating the information received in the first three steps to
program or project participants who need to know the information.

Scanning involves acquiring and organizing important information about a
program or project’s external stakeholders. This often is a matter of judg-
ment, which can be improved by having multiple people involved in making
the judgments through such mechanisms as ad hoc committees, task forces,
or use of outside consultants. One output of such an effort is an external
stakeholder map, a diagram that shows the program or project at the center
with its various external stakeholders radiating out like the spokes of a wheel (see
Figure 6.1).

Tracking or monitoring stakeholders’ views, preferences, and positions on
issues of relevance to the program or project is critical when views, preferences,
and positions are dynamic, ambiguous, or simply poorly structured and un-
clear. Monitoring stakeholder views, preferences, and positions clarifies the
degree to which they are, or the rate at which they are becoming, important
or relevant to the program or project. As an extension of their tracking and
monitoring efforts, managers will benefit from forecasts of likely changes in
stakeholders’ views, preferences, and positions. Accurate forecasts give man-
agers time to factor the views, preferences, and positions of stakeholders into
their decisions.

It is important for managers to scan and track the views, preferences, and
positions of a program or project’s external stakeholders. Accurately forecasting
trends in this information adds to the information’s value to managers. However,
managers must assess and interpret the relevance, importance, and implications
of information obtained from external stakeholders.

Finally, managers must disseminate the information to those who need it.
This step is frequently undervalued in receiving information from external stake-
holders and sometimes overlooked altogether. Unless relevant information is
disseminated effectively, however, it does not matter how well the other steps
are performed. Dissemination of important information obtained from or about
a program or project’s external stakeholders completes the process of receiving
information from them. Given the vital linkage between programs and projects
and their external stakeholders such as current and potential patients/customers,
payers, and regulators, it is unlikely that any program or project can succeed
without an effective process through which its managers routinely receive
information from external stakeholders.

Of course, as with communicating effectively within programs or projects,
communication between managers and external stakeholders flows two ways.
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Programs and projects are both senders and receivers in communicating with
their external stakeholders. Two of the most important types of communicating
with external stakeholders occur in marketing a program or project and with
contacts in the public sector, especially as managers advocate in support of their
programs and projects or on behalf of patients or consumers.

Communicating in Marketing

Marketing is discussed in depth in Chapter Eight. Suffice it to say, the central
purpose of marketing is to support the voluntary exchange of something of value
between buyers and sellers (Kotler 2002b). Successful programs and projects pro-
duce services or products that are of value to certain people, groups, or organi-
zations (for example individual patients/customers, health plans, or government
agencies) and make the services or products available to them. In turn, individ-
uals, groups, or organizations seek out the services or products and choose them.
Communication is vital to how this process occurs; indeed communicating
effectively is necessary for the exchanges to occur at all.

Marketing can assure that a program or project has patients/customers for
its services or products, that their needs are identified and met, and that the pro-
gram or project receives value in return (Berkowitz 1996; American Organiza-
tion of Nurse Executives 1999). The major activities in commercial marketing
include the following:

* Determining what groups of potential patients/customers (or markets) exist.

* Determining patients/customers’ needs.

* Identifying which of these groups of potential patients/customers the program
or project wishes to serve. In essence, these activities determine a program or
project’s target markets. If there are competitors for a program or project, it
is also necessary to determine what competitors are doing or may do in
regard to the target markets.

* Assessing the program or project’s current service mix or product line rela-
tive to the identified target market’s needs in order to determine what prod-
ucts or services the program or project can provide in response, or can develop
and then provide.

* Deciding how to facilitate exchanges between the program or project and
its target markets and implementing these decisions. Prerequisites to mutu-
ally satisfactory exchanges between a program or project and its target mar-
kets include responding to how and where customers prefer to gain access
to and use the products and services, as well as developing pricing structures
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that both attract patients/customers and provide the necessary financial re-
sources to support the program or project. Accomplishing both requires com-
municating information effectively to the target markets.

* Carrying out all the activities involved in commercial marketing depends on
information being exchanged through effective communication. Similarly, as
can be seen in the discussion of the topic in Chapter Eight, effective com-
munication is essential in the use of social marketing techniques in programs
and projects.

Communicating with the Public Sector

Health programs and projects are affected by public policies such as laws and
regulations. For example, some policies may determine vital reimbursement for
a program or funding for a project. Other policies pertain to regulation of a
program or project, regulation of technologies used by it, or licensure of the
participants who work in it. There are also public policies that impact on the
direct work of programs and policies. Seatbelt and motorcycle helmet laws
are obviously of interest to programs and projects focused on highway safety,
and laws related to smoking in public places are of interest to programs and proj-
ects focused on smoking cessation. The impact of public policies on health
programs and projects makes effectively communicating with the public sector
important.

Managers have two important categories of communicating responsibili-
ties regarding the public sector. First, they are receivers of information from
the public sector. They must acquire sufficient information to understand the con-
sequences for their program or project of events and forces in the public sector.
In effect, they listen to the public sector, using previously discussed techniques
such as scanning, tracking, and assessing.

In addition to receiving information from the public sector, managers also
send information to this sector. They do this in order to influence formulation of
new policies, modification of existing policies, and implementation of policies
in ways that support their programs or projects. So long as these efforts are
made ethically and through appropriate means such as advocacy, managers act
responsibly when they seek to help shape public policies in ways that enhance
their programs or projects. As Figure 6.6 indicates, managers of programs
and policies have many available avenues through which to help influence pub-
lic policies.
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FIGURE 6.6. INFLUENCING PUBLIC POLICY.

Managers can influence the formulation or modification of policy by
doing the following:

¢ Helping shape the policy agenda by defining and documenting problems that
need to be addressed, developing and evaluating solutions to the problems,
and shaping the political circumstances affecting problems and solutions

¢ Helping develop specific legislation by participating in the drafting of legisla-
tion or testifying at legislative hearings

¢ Documenting the case for modification of policies by sharing operational
experiences and formal evaluations of the impact of policies

Managers can influence the implementation of policy by doing the
following:

e Providing formal comments on draft rules and regulations
e Serving on and providing input to rulemaking advisory bodies

¢ Interacting with policy implementers

Exerting influence on public policy through each of the means
listed previously requires effective and persuasive communication.

Source: Adapted from Longest, Beaufort B., |r., Health Policy in the United States. Chicago: Health
Administration Press, 2002.

Advocacy, which is defined as the effort to influence public policy through var-
ious forms of communicating persuasively, is a primary mechanism through
which program and project managers can influence public policy. It has been
argued that every manager involved in health services is an advocate and that
success at advocacy depends directly on communicating effectively (Filerman
and Persaud 2003).

Figure 6.7 illustrates advocacy as a six-step process that involves analysis,
strategy, mobilization, action, evaluation, and continuity. For more information
about these steps, refer to http://www.jhuccp.org/topics/advocacy.html.



208

Managing Health Programs and Projects

FIGURE 6.7. “A” FRAME FOR ADVOCACY.

3
Mobilization

4
Action

Analysis Evaluation!

Analysis

Analysis is the first step to effective advocacy, just as it is the first step to any effective action.
Activities or advocacy efforts designed to have an impact on public policy start with accu-
rate information and in-depth understanding of the problem, the people involved, the poli-
cies, the implementation or non-implementation of those policies, the organizations, and
the channels of access to influential people and decision makers. The stronger the founda-
tion of knowledge on these elements, the more persuasive the advocacy can be.

Strategy

Every advocacy effort needs a strategy. The strategy phase builds upon the analysis
phase to direct, plan, and focus on specific goals and to position the advocacy effort
with clear paths to achieve those goals and objectives.

Mobilization

Coalition-building strengthens advocacy. Events, activities, messages, and materials must
be designed with our objectives, audiences, partnerships, and resources clearly in mind.
They should have maximum positive impact on the policy-makers and maximum partici-
pation by all coalition members, while minimizing responses from the opposition.

Action

Keeping all partners together and persisting in making the case are both essential in car-
rying out advocacy. Repeating the message and using the credible materials developed
over and over help to keep attention and concern on the issue.

Evaluation

Advocacy efforts must be evaluated as carefully as any other communication campaign.
Since advocacy often provides partial results, an advocacy team needs to measure regu-
larly and objectively what has been accomplished and what more remains to be done.
Process evaluation may be more important and more difficult than impact evaluation.

Continuity

Advocacy, like communication, is an ongoing process rather than a single policy or piece of
legislation. Planning for continuity means articulating long-term goals, keeping functional
coalitions together, and keeping data and arguments in tune with changing situations.

Source: Adapted with permission of the Center for Communication Programs, Johns Hopkins
University, Bloomberg School of Hygiene and Public Health. (See http://www.jhuccp.org/
topics/advocacy.html for more information.)
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Communicating When Something Goes Wrong

Based on a large-scale study of medical errors (Brennan and others 1991),
Figure 6.8 indicates the types of things that can go wrong in clinical settings. One
of the verities of life for managers of health programs and projects is that on
occasion, even in well-managed programs and projects, something will go wrong
(Kohn, Corrigan, and Donaldson 2000). After all, many programs or projects em-
ploy, under fallible human direction, dangerous drugs, devices, and procedures
in their battles against disease and injury. This is complicated by the fact that
these technologies are employed on behalf of people at vulnerable stages or
moments in their lives, people who often have an inflated and unrealistic
expectation of what can be done for them or their loved ones.

Clinical mishaps are not the only potential problems in health programs and
projects. Many programs and projects are also important economic entities in the
organizations in which they are embedded, and some larger programs or projects

Figure 6.8. Types of Errors in Clinical Settings.

Diagnostic

Error or delay in diagnosis

Failure to employ indicated test

Use of outmoded tests or therapy

Failure to act on results of monitoring or testing

Treatment

Error in the performance of an operation, procedure, or test

Error in administering the treatment

Error in the dose or method of using a drug

Avoidable delay in treatment or in responding to an abnormal test
Inappropriate (not indicated) care

Preventive

Failure to provide prophylactic treatment
Inadequate monitoring of condition or progress or inadequate follow-up
treatment

Other

Failure of communication
Equipment failure
Other system failure

Source: Adapted with permission from Leape, Lucian L., Ann G. Lawthers, Troyen A. Brennan,
and William G. Johnson, “Preventing Medical Injury,” Quality Review Bulletin, Vol. 19, No. 5 (May
1993): 144-149.
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even play important economic roles in their communities. Programs or projects em-
ploy people, buy goods and services, and generate costs for others who pay for their
services. The finances and operations of programs and projects provide another set
of things that can possibly go wrong. Financial problems in health programs and
projects not only affect internal stakeholders, but also may have ramifications for
external stakeholders. Indeed, health programs and projects provide ripe conditions
for things to go wrong and for there to be serious consequences when they do. It
is on such untoward occasions that managers’ actions may matter the most.

There are direct and indirect consequences when something goes wrong in a
health program or project. Clinical mistakes can cause pain and suffering directly,
even death. Downsizing, laying participants off, or even terminating a program or
project due to funding shortages is obviously felt directly by those who work in af-
fected programs or projects, but may also ripple out into surrounding communities.

There are also important indirect consequences when things go wrong.
Health programs and projects often are integral components of habitable, stable
communities. People want networks of supportive institutions in their commu-
nities. In addition to valuing jobs and economic security, people tend to value
good schools, comforting centers of religious life, responsive governments,
effective public safety systems, and accessible, high-quality health services. Any-
thing that diminishes these vital signs of stability and well-being also dimin-
ishes the quality of life. If something goes seriously wrong in a visible health
program or project, it will invariably have a disturbing effect on its internal and
external stakeholders and intensify the need for effective communication.

The approaches managers can take to the fact that things can go wrong in
their programs or projects are conceptually similar to what clinicians do re-
garding the safety of their patients. In both instances, clinicians and managers
focus on preventing things from going wrong. However, when something does go
wrong, the focus shifts to containing and minimizing the damage. Finally, the focus
becomes one of addressing the consequences of negative occurrences.

In seeking to prevent mishaps, contain and minimize the resulting damage
from them, and address the consequences of them, managers engage in different
activities, although ideally the activities are integrated. Throughout, communi-
cating plays a vital role. Each set of activities managers use to manage and com-
municate about things going wrong is considered next.

Preventing Things from Going Wrong

In attempting to prevent the occurrence of negative events managers are in-
creasingly turning to integrated sets of activities aimed at making certain that the
right things are done, that they are done correctly, and that they are done
correctly the first time (Deming 1986; Juran 1989; Griffith and White 2002). As
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is discussed more fully in Chapter Seven, these sets of activities go by various
names. A popular one is continuous quality improvement or CQIL. James (1989)
suggests that the essence of CQI is to answer three questions: Are we doing
the right things? Are we doing things right? How can we be certain that we do
things right the first time, every time? In Chapter Seven, we label these integrated
sets of activities fofal quality (TQ) and discuss the approach extensively. Each of
these sets of activities relies heavily upon communications.

By whatever name they are called, these substantial and organized efforts
focus on continuous improvement in performance (including preventing negative
occurrences), and provide a framework within which undesirable events, at least
those under the control of managers, can be avoided or minimized. The frame-
work works best in combination with activities designed to reduce risk and reap
the benefits of organizational learning (Senge 1990). Although there is no way to
avoid all unwanted occurrences, such as errors in patient care, concerted efforts
can help reduce the frequency and severity in health programs and projects.

Containing and Minimizing the Damage

No matter how hard managers work to prevent it, and no matter what means
they employ to this end, things will go wrong in health programs and projects.
The focus then becomes one of containing and minimizing the damage. In seek-
ing to do this, managers engage in activities that are guided by concepts and
models of assessing and controlling performance. (The reader may wish to
review the section on this topic in Chapter Two.)

In controlling, managers seek to assure that the processes used in their do-
mains, as well as the outputs, outcomes, and impact achieved in their domains,
are continuously monitored, that the results are assessed, and, when necessary,
that interventions are undertaken to contain the damage caused by something
going wrong. In addition, the CQI or TQ programs and the risk-management
programs instituted to prevent problems also include elements intended to help
contain the damage when such events occur.

In exerting control, managers seek to regulate activities and events in ac-
cordance with pre-established plans and standards. When control is exercised
effectively, deviations from established standards are noticed quickly and cor-
rective actions are taken to curb the damage that might otherwise be done. Both
the detection of deviations and the corrective responses rely upon managers and
other participants communicating effectively.

However, the reality is that when prevention fails, regardless of how effec-
tively the resulting damage has been contained, some damage will have been
done. As noted previously, damage done in health programs and projects often
has significant direct and indirect consequences for both internal and external
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stakeholders. When things go wrong, the manager’s focus eventually shifts to ad-
dressing the consequences.

Addressing the Consequences

Before anything constructive can be done to address the consequences of some-
thing going wrong in a program or project, those who suffer the consequences
must be identified. Sometimes this is easily done. Patients/customers who are
harmed, their families, participants who are injured on the job or who are laid
off from their work, and their families endure obvious consequences. Less ob-
viously perhaps, potential patients/customers and other participants who learn
of such events and feel less positively about a program or project are also expe-
riencing consequences. Stores and restaurants feel the ripple effects of a program
or project’s termination when they lose customers.

Indeed, when something goes wrong in a health program or project, there
may be consequences for many individuals, groups, and organizations. Collec-
tively, the people and organizations who might be harmed when things go wrong
are the same as those who stand to benefit when things go right—the program or
project’s internal and external stakeholders. The best way for managers to fully
understand and appreciate the consequences of events for stakeholders is through
communicating with them, or at least with representative samples of them.

Once those directly or indirectly affected have been identified, the ethically
sound goal of fully addressing the consequences of a negative event requires
restoring positions and conditions as closely as possible to positions and condi-
tions extant before the event. Achieving this goal across the board may not be
possible (some wrongs can never be righted), but it is the appropriate goal and
should guide decisions and actions, including how the manager communicates
with the stakeholders.

Each instance of something going wrong requires its own unique set of de-
cisions and actions to appropriately manage the event’s consequences. There are
few hard-and-fast rules to guide managers in developing these sets of decisions
and actions, although their potential decisions and actions range along a rather
clear-cut continuum of appropriateness, as illustrated in Figure 6.9.

At one end of the continuum, the most inappropriate responses are charac-
terized by attempts to conceal the fact that something has gone wrong—by doing
and communicating as little as possible about what has happened or, in the ex-
treme, by telling lies and misleading others about what has happened. Somewhat
less extreme is to respond by acknowledging that something has gone wrong, but
to deny wrongdoing, avoid or minimize responsibility, and take no action to ad-
dress the consequences. Guided by a preference for this type of response, a pro-
gram or project’s manager most likely will take an obstructionist approach
regarding the event and communicate about it only minimally.
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FIGURE 6.9. MANAGEMENT APPROACHES
WHEN SOMETHING GOES WRONG.

Inappropriate Appropriate

<< »
< >

Concealment Obstruction Defensiveness Rectification

A third type of response to something going wrong is labeled defensiveness.
The manager (or another spokesperson) follows the letter of the law when tak-
ing action or communicating about what has gone wrong. This is a common
response to serious negative events and reflects the intention to minimize legal
liability. Decisions and actions based on this approach may be entirely legal, but
they also can be far from the ethical high ground.

A defensive approach to dealing with the consequences of an untoward event
partly reflects how expensive taking responsibility can be. Serious problems in-
volving human health and life can be very expensive. However, a defensive
approach may be taken even when the issues are layoffs, program or project
service reductions or terminations, or other operational problems that affect in-
ternal or external stakeholders. Managers can find themselves conflicted between
fully addressing the consequences of untoward events and preserving the pro-
gram or project’s financial assets, good name, and reputation. But the defensive
position, so often occupied when something goes wrong, falls short of the most
appropriate response.

At the most appropriate end of the continuum in Figure 6.9 is a type of
response called rectification. Rectification is characterized by accepting respon-
sibility for what has gone wrong and undertaking aggressive actions to address
the consequences for and rectify the harms to all those who have been affected,
including communicating extensively with them.

Managers who pursue a rectification response take a positive and proactive
stance toward addressing the negative consequences. Their decisions and resul-
tant actions reflect this stance. Communications are characterized by openness
and candor about what went wrong, its causes, and the actions being taken to
deal with the consequences.

The pattern of a program or project’s responses to things going wrong builds
upon itself. Responses characterized by concealment, obstruction, and to a large
extent, defensiveness, once detected by stakeholders, increase distrust and invite
intensified scrutiny of the immediate situation and of similar future situations. In
contrast, programs and projects with established histories of undertaking recti-
fication responses when things go wrong build trust among their stakeholders.
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With such histories, little or no effort is wasted by stakeholders wondering
whether they are being provided all relevant information about a negative event
or about the program or project manager’s determination to fully address its con-
sequences. The payoff for the program or project that behaves in this way in-
cludes an easier and faster return to a suitable equilibrium with its stakeholders
after the untoward event.

Obviously, the best way to manage negative events in health programs and
projects is to prevent their occurrence. Carefully orchestrated CQI or TQ efforts
can be very beneficial in preventing or minimizing the occurrence of prob-
lems. When prevention fails, however, managers must turn their attention to con-
taining the damage that flows from unwanted events and to addressing their
consequences. In this, managers are best served by aggressive, positive, and
proactive efforts to identify the harmed stakeholders and to return them as closely
as possible to the positions and conditions they experienced before the event,
and to communicate with them openly and extensively in doing so.

Summary

Communicating involves senders, who can be individuals, groups, or organiza-
tions, conveying ideas, intentions, and information to receivers, who can also be
individuals, groups, or organizations. Communication is effective when receivers
understand ideas, intentions, or information as senders intend.

Communication is not restricted to words; it includes all methods (verbal
and nonverbal) through which meaning is conveyed. The technical process of
communication is modeled in Figure 6.3. Particular attention is given to de-
scribing the contextual and interpersonal barriers to effective communication
and to the means available to managers for overcoming the barriers.

Managers must be concerned with two basic types of communications: those
internal to the program or project, and those with external stakeholders. Com-
munication within programs and projects depends on formal channels and net-
works to transmit information and understanding in all directions and on
widespread acknowledgement of the existence and effective use of these chan-
nels. The channels carry information downward, upward, horizontally, and
diagonally and have characteristics that make them useful for the purposes illus-
trated in Figure 6.4. Coexisting with formal communication flows are informal
flows that consist of channels and networks (the grapevine) that arise from the in-
terpersonal relationships among the participants in programs and projects.

Increasingly, managers are concerned with communications between their
programs or projects and external stakeholders. Effective formal and informal
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communication flows to and from external stakeholders are important to
successfully managing programs and projects. Examples of effective communi-
cation flows include marketing a program’s services; monitoring regulatory
changes in government agencies that might affect a project; or lobbying for more
favorable reimbursement rates for services provided by a program.

Chapter Review Questions

1.

Define communicating and draw a model of the basic communicating
process.

. Describe both contextual and interpersonal barriers to communicating

effectively in programs and projects, and identify ways these barriers can
be managed.

. Describe the flows of communication within health programs and projects

and give an example of each type of flow.

. Describe three common communication networks and give an example of

each type.

. Discuss the role of informal communication in programs and projects.
. Identify two especially important external stakeholders for programs and

projects and discuss effective ways to communicate with them.

. Discuss the role of communication with both internal and external stake-

holders when something goes wrong in a health program or project.
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MANAGING QUALITY—TOTALLY

Managers in health programs and projects typically give high priority to the
quality of services provided. Quality is also important to other participants
in programs and projects. For example, it has been clearly established that
people who work in settings that strive to continuously improve quality find
higher levels of satisfaction from their work (Berlowitz and others 2003). Fur-
thermore, quality is also important to recipients of a program or project’s ser-
vices and often influences their future service-seeking decisions.

Managing quality well is among the most challenging management respon-
sibilities. A major study conducted within the British National Health Services
suggests some of the reasons for the challenge of managing quality well, includ-
ing “the inertia built into established ways of working, and the effort needed to
implement new work processes” (Ham, Kipping, and McLeod 2003, p. 434).

The Institute of Medicine has given a great deal of attention to the issue of qual-
ity and safety in health care, as reflected in their list of ten things patients/customers
should be able to expect from providers of health services, no matter what the
setting. Clearly an ideal to be pursued, these expectations (listed in Figure 7.1)
suggest the difficulty of fully meeting the challenges of satisfying contemporary
patients/customers regarding the quality and safety of their health services.

The challenge of managing quality is substantial, and there is much room
for improvement in efforts to meet the challenge. Participants in the National
Roundtable on Health Care Quality convened by the Institute of Medicine con-
cluded that, “At its best, health care in the United States is superb. Unfortunately,
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FIGURE 7.1. WHAT PATIENTS/CUSTOMERS SHOULD
EXPECT OF HEALTH CARE SERVICES.

10.

. Beyond patient visits: You will have the care you need when you need it . . .

whenever you need it. You will find help in many forms, not just in face-to-face
visits. You will find help on the Internet, on the telephone, from many sources,
by many routes, in the form you want it.

Individualization: You will be known and respected as an individual. Your
choices and preferences will be sought and honored. The usual system of care
will meet most of your needs. When your needs are special, the care will adapt
to meet you on your own terms.

. Control: The care system will take control only if and when you freely give

permission.

. Information: You can know what you wish to know, when you wish to know it.

Your medical record is yours to keep, to read, and to understand. The rule is:
“Nothing about you without you.”

Science: You will have care based on the best available scientific knowledge. The
system promises you excellence as its standard. Your care will not vary illogi-
cally from doctor to doctor or from place to place. The system will promise you
all the care that can help you, and will help you avoid care that cannot help you.
Safety: Errors in care will not harm you. You will be safe in the care system.

. Transparency: Your care will be confidential, but the care system will not keep

secrets from you. You can know whatever you wish to know about the care that
affects you and your loved ones.

. Anticipation: Your care will anticipate your needs and will help you find the

help you need. You will experience proactive help, not just reactions, to help you
restore and maintain your health.

. Value: Your care will not waste your time or money. You will benefit from con-

stant innovations, which will increase the value of care to you.

Cooperation: Those who provide care will cooperate and coordinate their work
fully with each other and with you. The walls between professions and institutions
will crumble, so that your experiences will become seamless. You will never feel lost.

Source: Reprinted with permission from Crossing the Quality Chasm: A New Health System for
the 21st Century, p. 63. © 2001 by the National Academy of Sciences. Courtesy of the National
Academy Press, Washington, D.C.

it is often not at its best. Problems in health care quality are serious and exten-
sive; they occur in all delivery systems and financing mechanisms. Americans
bear a great burden of harm because of these problems, a burden that is mea-
sured in lost lives, reduced functioning, and wasted resources. Collectively, these
problems call for urgent action” (Institute of Medicine 1998, p. 11).
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After defining quality as it applies to health services and describing its mea-
surement, a framework called a total quality (TQ) approach to the systematic man-
agement of quality in health programs and projects is presented. The framework
includes three interconnected principles: a patient/customer focus, the imple-
mentation of continuous improvement activities, and teamwork. These princi-
ples can guide efforts to manage quality in all programs and projects. After
reading the chapter, the reader should be able to do the following:

* Define quality of health services and describe the two components of quality

* Understand structural, process, and outcome measures of quality

* Understand the TQ approach to managing quality

* Understand the application of the three principles that underpin the TQ
approach: patient/customer focus, continuous improvement, and teamwork

Quality Defined

Quality of health services has been defined by the Institute of Medicine as “the
degree to which health services for individuals and populations increase the like-
lihood of desired health outcomes and are consistent with current professional
knowledge” (Institute of Medicine 1990, p. 21). There are, of course, many other
definitions of quality as it applies to health care and to health services. Most def-
initions have been influenced by the paradigm established by Avedis Donabedian
(1980) that describes the dual nature of quality in terms of its technical and in-
terpersonal components. More recently, in an analysis that reviewed many defi-
nitions of quality, researchers concluded that most definitions reflect two
components of quality: technical quality and treating people in a humane and cul-
turally appropriate manner (Brook, McGlynn, and Shekelle 2000). These authors
use high technical quality to mean that “the patient receives only the procedures,
tests, or services, for which the desired health outcomes exceed the health risks
by a sufficiently wide margin and . . . each of these procedures or services is per-
formed in a technically excellent manner.” The authors define the second com-
ponent of quality of care to be “that all patients wish to be treated in a humane
and culturally appropriate manner and be invited to participate fully in decid-
ing about their therapy” (Brook, McGlynn, and Shekelle 2000, p. 282).

An individual’s value system and the conditions and circumstances con-
fronting an individual in a particular situation influence which component is more
important to the person. People with immediate and acute concerns, such as
whether or not they are HIV positive, may be primarily interested in the techni-
cal expertise of those doing the testing. Whereas people with chronic conditions,
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such as well-controlled diabetes, may be more concerned about being treated
humanely and in a culturally sensitive manner over a long period of time.

James (1989) has characterized the two components as (1) content quality and
(2) delivery and service quality. By content quality, he means the clinical expertise
and technical aspects of providing health services. By delivery and service qual-
ity, he means the interpersonal aspects of service provision such as empathy,
communication, and how well the patients/customers’ requirements and expec-
tations are being met for such things as convenience and timeliness. For man-
agers of health programs and projects, both components of quality are relevant
and must be addressed.

Measuring Quality

From a management perspective, the measurement of quality, including both its
technical and interpersonal components, is requisite to managing and improving
the level of quality of the services provided in a program or project. Sometimes
called quality assessment, the measurement of quality has its origins in the work
of Donabedian (1980), who pointed out that the measurement of quality includes
structural measures (innate characteristics of those who provide services and of
the settings in which they are provided); process measures (what service providers
do to patients/customers); and outcome measures (what happens to the health of
patients/ customers as a result of services).

Structural measures of quality in a health program or project are measures
of available inputs and resources that can be associated with quality. These mea-
sures include indicators such as the number and credentials of staff, presence of
specialized state-of-the-art equipment, use of active peer review, and accredita-
tion or approval by outside agencies. Process measures include indicators of com-
pliance to protocols, such as the percentage of elderly patients/customers served
who appropriately receive an influenza vaccine or whether children served re-
ceive the immunizations they need when they need them. Outcome measures
include indicators that reflect changes in patients’ or customers’ health status and
level of satisfaction. These are “bottom line” measures of how well health ser-
vices delivery works. Outcomes often include such clinical indicators as mor-
tality and functional health status, and they also include levels of patient/customer
satisfaction.

The National Quality Measures Clearinghouse (NQMC), which is sponsored
by the Agency for Healthcare Quality and Research (AHRQ), maintains a Web
site (http://www.qualitymeasures.ahrq.gov) containing extensive information on
specific evidence-based quality measures and measure sets. Another Web site
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maintained by AHRQ is for the National Guideline Clearinghouse (NGC)
(http://www.guidelines.gov). This Web site contains a comprehensive database
of evidence-based clinical practice guidelines produced by AHRQ) in partner-
ship with the American Medical Association (AMA) and the American Associ-
ation of Health Plans (AAHP).

Managing Quality

Assuring quality and safety in health programs and projects cannot be separated
from other management work. For example, the presence of five specific man-
agement practices is associated with a greater likelihood that a program or pro-
ject will achieve higher levels of quality and safety. These practices are: (1)
achieving a balance between requirements for productivity and for quality and
safety, (2) establishing and maintaining trust among participants, (3) managing
the process of change effectively, (4) permitting high levels of participation by the
program or project’s participants in decision making about the logic model
and organization design, and (5) operating the program or project as a learning
organization (Page 2004, p. 107).

Above all else, managing quality in a program or project requires a system-
atic approach. Over the years, several different systematic approaches to qual-
ity in delivery of health services have been taken. These are best viewed as steps
in an evolutionary process leading to the contemporary approaches.

One early approach to managing quality was quality assurance (QA), which
has been described as a formal and systematic exercise of identifying problems
in health care delivery, and of designing and implementing means to resolve
these problems (Brook and Lohr 1985). In essence, QA is a process of eliminat-
ing defects (Kelly 2003), and as such is a negative process (Longest, Rakich, and
Darr 2000).

Supplanting the QA approach in the 1990s, quality improvement (QI) arose as
a more positive and broader approach to managing quality. This approach builds
upon the work of such industrial quality experts as Crosby (1989), Deming (1982),
and Juran (1989). QI has also been called continuous quality improvement, or CQI
(McLaughlin and Kaluzny 1994). James (1989) suggests the essence of the
CQI approach to quality is to answer three questions: Are we doing the right
things? Are we doing things right? How can we be certain that we do things
right the first time, every time?

Contemporary approaches to quality tend to be conceptually broad and to
reflect a management philosophy. These approaches have been called quality
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management (James 1989; Kelly 2003); total quality management, or TQM,
(McLaughlin and Kaluzny 1990); or simply total quality, or TQ (Dean and Bowen
1994). Although the variety of terms can be confusing, these newer systematic
approaches to quality are characterized by the application of similar principles,
practices, and techniques.

A Total Quality (TQ) Approach to Managing Quality

Three principles gnide managers in the pursuit of a TQ) approach to managing
quality in health programs and projects: patient/customer focus, continuous im-
provement, and teamwork (Dean and Bowen 1994). Figure 7.2 illustrates the
interconnected nature of the principles that underpin a TQ approach.

The principle of patient/customer focus requires managers in pursuit of quality
to identify what a program or project’s patients/customers need and want, and
then to design and deliver services that satisfy those needs and wants. The prin-
ciple of continuous improvement requires managers to make a commitment to search
for better ways to provide services through continuously examining and refining
the processes through which services are provided. Finally, the principle of team-
work, because TQ) is a collective responsibility of all those involved in a program
or project, requires a collaborative effort in pursuit of TQ), Teams are by defini-
tion collections of individuals who share interdependent tasks and responsibility
for outcomes or results (Cohen and Bailey 1997; LaFasto and Larson 2001).

The patient/customer focus, continuous improvement, and teamwork triad
of a TQ approach can be used in the smallest program or project, or in the largest

FIGURE 7.2. THE GUIDING PRINCIPLES OF
THE TOTAL QUALITY (TQ) APPROACH.
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corporation. For example, Intel Corporation treats quality as one of its core
values and says, “The quest for total quality delivers a wealth of advantages to
Intel and customers alike. High-quality timely products and services not only
help our customers succeed, but also reduce our cost of doing business and
steadily increase our market share” (Intel Corporation 2003, p. 1-1). GE, one
of the world’s largest and most successful corporations, says that customer,
process, and employee are the key elements of quality and that “Everything we
do to remain a world-class quality company focuses on these three essential
elements” (http://www.ge.com/sixsigma/keyelements.html). Each of the three
principles underlying a TQ approach to managing quality—patient/customer
focus, continuous improvement, and teamwork—is described in more detail in
the following sections.

Focusing on Patients/Customers

The purpose of focusing on patients/customers is to make certain services that sat-
isfy their wants and needs are designed and delivered. Satisfaction of patients/
customers is a vital element in the long-term success of any program or project.
The prominent place of this focus in the selection criteria for the Malcolm Baldrige
National Quality Award Program attests to the centrality of focusing on patients/
customers in achieving overall performance excellence in health programs and
projects (National Institute of Standards and Technology 2003).

The Baldrige Award was created when the United States enacted the Malcolm
Baldrige National Quality Improvement Act of 1987 (Public Law 100-107) for the
purpose, as stated in the act, “of encouraging American business and other orga-
nizations to practice effective quality control in the provision of their goods and
services.” The Award is named for Malcolm Baldrige, who served as Secretary of
Commerce from 1981 until his death in 1987. His managerial excellence con-
tributed to long-term improvement in efficiency and effectiveness of govern-
ment. The President of the United States presents the Baldrige Award annually
to competitively selected business, education, and health care organizations in
recognition of significant achievements in quality and performance excellence.

The award criteria, which can be read at http://www.quality.nist.gov/
HealthCare_Criteria.htm, are intended to encourage managers to take an integrated
approach to performance management that results in “delivery of ever-improving
value to patients and other customers, contributing to improved health care
quality” (National Institute of Standards and Technology 2003, p. 1). Figure 7.3
summarizes the questions asked of candidates for the Baldrige Award to document
their approach to patient/customer relationships and satisfaction. Answering these
questions can be useful to any manager interested in establishing a patient/customer
focus in a program or project.
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FIGURE 7.3. DOCUMENTING A PATIENT/CUSTOMER FOCUS
IN THE BALDRIGE NATIONAL QUALITY AWARD.

Describe HOW your organization builds relationships to acquire, satisfy,

and retain PATIENTS and other CUSTOMERS; to increase loyalty; and to

develop new HEALTH CARE SERVICE opportunities. Describe also HOW your

organization determines PATIENT and other CUSTOMER satisfaction.
Within your response, include answers to the following questions:

A. PATIENT/CUSTOMER Relationship Building

1. How do you build relationships to acquire PATIENTS and other CUSTOMERS,
to meet and exceed their expectations, to increase loyalty and secure their
future interactions with your organization, and to gain positive referrals?

2. What are your KEY access mechanisms for PATIENTS and other CUS-
TOMERS to seek information, obtain services, and make complaints? How
do you determine KEY contact requirements for each mode of PATIENT
and other CUSTOMER access? How do you ensure that these contact re-
quirements are deployed to all people and PROCESSES involved in the
CUSTOMER response chain?

3. What is your complaint management PROCESS? How do you ensure that
complaints are resolved effectively and promptly? How are complaints ag-
gregated and analyzed for use in improvement throughout your organiza-
tion and by your partners?

4. How do you keep your APPROACHES to building relationships and provid-
ing PATIENT/CUSTOMER access current with HEALTH CARE SERVICE needs
and directions?

B. PATIENT/CUSTOMER Satisfaction Determination

1. How do you determine PATIENT and other CUSTOMER satisfaction and dis-
satisfaction? How do these determination methods differ among
PATIENT/CUSTOMER groups? How do you ensure that your measurements
capture actionable information for use in exceeding your PATIENTS' and other
CUSTOMERS’ expectations, securing their future interactions with your orga-
nization, and gaining positive referrals? How do you use PATIENT and other
CUSTOMER satisfaction and dissatisfaction information for improvement?

2. How do you follow up with PATIENTS and other CUSTOMERS on HEALTH
CARE SERVICES and transaction quality to receive prompt and actionable
feedback?

3. How do you obtain and use information on PATIENTS’ and other CUS-
TOMERS' satisfaction relative to satisfaction with your competitors, other or-
ganizations providing similar HEALTH CARE SERVICES, and/or BENCHMARKS?

4. How do you keep your APPROACHES to determining satisfaction current
with HEALTH CARE SERVICE needs and directions?

Source: National Institute of Standards and Technology, Healthcare Criteria for Performance
Excellence, Washington, D.C.: National Institute of Standards and Technology, 2003, p. 23. Used
with permission of the National Institute of Standards and Technology.
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An effective patient/customer focus requires first that patients/customers be
carefully identified. As is discussed fully in Chapter Eight, in the section on com-
mercial marketing, health programs and projects can have many different cus-
tomers. Patients, along with their families and significant others, are obvious
customers. So, too, are potential patients and their families. The positions in a
program or project’s organization design must be staffed with appropriate par-
ticipants. Thus, employees and potential employees are customers. As noted ear-
lier, employees typically prefer to work in settings that strive to continuously
improve quality (Berlowitz and others 2003). Similarly, volunteers are more likely
to be attracted to programs and projects they perceive to be of high quality. Pro-
grams and projects that rely on donors for partial financial support must treat
them as customers in TQ activities. Some programs and projects may need to
satisfy public and private payers like Medicaid programs or insurance plans as
to their quality. Successful programs or projects often depend on physicians or
other health care providers to refer patients, which makes the providers impor-
tant customers. When programs and projects are embedded in larger organiza-
tions, it is important to assure the host organization of the quality of the program
or project. Indeed, there are many customers to be considered in a TQ approach.

Although a TQ approach focuses on all customers, patients and other cus-
tomers who receive services are typically the primary focus for health programs
and projects. After all, the provision of services to patients/customers is the prin-
ciple reason such programs or projects exist. Studies using focus groups of pa-
tients and other research methods document that patients want their health
services to be of high technical quality and to contain an appropriate interper-
sonal component (Gerteis, Edgman-Levitan, Daley, and Delbanco 2002). In-
clusion of an appropriate interpersonal component requires that attention be
given to the following:

* Patients’ and customers’ values and preferences

* Patients’ and customers’ physical comfort, including pain control

+ Patients’ and customers’ emotional and psychological comfort, including al-
leviation of fear and anxiety

* Patients’ and customers’ need for information from and open communication
with those who provide services

Continuous Improvement

The second principle of a TQ approach to managing quality is continuous im-
provement (CI). Underpinning this principle is the concept that it is through con-
tinuously improving the processes inherent in programs and projects’ logic
models that the needs and wants of patients/customers can be more completely
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met. Certainly, in the complex processes through which health services are pro-
vided there are many opportunities for improvement. These opportunities are
inherent in goals for perfection in health care. For example, Chassin (1998) states
such goals as follows:

* Always providing effective health services to those who could benefit from
them

* Always avoiding the provision of ineffective health services

* Eliminating all preventable complications in the health services that are
provided

Realistically, absolute perfection is not attainable in the provision of health
services in any setting. However, contemporary quality improvement efforts are
increasingly establishing goals that approach perfection. One of the most popu-
lar ways of expressing such goals in corporations (such as Motorola, GE, IBM,
American Express, and many others) has been their adoption of a Six Sigma
approach to CI. Health care organizations, including programs and projects, are
beginning to move in this direction as well (Barry, Murcko, and Brubaker 2002).

Sigma is a statistical term meaning standard deviation, and in application to
CI can be used to measure how far a given process deviates from perfection.
Technically, the statistical term, six sigma, from which the Six Sigma approach
draws its name, simply means that in a process governed by a normal distribu-
tion, values more than six standard deviations away from the average will occur
only 3.4 times in a million opportunities. This is a very small number and in a
practical application to QI means that errors in a process would occur only 3.4
times in a million opportunities. While not perfection, this is very close to it.

The central idea behind Six Sigma is that if the number of defects or errors
existing in a process can be measured, then steps can be taken to move the
process as close to zero defects as possible. Six Sigma is data-driven and relies
on extensive use of statistical analysis. As Revere and Black (2003) note, Six
Sigma complements, embellishes, and expands TQ, especially in that the goals
developed in the Six Sigma approach are very aggressive. A great deal of infor-
mation about Six Sigma is available at http://www.isixsigma.com for the inter-
ested reader. Adopters of the Six Sigma approach to CI typically follow eight
steps in their efforts to improve performance:

Step 1. Identify critical processes where improved performance is important.

Step 2. Quantify present performance by measurement and statistical analysis
to serve as a baseline.

Step 3. Consider possible changes to improve the process.

Step 4. Implement changes on a trial basis.



226

Managing Health Programs and Projects

Step 5. Monitor and assess the implementation experience.

Step 6. Extend and make permanent successful changes.

Step 7. Monitor the new process on an ongoing basis to assure stability.
Step 8. Identify the next process for improvement and repeat the cycle.

Another popular contemporary approach to CI is the Toyota Production
System, or TPS. Over many years, the Toyota Motor Manufacturing Corporation
developed a set of principles that facilitate a self-reflective process involving
designing, testing, and improving work so all participants contribute at or near
their full potential. Spear and Bowen observe that “Toyota uses a rigorous
problem-solving process that requires a detailed assessment of the current state
of affairs and a plan for improvement that is, in effect, an experimental test of the
proposed changes” (1999, p. 98). These authors also describe the principles
that underlie TPS, noting that this approach to Cl is built upon ideas about how
people work, how they connect with other people in performing work, and
how production processes are best set up. Above all else, in their view, the suc-
cess of TPS is based upon teaching all participants how to use the scientific
method in pursuing improvement.

Although Six Sigma and TPS incorporate unique features, they are based
upon the fundamental conceptual approach underlying all comprehensive CI ef-
forts, an approach that is described in the next section.

The FOCUS-PDCA Model. The most widely used CI model is FOCUS-PDCA.
Figure 7.4 shows the complete FOCUS-PDCA model. The FOCUS part of the

acronym derives from the following:

Find a process to improve.

Organize an improvement team and necessary resources.
Clarify current knowledge about the process.
Understand the process and sources of variation in it.

Select an improvement or intervention.

The PDCA part of the acronym is based on a model developed by Walter
A. Shewhart at Bell Laboratories in the 1930s. Shewhart observed that constant
evaluation of processes was essential to CI, along with the willingness of man-
agers to adopt or disregard changes in the processes based on evidence of their
utility. In what has come to be called the Shewhart Cycle, he developed the plan-
do-check-act (PDCA) cycle to guide managers in their efforts to make process
improvements by first planning an action intended to improve a process based
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FIGURE 7.4. FOCUS-PDCA MODEL.
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on careful study of the process, then implementing the action on a small scale,
then checking to see how results conform to the plan, and then acting on what
has been learned as follows:

Plan how to implement the intervention.
Do it by initiating the intervention, often on a small scale at first.

Check the results of the early implementation, revising as necessary, until
it proves itself as an improvement.
Act on what was learned in the check step. If the change was successful,

incorporate it on a larger scale and make it permanent. If the change
wasn’t successful, go through the cycle again with a different plan.
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An example of the application of the FOCUS-PDCA model is the work of a
CI team established in a family practice program attempting to improve the care
of people with type 2 diabetes using the model as a guide (Schwarz, Landis, and
Rowe 1999). This CI team proceeded through the steps in Figure 7.4 as follows:

Step 1. Find a process to improve. The program’s CI efforts began, as many
do, with consideration of how their processes compare to so-called best practices.
The program wanted to be certain that the care of their patients measured up
to the best practice standards in caring for patients with type 2 diabetes. In ef-
fect, the program used one of the most basic of CI tools, benchmarking, as a means
of identifying a process to improve. Unless current performance of a process mea-
sures up to the benchmark, it is a candidate for improvement.

Benchmarking is a process whereby those pursuing CI establish operating
targets based on leading performance standards for particular processes. Bench-
marks are more than mere metrics against which to judge performance. In ap-
plication, benchmarking is a philosophy that guides CI activities toward the goal
of achieving the best possible performance in processes. This is accomplished
through emulating the performance levels achieved by those who perform
processes in an exemplary or benchmark manner. Steps in applying bench-
marking include identifying who or what to benchmark, collecting information
on best practice standards, and using the information to guide CI efforts.

Step 2. Organize an improvement team and necessary resources. The CI
team was formed based on each member’s knowledge of the process to be im-
proved. The members were a physician, a nurse, and a laboratory technician. A
representative from the business office served as a consultant to the team. The
physician member was the team leader, and another member who had been
trained as a facilitator served as facilitator. (More information on teams and team-
work is provided in a subsequent section in this chapter.)

Step 3. Clarify current knowledge about the process. The CI team conducted
a literature review to gather information about appropriate clinical guidelines for
the care of patients with diabetes, then collected and reviewed data about the
program’s patients. In the literature review, they focused on the process through
which patients with type 2 diabetes are seen in well-run programs, and became
especially interested in whether their patients were receiving appropriate HbA
tests. (The HbA,_ test is an excellent way to monitor blood sugar levels in patients
over three-month periods.)

In order to establish a baseline of information in their own program, the team
identified all patients who had the type 2 diabetes diagnosis during the past year.
The team audited a random sample of these patients’ charts to determine the pro-
gram’s rate of ordering HbA _ tests, as well as the average HbA _ value. After
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reviewing the results, the team decided they could improve diabetes manage-
ment by increasing the number of patients who received at least two HbA,_ tests
per year

Step 4. Understand the process and sources of variation in it. The processes
through which health services are provided are composed of operations, steps,
or activities through which people, material, or information flows. One of the
most useful ways to understand a process is to carefully document or chart it to
identify places where improvements can be made. Workflow charting involves
establishing the boundaries of a process, identifying the steps in the process and
their sequence, and showing the flow of people, material, or information.

Figure 7.5 is a workflow chart developed by the CI team to help them un-
derstand the care process for patients with diabetes. Flowcharts use symbols to
illustrate what happens in each step of a process. For example, a parallelogram
represents the starting point, a rectangle represents a task or activity performed
during the process, a diamond represents a yes-no decision point, and an oval
represents the end point of the process.

Step 5. Select an improvement or intervention. Based on the previous steps,
the CI team decided that a potentially useful intervention was to attach a re-
minder form to the first page of the medical record at every encounter with pa-
tients who had been diagnosed with type 2 diabetes. This form provided
guidelines on the frequency of tests and procedures to improve care of these pa-
tients. The form and its use was the team’s selected intervention.

Step 6. Plan how to implement the intervention. The planning step is vital
to a successful implementation of any intervention or improvement. To imple-
ment the use of diabetes care reminders, the CI team found that the office, nurs-
ing, and laboratory staff, as well as physicians, needed instructions about how to
use the new reminders. They also had to decide who would print out the re-
minders, who would ensure they were attached to the first page of the medical
records, and who would enter the laboratory values on them. All of this required
careful planning.

Step 7. Do it by initiating the intervention, even if on a small scale at first.
The CI team initiated the intervention by having the reminder forms attached
to all medical records for all encounters with patients with the diabetes diagno-
sis, and by encouraging the use of the reminder forms.

Step 8. Check the results of the early implementation. It is important that in-
terventions be monitored to determine if they are having the desired effect. This
step may trigger necessary revisions before an improvement is considered com-
pletely developed. In checking on whether their intervention was improving
diabetes care, the CI team was able to track changes in the frequency of order-
ing HbA _ tests.
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FIGURE 7.5. PRE-INTERVENTION FLOWCHART
OF PATIENT CARE PROCESS.
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Step 9. Act on what was learned in the check step. If an intervention or
change is successful, the CI team can incorporate it on a larger scale and make
it permanent. If not, they can go through the cycle again with a different plan.
The diabetes care CI team was very pleased with the intervention and the im-
provement in care for patients. They gave each physician in the program indi-
vidualized and program-wide data on HbA,_ performance, and celebrated their
success with a catered lunch.

Looking to the future, the team established goals that 80 percent of the pro-
gram’s patients with type 2 diabetes would have all tests and procedures com-
pleted (and documented on the reminder form) and that 80 percent would have
their most recent HbA,_ values at less than 7.5 percent. To meet these goals, the
diabetes team planned to explore additional interventions including automatic
HbA, reminders for patients and educational support-group sessions for patients.

Step 9 reflects that CI is an ongoing process. What teams learn in one round
of CI can inform and broaden the results of that round and can stimulate par-
ticipants to look for other aspects of processes to improve.

Whether an approach to CI is called Six Sigma, Toyota Production
System, FOCUS-PDCA, or something else, effective systematic approaches to
process improvement all share the common characteristic that they begin with
diagnosing something about a process that needs to be changed and extend
through to the implementation and evaluation of changes that are made in
processes. The steps are similar to the steps routinely taken in managing changes.
Longest (1998b), for example, describes these steps as identification, planning
and preparation, implementation, and evaluation. The steps in a CI approach
are also similar to the general approach to making good management decisions
discussed in Chapter Five (see Figure 5.2).

Tools for Cl. In addition to benchmarking and workflow charting noted previously,
several additional tools are useful in conducting CI activities, especially in de-
termining what should be changed about a process in order to improve it. One
of the simplest and most useful tools is a cause-and-effect diagram or, as it is pop-
ularly known because of its shape, a fishbone diagram. The fishbone pattern is read-
ily visible in Figure 7.6, a generalized cause-and-effect diagram. The reader may
wish to review Figure 5.3, which is a specific example of the application of a
cause-and-effect diagram.

Use of this diagram in determining the possible causes of a problem in a
process and in deciding what can be done to improve the process is based on
organizing the examination or study of the process. Is the problem caused by
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FIGURE 7.6. A GENERALIZED FISHBONE
OR CAUSE-AND-EFFECT DIAGRAM.
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something people are doing or not doing? Is it a matter of inadequate equipment
or poor layout of physical space? Perhaps the problem is caused in part by a con-
fusing policy or an incomplete procedural protocol. A carefully constructed fish-
bone diagram of the potential causes of a problem often yields multiple causes
or process variables that can be changed to improve the process.

Because problems may have numerous underlying causes, another useful
tool in Cl is a Pareto diagram or chart, which is a bar graph that can show the rel-
ative importance of elements in a process that contribute to a problem. For ex-
ample, the Pareto diagram depicted in Figure 5.4, which the reader may wish
to review, shows the relative importance of process variables in causing cases
of nosocomial pneumonia. In that instance, a Pareto analysis determined that rel-
atively few variables caused most of the problem. These few variables became
the focus of efforts to improve the process.

A run chart, which is a graphic representation of data over time, can be very
useful in monitoring the progress of a CI intervention and in confirming that the in-
tervention actually led to improvement. Figure 7.7 is a run chart of average patient
waiting times before and after an intervention designed to shorten waiting times.

This run chart shows that for several months prior to the intervention, the
average waiting times increased for the patients in a program. Following the in-
tervention the average waiting times declined for subsequent months, indicating
that the intervention had the desired effect and improved this process.

Additional information about CI and tools to support it can be found at
the Web site of the Institute for Healthcare Improvement (http://www.ihi.org).
IHI is a not-for-profit organization devoted to improving the delivery of health
services. Another useful resource is the Institute for Clinical Systems Improvement
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(http://www.icsi.org). ICSI is a collaboration of health care organizations also de-
voted to improving the delivery of health services by helping its members identify
and accelerate implementation of best clinical practices for their patients/customers.

Teamwork

The third principle of a TQ approach to managing quality is teamwork. Most sig-
nificant improvements in processes that lead to better quality are accomplished
by teams rather than by individuals. Teams and teamwork are essential to suc-
cessful TQ approaches. For example, it has been demonstrated that quality
improvement activities increase in nursing home settings with cultures that em-
phasize teamwork (Berlowitz and others 2003). As noted previously, the emphasis
on teamwork reflects that participants in a program or project share collective
responsibility for CI when a TQ) approach is being taken.

Collaborative effort in TQ) approaches typically occurs in the context of im-
provement teams. Such teams can be formed to address specific problems or issues,
or they can be formed for the more general purpose of improving performance
in particular areas. In some situations, all participants in a program or project are
thought of as a team. In other situations, smaller groups of participants form
teams. In both cases, teams are collections of participants who share inter-
dependent tasks, as well as responsibility for outcomes or results.

FIGURE 7.7. RUN CHART OF INTERVENTION
TO SHORTEN WAITING TIMES.
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Managers design effective teams; effective teams do not just form sponta-
neously. For teams to succeed at TQ, the teams must be empowered. This means
granting them a significant degree of control over processes, including the abil-
ity to revise processes in order to improve them. Managers who wish to empower
teams must ensure that participants have the necessary training and the tools and
resources to accomplish improvements.

As another part of empowerment, managers must establish a climate in
which workers feel comfortable participating actively in TQ) efforts. A good ex-
ample of this is found at Abington Memorial Hospital (http://www.amh.org),
which received the 2003 American Hospital Association Quest for Quality Prize
in recognition of its success in quality improvement efforts. At Abington every
new employee, as part of their induction into the organization and as an element
of empowerment, signs an agreement with the following statement: “We, as
human beings, in our roles as health professionals, will always make mistakes.
We cannot change the human condition but we can change the systems within
which we work” (“Abington Memorial Wins . ..” 2003, p. 5). The hospital’s chief
patient safety officer says this step is taken with new employees to help foster a
“climate in which it is safe to admit a mistake, as well as to explore why mistakes
may occur” (“Abington Memorial Wins . . .” 2003, p. 5).

Determinants of Effective Teams. Managers can do a great deal to support im-
provement teams. Effective teams achieve two important results: work is ac-
complished and participants enjoy the experience. Both are important concerns
of program and project managers. Figure 7.8 summarizes the factors and the com-
plex interactions that determine a team’s effectiveness. As can be seen in this fig-
ure, effectiveness results from several factors that managers can influence,
including how teams are structured and how teams operate.

A team’s structure is most visible in terms of who participates on the team.
Determination of a team’s composition should be guided by answers to two ques-
tions. (1) What knowledge or information is required to address a specific prob-
lem or issue or to accomplish the general objective of process improvement? (2)
Who possesses or can acquire the required knowledge or information? Team
members typically come from within the program or project, but in considering
team composition, managers may want to include people from outside the pro-
gram or project. For example, a program organized to receive referrals from local
hospitals may find it beneficial to include participants from those organizations
as members of improvement teams or as consultants to the teams.

Consideration should also be given to how well potential members can work
together in determining the composition of improvement teams. This consider-
ation, however, is secondary to considerations of the knowledge needed and
of who has or can obtain knowledge in order to accomplish improvements;
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FIGURE 7.8. KEY DETERMINANTS OF TEAM EFFECTIVENESS.
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participants’ difficulties in working together can usually be overcome by how a
team is structured and how a team operates, as is discussed next.

A basic part of a team’s structure is the establishment of accountability for and
within the team. For example, managers can appoint team leaders and imbue
them with authority over other participants. Appointed team leaders can also be
held responsible for team performance. Alternatively, managers can leave it to
teams to select their own leaders or to function under a team-developed plan for
rotating the leader role. Experience with improvement teams in many settings
has shown that teams are more participative and democratic when managers as-
sign accountability to the team and leave it to participants to negotiate the leader
role as well as how the work of the team will be accomplished.

Another important structural consideration is that of the resources needed for
a team’s effectiveness. Resource requirements vary in differing situations, but all
improvement teams require resources. Often, no resource is more important than
appropriate training in team participation techniques and strategies for partici-
pants. Specific training for those who lead or facilitate CI teams in the use of the
tools and techniques of CI is vital to the success of improvement teams.

Other resource allocation decisions managers face in structuring improve-
ment teams include financial resources or budget commitments; time for par-
ticipants to attend team meetings and engage in team activities; and access
to information needed to effectively address a problem or identify and make
general process improvements. Examples of such informational needs include
management reports, clinical data, regulatory requirements, and plans.
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Furthermore, as is also shown in Figure 7.8, teams also need role clarity if they
are to succeed. Managers establish teams to accomplish explicit purposes. The
purposes must be specified for a team and any constraints or limits on the team
must be clarified at the outset of its work, including required timelines, bud-
gets, or form of communicating results of a team’s work. This can be called char-
teringa team. A team charter, which can be provided verbally but is more useful
in written form, typically includes information such as the following:

* A brief overview of the process to be improved

* A statement about why the process needs to be improved or considered for
improvement

* A proposal for how the team will demonstrate the process has improved

* A timeline for the team’s work

* Resources available to the team and constraints on the team

* How and to whom the team should communicate its progress and its final
product

Establishing role clarity does not necessarily mean that managers impose all
the norms or operational practices (which are discussed next) on a team. A team
may have considerable latitude in determining for itself how it will approach re-
solving a problem or accomplishing an improvement goal. Teams formed for the
general purpose of improvement, in fact, may even be free to select the prob-
lems or issues they wish to address. However, this and all aspects of a team’s role
must be clearly established as part of the team structure.

Two especially important roles played within successful teams are team leader
and team facilitator. It is possible, but not necessary, for these roles to be played
by a single individual. Both roles are necessary to effective teams because the
work of teams has two components, task and process. The task component in-
volves accomplishing the work for which the team is formed-—that is, making im-
provements in processes that enhance quality or other aspects of performance.
The process component of a team’s work, which is essential for the task com-
ponent to be accomplished, involves how the team members work together as
they interact in performing their tasks. A team’s leader can focus on the task
component, while its facilitator can focus on the processes of team performance.
The leader keeps participants on track toward accomplishing the objectives es-
tablished for or by the team, while the facilitator monitors participation and in-
teractions and intervenes as necessary to keep things working smoothly.

Improvement teams whose membership compositions have been carefully
considered, for which accountability has been clearly established, to which
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necessary resources have been made available, and whose roles have been clearly
defined, are more likely to be effective than teams that do not possess these
advantages. However, the structure of teams does not fully explain their effec-
tiveness, either in terms of work accomplishment or participant satisfaction.
Effective teams must also operate effectively.

As can be seen in Figure 7.8, team operation requires that teams adopt and
use norms that can guide individual participant and team behaviors. A norm is
a “standard that is shared by team members and regulates member behavior”
(Fried, Topping, and Rundall 2000, p. 166). How teams develop norms is largely
influenced by how accountabilities for and within teams are established. Oper-
ational norms can be imposed or the team itself can determine norms. The
latter is usually a better approach.

Norms that support improvement teams’ operation include commitment
to continuous improvement, attendance expectations, importance of achieving
consensus decisions, giving full attention to tasks, being respectful of diverse opin-
ions and views, and accepting responsibility for the teams’ success. The most im-
portant operational norm for improvement teams is commitment to continuous
improvement. This commitment can be buttressed by the fact that participants
prefer being associated with programs and projects that are known for provid-
ing quality services. Moreover, quality services can be accomplished in part
through programs’ and projects’ commitment to improvement.

A second team operation variable that influences effectiveness is a team’s
use of supportive improvement tools and technigues. Several of these tools were
described previously, including benchmarking, workflow charting, cause-and-
effect (fishbone) diagrams, Pareto diagrams, and run charts. Other tools and tech-
niques that are useful to improvement teams include such group processes as
conflict-resolution and negotiation strategies (LaFasto and Larson 2001).

Improvement teams often benefit from considering themselves problem-
solving groups and using a basic problem-solving process model as an integral
technique in their work. Figure 7.9 is one such model. The reader should note
this problem-solving process model bears a close structural resemblance to the
basic decision-making process model shown in Figure 5.2. Both processes follow
similar pathways.

A final team operation variable that is crucial to team effectiveness is how
well a team communicates, both internally and externally. As defined in Chap-
ter Six, communicating effectively means creating or exchanging understanding
between senders and receivers. “It is incumbent upon team leaders to manage
communications within a team and between the team and external groups”

(Fried, Topping, and Rundall 2000, p. 180).
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FIGURE 7.9. MODEL OF PROBLEM-SOLVING
PROCESS FOR IMPROVEMENT TEAMS.

Step 1
Identify and define the <
problem.

v
Step 2
Understand the causes of |«
the problem.

Step 3
Evaluate alternative <
solutions to the problem.

Step 4
Select an alternative <
solution to the problem.

Step 5
Conduct an ethics
assessment of the

solution.
Step 6
Implement the solution.

Step 7
Evaluate the results of
the solution.

A

A

A model of the technical process of communicating is shown in Figure 6.3,
including the roles played by contextual and personal barriers that hinder ef-
fective communication. You may wish to review that material, paying close at-
tention to the discussion of how the barriers to communication can be overcome.
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This is highly relevant to effectively communicating within improvement teams.
Information about overcoming barriers to communication is also relevant to com-
munication a team may have about its work with people not directly involved
on the team, such as describing the team’s results or recommendations.

In many situations, the most important communications in a CI effort occur
within the first meeting of the improvement team. This is when a tone and pat-
tern are set for subsequent work, when the team’s purposes and accountabili-
ties are established, and when information is provided about how the team will
operate. The first meeting of an improvement team should be carefully planned.
Planning participants should include the manager who is chartering or estab-
lishing the team, the team leader if the person is appointed rather than selected
later by the team, and the team facilitator. A typical agenda for a first meeting of
an improvement team includes the following:

* Introduce participants (as needed), clarify team leader and facilitator roles,
and explain what other team members can contribute to the improvement
effort.

* Discuss the team’s charter if there is one, or discuss the purpose for which the
team has been established.

* Discuss norms (which can be added to later) that will guide the team.

* Discuss the approach the team will take, such as the FOCUS-PDCA model,
as well as supportive tools and techniques that will be used.

* Develop a schedule for the team’s work, focusing on the next meeting by
deciding who will do what and by when.

* Evaluate the meeting by discussing what went well and what did not. This step
permits the team to improve as it goes and brings closure to the meeting.

Subsequent meetings can be structured by following steps 3 through 9 of the
FOCUS-PDCA model of improvement (see Figure 7.4). These meetings will
be more productive if the team leader and team facilitator establish objectives
for each meeting and develop and distribute an agenda, including time alloca-
tion for each agenda item, prior to the team meetings.

To conclude, as the discussion of the three guiding principles—patient/
customer focus, continuous improvement, and teamwork—used by managers
as they pursue TQ approaches to quality in their programs and projects suggests,
the challenges of managing quality are best met through a systematic approach.
Although they may differ in details, successful TQ) approaches to managing qual-
ity share a number of elements, no matter what the setting in which they occur.
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For example, in a review of quality efforts in major American corporations, the
U.S. General Accounting Office (1991) identified the following features typical

of successful quality improvement initiatives:

* Organizations determine what their customers want and need and have
processes in place to meet those needs.

* Managers provide active leadership to establish quality as a fundamental
value, which is incorporated into the organization’s management philosophy.

* Quality concepts are clearly articulated and thoroughly integrated through-
out all activities of the organization.

* Managers establish a corporate culture that involves all employees in con-
tributing to quality improvement.

* Organizations focus on employee involvement, teamwork, and training in
quality improvement tools at all levels.

+ Total quality management systems are based on a continuous and systematic
approach to gathering, evaluating, and acting on facts and data.

These characteristics of TQ approaches in the most successful corporations
apply fully to the health programs and projects that succeed at continuously
improving the quality of their services.

Summary

This chapter emphasizes that quality is important to those who receive services
from health programs and projects, as well as to the participants who work in
them. The importance of quality both to those who receive and those who pro-
vide a program or project’s services is relevant to its manager. Patients/customers
want health services to be of high technical quality with appropriate attention
paid to their values, their physical and psychological comfort, and their need for
open communication with those who provide the services. The importance to
participants derives from the fact that those who work in programs and proj-
ects that strive to continuously improve quality enjoy higher levels of satisfaction
from their work.

This chapter defines quality as it applies to health services as “the degree to
which health services for individuals and populations increase the likelihood of
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desired health outcomes and are consistent with current professional knowledge”
(Institute of Medicine 1990, p. 21). The dual components of quality are described
as content quality (the clinical expertise and technical aspects of providing health
services) and delivery and service quality (the interpersonal aspects of providing
health services). Interpersonal aspects include empathy, communication, and
being able to meet patients/customers’ requirements and expectations for con-
venience, timeliness, and the like.

Measurement of quality is described in terms developed by Donabedian
(1980), who notes that the measurement of quality rests on structural measures (in-
nate characteristics of those who provide services and of the settings in which they
are provided); process measures (what service providers do to patients/customers),
and outcome measures (what happens to the health of patients/customers as a
result of services).

Following a brief review of the evolution of various approaches to man-
aging quality, a systematic approach termed a total quality (TQ) approach is
described in detail. This approach to managing quality in programs or proj-
ects is guided by three principles: patient/customer focus, continuous im-
provement, and teamwork. Figure 7.1 illustrates the interconnected nature of
these principles.

The patient/customer focus requires that a health program or project iden-
tify what its patients/customers need and want, and then design and deliver
services that satisfy those needs and wants. Continuous improvement means man-
agers commit to ongoing efforts to examine the processes through which services
are provided in search of better ways to provide the services. Teamwork is em-
phasized because TQ is a collective responsibility of all those involved in a
program or project.

FOCUS-PDCA, the most widely used continuous improvement model, is
described in detail and shown in Figure 7.4. The FOCUS part of the acronym
derives from the following:

Find a process to improve.

Organize an improvement team and necessary resources.
Clarify current knowledge about the process.
Understand the process and sources of variation in it.

Select an improvement or intervention.
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The PDCA part of the acronym is based on a model developed by Shewhart

intended to guide managers in planning an action to improve a process based on
careful study of the process, implementing the action on a small scale, checking
to see how it conforms to the plan, and then acting on what is learned as follows:

Plan how to implement the intervention.
Do it by initiating the intervention, often on a small scale at first.

Check the results of the early implementation, revising as necessary until
it proves itself as an improvement.

Act on what was learned in the check step. If the change was successful,
incorporate it on a larger scale and make it permanent. If not, go
through the cycle again with a different plan.

The application of the FOCUS-PDCA model is exemplified in the chapter

by describing how a continuous improvement (CI) team, established in a family
practice program to improve the care of people with type 2 diabetes, followed
the steps in the model as they undertook a successful CI effort.

A number of tools useful in support of CI are described, including: bench-

marking, workflow charting, cause-and-effect (fishbone) diagrams, Pareto diagrams,
and run charts. A comprehensive model (see Figure 7.8) of the determinants of suc-
cessful improvement teams is presented, showing that a team’s effectiveness results
from several aspects of how teams are structured and how they operate.

Chapter Review Questions

1.

o

S © o N Oy

Define quality as it applies to health programs and projects. Distinguish
between (1) content quality and (2) delivery and service quality.

. Discuss the importance of managing quality in a health program or project.
. Discuss Donabedian’s approach to measuring quality.
. List and briefly describe the three principles that underpin a total quality (TQ)

approach to managing quality in health programs and projects.

. Discuss the role of continuous improvement (CI) in managing quality.

. Draw the FOCUS-PDCA model of CI.

List and briefly describe several tools useful in CI.

. Draw a model of the determinants of work team effectiveness.
. Describe the roles of team leaders and team facilitators in successful CI teams.
. Write an agenda for a first meeting of a newly formed CI team and describe

briefly why each agenda item is important.
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CHAPTER EIGHT

COMMERCIAL AND SOCIAL MARKETING

Managers of health programs and projects can use marketing in two im-
portant ways as they perform their work. The financial or commercial suc-
cess of many programs and projects is affected by the use of commercial marketing.
In addition, especially in programs and projects focused on health promotion
and education, social marketingis used in the provision of services. Both forms of
marketing are defined next and discussed in this chapter

Adapting the most widely cited definition of commercial marketing to the
health services context (Kotler and Clarke 1987, p. 5), commercial marketing
in health programs and projects is defined as planning, implementing, and eval-
uating activities designed to bring about voluntary exchanges with people in tar-
get markets for the purpose of achieving the desired results established for a
program or project.

These exchanges involve things of value to the parties. Obvious target mar-
kets of health programs and projects include the existing patients/customers who
directly use their products or services, potential new patients/customers who may
use their products or services, as well as others who can influence existing or po-
tential patients/customers, such as referring physicians and health plans that may
permit or limit use of services by their subscribers or members. Other important
target markets are a program or project’s potential participants, donors, and
volunteers, and in some circumstances an organization in which the program or
project is embedded. Commercial marketing focuses on facilitating exchanges
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between a program or project and its target markets, including identifying and
quantifying the target markets.

Adapting a widely used definition of social marketing (Andreasen 1995, p. 7),
social marketing in health programs and projects is defined as the application of
commercial marketing technologies to planning, implementing, and evaluating
services that are designed to influence the voluntary behavior of target audi-
ences in order to improve their personal welfare and that of society. Another
useful definition of social marketing is to view it as “a process for influencing
human behavior on a large scale, using marketing principles for the purpose of
societal benefit rather than commercial profit” (Smith 2000, p. 11).

Thus, both commercial and social marketing can be useful to managers of
health programs and projects. After reading the chapter, the reader should be
able to do the following:

* Define commercial marketing and understand the basic elements in a com-
mercial marketing strategy for health programs and projects, including the 4 Ps

* Define social marketing and understand the basic elements of using social mar-
keting in health programs and projects

* Understand use of the epidemiological planning model (EPM) in marketing

* Understand the role of evaluation in commercial and marketing strategies

Commercial Marketing Strategies in Health Programs
and Projects

Frequently, the success and longevity of programs or the successful completion
of projects may depend upon their managers achieving a degree of success in
marketing them commercially. This is the case because the central concept of
commercial marketing is the establishment and facilitation of voluntary and mu-
tually beneficial exchanges between parties.

The most obvious examples of commercial marketing exchanges involve
those between buyers and sellers. The services provided through a program or
project, such as a well-baby care or elder care program, may have value to cer-
tain people who buy the services either directly or through insurance coverage.
When this happens to a sufficient extent, the program or project can be a com-
mercial success. However, many other types of exchanges are also important
to programs and projects.

It is essential to attract participants (and volunteers in some situations) to fill
the positions in a program or project’s organization design. Many programs
and projects rely upon donors or grant makers for financial support. It may be
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necessary to satisfy public and private payers such as Medicaid programs or in-
surance plans to cover the services provided. Success may depend upon con-
vincing physicians or other health care providers to refer patients to the services.
When programs and projects are embedded in larger organizations, it is impor-
tant to convince the host organization of the value of the program or project in
order to sustain its continuation. All of these parties to potential exchanges with
a program or project are its target markets and must be addressed through com-
mercial marketing efforts. Thus, the purposes of commercial marketing are broad
and can be summarized as building and maintaining exchange relationships with
various target markets in order to optimize achievement of the desired results es-
tablished for a program or project.

Regardless of which target market, or segment or sub-group within a target
market, is the focus, the key to commercially marketing a program or project suc-
cessfully is knowledge of the wants and needs of those in the target markets
and segments, coupled with the ability to satisfy some of these wants and needs.
To fully appreciate commercial marketing, it is important to understand that it
requires identifying wants and needs of those in target markets and being able
to fulfill those wants and needs effectively.

Even though establishing and facilitating voluntary and mutually beneficial
exchanges between a program or project and its target markets presumes knowl-
edge of the wants and needs of people in the target markets, identifying these
wants and needs is not always simple or straightforward. In part, the determi-
nation of the wants and needs of patients/customers, donors, participants, or oth-
ers with whom exchanges may be necessary or desirable is complicated by the
fact that people have various types of needs. As a starting point, people have per-
ceived needs—that is, what they think they need. Perceived needs become wants,
and people often feel very strongly about what they want. For example, certain
patients, perhaps influenced by ubiquitous pharmaceutical marketing efforts, may
be convinced that they need a specific new drug to address their health problem.
The nature of perceived needs varies with individuals. For example, one donor
making a significant financial gift to a program or project may want anonymity,
while other donors seek widespread publicity about their generosity. These
donors have different needs and must be dealt with in different ways if success-
ful exchanges are to occur.

Sometimes, peoples’ needs are demonstrated through their decisions and ac-
tions. Without knowing what people who enroll in a program actually perceive
their needs to be, one might infer merely from a high level of enrollment that the
services of a program are needed or wanted. Thus, a second type of need is ex-
pressed need. This type of need is typically revealed in the numbers of people using
particular services.
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Especially regarding sophisticated health services, it may be difficult or im-
possible for people either to perceive their needs or to exhibit expressed needs
for the services. They simply do not know of the services or of the benefits they
might enjoy through receiving them. Thus, it may be necessary to determine lev-
els of need or want existing in a target market by making judgments about these
levels (Hoffman and Bateson 2001). The use of guidelines or norms established
through expert opinion is a frequently used means of determining levels of needs
and wants in this manner. Determination of what is called normative need for health
services is routinely based on the opinions of experts about the appropriate
(needed) levels of health services for individuals and populations. For example,
a panel of public health experts may decide what they believe to be the appro-
priate levels of certain services to meet the needs for these services in popula-
tions of people.

This has been done on a large scale in Healthy People 2070, which is a com-
prehensive set of disease prevention and health promotion objectives for the
entire nation. Created by scientists and other experts both inside and outside
of government, this document (http://www.healthypeople.gov/Document/
tableofcontents.htm.) identifies a wide range of public health priorities and spe-
cific, measurable objectives for the health of the nation’s population.

On a smaller scale, managers of a program or project may be able to nor-
matively determine need for services in its target market by applying incidence
rates that are often available from sources such as the Centers for Disease
Control and Prevention (http://www.cdc.gov/nchs/) and from commercial
sources such as the MedStat Group (http://www.medstat.com) and Solucient
(http://www.solucient.com).

A thorough understanding of the needs of people in a program or project’s
target markets is the basis for building effective exchange relationships with them.
These needs are best understood if perceived, expressed, and normative needs
are all taken into account. It is important to determine the needs and wants of
people in each of a program or project’s target markets, whether patients/
customers, potential participants, donors, health professionals who might refer
patients/customers, or other relevant target markets. However, for programs and
projects that are established to provide services, the potential patients/customers
who might use the services are critical target markets and are likely to be the
focus of significant commercial marketing efforts.

Identification and quantification of the vital patient/customer target market
is described in the next section, followed by a discussion of how this target mar-
ket is used to develop a commercial marketing strategy to facilitate exchanges
with people in a target market. The processes of identifying and quantifying
target markets and of designing and implementing marketing strategies to facil-
itate exchanges with them, however, are similar for all types of target markets.
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Identifying and Quantifying Patient/Customer Target Markets

Managers seek to identify and quantify target markets, as well as understand the
needs and wants of people in these markets, so they can tailor effective market-
ing strategies to facilitate exchanges with people in the target markets. To facili-
tate commercial marketing focused on patient/customer target markets, it may
be useful to segment them along any number of dimensions. Examples of
patient/customer market segments (or sub-groups) are listed in Table 8.1.

Of course, the identification and quantification of target markets and
segments within them is only the beginning of understanding the potential of
the target markets and segments to produce actual demand for the services
of a program or project. Such determinations require additional analysis,
which can be aided by use of techniques such as the epidemiological plan-
ning model (Griffith and White 2002). An example of the application of this
model follows.

Epidemiological Planning Model. Healthy Start, Inc., a program of the Allegheny
County (Pennsylvania) Health Department (http://trfn.clpgh.org/hspgh/index.
html), is part of a national demonstration initiative funded by the U.S. Department
of Health and Human Services. This program is designed to identify a broad
range of community-driven strategies and interventions to reduce infant mortality
and the number of low birth-weight babies in communities experiencing high
infant mortality rates.

Several of the services provided by Healthy Start are designed for teenage
mothers, whose babies are twice as likely to die before their first birthday as
babies born to women in their twenties. This program typifies programs in which
the level of normative need for services in a target market—which is often one

TABLE 8.1. EXAMPLES OF PATIENT/
CUSTOMER MARKET SEGMENTS.

Type of Market Segment Shared Group Characteristics

Demographic Segment Measurable statistics such as age, gender, race, in-
come, occupation, health insurance
Psychographic Segment Lifestyle preferences such as urban or suburban or

rural dwellers, preference for alternative medicine,
willingness to use new products or services

Use-Based Segment Frequency of usage such as medical and dental ser-
vices, health clubs, fitness centers
Benefit Segment Desire to obtain certain product or service benefits

such as luxury, thriftiness, scheduling convenience,
ease of access
Geographic Segment Location such as zip code, community, region, state
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or more demographic categories (such as teenage women) in a geographic
community (such as a cluster of zip codes)—can be estimated using the epidemi-
ological planning model (EPM).

The EPM is an equation in the following general form through which an es-
timate of the demand for a particular service can be made:

{Demand for} {Population} {Incidence} { Average use ] {Market}
X X X
e

a service at risk rate per incidenc share

In programs such as Healthy Start, the EPM has many marketing and planning
uses. For example, this program’s managers may be interested in estimating the
demand for counseling services for teenage mothers. An estimate of demand for these
services will help ensure the program can provide appropriate services in an effec-
tive and timely manner. Effective commercial marketing strategies require that the
needs and wants—which translate into demand for services—of those in target mar-
kets are known and that programs and projects can effectively satisfy the demands.

The estimate of the demand for counseling services for teenage mothers
would be based on current information for terms in the EPM equation, or on
projections if managers were interested in projecting demand in future years.
In this example, where the service area is Allegheny County, Pennsylvania, the
demand calculation for counseling for teenage mothers is made as follows:

* Population at risk is determined from information on the county’s population
available from the U.S. Census Bureau (http://www.census.gov). There are
about 82,000 female teenagers in the countys; this statistic can be further bro-
ken down into race and age cohorts.

* Incidence rate is determined by using national data on birth rates for teenagers
by race and age cohort, available from the National Center for Health Statis-
tics (http://www.cdc.gov/nchs). Overall, the rate is approximately 35 births
per 1,000 female teenagers annually. This means there are about 2,870 births
to teenage mothers in the county annually (35 x 82 = 2,870).

* Average use of counseling sessions per incident is determined by the number
of counseling sessions managers plan to provide to each program client; as-
sume three sessions per client.

* Market share in this situation is based on the fraction of the population at risk
that the program’s managers think they will serve; this number can be guided
by actual experience in an ongoing program. In this instance, assume that
50 percent of the population at risk will be served.

Thus, demand for Healthy Start’s counseling services can be estimated by the
following calculation at 4,305 counseling sessions per year:
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Demand for Population Incidence Average use Market
counseling =4 atrisk= :XJ rate= ¢Xqper incidence=¢ X {share=
sessions 82,000 35/1,000 3 50%

Once target markets and segments within them are identified and quantified,
however, managers still must develop effective commercial marketing strategies;
commercial marketing strategies allow them to achieve productive exchanges
with the people in target markets and segments. Effective commercial market-
ing strategies are developed around several interrelated elements. As an applied
example, these elements are applied to Healthy Start’s efforts to establish effec-
tive exchanges with teenage mothers in the following section.

The 4 Ps of a Commercial Marketing Strategy

Successful commercial marketing strategies in any context involve four essential
elements: product or service, price, place, and promotion—the so-called 4 Ps
of marketing (Kotler 1982). These four elements of a marketing strategy re-
quire concurrent and interactive decisions if desired exchanges with people in
target markets are to be accomplished. Figure 8.1 illustrates these relationships.
Product (or service), price, place, and promotion each affect the appeal of a pro-
gram or project’s services. The manner in which the 4 Ps are packaged will di-
rectly affect the likelihood that the existing and potential patients/customers in
a program or project’s target markets will enter into the desired exchanges with
the program or project.

Product or Service

In the context of health programs and projects, outputs are more often services
than products. Whether a program or project produces services or products, its
services or products are critical to successful commercial marketing. From a com-
mercial marketing perspective, a successful product or service is one that satis-
fies needs and wants of target markets in such a way that those in the target
market select the service over alternatives provided by competitors, or over the
alternative of not using any service. The challenge is to make the services pro-
vided through health programs and projects so attractive and convenient for peo-
ple in target markets that the services are selected over others that might be
available, or in lieu of not using any services. In the example of counseling
services for teenage mothers provided by Healthy Start, the services must appeal
to people in this specific target market.
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FIGURE 8.1. ELEMENTS OF A MARKETING STRATEGY.
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Services often are more difficult to successfully market than products for a
variety of reasons, including such characteristics as intangibility, insepara-
bility, perishability, and variability (Ginter, Swayne, and Duncan 2002).
Products, such as clothing or computers, are tangible. Products can be picked
up, put in a bag, taken home after purchase, and used by the consumer.
Services, in contrast, are intangible. They are an experience. Production and
consumption of services occur simultaneously; consumption is inseparable from
provision. Provision of health services typically involves repeated episodes
of health services providers directly interacting with patients/customers. The
fact that production and consumption occur simultaneously means that
services cannot be produced in advance and stored for later delivery. The ser-
vices are in effect perishable.

Thus, a key ingredient in successfully marketing service-based programs or
projects is a careful matching of the provision of services with the demand for
them. It does not matter that services are readily available on weekdays, when
people want them on weekends, or that they are available between the hours
of 8:00 a.m. and 4:00 p.m., when people prefer them in the evening.

Many variables enter into each service episode: specific service providers
vary in terms of ability and attitude; patients/customers vary in terms of needs
and expectations; and conditions vary in terms such as how busy a program or
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project is on a particular day or the availability of support, such as computer
systems. These factors typically lead to greater variability in the provision of
services compared to the tangible products. Services provided through programs
and projects are difficult to standardize, and this complicates efforts to com-
mercially market the services.

The most important step that program and project managers can take to en-
sure services will be attractive and appealing to patients/customers is to base the
services on input from people in the target markets identified for the services.
This information can be gathered in a variety of ways, including from question-
naires, surveys, or the conduct of focus groups. Information gleaned from
patients/customers and potential patients/customers can be used to ensure
that services fit their wants and needs.

Other steps that program and project managers can take to make services
more attractive and to overcome the challenges inherent in marketing ser-
vices include the following:

* Select and train staff carefully, including training in effectively interacting with
patients/customers in culturally appropriate ways.

* Pay attention to the physical aspects of the service episodes. Décor, ambience,
and amenities are important to most people and establish an important di-
mension of how they view their experience with a program or project.

* Pay attention to the entire process through which exchanges occur with
patients/customers. Even if people receive excellent health services that fully
address their health problems, they will be concerned about all aspects of their
interaction with a program or project. Were they received courteously when
they arrived for their appointment? Were they treated with respect, and was
their dignity and privacy honored? Did they have to wait past the appoint-
ment time? Did they receive a correct bill or was the insurance paperwork

properly handled?

Patient/Customer Satisfaction with Services. An important aspect of service
performance is patient/customer satisfaction with the services received. Although
developed outside the health care context, the SERVQUAL approach to service
quality can be useful in guiding efforts to provide services in a manner that sat-
isfies patients/customers of health programs and projects (Parasuraman, Zeithaml,
and Berry 1988). This approach identifies five dimensions of service that are im-
portant to patients/customers:
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Reliability Providing services dependably and accurately

Assurance Demonstrating knowledge and courtesy when providing
services and also conveying trust and confidence

Responsiveness Willingness to help and assist patients/customers and to
provide services promptly

Empathy Providing services in a caring and individualized manner
to patients/customers

Tangibles The appearance and amenities of the physical facilities
and the appearance and attitudes of those who work in
the program or project

Satisfaction levels with the interactions through which patients/customers re-
ceive services are determined by both their clinical and their service aspects. It
is not enough to provide services that are clinically excellent, although this must
be done if patients/customers are to be satisfied with services. A broader ap-
proach to patient/customer satisfaction acknowledges both clinical and non-
clinical aspects of the services a health program or project provides.

A broad approach to patient/customer satisfaction takes into account ac-
cessibility and convenience, availability of resources, continuity of care, efficacy
and outcomes of care, financial considerations, humaneness, information gath-
ering, information providing, pleasantness of surroundings, and quality and com-
petence of health care personnel (Berkowitz, Pol, and Thomas 1995). All of these
variables are relevant in the service element of a commercial marketing strategy.
However, no matter how effectively services are designed to satisfy the needs
and wants of patients/customers, successful commercial marketing strategies re-
quire consideration of additional elements.

The second of the 4 Ps of a commercial marketing strategy is price. Even if the
services of a program or project respond to the needs of patients/customers in
target markets, successful exchanges with the target markets may depend in part
upon the price of the service. The most obvious aspect of the price of health ser-
vices is the dollar amount patients/customers are expected to pay. This is an im-
portant aspect of marketing all products and services. However, there is more
to price than the monetary value attached to the service. Using services may have
other costs such as inconvenience, loss of time, loss of a sense of well-being, or
even feelings of indignity.

In regard to many health services, the financial price is not paid directly by
patients/customers; at least the price is not fully and exclusively paid by them.
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Place

This is the case with the counseling services available to teenage mothers through
Healthy Start. Price, except when there are deductibles or co-payment provisions
in the coverage, may be of little importance to the direct consumer. In other
situations where services are not covered by public or private insurance, then
price may be very important to patients/customers, although its importance in
their decision making may vary with their personal financial circumstances.

The existence of insurance and public programs frequently affects the role
of price in marketing health services, shifting concern about price from
patients/customers to those who pay on their behalf. For example, if services
are covered by commercial insurance plans, then the price charged to the plans
for their subscribers who receive the services are more important to the
plans than to the subscribers. Similarly, the prices charged to public payers for
services are important to the agencies responsible for reimbursing providers
for services.

Price considerations in the decisions people make about consuming services
are often weighed in association with guality and utility considerations. Many peo-
ple seek services they think are of high quality, of utility to them, and offered at
what they consider a fair price. In effect they are seeking value.

Considerations of value require that buyers and sellers of services think
about not only price, but also quality and utility. In the case of the counseling
services provided by Healthy Start, the teenage mothers considering using
the services will take into account that the services are available free of charge
to them, but they will also weigh such costs as time and inconvenience against
their assessment of the benefits they will derive from participating in the coun-
seling sessions. If they do not value the sessions, it will not matter that the
direct costs of participation to them is relatively small.

Teenage mothers will also take additional considerations into account as they
make decisions about using the counseling services of Healthy Start. The pro-
gram must also factor these additional considerations into the design of an ef-
fective commercial marketing strategy. Even if a program or project has carefully
designed its services to meet patients/customers’ needs, and has made certain
that financial price is not a barrier, other elements must also be considered. For
example, the physical location of a program or project can play an important
role in its commercial success.

The place where a program or project is physically located can support or hin-
der its overall success in achieving all its desired results. The teenage mothers to
whom Healthy Start wishes to provide counseling services will make their deci-
sions about using the services in part based on where they will receive the
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services. Invariably, a program or project’s accessibility to the people in its target
markets influences their decisions about using the program or project’s services.

Accessibility is more than physical location. It includes days and hours of
operation. The availability of parking and ease of access for people with dis-
abilities are part of the place consideration. Programs that extend weekday hours
and remain open on weekends enhance accessibility for many of those who wish
to use their services. Similarly, the opening of new locations or the operation of
satellite units can enhance access to a program or project’s services.

In addition to the importance of physical location, attention must also be
given to various aspects of how patients/customers are treated and made to
feel upon arrival. Comfortable, attractive, well-lighted reception areas can make
them feel welcome. Courteous, respectful, and culturally sensitive reception is
an important aspect of a successful place element in a marketing strategy for any
program or project.

Luallin and Sullivan (1998) suggest several steps to ensure that a program or
project responds to the expectations of those it seeks to serve or attract. First, rou-
tinely assess patient/customer-responsive systems and protocols and correct any
deficiencies. This assessment should be made in several areas and guided by
questions such as the following:

Accessibility Are office hours convenient for
employed patients/customers?

Are exterior and interior signs attractive

and legible?

Is parking adequate and are provisions
made for elderly people and people with
disabilities?

Are all public areas clean and attractive?

Patient/customer flow Are patients/customers greeted quickly
and courteously upon arrival?

Are those who have contact with
patients/customers and other visitors

professional, helpful, and friendly?
Are waiting areas comfortable?

Are waiting patients/customers kept
informed of their situation and seen

as quickly as possible?
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Patient/customer communication ~ Are all patients/customers treated as
valued clients in all communications?

Do service providers explain procedures
before starting?

Are educational materials of high quality
and readily available?

Is there an effective way to obtain
patient/customer feedback?

Is patient/customer confidentiality and
privacy assured?

The second step in ensuring that a program or project responds effectively
to the expectations of those it seeks to serve is to select high-potential participants
and train them properly. This step assures that a program or project’s staff—
including direct service providers and those who support them in this work—
contribute positively to the marketing strategy by helping make the place ele-
ment of the strategy as attractive as possible. Recall from the discussion in Chap-
ter Three that staffing is the process of filling the individual positions established
in an organization design for a program or project with appropriate participants.

To be appropriately suited for work in any program or project, individuals
must possess relevant technical proficiency in their work, hold the required
credentials and certifications, and have experience and training in their roles. In
addition, from a marketing strategy perspective, appropriate individuals include
those who can relate to patients/customers in a culturally sensitive manner. They
must be able to work with people in highly stressful conditions and be able to re-
spond to their needs under such circumstances.

Program and project managers can support this step by establishing perfor-
mance standards and expectations that go beyond the procedural aspects of work
and extend to the service aspects. Luallin and Sullivan (1998, p. 293) recommend
the use of patient/customer-centered performance standards in the following
areas:

* Telephone procedures—making clear that patients/customers are entitled to
prompt, courteous telephone communication. This includes requiring such
actions as: answering telephone promptly and speaking in a friendly, helpful
tone of voice; and, when putting callers on hold, asking, “Will you hold,
please?” When you return to the line, thank callers for holding.
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+ Patient/customer handling—making clear that patients/customers are to be
greeted and treated with respect and dignity, and requiring such actions as:
(1) greeting patients/customers and other visitors promptly and establishing
eye contact with them; (2) looking for ways to reassure anxious patients/
customers; (3) concluding every patient/customer encounter with a “thank
you” for the opportunity to provide services.

+ Communicating with patients/customers—making clear they are to receive
prompt, courteous, and accurate responses to their questions and concerns,
and requiring such actions as: (1) making certain the information given to
patients/customers is accurate; (2) explaining procedures carefully and asking
if there are questions before proceeding; (3) telling patients/customers what
you plan to do and not making promises that cannot be kept; (4) following
through on all promises made to patients/customers; (5) solving patient/
customer’s problems as responsively as possible.

* Professional standards—making clear that patients/customers will be assured
of high quality care and services, delivered professionally, and requiring such
actions as: following dress codes, wearing name badges correctly, and being
courteous to patients/customers and other program or project staff.

The standards and actions noted previously must be tailored to specific cir-
cumstances and settings, but they provide a template for adding a service focus
to what is expected of participants who work in any program or project. In order
for the standards to have their full impact, it is necessary for managers to recog-
nize performance that meets the standards, including merit pay increases that
reflect service performance as well as the technical competence displayed in work.

As Healthy Start’s managers consider a commercial marketing strategy to
encourage and facilitate mutually beneficial exchanges with teenage mothers, in
addition to carefully designing services to meet teenage mothers’ needs (by, for
example, addressing any price issues and making the place where services will
be received appealing and convenient), the managers must address a fourth ele-
ment in their strategy, promotion (see Figure 8.1).

Promotion

The fourth P in a commercial marketing strategy is promotion. Through promotion,
a program or project’s manager seeks to establish and maintain its reputation or
image, inform patients/customers and their intermediaries about the types and
quality of services offered, and provide information about accessing the services.

A program or project with multiple target markets is likely to have different
images with each of them. For example, patients/customers may see it as a
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convenient source of health services of a particular type. Present and potential
participants may see it as a good place to work. Referring physicians may see it
as a good place to send patients because of the high quality of the services. In-
surance plans may see it as practicing better than average utilization control.
Competitors may see the program or project as a threat to their own success. The
general public may have an image of the program or project as a potential source
of particular services should they ever need them.

Typically, health programs and projects seek to establish effective levels of
familiarity and perceived attractiveness with target markets through such pro-
motional activities as issuing annual reports, maintaining informative Web sites,
publishing newsletters and brochures, and having participants give public lec-
tures on topics related to the program or project. At the extreme, promotion may
include purchased media exposure, support or sponsorship of local athletic or
social events, and distribution of items such as coffee mugs or t-shirts bearing the
name and logo of the program or project.

Well-designed brochures can be among a program or project manager’s best
tools for promotion. They are sometimes called identity and capabilities brochures,
which denotes their basic uses: providing enough information about the program
or project for readers to identify it—and providing descriptions that inform read-
ers about the program or project’s capabilities and services. In some instances, a
brochure may also contain information that supports access to and use of the ser-
vices provided. For example, a section of the brochure can contain a map and
parking information, as well as contact information, information about referral
arrangements, and payment and billing practices.

Although brochures tend to be idiosyncratic to programs and projects, ef-
fective ones include the following types of information:

* Welcome and Introduction—This section should reflect the program or pro-
ject’s appreciation for being selected as a service provider and should include
a statement of desire to warrant and maintain patients/customers’ trust.

* Mission Statement—This section contains the mission statement and vision
for the program or project. It might also include a brief history and important
affiliations.

* Services and Capabilities—This section describes in easily understood termi-
nology the specific services available through the program or project, as well
as special capabilities. For example, if the program provides counseling
services, these may be described along with special capabilities in communi-
cating in various languages. (In fact, depending upon the target market
demographics, it might be necessary to provide brochures in more than one

language.)
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* Operating Policies and Practices—This section, which is optional but often
needed, contains practical information such as how to schedule an appoint-
ment, billing and payment options, and insurance form processing.

* Staff-This section contains information about the program or project’s key
professional participants. Depending upon the number of people involved,
this might be in the form of a list with information about how to obtain addi-
tional information from a Web site or directory. If space permits, brief bi-
ographies of key professional participants can be included in the brochure.

The media provides several opportunities for programs and projects to be
effectively promoted. The following activities are useful means through which
managers can use the media in promotional efforts:

* Developing and distributing to local media press kits that contain detailed in-
formation about programs and projects, including awards and measures of
performance, along with photographs and information about specific services.
The kits can include contact information for satisfied patients/customers who
might be interviewed if this has been cleared with them beforehand.

* Issuing press releases to alert the press to major events such as prizes or
awards, large grants, or achievement of accreditation. Including information
that explains who, what, where, why, and when—and perhaps photographs
and quotes—helps reporters do their jobs and enhances the chances they will
develop the material into a story.

* Producing public service announcements (PSAs) to reach target markets
through television and radio stations. In many communities, radio stations
and some television stations provide public service announcements free of
charge for nonprofit programs and projects. Of course the production costs
must be covered, but sometimes assistance with this can be obtained on a pro
bono basis from production companies.

*  Writing informative articles for local newspapers and magazines reflecting tech-
nical expertise about health issues, and describing what programs or projects
are doing to address the issues, promotes authors as well as the programs or
projects with which they are affiliated.

*  Writing editorials and letters to the editor for local newspapers and magazines,
especially if they present balanced viewpoints in brief essays of about 300-900

words, can be an effective means of promotion.

Some programs or projects benefit from the assistance of others in their pro-
motion. For example, the Healthy Start program in Allegheny County benefits
from the fact that similar programs established in communities across the United
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States have formed an association, the National Healthy Start Association
(http://www.healthystartassoc.org). The mission of this association is to promote
Healthy Start programs through a wide range of activities and efforts that are
rooted in the communities the programs serve and actively involve the programs’
target markets in their design and implementation.

In some instances, as is the case with Healthy Start, image building reaches
the level of branding. In addition to programs that are associated with widespread
initiatives such as Healthy Start, other programs or projects may benefit from the
promotional efforts of the organizations in which they are embedded when
the home organization is branded. For example, the Bone Health Program of
Magee-Womens Hospital (http://www.magee.edu) in Pittsburgh benefits from
the association with the hospital’s branding efforts. Because the hospital is part
of a large integrated health system, both the program and the hospital also ben-
efit from the system’s branding efforts.

When target markets or segments are accurately identified and quantified, when
the needs and wants (translated into demand) of the people in the target markets or
segments are understood, and when commercial marketing strategies are appro-
priately developed and implemented by integrating the 4 Ps of product or service,
price, promotion, and place, then commercial marketing can serve a program
or project well. These activities will help encourage and facilitate mutually benefi-
cial exchanges between programs and projects and their vital patients/customers.
Successful commercial marketing strategies will also encourage and facilitate mu-
tually beneficial exchanges with participants, donors, and volunteers—as well as
strengthen the support of organizations in which programs and projects are em-
bedded, and improve relationships with regulatory agencies and grant makers.

As noted at the beginning of this chapter, two types of marketing are im-
portant to health programs and projects. In addition to commercial marketing
strategies discussed previously, some programs and projects use social market-
ing as a key tool in the services they provide.

Social Marketing in Health Programs and Projects

Social marketing was defined earlier in this chapter as a process of using elements
of commercial marketing to influence the voluntary behavior of individuals and
groups of people for their own benefit and, in some instances, for the larger so-
ciety’s benefit. The expression “social marketing” was first used in 1971 when
Kotler and Zaltman defined it as “the design, implementation, and control of pro-
grams calculated to influence the acceptability of social ideas” (Kotler and Zaltman
1971, p. 4).
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Health Canada, which is the federal department responsible for helping the
people of Canada maintain and improve their health, points out that social mar-
keting is in essence “a new way of thinking about some very old human endeavors.
As long as there have been social systems, there have been attempts to inform, per-
suade, influence, motivate, to gain acceptance for new adherents to certain sets of
ideas, to promote causes and to win over particular groups, to reinforce behavior
or to change it-whether by favor, argument or force” (Health Canada, Social
Marketing Network Web site, http://www.hc-sc.gc.ca/english/socialmarketing).
In recent decades, social marketing has been used widely in areas such as energy
conservation, recycling, and especially in addressing health issues.

In the United States, social marketing has been used to address such health
issues as anti-smoking, safety, drug abuse, drinking and driving, HIV and AIDS,
nutrition, physical activity, immunization, breast cancer screening, mental health,
family planning, and many other issues. Canada, especially, has made significant
use of social marketing in seeking to improve the health of Canadians through
widespread social marketing campaigns.

Health Canada has created a Marketing and Creative Services Division and
charged it with helping individuals make positive impacts on their own health,
the health and well-being of their friends and family, and, ultimately, of the larger
society. The division makes extensive use of social marketing in pursuing its goals
and maintains a Web site (http://www.hc-sc.gc.ca/english/socialmarketing/
social_marketing/tutorial/index.html) containing very helpful information on social
marketing, including a seven-step tutorial on developing a social marketing plan.

There are other models and frameworks for using social marketing in health
programs and projects. One of the most widely used is the Social Marketing
Assessment and Response Tool (SMART), which contains the interactive phases
of activities shown in Figure 8.2.

Key Elements in a Social Marketing Strategy

Managers can enhance the success of their social marketing initiatives by taking
a systematic approach to developing and implementing social marketing strate-
gies (Kotler, Roberto, and Lee 2002). Lagarde (1998) describes the key elements
of effective social marketing strategies by suggesting these strategies work best
when those who are designing and implementing the strategies do the following:

* Adopt a patient/customer-centered orientation, rather than simply focusing
on the message to be conveyed. Conducting formative research, which may
be as simple as assuring that the people in the target markets can read and un-
derstand the message, supports this orientation. This orientation requires that
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FIGURE 8.2. PHASES OF THE SOCIAL MARKETING
ASSESSMENT AND RESPONSE TOOL (SMART).

Phase |

Phase Il

Phase lll

Phase IV

Phase V

Phase VI

Preliminary Planning for Social Marketing Intervention

¢ Identify the health issue or problem of focus

e Develop goals for interventions

e Outline preliminary plans for evaluation of interventions

Patient/Customer Analysis

e |dentify target markets and segment them

e Determine patient/customer needs and wants
¢ Develop preliminary ideas for interventions

Social Marketing Strategy

e Establish plans for 4 Ps (product/service, price, place, and
promotion)

e Identify partners, competitors, and allies

e Identify individual and societal exchange goods, benefits,
values

Develop Interventions

¢ Design interventions based on patient/customer analysis
and social marketing strategy

e Communicate with partners and clarify roles

e Pretest and refine the interventions

Implement Social Marketing Strategy

¢ Activate the interventions

e Document the process and compare to goals and plans
e Continually refine the interventions

Evaluate Social Marketing Strategy

e Assess the degree to which target markets are receiving the
interventions

e Ensure that interventions are consistent with plans and
protocols; refine interventions as necessary

¢ Analyze changes in the target markets

Source: Adapted from Rosemary Thackery, and Brad L. Neiger, “Use of Social Marketing to De-
velop Culturally Innovative Diabetes Interventions,” Diabetes Spectrum, Vol. 16, No. 1 (January
2003): 15-20. Copyright © 2003 American Diabetes Association. Adapted with permission from
the American Diabetes Association.
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representatives of target markets be actively involved as the social market-
ing strategy is initially developed so that it fits their needs, wants, perceptions,
lifestyles, media habits, and other attributes. The use of focus groups made up
of representatives of target markets can be especially useful in assuring a pa-
tient/customer focus.

Carefully segment target markets. Segmentation based on predisposition, mo-
tives, values and lifestyle is essential when designing social marketing strate-
gies. For example, social marketing about exercise will be different for
teenagers and the elderly.

Take into account real and perceived barriers (things that prevent people from
adopting a new behavior) facing target markets. Taking barriers into account
means being willing to modify interventions to surmount the barriers, in-
cluding taking action to address the systems or structures that create the bar-
riers. For example, part of an anti-smoking strategy might involve taking steps
to ensure that anti-smoking regulations are enforced.

Demonstrate the benefits of desired change for people in the target markets
by showing how their needs and interests are served. This requires recogniz-
ing that the needs and wants of people in target markets may differ from those
ascribed to them by public health professionals and other program or project
participants and can only be determined by analysis of the target markets.
Use a variety of means or channels to reach target markets through the media,
face-to-face communication, and planned and structured events. The meth-
ods selected should be based on analysis of the target markets.

Pre-test the interventions and monitor and evaluate them as the strategy is im-
plemented. Modify the interventions as necessary based on the results of on-
going evaluation (see the discussion of evaluation in a subsequent section of
this chapter).

Form partnerships that enhance credibility and facilitate access to target mar-
kets. Partnerships also may help mobilize the human and financial resources
necessary to implement a social marketing strategy.

Create synergy and complementarity with other approaches to social change.
Social marketing strategies alone are rarely sufficient to bring about and sus-
tain change. These strategies sometimes work best when related public poli-
cies are enacted. For example, laws requiring the use of seat belts or helmets
for motorcyclists strengthen efforts to encourage their use in target markets
through social marketing strategies.

Make a long-term commitment to the strategy. The types of changes that most
social marketing strategies seek to create take years and decades rather than
weeks or months to accomplish. Commitment also often entails sustained fi-
nancial support for the strategy.
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As has been discussed previously, both commercial and social marketing
strategies can play roles in the success of health programs and projects. Effective
commercial marketing strategies can help managers identify, quantify, and un-
derstand the needs and wants of people in their target markets, whether
patients/customers or other participants who can contribute to the success of their
programs and projects. In turn, by effectively packaging the 4 Ps (products and
services, prices, places, and promotions) through the design of their marketing
strategies, managers can facilitate mutually beneficial exchanges with people in
their target markets.

In addition to the usefulness of commercial marketing, many programs and
projects also find social marketing strategies useful in achieving their desired
results. This is especially so when the program or project’s work involves health
promotion and education in efforts intended to change behaviors of individu-
als and groups.

Whether using commercial or social marketing strategies, managers should
pay careful attention to the ethics issues that can arise in the use of these strategies.
A second important aspect of using either commercial or marketing strategies is
the benefit of carefully evaluating the results of these strategies. The ethics
and evaluation aspects of marketing strategies are considered in the following
sections.

Ethics in Commercial and Social Marketing Strategies

Ethics considerations and issues routinely emerge in the provision of clinical
health services and in the overall management of health programs and proj-
ects, including in the development and implementation of both commercial and
social marketing strategies (Andreasen 2001). Before proceeding, the reader may
find it useful to review the section on ethical management of programs and
projects in Chapter One, where it was noted that managers can be guided by the
application of four key ethics principles: respect for persons, justice, beneficence,
and nonmaleficence.

These principles may seem abstract, but they can be very useful guides for
those seeking to take an ethical approach in marketing efforts. For example,
the principles can be seen implicitly in the six aims for general improvement in
health care in the Institute of Medicine’s Committee on Quality of Health Care
in America when they recommend that health care should be the following:

Safe—avoiding injuries to patients from the care that is intended to help
them [especially reflects the principles of respect for persons and nonmaleficence]
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Effective—providing services based on scientific knowledge to all who
could benefit, and refraining from providing services to those not likely to
benefit (avoiding underuse and overuse, respectively) [reflects the principles
of respect for persons, justice, beneficence, and nonmaleficence]

Patient-centered—providing care that is respectful of and responsive to in-
dividual patient preferences, needs, and values and ensuring that patient
values guide all clinical decisions [reflects the principles of respect for persons
and beneficence]

Timely—reducing waits and sometimes harmful delays for both those who
receive and those who give care [especially reflects the principles of respect for
persons and nonmaleficence]

Efficient—avoiding waste, including waste of equipment, supplies, ideas, and
energy [especially reflects the principles of respect for persons and nonmaleficence]

Equitable—providing care that does not vary in quality because of personal
characteristics such as gender, ethnicity, geographic location, and socio-
economic status [especially reflects the principle of justice] (Institute of Medicine,
Committee on Quality of Health Care in America 2001, pp. 39-40)

Kass (2001) suggests a framework for considering the ethical aspects of health
interventions, which readily applies to interventions that use social marketing.
She suggests that conducting a careful ethics analysis increases the likelihood
that those who are planning interventions will be meticulous in their reasoning
and will be more likely to design interventions based on science and facts
and not merely beliefs. Using a health education-based cardiac risk reduction
intervention as an example, the steps in conducting an ethics analysis for
this intervention are as follows:

Step 1. Determine the desired results of the intervention. The starting point
in an ethics analysis of a health intervention is the desired results of the inter-
vention, expressed in terms of health improvements such as reduction of mor-
bidity or mortality. Using the cardiac risk reduction intervention as an example,
those who are planning this health education intervention in a target population
would establish the desired impact of reducing heart attacks in individuals in
the target population. This impact would be predicated on desired outputs, such
as producing and distributing certain educational information about cardiac risk
to people in the target population, and on desired outcomes, such as individuals
in the target population learning relevant facts about cardiac risk and changing
their risk-related behavior.
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Step 2. Assess the potential effectiveness of the planned intervention in rela-
tion to achieving desired outputs, outcomes, and impact. In this step, those plan-
ning the intervention would consider the question of how the intervention will
achieve the desired results. All interventions have a hypothesis embedded in them,
even if the hypothesis is only implicit. Those planning an intervention hypothe-
size that if we do a, b, and c, then the result will be x, y, and z. For example, the
hypothesis upon which the cardiac risk reduction intervention rests is that if in-
dividuals in the target population are exposed to risk-reduction information, then
they will change their behavior (for example, stop smoking, modify diets, increase
exercise) in ways suggested by the information provided; the changes in behav-
ior will result in fewer heart attacks for those in the target population. The plan-
ners of this intervention should challenge the assumptions in their hypothesis by
examining existing data and evidence about the effectiveness of such interven-
tions. Only if it is reasonably likely that a planned intervention will achieve the
desired results established for it should the intervention be implemented.

Step 3. Determine and minimize the known or potential burdens of the
planned intervention. Interventions can impose a variety of potential burdens or
harms, ranging from physical harm to issues of privacy and confidentiality.
Among the various types of interventions, health education interventions tend
to impose relatively few burdens. Education-based interventions are voluntary
and seek to empower people in the target population with information that equips
them to make their own choices and decisions regarding their health. Even
though the burdens and potential harms in the planned health education-based
cardiac risk reduction intervention may be relatively minor, the known and
potential burdens must be determined so they can be minimized.

Once identified, the known and potential burdens of the intervention must
be reduced to the lowest possible level. For example, health education inter-
ventions are potentially paternalistic when they emphasize changes in behavior.
Paternalism is inconsistent with the ethics principle of respect for persons in terms
of treating people as autonomous beings. Similarly, education-based interven-
tions can stereotype the target populations if care is not exercised. For exam-
ple, decisions about who is pictured in educational materials should be carefully
considered. If only obese people are pictured, the incorrect message that obesity
is the only relevant risk factor may be conveyed.

Step 4. Assure that the intervention is implemented fairly. This step is based
upon the principle of justice, which requires that the benefits and the burdens of
an intervention be distributed fairly among those affected. For example, unless
the cardiac risk reduction intervention is being planned for a specific group within
the target population (for example women, the elderly, African American males),
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perhaps because they have been identified as being at particularly high risk,
the intervention should be designed to benefit all members of the target popu-
lation. Similarly, the intervention should be readily and conveniently available
to the entire target population.

Evaluating Commercial and Social Marketing Strategies

Knowing how commercial or social marketing strategies have worked in reach-
ing and influencing target markets is an important step in using marketing ef-
fectively and in improving future marketing efforts. Managers must answer such
questions as: Did our message reach the intended target markets? Did they be-
lieve and accept our message? Ultimately, did they respond as we had hoped?
Answers to such questions require that marketing strategies be evaluated.

Three types of evaluations can be conducted on commercial and social mar-
keting strategies, each serving a different purpose. A formative evaluation is un-
dertaken to assist those who are responsible for developing a marketing strategy
to determine how people in the target markets will react to messages and mate-
rials as the messages and materials are being developed. A formative evaluation
is conducted as the marketing strategy is being developed. It entails testing the
messages and means of distributing them to ensure that target audiences will un-
derstand the information communicated through a marketing effort.

A second type of evaluation, process evaluation, is used to track how effectively
the message reached the target markets. It involves tracking when, where, and
how often messages were delivered, as well as how often those in the target mar-
kets actually saw or heard the messages.

A third type of evaluation, outcome evaluation, focuses on what happened with
people in the target markets as a result of the marketing effort. Outcome evalu-
ations can be short-term or long-term. Table 8.2 illustrates the three types of eval-
uations that can be conducted for both commercial and social marketing
strategies.

Typically, health programs and projects do not allocate large shares of their
financial resources to evaluating marketing efforts, choosing instead to spend the
money on the actual marketing strategy. However, evaluating these efforts is im-
portant and can be undertaken with minimal or modest expenditures, as shown
in Table 8.2. By learning what works and does not work in marketing efforts,
managers can make better use of future marketing expenditures, whether they
are for the purpose of improving the commercial success of a program or proj-
ect or enhancing the likelihood that the use of social marketing strategies will re-
sult in desired outputs, outcomes, and impact.
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TABLE 8.2. OPTIONS FOR EVALUATING COMMERCIAL
OR SOCIAL MARKETING STRATEGIES.

Type of Minimal Modest Substantial
Evaluation = Resources Resources Resources
Formative ¢ Focus groups to e Limited survey to e Extensive market
determine service determine program research designed
location and or project name to segment
scheduling recognition target markets
preferences (commercial) (commercial)
(commercial) e Intercept interviews e Extensive health
¢ Readability test to determine needs assessment
of educational target market for target markets
material (social) attitudes about (social)
health behaviors
(social)
Process * Record keeping e Checklist review of e Conducting
to track how implementation complete
messages were milestones management
delivered and (commercial audit of
received by and social) implementation,
target markets including review
(commercial by external experts
and social)
Outcome, e Tracking changes e Analyzing changes e Calculating
Short-Term in use of services in referral patterns changes in share
such as visits or (commercial) of target markets
screenings e Monitoring (commercial)
(commercial) percentage of ® Assessing target
e Tracking adherence, target markets markets for
attendance, or aware of or knowledge change
compliance with participating in through pre- and
intervention by intervention post-tests of
target markets (social) change (social)
(social)
Outcome, ¢ Monitoring trends ¢ Conducting public e Conducting
Long-Term in media coverage  surveys to determine  complete review of

(commercial)
Monitoring trends
in grant support
for an intervention
(social)

opinions about
program or project
(commercial)

¢ Conducting
telephone surveys
of target markets
to determine
changes in health
behaviors (social)

program or project
performance at
five-year interval,
including audited
financial
performance
(commercial)

e Conducting formal
studies of changes
in health status
of target markets
(social)
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Summary

This chapter addresses two types of marketing that are of use to program and
project managers. Commercial marketing, which is important to all health programs
and projects, is defined as planning, implementing, and evaluating activities
designed to bring about voluntary exchanges with people in target markets for
the purpose of achieving the program or project’s desired results. Social
marketing, which is useful in many health programs and projects, is defined
as the application of commercial marketing technologies to planning, imple-
menting, and evaluating services that are designed to influence the voluntary
behavior of target audiences in order to improve their personal welfare and that
of society.

Discussion includes how managers identify and quantify target markets and
seek to understand the needs and wants of people in these markets. Commercial
marketing strategies are considered as a basis for building effective exchange re-
lationships with people in target markets. The importance of understanding the
perceived, expressed, and normative needs of people in target markets and mar-
ket segments is emphasized.

The epidemiological planning model (EPM), which is useful in estimating
the size and scope of markets for the services provided by many programs and
projects, is described, along with an applied example. It is noted, however, that
even after people in target markets and in segments within the markets are iden-
tified, quantified, and understood, managers must develop commercial market-
ing strategies to facilitate exchanges with the people in the targets and segments.

Successful commercial marketing strategies involve four interrelated ele-
ments: product or service, price, place, and promotion. Commonly referred to
as the 4 Ps of marketing, these elements of a commercial marketing strategy (see
Figure 8.1) are the building blocks of successful commercial marketing strategies.
The application of each of the four elements to commercial marketing of health
programs and projects is discussed.

When effectively managed, commercial marketing strategies will help attract
patients/customers directly and through referrals and can help attract participants,
donors, and volunteers, as well as the support of organizations in which programs
and projects are embedded. Commercial marketing strategies can also improve
relationships with regulatory agencies and grant-making organizations.

Social marketing has been used to address such health issues as anti-
smoking, safety, drug abuse, drinking and driving, HIV and AIDS, nutrition,
physical activity, immunization, breast cancer screening, mental health, family
planning, and many other health issues. Many programs and projects find it in-
tegral to their work.
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Key components of a systematic approach to social marketing strategies are
described and discussed. They include the following:

+ Taking a patient/customer-centered orientation

* Segmenting target markets

+ Taking into account real and perceived barriers that prevent people in target
markets from adopting a new behavior

* Demonstrating the benefits of desired change for people in the target markets

* Using a variety of means or channels to reach target markets

* Pre-testing interventions and monitoring them as the strategy is implemented

* Forming partnerships that enhance credibility and facilitate access to target
markets

* Creating synergy and complementarity with other approaches to social change

* Making a long-term commitment to the social marketing strategy

It is noted that ethics considerations routinely arise in the development
and implementation of both commercial and social marketing strategies, and that
managers must pay attention to how these issues are addressed. They can be
guided in these efforts by the application of four key ethics principles: respect for
persons, justice, beneficence, and nonmaleficence.

The chapter concludes with a discussion of the role of evaluation in both
commercial and social marketing strategies. Three types of evaluations of mar-
keting strategies are described (see Table 8.2). Formative evaluations assist those
who are responsible for developing a marketing strategy to determine how peo-
ple in the target markets will react to messages and materials as they are being
developed. Process evaluations permit managers to track how effectively mes-
sages reach the people in target markets. Outcome evaluations focus on what
happened with people in the target markets as a result of the marketing strategy.

Chapter Review Questions

1. Define commercial marketing and social marketing as they apply to health pro-
grams and projects. Why are both important to health programs and projects?

2. Discuss the importance of identifying target markets and segments as the basis
for effective commercial marketing strategies.

3. Discuss the usefulness of the epidemiological planning model (EPM) in mar-
keting strategies.

4. Briefly describe the 4 Ps of a commercial marketing strategy.

5. List and describe the five dimensions of service that are important to
patients/customers in the SERVQUAL approach to service quality.
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10.

Managing Health Programs and Projects

. Write an outline of the topics that should be covered in an identity and

capabilities brochure for a program.
Describe ways that a program or project can use the media in promotional
efforts.

. Discuss the key components of an effective social marketing strategy.
. Discuss how managers can avoid ethics problems in developing and imple-

menting commercial and social marketing strategies.

Briefly describe three types of evaluations that can be done on commercial
and social marketing strategies. Give an example of the use of each by a pro-
gram or project manager.



X

EPILOGUE

he purpose of this epilogue is to recapitulate and emphasize two key aspects

of managing health programs and projects. First, although programs and
projects vary in many ways, all can be usefully thought of in terms of their logic
models; understanding a program or project’s logic model reveals much about
any program or project. Second, although managing health programs and proj-
ects has been discussed in terms of the separate core and facilitative activities
managers engage in as they manage, it is necessary to consider the entire set of
activities and their inter-connectedness, if the nature of management work is to
be understood.

The template for a program or project’s logic model is reproduced as
Figure E.1. We discuss how a manager establishes the desired results for a pro-
gram or project, expressing them in terms of outputs, outcomes, and impact. The
desired results established for a program or project are an integral component
of its logic model, driving much about the design of other components of the
model. The manager must carefully consider the processes through which
inputs/resources are used to produce the program or project’s desired results.

In designing the inputs/resources component of a program or project’s logic
model, the manager focuses on the human, financial, technological, and orga-
nizational inputs necessary to achieve the established desired results. Each pro-
gram or project is likely to require a unique package of inputs/resources, typically
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including some mix of resources in the form of paid staff and volunteers, fund-
ing, collaborators, technologies, organizational arrangements, physical facilities,
equipment, and supplies.

In designing the processes component of a program or project’s logic model,
the manager focuses on activities, events, procedures, and techniques neces-
sary to use the inputs/resources to accomplish the established desired results. Be-
cause each program or project is unique in some ways, including in the desired
results established for it, each requires a particular set of processes to achieve the
desired results. Determining the desired results for a program or project and then
designing the inputs/resources and processes necessary to achieve the desired
results is a complicated undertaking. This challenge is magnified by the fact that
logic models are not static; they undergo continuing revision throughout the life
of a program or project.

Program or project management has been defined in this book as the activi-
ties through which the desired outputs, outcomes, and impact of a program or proj-
ect are established and pursued through various processes using human and other
resources. Thus, in performing management work, managers do the following:

* Determine a program or project’s desired outputs, outcomes, and impact

* Assemble the necessary inputs and resources to achieve the desired results

* Determine the processes necessary to accomplish the desired results and en-
sure processes are carried out effectively and efficiently

* Analyze variables in the program or project’s external environment, assess
their importance and relevance, and respond to them appropriately

In performing management work, the manager engages in an interrelated
set of core activities (strategizing, designing, and leading) and facilitative activi-
ties (decision making, communicating, managing quality, and marketing).
Figure 1.4 was initially presented as a means of illustrating the integrated and in-
tertwined nature of these core and facilitative activities. Now that the activities
have been discussed separately and in depth, it is important to reemphasize their
interconnectedness. To understand managing, it is necessary to understand
the entire, intertwined set of activities depicted in Figure 1.4, here reproduced as
Figure E.2. Each component in Figure E.2 affects and is affected by every other
component.

As a manager performs the strategizing activity, he lays the foundation to
guide designing the remainder of the program or project’s logic model and its
organization design. The desired results established through strategizing the
future of a program or project also guide the manager’s leading of the other par-
ticipants in the program or project. The core activities of managing are closely
and fully interrelated. No one activity can be performed well in isolation from
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FIGURE E.2. THE CORE AND FACILITATIVE
ACTIVITIES IN MANAGEMENT WORK.

the others, and how well a manager performs any one of the core activities af-
fects performance of the others.

A program or project’s manager constantly engages in decision making. This
facilitative activity permeates all other activities of managing. In strategizing the
future of a program or project, its manager decides about desired results and how
to accomplish them. Myriad decisions are made as the manager establishes and
revises the program or project’s logic model and organization design. The man-
ager must decide how to encourage and facilitate the contributions of other
participants as they lead the program or project. Similarly, decisions are made
about how and with whom to communicate, how to approach managing quality,
and how to design and implement marketing strategies for the program or project.

Like decision making, communicating pervades all other management ac-
tivities. When managers interact with other participants in strategizing the future
of a program or project, they must communicate. Managers also communicate
when developing and revising a program or project’s logic model and organi-
zation design. In leading other participants, managers must communicate with
them about their needs and about how these needs can be partially met in the
workplace. Communication is essential to efforts to manage quality and is the
essence of implementing both commercial and social marketing strategies.

Managing quality in a program or project is directly affected by how well a
manager performs the other activities of managing. Conversely, effectively man-
aging quality in a program or project means continuously improving all aspects
of its performance. Finally, in thinking about the inter-connectedness of the ac-
tivities shown in Figure E.2, marketing the services of a well-managed program
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or project is much easier, all else being equal, than marketing the services of a
poorly managed counterpart, simply because there is a direct connection be-
tween how well a program or project’s managers perform and the quality, value,
and appropriateness of the services.

Indeed, the activities of management work form a complex and challenging
mosaic. Those who are, or who would be, managers can see that success in any
of the core and facilitative activities of management work enhances the likeli-
hood for success in each and all of the other activities. Similarly, inattention to
or ineptitude in the performance of any of the activities diminishes performance
of each of the other activities and of the whole they comprise. The key to man-
aging health programs and projects successfully—that is to having a good logic
model and making it work well—is to perform the challenging activities of man-
agement work well. I hope this book contributes to the reader’s ability to suc-
cessfully manage health programs and projects.
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