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Preface

Welcome to the third edition of my Project Management for Healthcare book. My
first edition was published in 2011. I updated it in the second edition published
in 2020 and included additional information about data and protection. The
fundamentals of “project management” are still sound and the “real” issues continue
to be; how efficient is our healthcare system and what way does project management
play a pivotal role in making both the processes and the projects, as well as imple-
mentation of those projects, successful. There have been some significant events
and changes to project management that I have included in this third edition of
my Project Management for Healthcare book. The Project Management Institute
(PMI) made significant changes to the seventh edition of the Project Management
Book of Knowledge (PMBOK).!

It is a fundamental shift in thinking. According to PMI the seventh edition will
be based on principles rather than processes. The emphasis will be the type of pro-
ject as to what approach will be used. The approaches could be data driven, using
Agile principles, traditional (waterfall) method, or a combination of both. I have
always been a proponent of “one size does not fit all.” Different methods of project
approach are a good thing. The project management must objectively look at the
project characteristics, what industry, the stakeholders, and the organization want
and need in order to choose the best method of project execution. We will address
this further when we address the “elephant in the room.” While not included in
the Seventh Edition of the PMBOK, I would encourage a new or even seasoned
project manager not familiar with the knowledge area processes, inputs, tools and
techniques, and outputs available in previous versions of the PMBOXK, particularly
the sixth edition.

I haven't specifically mentioned “tailoring” in the healthcare environment in pre-
vious editions. Although it is implied, I will specifically touch on it in this edition.
I will also touch on Value Delivery System and performance domains.

Early 2020 the COVID pandemic began to rear its ugly head in the
United States. It is the “elephant in the room” for me and one of the driving
forces for updating this edition because of the implication to project man-
agement. I am going to devote an entire chapter to it. I have also broken out
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the emphasis on data in healthcare project management to its own chapter.
Finally, I will increase the focus of project management on Artificial Intelligence
(Al). The future of healthcare project management will include an emphasis on Al
projects.

Note

1 Project Management Institute.
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Chapter 1

Defining a Project

What Is a Project?

To get started, one must ask the basic question: What is a project? The short answer
is everything. It can be as simple as a trip to the grocery store, painting a room in
your house, or developing a new procedure to reduce sharp injuries in a clinic. It
could be as complex as putting a man into earth orbit (the National Aeronautics and
Space Administration [NASA] was one of the first organizations to embrace the dis-
cipline of project management) or instituting an Electronic Medical Record (EMR)
system for a hospital. So, let us define the word project in project management terms.
A project has several aspects:

B It is something new to undertake. If it were the same thing happening repeat-
edly, it would be more of an ongoing activity. But even ongoing activities
may have project aspects to them. Every four years there is a winter Olympics
held somewhere in the world. Youd think by now that the assigned project
manager would have all the historical data from previous Olympics and could
rubber stamp all of the activities required to successfully complete the project.
While it may be the case that the project manager has all the data, and should
have them, each Olympics will have its own set of new tasks to manage. The
technology changes so quickly that in four years there may be an entirely new
method to communicate with the rest of the world. Think about landlines and
cables compared to wireless and satellites. Who knows where the future will
take us, but the project manager has to be prepared.

m It has a schedule. In order to meet the definition of a project, a project must
have a starting point and an ending point. To state the obvious, for a project
to be a project, it has to start. On the day, the hour, the minute a project
begins, the “project clock” starts. As to when the project stops, that is the end
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point. During the project’s definition, someone has a view on when the pro-
ject should start and how long the project should take to accomplish the goal.
We'll talk more about that process later in this chapter. For now, the starting
point and ending point are two pieces of the definition.

B Projects use limited organizational resources. Let’s face it: all project resources
can be reduced to money, and organizations do not have unlimited funding,.
Whether you spend that money on human, infrastructure, equipment, or
marketing resources, they will all require money, and that money is finite

(limited).

Therefore, a project is something that is new, has a beginning and an end, and
uses limited organizational resources. While the first two criteria are important, the
“real” need for a project manager is to efficiently and effectively manage the limited
organizational resources. That is a project manager’s primary added value. By using
the project management discipline outlined in this book, healthcare professionals
can dramatically increase their efficiency and effectiveness in managing any project.

What Is a Project Life Cycle?

A project life cycle (see Figure 1.1) is series of events a project undergoes from begin-
ning to end. Some of the ways a project life cycle is portrayed are as follows:

1. Initiation, Planning, Execution, Closure

2. Startup, Planning, Execution, Close-Out

3. Identify Needs, Develop a Solution, Execute the Solution, Terminate the
Project

4. Initate, Design, Plan, Organize, Control, Close

5. Plan, Organize, Control

6. Plan, Implement, Control

No matter how you define the life cycle of a project, it is the understanding
that for a project there is a starting point, time to plan, implementing or executing,
closing, and ongoing activities.

The History of Project Management

Prior to embarking on a new subject, it is always good to have a little background
or history. Today’s project management doesn’t have a long history. A primary driver
for modern-day project management was the increasingly complex projects under-
taken by the U.S. government and a need to somehow better manage and control
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Figure 1.1 Project life cycle.

those projects. I believe that the launch of the Soviets’ Sputnik satellite in 1957 and
the subsequent formation of NASA in 1958 were the two drivers of the discipline
we know as project management. Those two events then led to the “space race,” so
that when President Kennedy in May of 1961 made the challenge before a joint
session of Congress to “send a man to the moon by the end of the century,” good
project management became a critical skill. While there were other projects that
would benefit from project management, the space program was the first and most
significant.

In 1969, the Project Management Institute (PMI) was formed, and in their
words, “PMI is the world’s leading not-for-profit membership organization for the
project management profession ... advocacy for project management is supported
by our globally recognized standards and credentials.”! Its globally recognized
standards include A Guide to the Project Management Body of Knowledge (PMBOK),
7th edition—a reference manual that provides the fundamentals of project manage-
ment in a concise manner. The first volume of standards was published as part of a
special report on ethics and standards. The 1st edition of the PMBOK as we know
it was published in 1996, followed by subsequent editions in 2000, 2004, 2008,
2012, 2018, 2021. The PMBOK contains a large amount of information on project
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processes and procedures and is required reading if you are interested in pursuing the
certification of the PMI, the Project Management Professional (PMP).

It wasn't until the early 1990s that PMI really became a powerhouse behind the
profession. In 1990, membership totaled approximately 8,500 members. However,
in the 1990s companies like AT&T, where I was working, began to embrace the
discipline and began using Project Manager as a legitimate title with a career path.
AT&T also encouraged and paid for its project managers to join PMI. Thus, began
PMTI’s growth spurt, and it now has almost 700,000 members and over 300 local
chapters.? For more information about the PMI and certification, go to their Web
site at www.pmi.org.

Roles and Responsibilities in Project Management

There are many roles within project management:

B Project Director—high-level management, may manage a group of project
managers

m Project Manager
- Sets communications
- Develops processes and procedures
_ Plans and estimates (time/cost)
- Provides status and tracking

B Project Leader (sub-role to the project manager)—may lead certain aspects of
the project, i.e., scheduling, project tracking

Project Management and the Healthcare Environment

Project management in the healthcare environment is unique from project manage-
ment in other industries in several ways. The first reason, and a compelling one, is a
difference in the skill set of the practitioners. Rather than a difference in technology
or methodology, it is that healthcare professionals already have the people skills
required to be good project managers. In contrast, while Information Technologists
may have a good grasp of project management and the technical issues of their
projects, they may need to hone their “people skills.” While I know that there may be
disagreement because of some differences in “bedside manner,” in general, healthcare
professionals are in the “people” business. As with most businesses, healthcare success
is based on the results of customer satisfaction surveys. Rather than focusing on how
a product works, healthcare professionals focus on how the customer feels and how
the experience feels to the customer.

During my last 16 years of teaching, I had my students take a personality
test available online. I kept a record of the results—Dby personality type, not by
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student. I compiled those results into an informal study of my students’ per-
sonalities. The results are much different for my students in the healthcare
industry as opposed to those on campus or at various business locations. While
not surprising to me, and probably not to you, those results tend to support the
uniqueness of healthcare workers. Most of the workers fall into the category of
guardian. A guardian personality tends to be more protective of those with whom
they interact. They are family oriented, and I don’t necessarily mean immediate
family, but they are adoptive of those around them to form a family. They are ser-
ious and concerned traits that are critical to their jobs. Additionally, guardians are
very procedure oriented and follow processes—another great trait for healthcare
workers.

There are projects themselves within the healthcare environment that make
healthcare unique. While one can argue that other industries have life-and-death
situations, there is no doubt that the healthcare industry has them. Therefore, some,
and I'll go out on a limb and say probably most projects initiated in the healthcare
environment have some aspect of life and death involved. Some examples that I have
seen over the years are as follows:

B A template to gain approval to land and deploy a helicopter at a medical
facility
The team leader for an air ambulance service was “reinventing” an approval
process every time there was a request from a medical facility to take advantage
of the service. Because the requirements were standard—distance from the
buildings, size of the landing area, approach procedures, etc.—it was logical
to undertake a project to build a template that only needed to be tweaked
for a medical facility’s request. Developing the template reduced the approval
times, thus potentially saving lives.

B A “safe room” in a psychiatric facility
A need was determined that there weren’t ample facilities to accommodate
agitated psychiatric patients. A project was undertaken to design, plan, and
implement a safe room, with padded walls and flooring to accommodate a
patient who may become agitated in a particular situation and needs a safe
place to recover. The padded walls and floors allowed patients to thrash
without danger of injuring themselves against an unforgiving floor and walls.
While the primary purpose was to ensure the safety of the agitated patient, it
also protected the staff by allowing them to take the patient somewhere safe,
away from the general population and potential weapons like chairs, tables,
and lamps.

B A project to reduce sharp injuries in the operating room
Sharp injuries are better characterized as a prick by a dirty needle. The poten-
tial of injury by exposure to human immunodeficiency virus (HIV), hepa-
titis B virus, or hepatitis C virus is the real risk to hospital staff, especially
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nurses. According to some studies done by the International Healthcare
Worker Safety Center, University of Virginia, and their Global Initiative for
Healthcare Worker Safety and Occupational Exposure,

“Needle sticks and sharp injuries are the most common cause of
occupational infections among healthcare workers, responsible for
an estimated 1,000 HIV, 66,000 hepatitis B and 16,000 hepatitis
C cases annually to health workers around the globe (World Health
Organization 2003).”

3 One of the hospitals I worked with wanted to further reduce their
sharp injuries. A project was developed to identify the potential areas of
most exposure and to reduce that exposure by developing better hypodermic
needle handling and disposal.

A project to develop a new hospital gown

This project was of interest to me because existing hospital gowns can be
very uncomfortable and confusing as to which way to put them on. There
was an obstetrician/gynecologist (OB/GYN) in one of my classes, and we
talked about my confusion with the hospital gowns. His advice was to put
it on whichever way you want to because it really doesn’t matter to him or
other doctors. They would get to where they need to go no matter which
way the gown is donned. However, while not being a life-and-death situ-
ation, patient comfort is a concern. Projects will be undertaken for that
reason.

Another non-life-threatening situation, but a justifiable project, is a beau-
tification or gentrification effort. Hospitals and medical facilities are not
immune from competition. One way to try to entice patients to a facility is
to give the facility more “curb appeal.” New, luxurious entrances, fountains
in lobbies, piano players in waiting rooms, coffee shops, and gourmet
dining are all projects aimed at differentiating one medical facility from
another.

These are but a few of the many projects that are initiated every day by medical

facilities all over the world. Make no mistake; they are projects, and whether large or
small, they need to be properly managed to get as much as possible out of the limited
resources available.

Establishing Relationships in Healthcare

Projects are all about relationships, between you and your stakeholder, your team,
your customers, your management, even your vendors or suppliers. To help properly
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establish a relationship I have created a set of questions. In the beginning phase of
establishing a relationship, the following questions should be addressed:

B Why do we need this relationship?

B What is in it for them?

B What is in it for me?

B Did we consider any other partnering options?

B What process did we use to consider the other options?

The second phase of the process occurs just prior to commitment. The following
questions can be asked:

m Why did we choose this partner?

m What risks is this partner taking?

m What risks are we taking?

B What is the fundamental goal of this relationship?
B How was this funded?

The third phase is the actual commitment. These questions are similar to those
you ask during the beginning phase above:

B Do we have the buy-in from management for this partnering arrangement?
B Was there a management representative?

The fourth phase is the actual project phase, and again these questions should come
to mind:

B How were the joint plans developed?
B s there an escalation process? (See Chapter 8.)
B Was the fundamental goal of the partnership realized?

And finally, some general questions to consider are as follows:

What worked?

What didn’t work?

How were decisions made?

What was the level of trust with the partners throughout the project?
What, if any, incentives were used?

Had the partnering teams done a project together before this one?

No matter whom you partner with, and you will partner, answering these few
questions can make the relationship healthier (excuse the pun).
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Differences in Management

There are four major types of management (see Table 1.1) within an organiza-
tion: strategic, operations, crisis, and project management. It is important to under-
stand the differences between these different types in order to appreciate where the
project manager fits and his or her added value.

Strategic Management

What I consider the highest level of management, but not necessarily the most
important level, because all levels of management will contribute equally to the
success of an organization, is strategic management. Strategic managers, or those
on the strategic management team, make the high-level decisions that can affect
what projects are undertaken and what projects are not. Strategic management is
the visionary management of an organization. Strategic thinking must include the
vision/mission as an input. And it follows that an organization must have a vision/
mission by which to coordinate all the organization’s activities. It is incumbent on
the project manager to understand that vision/mission and to be able to communi-
cate it to the project team. I equate the lack of a vision/mission as being lost in the
woods on a dark night without a flashlight, compass, or Global Positioning System
(GPS). One may eventually find one’s way home, buc it is highly unlikely that it will
be a pleasant experience.

Strategic thinking is the visionary aspect of the organization. It involves man-
aging to the five-year or three-year plan, for instance. It provides the long-term
direction for the organization. Strategic thinking allows for the dovetailing of the
organization’s direction, with new projects to support that direction. It is proactive by
nature. If strategic management becomes reactive, it is called “micromanagement,”
and this is not a good thing.

Operations Management

Another type of necessary management within an organization is operations man-
agement. Operations management is the management of the day-to-day operations
of an organization. It may include the management of the organization’s physical
facilities, for instance, those people involved with making sure that computer access
is available and that the lights and heat/air conditioning work. Operations manage-
ment is also a proactive type of management, managing the ongoing operations of an
organization. It is preventative in nature. I'll use the analogy of a lube, oil, and filter
change in a car. It is part of a regular maintenance procedure in order to keep the
car in good shape.



Table 1.1

Major Types of Organizational Management

reactive

in nature

managing day-to-
day operations

nature of crisis
management

Strategic Operations
Management Management Crisis Management Project Management
Proactive vs. Proactive—visionary | Proactive— Reactive—the very

Both—proactive in planning,
organizing, and controlling the project;
reactive when issues occur

Temporary vs.
ongoing

Ongoing—the big
picture, looking for
the next best thing

Ongoing—
managing the day-
to-day operations

Temporary—
hopefully crisis can
be quickly handled

Temporary—projects are temporary
per definition

corrective

Preventative vs.

Preventative — when
visionaries become

corrective it is called
“micromanagement”

Preventative —keeps
the “machinery”
oiled

Corrective

Both —preventative due to the
planning aspect; corrective when
dealing with issues—the difference
between crisis management and
project management is that, for the
most part, crisis managers Band-Aid
and project managers correct via
process change
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Crisis Management

This is emphatically a reactive type of management. It is zemporary in nature, at least
we hope. Crisis management is there for those unusual circumstances that require
an immediate corrective action. The corrective action may take the form of a Band-
Aid™ to “stop the bleeding.” An instance where crisis management may be applied
would be in the situation of a major hacking event into an organization’s computers.
Immediate, decisive action must be taken to insure the security of the computer
system. The activity will probably be of the type that does not correct the root cause
of the problem but rather blocks the attempt. It may be that all outside connections
are temporarily suspended. It is not the ideal situation but impedes the immediate
threat. A project will need to be undertaken to properly address the root cause of
the situation. This brings us to the final form of management within an organiza-
tion: project management.

Project Management

This is a management type that spans the ongoing versus temporary and the cor-
rective versus preventative nature of the other management types. Project manage-
ment is an ongoing activity; however, there are times when a project manager needs
to become a crisis manager. The difference between what a crisis manager does and
what a project manager does is that once the crisis has passed, the project man-
ager begins the process of developing a long-term, process-oriented, and permanent
solution. In general, crisis managers are too involved in solving “crises” to develop
permanent solutions. However, the project manager will use input from crisis man-
agement, as well as operations and strategic management at times, to address the
permanent solution. Connecting with operations and strategic management will
enable a solution that can be operationally managed and can fic within the strategic
direction, making the solution much more effective.

Customizing Project Management

One size rarely fits all. That is especially true with managing projects and doubly true
with healthcare project management. By definition, projects are unique requiring
unique management. While all a road map or a blueprint is a good guide, but
to paraphrase Prussian Field Marshal Helmuth von Moltke the Elder, no plan of
operations extends with any certainty beyond the first encounter with the actual pro-
ject implementation. Projects do not exist in a vacuum. It is impossible to manage a
project without external factors” influence on the management.

There is an excellent blog from PMI San Diego (https://pmi-sd.org/whatisproje
cttayloring)* that offers a plan view of project tailoring. As I said previously, and the
blog confirms it, that each organization and each project within that organization
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is unique. The blog discusses two types of tailoring, “standard” and “custom.” Both
standard and custom tailoring of project management approaches are not new.
Again, especially in the healthcare environment. The need to standardize approaches
across departments and organizations has been necessary across industries like the
pharmaceutical industry. With the emergence of high-technology industries, a more
custom approach may be necessary. That may have been one of the causes of the rise
in Agile project management. I talk a litctle more about Agile later in the book. One
final point of the blog (and has always been my thinking) is that project managers
need to be flexible. I have seen too many instances of rigidity in project management
dooming the success of the project. In some cases it did not doom the entire project
but certainly did not instill confidence when project deadlines were missed, budgets
are exceeded, and features are missed.
I will leave you with a final quote from the blog.

The entire point of a tailored project methodology is to conform to the
needs of the project and the organization, not to cage the project to a set,
unchanging ideal. Project methodologies should be regularly re-assessed
and re-tailored as necessary to fit the needs of the team and organization.
These lessons learned should then be considered when forming new pro-
ject management standards for the future.

And remember what I always say, the energy expended is commensurate with the
size of the project. Expensive and complex projects require more expenditure of
resources. The same can be said with project tailoring.

The Twelve Project Delivery Principles®

This is a good place to introduce The Twelve Project Delivery Principles so that you
can be incorporating them into your thinking as you go through this book. They are
an excellent addition to the PAMBOK and succinctly capture the essence of project
management. PMI points out that “project delivery principles describe a functional
truth, norm, or value and are not prescriptive.” In order to ensure the intended out-
come of the project delivery, project team members must follow these principles.®

Stewardship: Be diligent, respectful, and caring steward.

Team: Build a culture of accountability and respect.

Stakeholders: Engage stakeholders to understand their interests and needs.
Value: Focus on value.

Holistic Thinking: Recognize and respond to systems’ interactions.
Leadership: Motivate, influence, coach, and learn.

Tailoring: Taylor the delivery approach based on context.

Quality: Build quality into processes and results.

PN AR
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9. Complexity: Address complexity using knowledge, experience, and learning.
10. Opportunities and Threats: Address opportunities and threats.
11. Adaptability and Resilience: Be adaptable and resilient.
12. Change Management: Enable change to achieve envisioned future state.

Note: on the Customizing and Principles. As you read through this book, you will
see some very similar types of information included in this edition as well as the
first and second edition. Some may be presented a lictle differently. I chose not to
delete this information although some may seem repetitive. Leaving the information
provided more emphasis.

Summary

Understanding project management within the healthcare environment starts with a
definition of a project and the multiple forms a project life cycle can take. It includes
what types of projects are undertaken in the healthcare environment, how project
management fits in the overall scheme of organizational management, and following
the Project Delivery Principles as outlined above. These are the basic building blocks
to prepare the healthcare professional for a more detailed look at the discipline.
Think about what has to be done in a project and use the following guidelines for
reference:

Define the project

Develop the work breakdown structure
Estimate time and budget

Develop the schedule

Monitor the project’s progress

Control the project

Close it out

Key Review Questions

1. Define  project.

2. Define project life cycle.

3. What is the most compelling reason that the healthcare environment is
different from that of other industries?

4. What are the four major types of management within an organization, and

how do they differ from each other?

. Define project management.

6. Of the Project Delivery Principles, which one do you consider the most diffi-
cult to follow and why?

N



Defining a Project ®m 15

Notes

1 Project Management Institute Web site, about Us, www.pmi.org/AboutUs/Pages/Defa
ult.aspx

2 PMI Today, PMI Fact File, Project Management Institute, Newtown Square, PA,
July 2010.

3 International Healthcare Worker Safety Center, University of Virginia, Protecting
healthcare workers worldwide from occupational exposure to bloodborne pathogens. www.
healthsystem.virginia.edu/internet/safetycenter/internetsafetycenterwebpages/Definin
gtheProblem.cfm

4 PMI San Diego https://pmi-sd.org/whatisprojecttayloring

5  Project Management Institute. (2021). A Guide to the Project Management Body of
Knowledge (PMBOK guide), 7th edition. Project Management Institute, Newtown
Square, PA.

6 hteps://blog.masterofproject.com/pmbok-7th-edition/


http://www.pmi.org
http://www.pmi.org
http://www.healthsystem.virginia.edu
http://www.healthsystem.virginia.edu
http://www.healthsystem.virginia.edu
https://pmi-sd.org
https://blog.masterofproject.com

Chapter 2

Planning for a Project

Why Are Projects Chosen?

Personal

Not to give the wrong impression, but when I use the term “personal” in choosing
a project, | mean that there is some personal interest or personal investment in the
project, usually by an organizational leader, and sometimes by the chief executive.
In a medical facility it may be the Chief Executive Officer, Director of Information
Technology, Chief of Surgery, Board of Directors, or others in the power structure of
the organization. The choice may even fit into one of the other categories, competi-
tive or financial, but often it does not, at least from an initial analytical view. It could
also be that the reasoning behind the decision to choose one project over another
is not readily justified by conventional means. The decision may be based on “gut,”
for instance. The decision may also be based on factors only known to the initiator.
Sometimes executives may have information that they do not want to share for a var-
iety of reasons. Intellectual property issues may be one of those concerns. Sometimes
there is an altruistic issue that is close to the heart of an executive involving a pro-
ject that may in fact be detrimental to the bottom line. But because of the strength
of feeling by the executive, the project is undertaken anyway. Not all projects are
undertaken because of profitability. We'll see more specifics about this in the sections
on the “competitive” and “financial” reasons that projects are chosen.

Financial

The most obvious reason that projects are chosen is for financial reasons. There is
no doubt about it; companies need to stay in business, bailouts notwithstanding.
Companies need due diligence to investigate and analyze the financial aspects
of undertaking a project. A fundamental reason to undertake a new project is to

16 DOI: 10.1201/9781003427759-3
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add to the bottom line. There are two ways to increase an organization’s bottom
line: increase revenues or reduce expenses. What types of projects would an organ-
ization undertake to increase revenues?

B A project designed to improve the efficiency of healthcare delivery is one
example. Electronic Medical Record (EMR) implementation is a large-scale
project designed to improve those efficiencies. Preprinted forms, keyed data
entry (rather than illegible handwriting), and immediate retrieval of a patient’s
medical records can improve efficiency by reducing or eliminating medical
errors associated with inaccurate or unavailable records.

B Increasing patient processing is another way to increase revenues. Increasing
patient throughput should allow for additional billing, thus additional
revenues.

B One area that seems to be a big problem in medical centers is long patient

wait times. In a hospital, for instance, the emergency department (ED) can
be a bottleneck to patient flow. According to an article by Chelsey Ledue,!
“Emergency departments at many hospitals have been overwhelmed in the
past year, as more patients without health insurance use the ED as a primary
care solution.” That is not a surprise to those who follow what is happening
with healthcare in this country. The increased flow of migrants into the United
States has caused an increased pressure on an already overwhelmed system.
Because the ED is the area where patients wait to enter other facilities within
the hospital, undertaking projects like improving the accuracy and efficiency
of the triage in the ED can help to get patients to the right place more quickly.
According to the same article, “... one ED director says simple fixes such as
shuffling around a surgery schedule can help a hospital improve time manage-
ment in the ED.”
Another way to improve throughput in an ED is to have more accurate and
efficient triage procedures, perhaps including updated questionnaires, specific
education for triage personnel, and more complete patient education. Any
reduction in patient wait time is multiplied by the number of patients per
year, which can result in a huge savings of hospital resources. A secondary, but
nonetheless critical, benefit of getting patients to the right place in a timely
and accurate manner will be an increase in patient and staff satisfaction.

m Undertaking projects to purchase and deploy the latest equipment, although
there is an initial cost associated, will increase the bottom line in the long
run by enabling quicker processing of patients. For example, adding a new
magnetic resonance imaging (MRI) machine, while adding $1-3 million to
expenses, could increase revenues by $2% million per year based on 2,500
additional MRIs per year at $1,000 average per MRI. A computerized axial
tomography (CAT/CT) scanner can cost upwards of $3.8 million and gen-
erate $2 million in revenue based on 2,000 CAT scans per year at $1,000
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average per CAT scan. Other equipment, such as ultrasound, x-ray, and lap-
aroscopic, should also be considered.
However, when considering equipment purchases, all costs should be
considered including physical space requirements, financing costs, and per-
sonnel needs (technologists/doctors).

Competitive

Competition is not the first thing you think about when you think of “healthcare.”
We look at all the advertisements for automobiles, breakfast cereals, and retailers, and
we can see that competition for limited dollars is stiff. There are limited healthcare
dollars, too. I am certainly not saying that competition is not good for the industry,
because it is. It fosters efforts to contain costs, improve quality, and encourage ways
to “stretch” those limited resources. And it is that interest in stretching the limited
resources where project management can be very beneficial. So, what projects can be
undertaken to increase a healthcare provider’s competitiveness?

Beautification of facilities is a common project. Both interior and exterior beau-
tification projects are undertaken by healthcare facilities to attract patients and thus
patient dollars. Perception goes a long way for people’s confidence. An attractive
front entrance, newly painted waiting rooms with comfortable chairs, and inviting
treatment rooms are all projects that healthcare facilities complete to try to differen-
tiate themselves from others in the area.

Specialization is another way that healthcare facilities try to differentiate them-
selves from others. Some will emphasize orthopedics, cardiology, pulmonology,
thoracic surgery, cancer, pediatrics, or another specialty, hoping that the specialty
will attract new patients. Patients who take advantage of those specialties may have
a tendency, if it was a good experience, to stay with the facility for all their med-
ical services. There is an interesting specialization that goes to the heart, excuse the
pun, of the healthcare crisis, and that is a specialization in obesity—not treating,
but rather accommodating obese patients. Projects would include wider, more com-
fortable waiting room chairs, increased wheelchair availability, and substantial beds.
According to the Centers for Disease Control and Prevention (CDC), almost one-
third of Americans are obese, so while being a bit controversial, this type of special-
ization makes sense.

Safety

Another reason that projects in healthcare are proposed is for safety reasons. Safety
can affect the general public, patients, and employees. For instance, a project to
improve the safety procedures of handling biohazard materials will protect the health
and welfare of those in all three categories—the public, patients, and employees.
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Sharp injuries occur more frequently in patient’s rooms and in the operating theater.
A project to reduce sharp injuries would probably be targeted to a limited popula-
tion of medical facility employees. An overhang to protect the entrance of a medical
facility and a heated walkway in areas of potential icing problems are examples of
exterior projects designed for the safety of all users of a medical facility. One thing
to remember, however, is that safety is related to finances in that if safety initiatives
are not considered, there could be a negative effect on insurance premiums as well
as the potential liability that could occur should there not be the necessary emphasis
on safety.

Regulatory

Anyone associated with the healthcare industry is familiar with the maze of
regulations and regulatory agencies. For the federal government the agencies include

B Health Insurance Portability and Accountability Act (HIPAA)—privacy
protection

B Department of Health and Human Services (HHS)—human research

regulation

Agency for Healthcare Research and Quality (AHRQ)—information tech-

nology and EMR regulation

Health Resources and Services Administration—healthcare training

National Institute of Health—biomedical research

Environmental Protection Agency

U.S. Department of Agriculture—food safety
Office of Civil Rights—nondiscrimination

Food and Drug Administration

Office of Inspector General—fraud

CDC

Centers for Medicare and Medicaid Services (CMYS)

State agencies include the following:

B Departments of Health
m Medical Boards
B Departments of Insurance

Then there are the local regulators and also private organizations like the Federation
of State Medical Boards and the Joint Commission on Accreditation of Healthcare
Organizations (JCAHO). It is a wonder that most projects in the healthcare industry
aren’t focused on regulations.
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Atrtificial Intelligence (Al)

Technological advances continue in every aspect of our lives. Healthcare is no different.
According to Holly Buckley in her keynote speech during a recent Beckers 16th
Annual Future of Spine + The Spine, Orthopedic & Pain Management-Driven ASC
Conference, one of the more disruptive issues in healthcare is the idea of computers
“dictating” how medical care is delivered; artificial intelligence (AI). Since healthcare is
traditionally hands-on, it will be hard for medical personnel to embrace the fact that
their “gut” may be replaced by an emotionless decision-making process. In order to
implement such a drastic change, many new and innovative projects will be undertaken.

Since my second edition was published in 2020, the research into Al has increased,
exponentially. The consensus is split on whether this will be good or not so good
especially for the healthcare industry. However, project managers must be cognizant
of Al and how it may affect the field of healthcare. Ethically, the project manager
needs to weigh his or her project against the norms. This fits well into the latest
changes in philosophy of Project Management Institute (PMI) by taking a more hol-
istic approach to projects. I have always said that projects don't happen in a vacuum.
Most projects will have consequences, and Al projects may be the most far reaching.

Precision Medicine (PM)

In the same keynote speech, Ms. Buckley included “precision medicine” as another
disruptive issue for the future of healthcare. With the many advances in genetic
research, even making home DNA testing readily accessible, medical treatments can
be tailored to specific biological traits or indicators. However, the implementation
and acceptance of this practice will require education, of both healthcare provider
and the patient. Projects!

Summary

Projects in healthcare are undertaken for a variety of reasons. Projects can be for
personal, financial, competitive, safety, and regulatory reasons. New technology and
new ways to provide healthcare can also drive projects. It is important to under-
stand the reasoning behind project choice, because it is easier to get buy-in from
stakeholders (and we'll look closely at stakeholders in Chapter 3) when the reasoning
is understood and explained. It is only human nature to want to know the reasons.

Decision-Making Tools for Choosing a Project

There are a variety of tools available for the decision makers to use when choosing a
project. It is important for the project manager to understand that a variety of tools
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are available so that they can help the organization’s decision makers choose the best
way to use their limited resources.

Root Cause Analysis

It is not by accident that I am defining root cause analysis first. I believe that this is
probably the most important tool a project manager can recommend to an organ-
ization to determine project selection. Granted, it implies that there is an issue(s)
that needs to be addressed. And I believe that the driver for many projects being
considered in an organization is issue related, particularly with quality improvement.
Think of it as an equation. One side of the equation is the effect; the other side of
the equation contains a list of potential causes. The object is to find the cause or
causes that will balance the equation. I find it easier to research one effect at a time,
and always keep in mind that for any one effect, there could be multiple causes. Just
because you have identified one cause doesnt mean that your job is done.

Take a fishbone or Ishikawa diagram as an example. Developed by Kaoru Ishikawa
in the 1960s as a tool to identify quality issues, the fishbone is an effective method
to identify all the potential causes for any specific effect. As you can see from the
example in Figure 2.1, it is important to first determine the major influencers. I try to
fit these standard categories to my issue: people, machinery, environment, methods,
measurements, and materials, but all issues may not have all these influencers.
Within each of the major influencer categories, think about what could influence
those factors. For instance, factors that could influence your human resources poten-
tial could be training, competence, and over-stressing. While you may find that the
resources you are using do not have the training they need, just fixing that may not
fix the issue. The issue also may be affected by the maintenance of the equipment. If
you had ended your analysis after you found the lack of training of your resources,
you would not have resolved your issue. Once you go through the exercise to identify
all the potential causes for your effect, follow through with the analysis.

An emergency meeting has been called by the Northwoods Community
Medical Center CEO, Michelle Michaels. In attendance are Chairman of the
Board William Worthy, CFO Elaine Dumont, Medical Director Dr. Harold
Chimers, and Director of IT Mary Ann Lords. A recent survey has shown that
there are some troublesome trends beginning to appear. Specifically, revenues
are down, as is customer and employee satisfaction. It is up to this group of
individuals to determine a course of action that will stem the negative tide.
They decide to construct a fishbone diagram to determine the root cause of the
decrease in both revenue and patient satisfaction (see Figure 2.2).

After reviewing the brief fishbone diagram, it was determined that the
combination of long wait time in registration and the excessive amount of
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Figure 2.1 Fishbone diagram example.

paperwork that the employees had to deal with were the cause of employee
and patient dissatisfaction, and as a result of the patient dissatisfaction, fewer
patients were using the medical facilities, resulting in reduced revenues. It
was also determined that the excessive paperwork was causing inefficient uses
of human resources within the facility and more costs. The question now is,
what can be done to reduce wait times and decrease paperwork to make the
resources more efficient and bring back patients, thus increasing the bottom
line (revenues-costs)?

Since the Northwoods Community Medical Center (NCMC) uses manual
patient data entry, Mary Ann proposes that NCMC considers going to an EMR
system. Elaine, being the CFO, wonders what the benefits will be versus the
cost of the system. The group, however, agrees that this proposal should be
considered seriously as a potential project and suggests that the next step of cost-
benefit analysis be taken.
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Figure 2.2 Fishbone diagram NCMC.

Cost-Benefit Analysis

Another decision tool, cost-benefit analysis, can be used alone or in conjunc-
tion with other tools, as with all the tools we will discuss. Cost-benefit ana-
lysis contrasts the potential benefits of a project with the potential costs of the
project. A point to remember is that, for the most part, costs can be object-
ively determined. Benefits may not be as straightforward or easily quantified. For
instance, a project undertaken to improve the quality of patient care may not
be easily quantified. It is not a matter of whether or not the quality of patient
care has improved; the question is how to measure that increase. People have a
tendency to ignore surveys unless they are unhappy. That can significantly skew
the data.

Expert judgment can add significantly to the accuracy of the benefits and costs
of a project. Chances are that someone has executed the type of project you are
considering. Depending on whether your project is leading edge or trailing edge
will determine how much expert judgment can assist in making a project decision.
If projects are leading edge, chances are that little cost or benefit information is
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readily available. Consider the project of NCMC, however. EMRs have been and are
being deployed throughout the world. Therefore, information on costs and benefits
is readily available.

As a cost-benefit analysis of the EMR Project for Northwoods Community
Health Center showed, based on current cost data and historical benefit data,
the project would positively affect NCMC’s bottom line in addition to sig-
nificantly improving employee and patient satisfaction. Since this project
is in large part focused on new information technology, the executives for
NCMC decided that the EMR Project should be the responsibility of the IT

Department.

One of my personal favorites is the force field analysis. The basis of force field
analysis is determining one choice over another by looking at the forces that are in
favor of the decision and the forces against the decision. One of the advantages of
force field is that the “forces” can be weighted based on the importance of certain
forces. As you can see in Figure 2.3, using the weighting factors determined by
NCMC, the decision is 14 points for and 12 points against. One caution when
using a force field analysis is that the weighting factors should be considered very
carefully. They are really the subjective part of the exercise and will significantly
influence the decision. Using expert judgment and any objective standards available
to help determine those weighting factors will aid in making the correct decision
for the organization.

One of the simplest decision-making tools is the plus/minus/implications
method. The implication piece of this tool also uses weighting to help with the
decision-making process. The same caution applies any time you use weighting,

Decision
5 Increase Costof 6
patient <:] system
satisfaction
Lossof 3
4 Reduce Establish productivity
employee :> EMR <:] during ’
paperwork System transition
AtNCMC
5 Improve Employees 3
:: > < ,‘:] aversion to
revenue change
14 12

Figure 2.3 Force field analysis (EMR).
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Plus Minus Implications
Increase in quality of life | Fewer cultural events More fresh air and
(3) (-3) outdoor activities (2)
Cost of living is less (4) Have to leave friends (-3) | Need to make new

friends (-2)

Company will pay for Have limited time to sell | Be able to buy bigger
relocation (4) house (-2) house (2)
11 -8 2

Figure 2.4 Plus/minus/implications. The decision is whether to apply for a new
job that would require a transfer. The salary is the same, but the setting is more
rural and the cost of living is less.

and again, collecting as much data as possible on a plus or a minus will increase
the accuracy of the decision. Because it is so simple to use, it doesn’t take a lot of
resources. Figure 2.4 is an example of a plus/minus/implications method. As you
can see by the example, the pluses outweigh the minuses, so the best decision is to
take the transfer. Of course, this is a simple example and the tool can be expanded
to include many more decision points with pluses, minuses, and the implications.
The tool should be expanded significantly when making business decisions.

Brainstorming

Probably the most widely used decision-making method is brainstorming, or “let’s
throw as much as we can against the wall and see what sticks.” Not to be taken
lightly, brainstorming is highly effective and can lead to some very creative decisions.
The most important thing to remember about brainstorming is that during the first
pass through the process, a/l ideas, no matter how silly they sound at the time, should
be boarded. So, let’s look at the right way to conduct a brainstorming session. Even
though T said that during the first pass through the process everything should be
boarded, there is still a modicum of structure that must be in place. It is very easy
to get distracted, so the facilitator needs to keep the group focused on the issue.
Brainstorming sessions usually begin with an opportunity. For example, an oppor-
tunity for NCMC is that it could be the first in the area to offer a new technology,
like GE’s new Vscan” handheld ultrasound.

That brings us to the second most important point when conducting a
brainstorming session, which is to gez the right people in the room. This may not
be as easy as you might think. People are busy and a brainstorming exercise may
not seem like the best way to spend their time. You do need the decision makers
in the room, and besides, because of their position in the organization, they are
probably creative managers and strategists—just what you need for an effective
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session. Once the right people are in the room, it is time to start the process.
Make sure that there are plenty of places to capture ideas—whiteboards are less
effective than the large Post-It” easel pads. Not only can you tear the paper off
the easel and post it on the wall, but you can also take all of the pages back to
your office to have a permanent record of the session. Now that you have enough
places to record information, and the right people are in the room, you can start
the actual exercise.

The first pass through the process is a “controlled free-for-all.” The ideas will be
coming fast and furious, so you may want to have several recorders. That’s why it is
important to have plenty of easels. The second pass through the process is to get clari-
fication on the first-pass information. Because the information was coming fast and
furious, some of it may have been written incorrectly, or even incoherently, which is
fine because now is the chance to clarify. Also, while getting the clarification, now is
the time to remove duplicate ideas from the easels and start to group ideas together.
Once that part of the exercise is over, you should have plenty of ideas that are clari-
fied and grouped by similarity. Now the hard work begins, and this is the reason that
the right people must be in the room. There will be financial and strategic decisions
to be made and having those decision makers in the room will expedite the process
of the final decision. And when you think about it, it is much more efficient for the
participants, too. By doing it on the spot, they won’t be required to spend additional
time on it.

The final pass in the process is to ger the decisions made, in our case, whether it
makes sense for NCMC to pursue Vscan handheld ultrasound technology. When
we get to Chapter 3 on the work breakdown structure, we'll talk about a special kind
of brainstorming session called “cards-on-the wall.”

Of course, there are many other decision-making tools that can be used. We will
look at some that have a cross function use when we look at the quality aspects of
managing projects in healthcare and detail another tool when we look at developing
a work breakdown structure.

Consensus Building

A decision that is made by consensus is not a unanimous decision in most cases.
It is also not a decision that is made by “majority rule.” Majority rule implies that
some have been outvoted. What consensus building is, however, is a decision that
has been made in a collaborative environment. A collaborative environment consists
of people listening to each other, a free flow of ideas, and generates a decision by
which everyone can agree to abide. There may be strong disagreements during the
process that may cause project managers to heavily rely on their facilitation, conflict
management, and negotiation skills. But the effort is worth it because a good, solid
decision that everyone has bought into will be the result.
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Organizational Structure Influences on Project Choices

The way an organization is structured can have an influence on the way projects
are chosen. In order to better understand the influences, we'll look at the way
organizations are structured. The structure not only has an influence on the way
projects are chosen, but also, as we will see in later chapters, how projects are
implemented.

Functional Organization

A functional organization is probably the most difficult structure for a project man-
ager. It is characterized by a hierarchy that is organized by discipline. Each discipline
has a definitive chain of command. The information, therefore, is compartmentalized
with only the “function managers” potentially having the “big picture.” Because of
that chain of command, the communication process tends to be vertical. The diffi-
culty with managing a project with vertical communication is that the information
is filtered. Rather than getting information directly from the source, all informa-
tion comes through the function manager, like the children’s game “telephone” or
“whisper down the lane.” The more people who “filter” the information, the more
scrambled it is likely to become. An additional problem for the project manager is
that the “power” within an organization resides with the functional manager. There
is a tendency to control rather than share that power. Because the project man-
ager holds no currency in an organization like that, there is no impetus for team
members, who are directly influenced by the function manager, to set a project as
a priority. Their priority is to the function manager who, more than likely, controls
their performance appraisal and compensation. Interestingly, a disadvantage of a
functional structure is one of the advantages for some: a clear chain of command.
There is no doubt about who you have to get on board to get something done. See
Figure 2.5 for a representation of a functional organization.

Matrixed Organization

There are different types of matrices, but basically, a matrixed organization allows for
much more committed cross-functional participation. There is a project manager
assigned to the project, and the additional resources (project team members) are
then “loaned” to the project manager on a full-time basis for either the duration of
the project or the duration of the function needed for the project. The distinction
is that some project team members need to be assigned to the project for the dur-
ation, and we'll discuss who needs to be assigned through the project and who can
be assigned temporarily. A modified matrixed structure makes a lot of sense in the
healthcare field. Although the team members assigned may not agree, it is the best
way to manage projects in healthcare. Specifically, the structure is modified so that
part-time team members are assigned. That way, the regular scheduled work can be
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Figure 2.5 Functional organization.

accomplished as well as the project work. The disadvantage is that at times it almost
feels like two full-time jobs, and that is a real concern. The reality is, however, that
healthcare workers should be concerned with projects in the organization because
they will have a direct effect on the present as well as future delivery of healthcare.
See Figure 2.6 for a representation of a matrixed organization.

Project-Focused Organization

While a functional organization structure may be the most difficult for the project
manager, a project-focused organization is the easiest for the project manager.
A project-oriented organization is just that, organized by project. The project
manager reports directly to an upper manager, sometimes even the chief executive
of the company. Product manufacturing organizations are much more likely to
structure their organization by project (product). The project manager will have
dedicated staff assigned on a per-project basis. Because of dedicated teams for each
project, it is relatively expensive. It is much more difficult to justify a project-
focused organization in a healthcare setting, but a project-focused organization
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is included here for completeness. Because of the uniqueness of the functions
provided by healthcare providers, doctors, nurses, and technologists, it would be
very difficult for a project manager to be familiar with all of healthcare’s nuances.
Also, the focus of a healthcare organization is much broader and is less likely to
be consistently project focused. See Figure 2.7 for a representation of a project-
focused organization.

There are several “new” ways of slicing up the “organizational pie.” One of these
new structures is the “flac” structure. In a nutshell, a flat organization has no inter-
vening organization structure between the worker level and upper management
level. Some organizations will designate “lead” workers on projects, but all workers
are basically on a peer level. A slight modification to this structure may be that,
instead of reporting to the CEO, for instance, there may be an executive council to
which all other employees report. It can be an effective way for smaller healthcare
facilities to organize. Most private, single physicians’ offices are organized that way.
In a dentist’s office with one principal dentist, there is probably office help, dental
hygienists, and dental assistants. All report to the dentist and the dentist will make
all the decisions. In some cases, the dentist may delegate some of the office projects,
such as the purchase of new equipment, for example, but generally the dentist is the
project manager. You can see that while this might work for a small office, no matter
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Figure 2.7 Project-focused organization.

how much larger organizations would like to say they are flat, it is almost impossible
not to have some management structure in place.

The final “new way” to organize is bottom-up. To me this is mostly hollow words.
No organizational leaders whom I have worked with would want to give up that
much power. After all, that is why they are in the position they are in, for the power.
To be a truly bottom-up organization, the power structure would have to be reversed
allowing for the decision-making to come from the bottom of the organization.
One of the major difficulties with a bottom-up decision-making organization is that
the top of the organization usually owns the big picture, the overall view, and the
strategy. Unless there is meticulous communication between the levels, the projects
probably won't connect with the mission or goal of the organization, making the
project ineffective.

When choosing a project, the various structures will have a significant impact on
the types of projects chosen. If the organization is functional, the decision makers
will be the functional managers. Except for a few organizations, like the military, for
instance, this type of organization is outmoded. With limited resources, and doing
more with less, it is unlikely that an organization will stay functionally organized. It
was the way medical facilities were structured, where department heads (functional
managers) had a lot of power. As mentioned, resources (money) became scarcer, and
cross-training and cross-functionality became more and more desirable. Decision-
making therefore moved from individuals to teams.

Matrix organizations allow for more consensus building, which is a critical tool
for project teams. The decision-making process in project-oriented organizations
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is fairly clear-cut and easy. Projects are chosen that have a direct impact on the
organization’s ultimate goal. It just happens to be a very expensive structure. Most
organizations have or are moving toward a type of matrix organization to efficiently
utilize resources, more easily connect with the goal and mission of the organization,
and make better project decisions.

Value Creation

While not a new concept, there is an increased emphasis on value creation in the
Seventh Edition of the Project Management Book of Knowledge (PMBOK). Projects
should always have an element of value creation, whether the project focus is
personal, financial, competitive, safety, or regulatory as defined previously. Project
management is a juggling act. Value creation is just another element that the project
manager needs to be aware.

To briefly explain the new concept introduced in PAMBOK 7, I will use PMI’s

own excellent explanation.

The value delivery system is a new concept introduced in the standards
section of the PMBOK 7 along with project delivery principles. The
value delivery system includes portfolio and program management that
bring value-increasing efforts to a broader perspective than the pro-
ject axis.

According to the value delivery system, the strategies, goals, and tasks that your
organization are decisive for what the next portfolio and the programs and projects
under them will be. Accordingly, the portfolio, programs, and projects carried out
by your organization are considered holistically, reviewed, and aimed at adding value
to your organization. Portfolios and programs are examined according to the results
you get from the projects you perform and the values you earn and updated to create
the highest value.

The results of the completed projects are evaluated and measured and an analysis
is made as to whether the expected impact has occurred. According to the results of
this analysis, the portfolios owned by the organization are reshaped and the neces-
sary corrections are made when it is deemed necessary.

After a project has been completed, it should not be interpreted as the end of
what needs to be done about the project. During the time after completion of the
project, the value achieved by the organization is taken into account. According to
the amount of realization of business value, institutions reshape their strategies and
make new product portfolio arrangements. The main point that is intended to be
achieved in the value delivery system is to engage in activities that will constantly
increase the value of the enterprise portfolio.
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Value Creation and Delivery

As we all know, the main feature of a project was that it was a temporary effort. In
this aspect, projects and operations were definitely separated from each other. After a
project was completed, a transition period was envisaged for it to turn into an oper-
ation, regardless of the outcome.

During this transition, no matter how much trouble was experienced, the pro-
ject was seen to have been successfully completed. As long as the product or delivery
included in the scope of the project was produced, the question of whether the
targeted value was achieved remained somewhat ambiguous. In every project a
benefits realization happens in the short term or long term. In a value management
system, this benefits realization should be measured precisely and important value
decisions should be taken according to feedbacks from operations, project results,
programs, and portfolios. In order to be able to do this, we have to build feedback
loops. Because value decisions give direction to the projects, so an impact analysis
is necessary for every completed project that will provide feedback for these value
decisions at the portfolio level.

It is true that the project is a temporary effort and it is separated from the
operations by a precise line, and it is a point to note? So how right is it that this
distinction should be so sharp? Is there a feedback system that the projects we carry
out provide the value contained in the strategic plans after the transition to the oper-
ational dimension is achieved?

Is a continuous improvement approach applied in portfolio management,
operations management, change management, and, most importantly, value
management?

The Importance of Value Delivery System in PMBOK

Being very successful in completing a project does not always mean that organization’s
strategies also achieve success. You may have produced more than one product as a
result of successive successful projects, but this does not mean that you can capture a
good Sunday share and add value to your company by increasing profitability. So, in
summary, even if you apply a good project management methodology, if you do not
have a holistic value delivery system, it is difficult to achieve organizational strategies
and maintain your success. So this new concept of PMBOK 7 will definitely increase
the sustainability of projects at the organizational level.?

Other Considerations for Project Choice

One of the areas that should be carefully considered is the area of regulations and
standards. This area is often overlooked in the early stages of project planning and
can have significant impact on whether to choose a particular project. Once the
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project is chosen, however, regulations and standards will play a large role in defining
the project’s success or failure. Unfortunately, having to deal with them in a later
stage of the project planning process, or in some cases, during the implementation
phase of a project, can have a costly effect on project resources, leading to extending
the project’s timeline and budget.

Regulatory and Industry/Organization Standards

Information that is critical to a project is the relevant data from standards and
regulatory agencies, industry best practices, and the organization’s own policies,
procedures, and standards.

m JCAHO-—a not-for-profit organization that provides accreditation programs
for its subscriber medical facilities. Though not a “regulatory” agency, accredit-
ation carries a lot of weight in the industry. www.jointcommission.org/

B Various state regulatory agencies

B AHRQ-—part of the U.S. Department of HHS, AHRQ provides information
about patient quality and safety, clinical practice guidelines, data, and survey
information. www.ahrq.gov/

B CMS—part of the U.S. Department of HHS, CMS provides regulation
and guidance relative to Medicaid and Medicare, as well as information on
COBRA and the HIPAA, enforced by HHS. www.cms.hhs.gov/

B CDC—another agency within the U.S. Department of HHS, the CDC can
provide a myriad of information on disease prevention and treatment, with
too many “centers, institutes, and offices” to mention here. The CDC can
be an important source of information to the project manager, especially in
determining levels of risk associated with particular projects. Identifying the
potential risk areas and addressing them in the projects scope can affect the
needed resources. www.cdc.gov/

m National Institute for Health and Clinical Excellence (NICE)—for infor-
mation about patient safety and quality in the United Kingdom. www.nice.
org.uk/

B World Health Organization (WHO)—according to their Web site,

“WHO is the directing and coordinating authority for health within
the United Nations system. It is responsible for providing leadership
on global health matters, shaping the health research agenda, setting
norms and standards, articulating evidence-based policy options, pro-
viding technical support to countries and monitoring and assessing

health trends.”

www.who.int/en/
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Industry best practices, as well as lessons learned, are information that can affect
the scope of a project. Becoming aware of those best practices can lead to a more effi-
cient use of project resources, while an awareness of lessons learned can show which
practices should be avoided and make the project as efficient as possible.

An organization’s policies must be considered in the scope statement in order to
ensure that the project’s description will not conflict with the organization’s quality
policy, for example.

Key Review Questions

1. What are four reasons why projects are initiated in healthcare?

. What are the two most common ways to organize a healthcare enterprise?

. How can expert judgment help in decision-making?

. What is the difference between brainstorming and consensus building?

. Name one of the two disruptive issues that the future holds for project
managers.

N W N

Notes

1 Ledue, Chelsey, Associate Editor, Healthcare Finance News. Small Changes Can Reduce
Patient Wait Times in ED, July 30, 2009, www.healthcarefinancenews.com/news/small-
changes-can-reduce-patient-wait-times-ed

2 System for Value Delivery ~ PMP TIPS | PMBOK 7 STUDY (pm-exam.com).
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Chapter 3
Getting Started

Project Sponsor

Now that the project decision-making process is complete, what are the next steps?

From Chapter 2, we learn that once projects are chosen, they have to be planned,
implemented, and controlled. It is now time to begin the preliminary project
planning by identifying the project sponsor, because, without exception, to have a
successful project, you must have a sponsor. You're probably asking what a project
sponsor is, what the project sponsor’s role is, and why it is so important to have a
project sponsor.

A project sponsor is the person (and in rare cases, persons) who has the account-
ability to ensure that the overall project meets the criteria set forth. We'll discuss the
criteria, or the assumptions and constraints on a project, a little later in this chapter.
For now, suffice it to say that there are criteria that must be met. The sponsor has the
authority to commit the necessary resources for a project to begin and continue. The
sponsor provides a support structure for the project manager. If these are not enough
reasons for the sponsor to be considered important, there is one more. Most critical
to the project is that, by nature, projects always prompt change. With rare exceptions,
people do not like change, especially in the healthcare field. There are good reasons
for reluctance to change, like tried-and-true methods and procedures. However,
going forward in healthcare it will be all about efficiency. I'm not saying to sacrifice
quality of care for efficiency; I am saying that in order to move forward and keep
the standard of care we will have to find ways to do things more cost-effectively, and
that is efficiency. Because of the resistance to change, there is going to have to be a
champion who is high enough in the pecking order so people listen. It is a matter of
walking the walk. That is the most important “job” of the project sponsor. Not only
does it show the rank and file that it is important enough to be supported by upper
management, but it also grants certain authority to the project manager to be able to
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successfully execute the job. Think about it. What kind of credence would you give
a project that has no visible support from management? The signal is that the project
is not important enough for them to be involved. One of the primary reasons projects

Jail is for a lack of a sponsor.

After the decision to go forward with the EMR Project, Dr. Chimers
volunteered to be the executive sponsor for the project. Since the IT
Department will be leading the project effort, it was determined that
another executive should be designated as the sponsor. The majority of
changes will directly affect the medical staff; the medical director is the
logical choice.

Project Charter

Now that the project decision has been made and a sponsor chosen, the next item
that has to be done is to put together a project charter. While the project’s sponsor will
have the accountability to put together the charter, input will need to be gathered
from the other organization leaders. So what is a project charter, and what does it
entail?

A project charter is the initial defining document of the project. There should
be an “information block” that contains the name of the organization, the name of
the project, the date the charter was written (as well as a place for version numbers),
and a place for signatures of the project authorizers. Instead of the version number
being in the information block, it may be included on the last page of the document.
Wherever it is displayed, it 7ust be there. Too many times there is confusion around
the latest version of the charter.

The “meat” of the project charter will contain five key pieces of informa-
tion (see Figure 3.1): (1) an overview of the project; (2) the project’s authority;
(3) high-level milestones; (4) project organization; and (5) key project escalation
contacts.

B Overview—The overview of the project will include information about the
issue or opportunity that the project is addressing. It will include a brief
description of the project itself, the goal and objectives, the project scope, any
assumptions and constraints, project stakeholders, and the success criteria.

m Authority—The project’s authority will include a statement from organ-
izational leaders relative to the importance of the project and the fact that
resources will be committed (human and financial).

B Milestones—Prior to undertaking any project, the organization’s leaders must
have an idea of the timeframe within which they expect project completion.
This is captured here.
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I. Describe your Project, Include:

a. Name of organization

b. Name of the project

c. Overview

i. Issue or opportunity project addresses

ii. Project goal and objectives
iii. Project scope
iv. Assumptions and/or constraints
v. Stakeholders
vi. Success criteria

d. High level milestones

II.  Authority (under whose authority will the project be undertaken)

III. Milestones
a. High level
b. Detailed (if known)

IV. Organization and Key Contacts
a. Describe in detail, including an organizational chart, how the project is organized
(matrix, functional, project)
b. Key contacts
i. Project resources
1. Project team members
ii. Escalation and jeopardy owners (see Chapter 12)
iii. Additional authorizers
1. Funders
2. Resource providers

Figure 3.1 Template for a project charter.

B Organization/Key Contacts—Not all projects are organized the same. Just as
there are different ways to organize (functional, matrixed, etc.), there are also
different ways to organize for project management (PM). A description of
how this particular project is organized will allow participants to understand
future processes to be defined, like escalation and jeopardy.

Goals and Objectives

Let’s break down the information further. What is a goa/ and what is an objective?
A goal is a high-level, sometimes abstract state that a project strives to achieve. For
example, some goals in the healthcare environment may be to increase the safety of
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patients and staff, make the medical facility more appealing, or be more efficient.
As you can see, these are more abstract, with no concreteness. That is what a goal
should be, because after the goal is defined, the next step is to define the objectives
required to meet the goal. Objectives are the “direction” needed to reach the goal.
They need to be very specific in order to provide that direction to keep the project
focused. They should be SMARTER.!

You may have heard about SMART objectives. SMART is an acronym that has
been around for many years. SMARTER, however, adds an important dimension.

Specific—The objective should be very specific. One objective for the new
Electronic Medical Record (EMR) system for Northwoods Community
Medical Center (NCMC) is that the system will be designed for integra-
tion into all of the medical offices associated with NCMC.

Measurable—The objective will have a measurability component to be able
to access whether the objective has been met. The project manager will test
every office within the NCMC “family” to assure that there is integration
with the EMR system.

Attainable—The objective will be reasonable and have a possibility of being
achieved. If the financial assessment of the deployment of an EMR system
in an organization similar to NCMC is approximately $1.5 million, the
expectation is that NCMC will allocate some similar amount of money.
Should the objective be set at $500,000, the objective would be considered
unattainable, and therefore unrealistic.

Related to the Goal—The objective should in some way map back to the
project’s goal. Too many times, objectives are added to a project later that
do not relate to the goal. This can only cause confusion within the project
team and lead to “scope creep,” which we will consider later in this chapter.
The goal of the EMR system for NCMC is to address patient satisfaction and
increase the bottom line. All objectives identified should be related to those
goals. In most cases it is recommended that there is only one goal. But there
are exceptions to that rule. In the case of NCMC, it was determined that
the EMR project could directly affect both of these goals.

Timely—Having a timeframe for an objective is necessary; otherwise, the
objective will have little meaning. If we allow an objective to be stated
without a timeframe, it will eventually fall to the bottom of the priority
list because it has no urgency. It is like adding a project objective without
a measure. How will we know whether or not it has been achieved as
stated?

Environmentally Responsible—It is increasingly important for environmental
responsibility to be included when defining project objectives. As central
to an objective as timeliness and specificity, the adherence to environ-
mental responsibility can determine whether or not a project is successful.
More and more consumers and employees are looking to companies who
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demonstrate environmental responsibility. When looking at environmental
responsibility, project managers should consider not only the product of
their project, but also the process surrounding the project. Environmental
responsibility for the product of the project answers questions like the
following:

1. Are we doing any harm to the environment in the design or production
of this product?

2. Have we considered the most environmentally friendly raw materials
for this product?

3. Have we considered cradle-to-cradle life cycle management for this
product? In other words, have we considered the waste that this product
will produce at the end of its life cycle, and is there a way that the
product can be a zero-waste producer like what happens in nature?

Environmental responsibility for the process of the project answers questions like
the following:

1. Have we considered all the green methods we can employ during the planning,
organizing, and implementing of our project?
a. Do we turn out lights when we don’t need them?
b. Do we reuse water bottles rather than plastic, recyclable ones?
c. Are we traveling rather than using teleconferences?
d. When we do have to travel, are we purchasing carbon offsets?
e. Are our electronic needs—personal computers, printer, copies—as energy
efficient as they can be?

I have just scratched the surface for environmental responsibility considerations
when managing projects. If you are interested in reading more on this subject, see
Green Project Management (CRC Press, 2010) and Driving Project, Program, and
Portfolio Success—The Sustainability Wheel (2016), both co-authored with Richard
Maltzman.

Project Players

Often called project stakeholders, in order to properly plan a project, the project
manager needs to identify project players and their influence. This is a critical building
block that will help establish other processes, especially future communications.
Project players are defined as anyone who has an interest in the project. They may
be internal: CEO, CFO, project manager, project team members, development
team members, and others within the organization. They may be external to the
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organization: customers, abutters, and environmentalists. They may have interests
in the project and, more importantly, they may be opposed to the effort. The process
to determine the project’s players is a perfect time to use the brainstorming tech-
nique. The wider the range of people involved in the exercise, the more diverse and
complete the list. It is extremely important to capture the variety of stakeholders,
because imbedded within that list will be your key players or key stakeholders, and
you certainly don’t want to miss a key stakeholder. Another reason projects fail is that
a key stakeholder was not informed because he or she was not identified.

So how do you separate the key players from the other players? While not hard
and fast rules, I do use guidelines I've developed over the years. First and fore-
most, who funds the project? After all, the chief resource of any project is money.
Your funder could be one person or a board/committee. Obviously, with a board/
committee, the stakeholder process becomes more complicated. The more members
you have to deal with, the more complicated it can become. Each member usually
has his or her own reasons (or agenda) for supporting or not supporting a particular
project. The project manager must now identify the key stakeholders within that
board/committee. There will be stakeholders who are the most influential. When
meeting with that group of individuals, it is important to observe more than partici-
pate. There will be subtle and not-so-subtle hints as to who is in charge. Believe me,
no committee is petfectly balanced. There will be people who have more influence
than others. Once the influencers are identified, you will have to determine what
type of communications are necessary for the group and for those influencers. It may
be different. We will look at communications in detail within a project.

The next “rule” is to look to those who have the most to gain and the most to
lose should the project be implemented (see Table 3.1). For instance, in the case of
NCMCs project to implement an EMR system, the person who has the most to
gain is Mary Ann Lords, director of I'T, and perhaps one of the people who has the
most to lose is the salesperson who is supplying the present system of paper docu-
mentation. They are both stakeholders and may have influence over the project.

At this point in the project, you have two important tools: the project charter
and the definition of the project stakeholders with their influence levels. Those will
be considered as inputs to the next stage of the project process, developing a pro-
Jject plan.

Project Plan

Simply put, the project plan answers the following questions to complete the project:

B What are the tasks involved?

B When do we need to complete each task?
B In what sequence will the tasks be?

B Who and what resources will we need?
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Table 3.1 Identifying Influencers and Influence

Step 1—Identify Influencers
Using a brainstorming technique (see Chapter 2), determine the stakeholders
for your project. This list will be very large at this point.

Step 2—Determining High-Level Influence
Using that list begin to narrow it down by determining whether each influence
will negatively or positively affect the project.

Step 3—Determining Detailed Level of Influence

Look first at the list of influencers who may positively affect the project and
determine, to the best of your judgment, on a scale of 1-10, how much influence
they will have on the project. Do the same for the negative influencers.

Step 4—Influencers with Influence

The influencers with a 7 or higher score are in the major influencer category.
Those with scores of 5 and 6 are in the important category, and those below 5
are in the minor influencer category.

Step 5—Determine Level of Communications

The level of communications will depend on the score of the influencer and the
stage of the project. For instance, high-level financial people may be involved

in the initial planning. Once the budget has been approved, they may not

need a high level of communication but will still remain in the high influencer
category.

m Are there any projects that will be compromised by doing these tasks?
B What measurements will be used to determine if we are on track?

The Project Charter

Just to reiterate, the project charter contains the overall view of the project. It
includes information relative to the

Project sponsor/key contacts

Project purpose and objectives

Project manager

Project completion date (or timeframe)
Opverall project budget

Scope Statement

It is here that my view differs somewhat from the traditional view of PM. The term
“statement of work” (SOW) has been used for years to describe a document within
the project plan. I prefer to use “scope statement” (SS) instead of “SOW.” The SS
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contains similar information, but I wanted to include a reference to the SOW so that
when you see it in other PM literature, you will know what it is.

Requirements and Expectations

The real work for the project manager begins with the development of the SS. It is
a document that will detail the work that needs to be done in the project. It should
reference the detailed requirements that will need to be met in order to success-
fully complete the project. This is a good point to have a brief discussion about
requirements versus expectations. Is there a difference between a requirement and an
expectation? If so, which is more important to the success of a project? Let me start
with a little example.

For the past few months, NCMC has been implementing a new pro-
ject to reduce the sharp injuries in the operating room (OR). The
requirements focused on the handling of suture needles. Attached to
the statement of work was a requirement that an area of the OR be set
aside for accessibility by the surgeon to suturing needles. Hand-to-hand
passing of these needles was eliminated. The expectation was that the
surgeon would be able to request a “3-0 silk” and the suture needle with
the proper thread would be easily available for the surgeon to acquire
and use, but without being handed the needle. However, the require-
ment was only for the area to be set aside. In fact, the needle with the 3/
0 thread was readily available to the surgeon, but it was still in the sterile
packaging. The surgeon had to pick up the package and open the needle

before it was ready to use.

In this case, the requirement of setting aside an area was met; however, the surgeon’s
expectation was not.

A requirement can be defined in several ways. It can be a necessary objective of
the project or a written specification. Requirements or specifications can be easier to
define than expectations. For instance, a requirement is that the lighting in the OR
must be of 125,000 lux (the international standard measurement for lighting). The
lights provided must be 220 volt AC with a range of 1,200 meters for a 9-foot-high
ceiling. Whether or not the requirement has been met is measurable. I always think
of requirements and specifications as easily measurable.

Expectations, on the other hand, are much more insubstantial. A doctor
would expect to have enough light in the OR to see to operate. For some
doctors, meeting the above noted specifications may not provide them with the
light they had expected. Therefore, you can meet all of the requirements yet
miss expectations. You can meet every requirement of the project yet have very
unhappy customers in the end.
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So, how do we deal with the potential discrepancies between requirements and
expectations? Simple, we align them. Noz aligning requirements and expectations
is another cause of project failures. This is a major reason why you define project
stakeholders, particularly the key stakeholders. One success criterion in the project
must be meeting or exceeding the key stakeholders” expectations. The first step to
reach that goal is to fully understand the key stakeholders’ expectations. Now that
you have identified those stakeholders, a continuing dialogue is the only way to
assure that the expectations are understood.

B Rephrasing the expectations is one way to help clarify their true meaning.
Restating what you believe to be the expectations and then asking the
question, “Is that what you are expecting?,” is an effective way to do that.
Sometimes there needs to be several conversations in order to get to the basic
expectations. Don't be afraid to ask again until you, as project manager, com-
pletely understand the intent of the expectations.

B Getting it signed is another way to help clarify expectations. After asking
the question, “Is that what you are expecting?,” the next step would be to
document it and have the key stakeholder sign the document stating what is
expected. Of course, there are no assurances as to whether the expectations
and requirements are aligned, but this is a major step toward that end. At this
point it is arguable whether or not this now becomes a project requirement
because it is in writing. Whether or not it is considered a requirement does not
matter. What macters is that the expectations for the key stakeholders and the
requirements of the project are not in conflict.

Bringing the surgeons in to look at a prototype or mock-up of the 125,000 lux
lighting and getting their approval would go a long way to aligning the project’s
requirements and expectations.

A word of caution here—different key stakeholders will probably have different
expectations and different interpretations of the requirements. It is imperative that all key
stakeholders agree with the requirements and expectations for a project to be successful.
A requirements/expectations document signed by the key stakeholders is a necessity when
there are conflicting expectations.

Detailed Project Description

The SS includes a detailed description of what the project is expected to provide,
and, very important for clarity, what the project is 7ot expected to provide. The SS
should include a reference to all requirement/specification documents that are added
as attachments. It is the “what” of the project; however, it will not be in as much
detail as the work breakdown structure (WBS) discussed later in this chapter, as the
project’s scope is one of the inputs to the WBS. The scope of the project is based on
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the project’s charter and the project’s expectations as well as those requirement/spe-
cification documents. The SS should also contain information such as the location
of the work to be done.

NCMC will include the main facility in the EMR Project and several
satellite locations, but will not include other satellite locations. The
addresses and contact information including accessibility will be detailed
in the SS, as will the locations not included.

Milestones and Deliverables

Specific milestones and deliverables known in this stage of the planning effort will be
included in the SS. A milestone is a point in time that requires no resources and has
a duration of zero (there is no time associated with it). Microsoft Project, a popular
scheduling tool, uses a diamond shape to represent a milestone. It is used to measure
the progress of a project.

A milestone for the NCMC Project would be the point in time when all
of the hardware used for EMR is on site.

The deliverable in this case is the hardware. It is that tangible part of the project
that is required. A deliverable in most cases has a timeframe associated with a start
date and a complete date. If the deliverable is significant, it may have a milestone
attached. A deliverable is an important concept in PM and we will be talking about
that concept throughout the book.

Acceptance/Success Criteria

While different, I put both acceptance and success criteria in the same category
because of their relationship. Both criteria relate to meeting and exceeding the
stakeholder’s expectations. The major difference in the two can be the project team’s
view of the success criteria and the customer’s acceptance criteria. It is not necessarily
a bad thing to differ if the difference is directionally correct. What I mean by that is
that the project team should have more aggressive goals for the success criteria than
the customer has for its acceptance criteria. Acceptance criteria are the customer’s
minimum requirement to “accept” the product, process, or procedure. The target for
the project team should always be to exceed that minimum requirement. Aiming for
the more aggressive target doesn’t guarantee project success, but if the team should
fall short of that goal, chances are better to meet the customer’s expectations. If,
however, the aim is at the target and there is a shortfall, chances are slim that cus-
tomer expectations will be met; therefore, the customer will be reluctant to accept
the product, process, or procedure. Whatever the case, the customer’s acceptance
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criteria must be clearly articulated and agreed upon by the team and the customer,
and a formal acceptance document and signoff have to occur when the project is
complete. More about project closure is in Chapter 11.

Contractual Specifications

Finally, and related to the customer expectations and acceptance, are any contrac-
tual specifications. We'll look at contractual issues in project closure more closely
in Chapter 11 and in contracting and buying, Chapter 10, in the body of the
contract as well as in any clauses. Suffice it to say that the identification and man-
agement of these issues will be of paramount importance to the success of the pro-
ject, and in the case of producing a product, it could determine whether payment
is made.

Remember, the SS is a critical part of your overall project plan and a building
block for further project documentation.

The Work Breakdown Structure

Undoubtedly the most important document the project manager will create is the
WBS. It is the project’s roadmap. Without an accurate and complete WBS, the pro-
ject is lost. I can’t emphasize enough how important the WBS is, and I have seen
projects undertaken without one have disastrous results. In some cases, salvaging
them was extremely costly in time and money, and some could not be salvaged after
hundreds of thousands of dollars had been spent on the project and on efforts to
revive it. So what is it and why is it so important?

The PM Institute™ defines the WBS as “a deliverable-oriented hierarchical
decomposition of the work to be executed by the project team to accomplish the pro-
ject objectives and create the required deliverable. It organizes and defines the total
scope of the project.” Let’s “decompose” the definition. The WBS will be organized
in a top-down manner, with a high-level category for each major deliverable. Each
major deliverable will be broken down into finer and finer detail. The WBS will con-
tain all of the tasks required to deliver the project. A type of brainstorming is the best
technique I have found for creating the WBS, and it works for huge projects with
multiple layers, as well as simpler projects. That technique is called “cards-on-the-
wall” (COTW). The technique has been around a long time and is rather low tech,
which is perhaps the reason it is often neglected. How would I apply this technique
to NCMC’s EMR Project?

B Supplies needed: Post-It notes, pens, transparent tape, black yarn, and laptop
or other device for end-of-session recording.
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Bring all the key players to an off-site location. It should be off-site because
I do not want the interruptions from day-to-day activities to interfere with the
sessions. Have one contact number for emergencies. Otherwise, cell phones
off. This is a big project for NCMC, in that it will be both costly and time-
consuming. The effort to get the upfront planning right is critical.

Divide the key players into groups representing project deliverables.

Supply each group with packs of 3" x 5" Post-It notes, pens, and trans-
parent tape.

Direct each person to write a single task that he or she has to complete on a
Post-It note and stick it up on the wall.

Once all the tasks have been identified by each person, for each deliverable
begin to put the tasks in order as they need to be, for instance, which tasks
need to be completed before the next task begins.

Take some black yarn and begin to tie tasks together. See Figure 3.2 for a par-
tial result of the COTW exercise for NCMC.

S " Training Manuals
/ . Instructors

Figure 3.2 Cards-on-the-wall.
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The purpose of the WBS, therefore, is to capture all of the tasks required to suc-
cessfully complete the project. It is the scope of the project in excruciating detail.
Exercises like COTW can make developing the WBS more fun, but it is a lot of
work that will pay off. It is those defined tasks that are the instructions for both the
core and the extended project teams.

Dealing with the Creeps

There are four project creeps for which a project manager needs to be on the
lookout: scope, hope, effort, and feature creep.

B Scope Creep—This refers to additional requirements that may be added
on after the project scope has been documented and agreed upon. It could
happen when a stakeholder’s expectations are not aligned with the project’s
expectations. There may have been ambiguity in the project requirements,
for example. There are two ways to deal with scope creep: one is proactive
and one is reactive. The proactive approach is to make sure that the project
requirements are properly documented and understood by all. The second,
the reactive approach, is to use the change control system (see Chapter 8) to
manage scope change requests.

B Hope Creep—This is one of those tongue-in-cheek creeps. Hope creep occurs
when a team member gets behind on his or her deliverables but Aopes to catch
up. When creating your project environment, the environment has to be safe
enough for an individual, if he or she does get behind, to be able to come for-
ward with issues while there is time to correct them. A team member may be
overwhelmed by his or her task or simply have the wrong skill set to accomplish
the task. There are times when, due to budgetary or personnel constraints, the
best people or the right people are not on a project. Communication and the
ability to raise issues are most important in those instances.

m Effort Creep—Another tongue-in-cheek creep, effort creep, involves some of
the same issues and resolutions as hope creep. Effort creep happens when a
team member is working very hard at a task but, not having any traction, falls
behind. It is different than hope creep because the team member has no hope
of catching up, because the team member is already working as hard as he or
she can. Once again, it is important to have the proper project environment so
that the team member can raise the issues prior to them becoming an obstruc-
tion to the entire project.

m Feature Creep—Feature creep happens more often than you think. It occurs
when a team member decides that there is an additional feature, in the case of
software development, or some additional “nicety” that the customer would
like, without any consideration for the project’s change control system, or
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how the change may affect the project as a whole. This can also be called “gold
plating,” giving the customer more than they asked for at no cost to them, and
usually with a cost to the provider. If all project members are educated in the
change control process, especially the reasons it is in place, then feature creep
usually isn’t a problem.

Key Review Questions

1. What is a primary reason for projects to fail?

2. What is the function of a project charter?

3. What can be done to minimize scope creep?

4. What is the most important document the project manager can produce?

Notes

1 Maltzman, Richard, and Shirley, David, Green Project Management, CRC Press, Boca
Raton, FL, 2010, pp. 35-36.

2 A Guide to the Project Management Body of Knowledge, 4th edition, Project Management
Institute—Global Standard, Newtown Square, PA, 2008, p. 445.
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Chapter 4

Time

In order to manage a project’s time element, you need to develop a schedule.
Developing a schedule requires the definition of four things: (1) what needs to be
done; (2) who will accomplish those tasks; (3) how much time each of those defined
tasks will need; and (4) the sequence of those tasks, including which need to be done
first (dependencies) and which can be done in parallel. We defined what needed to
be done when we established the project’s work breakdown structure. Most every-
thing we do with both time and cost will be dependent on that Work Breakdown
Structure (WBS). The “what” is usually the easiest to understand. Who will accom-
plish the defined “what” depends on the skills needed to complete the task and the
availability of the resource. We'll dig into time estimate as well as dependencies later
in this chapter.

Estimating Time

One of the more difficult exercises for anyone is to be able to estimate how much
time it will take to do a task that is unfamiliar, meaning a task that they have not
performed themselves. Even when you perform the task yourself, do you really know
how much time it took? You do if time is imperative. In projects, time is imperative.
The project managers mantra is on time, within budget, and of the quality expected
(in other words, meeting or exceeding customer expectations). Here’s the dilemma.
Having an accurate schedule is a necessary project element. Managing to that
accurate schedule will be a component for overall project success. A project manager
cannot have every experience necessary to accurately estimate each and every task
of each and every project. Therefore, to overcome the dilemma the project manager
must have tools and techniques in his or her arsenal.
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Historical Information

One of the best ways to estimate a task is to have some data relative to the task or a
similar task. That data comes from documentation prepared for previous projects.

Lessons Learned

Lessons learned is specific project documentation. It can take the form of an action
item register. An action item register is a formal mechanism for recording issues
that arise during project execution. Information contained in an action item register
can provide insight into how long specific tasks were delayed because of issues.
However, it may not have been that the item was delayed, but rather that the item
was underestimated in the first place. Lessons learned may also be contained in the
project’s schedule in the form of changes because of underestimating, overestimating,
or just because of efficiencies realized. In the case of efficiencies realized, the pro-
ject manager needs to decide whether or not the current project has the potential
to realize those efficiencies or not. If the decision is that the current project will
realize efficiencies, the project manager may then decide to be more aggressive in the
schedule. Or, the project manager may elect to keep that information and not build
those efficiencies into the schedule, but rather monitor the situation to see if it can
be pulled in at a later date, saving project resources.

Finally, lessons learned may be contained in informal project documentation.
Informal project documentation is saved project correspondence like e-mails, phone
logs, the project manager’s notebook, and computer files. There may be valuable
information about project task accomplishment contained in those informal papers.
Always keep your project files, no matter how mundane the information may seem.

Expert Judgment

The least expensive method for estimating the time to perform a function is to find
someone who has performed the function before. The next best method is to find
someone who has performed a similar function. Obviously, the first-hand experience
will be the best and most accurate estimate of time. Expert judgment should always be
the first thing you think about, no matter what the project task.

3 and 6 Point Estimates

The 6 Point Estimate used to be the most popular of this type of estimate. Lately, the
3 Point Estimate has been gaining favor, particularly with the Project Management
Institute™. The major difference I see is that with the 6-point technique, a project
manager can “‘weight” the “most likely” scenario by a factor of 4. Both techniques
are averages. I'll use the following numbers for the scenarios. My best estimate of
performing the function is 6 hours. My worst estimate of performing the function
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3 Point Estimating Technique

Optimistic Estimate (OE) + Most Likely Estimate (MLE) + Pessimistic Estimate (PE)

3

6 hours + 8 hours+ 12 hours

= 8.67 hours
3

6 Point Estimating Technique

OE + (4) MLE + PE

6

6 Hours + (4) 8 Hours + 12 Hours
= 8.33 hours

6

Figure 4.1 Comparison of 3 Point and 6 Point estimating techniques.

is 12 hours. The most likely estimate is just thac—given your best judgment, how
much time do you think the task will take? The most likely estimate may take some
online or hard-copy research, questioning people who have done similar tasks, etc.
(see Figure 4.1). In this instance, the most likely would be 8 hours. Which do you
think is more accurate? My personal opinion is that the weighted 6 Point Estimate
is more accurate if the research was done. However, if the research hasn’t been done
or there isn’t any other information available, then the 3 Point Estimate is probably
sufficient. Either one is more accurate than guesstimating, because at the least some
thought was given to the three scenarios: best, worst, or most likely estimate.

Getting Estimates

In some cases, project managers will not have to provide estimates for all of the
project tasks, but rather will have to get some estimates from the core and extended
project team members. It will then be a matter of determining whether or not to
“trust” the data given or push back.

Trusting the Data

Unfortunately, whether nature or nurture, 'm a skeptic. I don’t think I was born
a skeptic, but you can be sure that as a long-time project manager, it has certainly
been nurtured. So, I am very reluctant to trust someone else’s data without a second
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source to confirm it. One of the reasons that I don’t trust people’s estimates of time
and costs is because of a little thing called the “fudge factor.” There is a tendency
for people to “add” in some extra to insure that there is enough time to accomplish
the task. The more familiar the task is, the less fudge factor is needed. A little fudge
never hurt anything, right? Wrong. Think of the WBS and all the tasks that need to
be accomplished. Start at the bottom and work your way up. We'll look at this phe-
nomenon more closely when we look at cost estimating. But for now, think about a
10-level WBS. At each level, the person responsible for the task adds 10% “just in
case.” By the time the estimate gets to the top level, the estimate has been inflated
by 100%.

Another reason to be skeptical of the data is the evaluation of the data provider.
If you do not trust the data provider, the data will also be suspect. Suspicion of the
source is also a barrier to communications that we will look at in more detail in
Chapter 7. So how might you minimize the potential of getting faulty information
from a suspect source? Multiple estimates or a “shotgun” approach might help. Then
compare the estimates and average them, if appropriate. The issue, however, is that
you must be discrete about your requests or there will be resentment from the parties
involved.

Pushing Back

Whether to push back or not is an easy decision. Pushing back, if not done with sen-
sitivity, can give the impression that you suspect the data and, conversely, suspect the
source. Again, as a project manager, suspicion (skepticism) is one of my best friends.
I try my best not to be accusatory when I am questioning data or data sources,
but rather that I need the source’s help to ensure that I have the right information
to convey to customers, whether it is an external customer or upper management.
Pushing back is part of your job to ensure that the information you are using to
develop the schedule, the schedule that has to be managed for the life of the project,
is the best information you have.

If you trust the data, and think that it is accurate, it may still be a time for a
tough decision. Should I add my own “fudge factor”? The short answer is yes. The
reason is that there are project risks, both opportunities and threats, that will affect
the project. We'll talk more about project risk in Chapter 9. You want to have some
contingency time built into the project to mitigate the threats and be able to take
advantage of the opportunities. If you get to the end of the project and have some
time left, it is better to be able to give some back than to have to ask for additional
time because you didn’t add it in the beginning.

Who Will Do the Tasks?

Why is it important to determine who will do the various project tasks prior to
defining the time needed to do the tasks? The answer is, because while you may have
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the greatest project schedule put together, if you can’t get the people to perform the
tasks on your schedule, then the schedule won’t be accurate. Who you need for the
project can also affect the schedule. For instance, if the task requires a person with a
particular skill set, and that skill set is not readily available, there are alternatives: (1)
wait for the resources to become available; (2) provide training to an individual for
that specific need; or (3) pay a premium for the resources. All of the alternatives
could cost additional resources, either extra time in the case of the first two or extra
cost in the third. Isn’t it better to know what you are dealing with before putting the
schedule together than after?

Understanding Scheduling Tools

There are many software tools on the market that can be used once the project’s activ-
ities are defined and sequenced, and the durations are estimated. The most popular
basis for these tools is the precedence diagramming method (PDM). It is a visual
representation of the events that occur on a project and the sequence in which they
occur, including the task successors and predecessors. It incorporates and expands on
the work breakdown structure.

Network Diagram

Figure 4.2 is a fundamental representation of a PDM also known as a diagram with
the activities on the node or a project network diagram. As you can see in Figure 4.2,
there are activities and pathways between those activities. There is a start (S) and a
finish (F). In between there are durations for each task. By adding those durations
together, the project’s duration can be determined ... with some “thought.” First, the

B C

2 wks 4 wks
O |A D —®
3 wks 1wk 4 wks
Early Early
E F Start (ES)  Finish (EF)
Task &
2 wks 2 wks Duarsation

Late Late
Start (LS) Finish (LF)

Figure 4.2 Example of Simple Network Diagram.
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paths through the project need to be calculated. By looking at the diagram, it is easy
to see that there are three paths through the project, from start through activities: A-
B-C-G to finish, A-D-G to finish, and A-E-F-G to finish. As you can see, all paths
go through A and through G. Adding the tasks on each path, ABCG takes 13 weeks,
ADG takes 8 weeks, and AEFG takes 11 weeks. The critical path through the project
is defined as the path that determines the earliest completion date of the project that
includes @// of the necessary tasks. If one of the tasks designated on the critical path
is delayed, the end date of the project will also be delayed. Tasks that are not on the
critical path may have float, which is the amount of time that a task may be delayed
without affecting the end date of the project.

A closer look at Figure 4.2 reveals the critical path as ABCG. Therefore, the
project as defined will take 13 weeks to complete. It is the earliest date that all the
project elements, A-B-C-D-E-F-G, can be completed. If, for instance, Task G is
delayed by one week, the end date will be affected (delayed) by one week, meeting
other criteria of the definition of critical path. However, if we delay Task D one to
five weeks, the project’s end date will not be affected. However, if Task D is delayed
five weeks (Task D has five weeks of float), it now becomes a task that cannot be
delayed any further without affecting the project’s end date. At that point, Task D
would be placed on the critical path, and there would be multiple critical paths (per-
fectly acceptable) for this project.

There is more information that can be gleaned from Figure 4.2. Looking at path
A-E-F-G, we can see that Tasks E and F can be delayed one week or Task E may be
delayed two weeks or Task F may be delayed two weeks. Therefore, Tasks E and F
each have two weeks of float. But here is the caution: path A-E-F-G has a total of two
weeks of float. There is a tendency to add the task floats together. If you did that,
you would mistakenly think that there are four weeks of float on the project, not the
two weeks that would not affect the project end date. As you can see, the network
diagram is a very powerful tool for visually communicating the project’s schedule,
identifying activities that may have been missed or may be on the wrong path, and
seeing the dependent tasks. This is the same information that is used in a Gantt
chart, but just a different visual representation.

Start— End — Float

The automated project-scheduling tools calculate the critical path for you, but how
do they do it? Lets use the information in Figure 4.2. We'll add the following infor-
mation to each task: early start date, early finish date, late start date, and late finish
date, using Figure 4.3. To determine the early start dates and early finish dates, we
will do a forward pass through the project. As mentioned, software-scheduling tools
available on the market will do this automatically. But I feel it is important to under-
stand how the software does it, so that we can better understand the interpretation
and ensure that we are getting the output expected from the input values.
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Early Early
Start (ES) Finish (EF)
Task
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Late Start Late
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Figure 4.3 Task information.
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Late Start Late
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Figure 4.4 Forward pass.

The early start date for a task is the earliest day (or whatever timeframe you are
using for your project—for instance, some short-term projects may be completed in
a day; therefore, the timeframe could be hourly), in this instance, that the task can
start considering the task’s predecessors. Figure 4.4 shows the beginning of calcu-
lating a forward pass. Task A starts on day 1 and takes 3 days to complete; therefore,
it will be worked on day 1 and day 2 and will end at the close of business on day
3. Figure 4.5 shows the completed forward pass. The project will end at the close
of business on day 14. Therefore, the project takes 14 days. As noted in Figure 4.5,
always carry the latest Early Finish date forward.

Once the backward pass has been completed, the “float” for each task can then
be calculated. Figure 4.6 shows the backward pass through the project. As noted in
Figure 4.7, when carrying Early Finish dates backward through the project, always
carry the earliest Late Start day.
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Figure 4.5 Completed forward pass.
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Figure 4.6 Completed backward pass.

Floar is defined as the difference between the Late Finish date and the Early
Finish date or the Late Start date and the Early Start date. Figure 4.7 illustrates this
principle. As you can see in Figure 4.7, there are two tasks that have float: Task E
and Task E The other unique thing about this network diagram is that, while the
critical path (by definition) is A-B-C-G, Task D must also be considered a critical
task because it has no float, or, in other words, Task D cannot be delayed without
affecting the project’s end date.

So, what else can we conclude from a forward/backward pass through the pro-
ject? There is a possibility, since Tasks E and F have some float, that resources used
on these tasks may have time to be used for tasks on the critical path to shorten the
schedule. Care must be taken, however, that if this is the case, a recalculation of the
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Figure 4.7 Calculating FLOAT.

critical path would need to be done to ensure that tasks that were not on the critical
path of the project do not suddenly end up on the critical path. Another decision
that could be made is to delay the start of Task E and/or Task F because Tasks E and
F have some float. This brings me to the final point: be careful about calculating total
float on a project. It is not cumulative and can be tricky! In other words, if I delay the
start of Task E for two days, because Task E is a predecessor to Task E the start of
Task F will also be delayed two days. Therefore, Task F will now start on day 8 and
conclude on day 10, therefore losing its float. In effect, even though Task E has four
days of float, the cumulative float for path A-E-F-G is only two days. If we used the
entire float for Task E, four days, the total project would be delayed, which is not
something you'd want to do.

Gantt Chart

A Gantt chart is a graphical representation of the project’s schedule. The information
is identical to that of a network diagram: the tasks and their duration, sequence, and
dependencies. Because of the way the information is displayed, it is easier to inter-
pret project data, especially when there are many hundreds of tasks. Figure 4.8 shows
a simple Gantt chart.

Task Relationships

Tasks can be scheduled start-to-finish (SF), finish-to-start (FS), finish-to-finish (FF),
and start-to-start (SS). SF simply means that the next activity cannot begin until the
previous task (or predecessor task) is completed. FS is a more complex relationship.
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Figure 4.8 Gantt chart example.

A good example would be an operating room that needs uninterrupted power.
A storm knocks out the power and the generator starts to keep the operating theater
lighted and the necessary equipment functioning. The generator will not shut off
(or finish its operation) until the main power is restored (started). An example of
FF would be if you had multiple pieces of equipment being installed, and there is a
task called “installation inspections complete,” which means that as the equipment
is being installed, inspections can be done. However, the “installation inspections
complete” task will not be considered finished until the installation of the last piece
of equipment is finished. If you have two tasks, one of which is to pour concrete for
the foundation of the addition to a hospital and the other is to level the concrete,
leveling can start simultaneously to the pouring, which is an SS relationship.

Other Dependency Considerations

There are three types of dependencies to be considered: mandatory, discretionary,
and external. Mandatory dependencies are, as the name suggests, those depend-
encies that are inherent in the work. There may be physical limits imposed on the
task. The relationship of a mandatory task is an FS relationship. In order to renovate
a room, demolition of the room must take place. Discretionary dependencies are
those tasks that are to be done in an order based on the knowledge of best practices.
More “soft logic” is used to determine discretionary dependencies. For instance, you
may think that plumbing and electrical can be done in any order. However, best
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practices indicate that plumbing should be completed prior to electrical installa-
tion. Best practices and lessons learned have shown that plumbing takes larger holes
and can only be run in certain places to be efficient. Electrical lines can be run just
about anywhere. If they are run first, there is a good chance that they will be in the
plumbers’ way and the lines may have to be rerun. The final dependency is external
dependencies, those that the project manager may not have any control over as they
are outside the project. A government hearing and Food and Drug Administration
(FDA) drug testing prior to release are examples of external dependencies. They
must, however, be considered as they can have a delaying influence on the project.

Leads and Lags

Leads and lags can and should be considered when constructing the project schedule.
Most project management tools, like Microsoft Project, for instance, allow for leads
and lags. Lead time is used to overlap two tasks. For instance, for a beautification
project, you should select the furnishings when the renovation is 50% complete.
Lead times are entered into the schedule as negative (—) time. If the renovation will
take ten weeks, then the task of selecting furniture would be entered in the schedule
as 10d-5d. The selection project would then begin five days into the renovation.

Lag time is delay or wait time. If you needed to pour a concrete slab prior to
building a new addition, then the concrete will need some time to cure. Lag time is
positive (+) time. For instance, if the task for pouring the foundation takes two days
and the concrete takes four days to cure, then the task would be entered as 2d+4d so
that the next FS task would not start until day 7. It is more accurate to enter the task
as 2d+4d because entering 6d would indicate that pouring the concrete would take
six days when in fact it only takes two days.

Calendars and Updating

There are two other considerations when putting together your schedule: (1) what
your calendar will be and (2) how often the schedule needs to be updated. Your
calendar is the time that will be spent on the project. For instance, do you work
four 10-hour days, or five 8-hour days, or something different? Will you be working
holidays, or are there some holidays that need to be considered during the project’s
“life”? The software tools that you may be using to schedule your project will allow
for these modifications to your schedule. If you are not using a tool, then make sure
you consider the project’s calendar.

When to update the projects schedule is an important consideration. The
schedule is likely to change throughout the life of the project and may also be
dependent on stakeholders’ expectations. As the project progresses from planning to
implementation, some tasks that were planned may take longer than anticipated due
to equipment or resource availability, for instance, and the schedule will need to be
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modified, and maybe some other tasks further along in the schedule will need to be
modified as well in order to keep the project’s schedule. Additionally, requests may
need to be made to project stakeholders to delay the project due to some risks that
were identified but could not be mitigated. We'll talk more about risks in Chapter 9.

Sequencing Tasks

Prior to putting the final project schedule together, there is something else that needs
to be determined: the order in which tasks have to be completed for the project to
be successful. Sequencing tasks is a diflicult undertaking. Many factors are required
to properly sequence tasks:

What are the tasks that need to be accomplished?

Who is needed to accomplish the tasks?

Who is available to accomplish the tasks?

What tasks are first (predecessors)?

What tasks have to follow (successors)?

What are the dependencies or relationships between tasks and between people?
If there are external products needed, when can those be obtained?

What are the project milestones that must be met?

Are there any assumptions or constraints that could affect the sequence
of tasks?
Is there anything else unique to this project that needs to be considered?

Schedule Development

Now that all project activities have been defined and sequenced, including the estab-
lishment of predecessor/successor relationships, and you've analyzed those sequences,
durations, and resource requirements, the project schedule results. If all of the issues
have been accurately addressed, the schedule should almost “fall out” of the exercise.
It will be a matter of transferring the information to a project-scheduling tool or, in
the case of a very small project, using a spreadsheet program.

Schedule Control

While we will talk about overall change control in Chapter 8, it is important to
understand that some of the project management functions, particularly scheduling
and cost, may need their own change control process. One of the necessary evils
of a project is controlling the schedule in the event of a delay in the project. Two
measures that may be employed in a project to help mitigate risk (see Chapter 9)
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are crashing and fast tracking. An important thing to remember is that only tasks that
can be crashed or fast tracked will benefit from these methods. To fully understand the
meaning of this statement, we'll look at crashing and fast tracking in some depth,
because they are important tools in schedule risk mitigation. Both methods are
used when a task or tasks on the critical path become delayed with the potential
to affect the final project delivery date, or even putting interim milestone dates in
jeopardy.

Crashing

Crashing a schedule means adding more resources to the task or tasks that have
been delayed. Crashing a schedule will most likely add costs to the project. The
other caution about crashing is that a particular task may not be able to be crashed.
I use the example of a plumber under a sink. As much as you might like to get your
plumbing problem completed sooner, there is only room for one plumber under
the sink, so even if you hired a second plumber to help, it would not help the
schedule. However, perhaps the plumber under the sink is willing to work more
than the normal 8-hour day to help the project schedule (a schedule based on five
days a week, 8 hours per day—see Calendars and Updating section). You will have
to pay overtime, but at least the project can be crashed without trying to squeeze two
plumbers under the sink.

Fast Tracking

Fast tracking is a little more involved than crashing. You will be changing the
sequence in which the task or tasks you will be fast tracking are done in order
to accomplish those tasks quicker. Fast tracking usually involves parallel effort.
Tasks that had been scheduled in sequence may now be scheduled in parallel.
The concern is that if Task B is waiting for Task A to complete because of some
input needed, then if Task B were to be started without that input, when Task
A completes in parallel, the outcome of Task A may be different than expected.
That difference would not have as much impact on Task B had the input been given
prior to the start of Task B, because of adjustments that could have been made to
Task B, but may have a significant impact requiring rework or even scrapping of
the effort for Task B.

A second method, and one with less risk, is breaking the task into smaller
pieces and adding resources to the smaller tasks to speed up those tasks. For
instance, continuing with the plumber example, perhaps the task involved requires
the plumber to install the faucet and then make the connections under the sink.
By breaking the project into cold-water and hot-water installation, one plumber
can be installing the hot-water faucet while another plumber is making the cold-
water connections.
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Finally, perhaps the project needs to be evaluated for some options (see Chapter 8)
to determine whether the project needs to change direction. Sometimes a task can
neither be crashed nor fast tracked, and a more drastic approach may be necessary.

Managing project time is one of the major tasks that a project manager must
undertake. On time is one of the keys to project success.

Key Review Questions

1. What are three of the forms that lessons learned can take?
2. What is the precedent diagramming method?

3. Why is project float not cumulative?

4. What is the difference between fast tracking and crashing?



Chapter 5
Costs

Managing costs, along with managing the project’s time and scope, is key to running
a successful project. Remember the project manager’s mantra from the previous
chapter: “on time, within budget, and of the quality expected.” Just like successfully
managing a project’s time, managing the cost depends on good groundwork.

Never ask of money spent

Where the spender thinks it went.

Nobody was ever meant

To remember or invent

What he did with every cent.
Robert Frost

You may be able to get away with that sentiment when you are a famous poet, but
as a project manager you need to account to your project sponsor (and stakeholders)
for every dollar (or every cent) spent on the project.

Estimating Cost

Estimating costs requires the careful consideration of project resources—the people,
materials, and equipment that are needed to successfully complete the project. It will
involve choices and trade-offs, and requires the complete project definition. Where
do you find that definition? You find that definition in the work breakdown structure
(WBS). That is why a complete and accurate WBS of the project is so important.
However, never consider the WBS “frozen.” Like most project documents, these
documents “live” until the end of the project. Changes to the documents may be
necessary as conditions surrounding the project change. If you remember from our
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previous discussions, projects operate in a dynamic social, cultural, economic, and
environmental climate.
To begin the process you need to answer the following questions:

Who and what are needed?

Who and what can do the work?

Who and what are available?

What level and competence are required?

How will those resources be used?

How will they affect the project’s costs (and schedules)?

Some of the questions may seem to be similar, but those subtle differences can
make the difference between project failure and project success. When we ask the
question, “Who and what are needed?”, it is asking for the best-case scenario, as
if we are in a “perfect world.” We already know from our real-world experiences
that we rarely get everything we ask for. Once we have the answer to the first
question, we need to ask the second one. “Who and what can do the work?” is
asking what the minimum requirements are to do the project. Who are the indi-
viduals, and what functions will have to be performed? The next question focuses
even more on the availability of the project’s resources. “What level and compe-
tence is required?” is specifically asking about the human resources needed for the
project. Do we need high-level managers in order to accomplish the tasks, or can
we use lower level, and therefore less expensive, managers to perform the tasks?
The second part of the question deals with the competence of either the higher- or
lower level staff.

Even though we'll talk about project risks in more detail in Chapter 9, this is a
good time to discuss the risk of “How will those resources be used?” and “How will
they affect the project’s costs (and schedule)?” These are both risks to the project. For
example, will we need to use them full time or part time, and if we use them full time
could it be full time plus overtime (which may affect costs and time)? The next short
vignette further addresses potential effects on the project.

The EMR system requires that for the first year NCMC have a full-
time first-shift administrator to manage the system and provide tech-
nical support. It also requires that there be a standby person on second
and third shifts in case of any problems. Mary Ann Lords, IT Director,
suggests that there are three IT personnel who will be furloughed because
of recent funding cuts, and that the budget cost analysis consider those
people in the equation. The advantage of the internal personnel is that
they are already integrated into the organizational culture. They have
also had internal leadership, safety, and project training required by
the organization. New hires will have to attend training and it will take
time to be integrated into the culture. That adds to the cost of bringing
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in someone from the outside. The disadvantage is that the internal
people do not have all of the expertise required in the support role, and
expenditures will have to be made to educate them. NCMC needs to
consider the time required to train the individuals and if that will delay
the project’s complete date, as well as the time to educate and to inte-
grate the new hires.

Cost Categories

When considering costing and budgeting, there are some specific cost categories to
consider: direct costs and non-direct costs.

Direct Costs

Direct costs are costs that are directly attributable to the project. Let’s take the
example of the Electronic Medical Records (EMR) system for Northwoods
Community Medical Center (NCMC). Basically, an EMR system is software
loaded onto a hardware platform that provides a menu of functions including
evaluation and management coding, laboratory interfacing, prescription infor-
mation, scheduling, billing, custom forms if needed, history and physical exam
information, patient chart information (subjective, objective, assessment, plan—
SOAP), and Health Level 7 interfaces if needed. The software, training manuals,
and trainers are examples of direct costs to the project. Those costs can be directly
attributable to the project.

Variable Costs

Variable costs are costs that change directly in proportion to the level of production.
If the company is producing the software for NCMC’s EMR system, they also are
producing software for other healthcare facilities. The disk used to hold the software
will vary in number depending on the number of orders the company has for the
software, as will the packaging used for each disk.

Indirect Costs

Indirect costs, therefore, are costs that are not directly attributable to the project.
They may also be called fixed costs. They would be costs that are not easily assignable
to specific functions but may be used cross-functionally. For instance, the computer
hardware on which the EMR system resides has multiple software applications, like
the project management software used to schedule and manage the EMR project.
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Again, projects are undertaken in a dynamic environment, and project managers
need to be dynamic in their approach. Fixed/indirect costs may also be the security
guard assigned to the building; the receptionist; the general lighting, heating, and
air conditioning for the building; the CEO’s salary; or any other cost that is incurred
on a project that cannot be specifically attributed to the project or product of the
project. Overhead and burden are other terms that may be used for indirect costs.

Special Case Costs

Standard costs are costs that I consider “estimated costs.” They are usually assigned
to tasks that have been done over and over again, so that they have certain predict-
ability. For instance, the costs of loading software onto NCMC’s servers have been
done over and over by the IT staff of NCMC. Therefore, once the effort of loading
the software has been defined in the WBS, the hourly rate (or standard rate) can be
applied to the effort. It doesn’t need to be calculated again. However, one consider-
ation that should be made with standard costs is that they are based on procedures
that have been done many times. What they may not consider, as mentioned previ-
ously, is the dynamic environment and the definition of a project, particularly the
word “uniqueness.” It is likely to be an average, with the “actual costs” being higher
or lower than they should be.

Sunk costs are costs that are unrecoverable. No matter what future circumstances
occur on the project, these particular costs will not be recovered. This can cause a ser-
ious dilemma between the project manager and the project’s stakeholders. Sometimes
sunk costs are used to justify continuing a project. Large amounts of money (time
can also be translated into money) have been spent on the project. In the face of
“We've already spent millions on this project; therefore, we need to continue it,” the
project manager must view the project from this point in time going forward, nor
this point in time looking backward and forward. If the project, according to the
project team, financially doesn’t make sense going forward, then the project doesn’t
make sense going forward, no matter how much time and effort was spent on the
project. Pressure may be exerted to continue a project that does not make any sense
to the project manager to continue; therefore, the project manager must carefully
document the reasons for discontinuing a project for cause.

Capital Costs

Capital costs are costs for assets that have a useful life, usually defined as a year or
more. Some projects will not have capital costs. Consider NCMC’s EMR project.
If computer hardware is considered part of the project, then the hardware having a
useful life of more than one year would be a capital expenditure. The expenditure
will have to be included in the project budget; the fact that it is a capital expenditure
will be an accounting consideration, usually not part of the project information.
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Assessing Costs

Types of Estimates
See Table 5.1.

Order of Magnitude

An order of magnitude budget estimate is the type of estimate that you give your boss
when you are caught in the elevator and asked, “I have an idea for a project to do X
and Y; how much do you think that will cost?” That estimate will be a “seat of your
pants” estimate with very little thought or preparation. Prior to giving that estimate
it should be clear that the estimate is very rough and has a very limited scope of
accuracy. Some numbers that have been put on the accuracy of an order of magni-
tude estimate are —25% to +75% accuracy. In other words, there is a 100% swing
in the accuracy.

Budget Estimate

A budget estimate is an estimate with a much better accuracy level, and therefore, it
requires some research in order to meet that accuracy level. It is not the type of esti-
mate that a project manager can give off the top of his or her head, unless, of course,
there is some historical data that the project manager possesses. The accuracy of a
budget estimate is between —10% and +25%, with only a potential swing of 35%. As
you can see, some thought and information will have to go into a budget estimate.

Definitive Estimate

The most accurate estimate that a project manager will have to give is a definitive
estimate. That estimate has a —=5% to +10% level of accuracy. When can the project
manager honestly give a definitive estimate? The answer to that question is when and
only when the WBS is complete and tested for accuracy. Giving a definitive estimate
prior to that point in the project planning is a scenario for project failure. Time, cost,
and quality management is the key to the successful management of a project, and
cost is one of those criteria.

Table 5.1 Types of Estimating

Type of Estimate Accuracy Range
Order of magnitude -25% to +75%
Budget -10% to +25%
Definitive -5% to +10%
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Pro Forma Assessments

Pro forma directly translated from Latin means “for form.” A pro forma is an initial
profile of project costs. Pro forma estimates tend to be refined until there is a par-
ticular level of comfort. Pro forma estimates can be order of magnitude, budget, or
definitive estimates.

Other Estimating Considerations

There are additional costs and cost categories that should be considered, especially
when making definitive estimates. For instance, there are costs incurred during the
end of the implementation and the beginning of revenue-producing operations. The
costs could be training, testing, travel, temporary labor, and added monitoring, for
example. Contingency allowances and management reserves, although considered in
risk response planning and executed when implementing risk responses, should also
be part of project budget estimating. A contingency allowance is usually used to
allow for unplanned events, especially for projects that are leading edge, or infor-
mation on similar past projects indicates the potential to overrun costs. It is a lump
sum amount, controlled by either the project sponsor or the project manager, in
some cases. Management reserves are specific accounts set aside for the contingency
allowance. For projects that are undertaken in volatile environments, like a recession
or period of rapid economic growth, an inflation or escalation allowance should be
considered.

Estimating profit—if making a profit on the project is part of the project planning,
then an estimate of profit should be included. The basic formula for estimating
profit is as follows:

Profit = Revenues — Costs
For example,

1. Organization’s return on investment (ROI) = 7%
2. Investment = $100,000

3. Working capital = $10,000

4. Project life = 2 years

Solving for the average yearly profit (AYP):
0.07 = AYP/$110,000 (Investment + Working Capital)
AYP = $7,700 * 2 Years = Total Profit of $15,400

Evaluating the results of the profit-estimating example, we can see that the
total profit for the project after two years is $15,400. The organization needs to
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determine if the 7% ROI will be sufficient for the $110,000 investment in the pro-
ject. This project would likely be compared to any other anticipated projects and
also to passive investments to determine the best use of the organization’s resources.
Always remember, however, that ROI is not the only reason to use an organization’s
resources.

Cost Estimating Tools

Thereareacouple of cost estimating techniques to help estimate project budgets: analo-
gous, parametric, bottom-up, 3/6 point estimating, and computerized tools.

Analogous Estimating

Probably one of the least expensive techniques to use to estimate costs is analo-
gous estimating. Just as the word implies, analogous uses previous projects’ similar
tasks to estimate current project task costs. There are a couple of sources for this
information: expert judgment and proper project close-out documentation. I'll talk
more about proper project close-out in Chapter 11. For now, project close-out docu-
mentation should contain not only the estimated project costs, but also the actual
costs. By manipulating the data using present-day costs of money, for instance, and
depending on how closely related the tasks are, the cost estimates could be extremely
accurate using analogous estimating.

Parametric Estimating

The National Aeronautics and Space Administration (NASA) defines parametric
estimating as

one that uses Cost Estimating Relationships (CERs) and associated
mathematical algorithms (or logic) to establish cost estimates. For
example, detailed cost estimates for manufacturing and test of an end
item (for instance, a hardware assembly) can be developed using very
precise Industrial Engineering standards and analysis. Performed in this
mannet, the cost estimating process is laborious and time consuming.
However, if history has demonstrated that test (as the dependent vari-
able) has normally been valued at about 25% of the manufacturing value
(the independent variable), then a detailed test estimate need not be
performed and can simply be computed at the 25% (CER) level. It is
important, though, that any CERs used be carefully tested for validity
using standard statistical approaches.!

For those who are interested in more detail about parametric estimating,
NASA provides a detailed Paramerric Cost Estimating Handbook, available at
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http://cost.jsc.nasa.gov/PCEHHTML/pceh.htm. A point to remember is that
there needs to be a cost estimating relationship like cost per square foot to be most
effective. For instance, if the average cost to remodel a hospital room is $500/sq. ft.,
then the estimate of the cost to remodel 10 rooms at approximately 300 square feet

each is $1,500,000.

Bottom-Up Estimating

The most accurate and also the most time-consuming, and therefore the most expen-
sive, cost estimating technique is bottom-up cost estimating. It uses the WBS as a
basis to estimate costs. Each task is estimated and then the tasks are added together as
you reverse the decomposition. The major deliverable costs are then added together
to get the total cost of the entire project. When I said that this may be the most
accurate of the methods, if it is done correctly, that statement is true. However,
there is a tendency for people to “pad” their task estimates. This is really a response
to the risk of underestimating a project task. However, if there is too much padding
added to an estimate, the project’s total budget may exceed the organization’s budget
guidelines, effectively killing the project.

Once all of the cost-estimating exercises are complete and costs have been
determined for all project tasks, a budget is then put together. The budget may then
go through several cycles to revise estimates, update costs, or remove any items that
have been determined to be nonessential or not be directly related to the project.
After the final budget has been approved by the sponsor, the project manager then
begins the process of allocating those costs as the project unfolds.

Allocating Budgeted Costs

Once project costs have been budgeted it is just a matter of spending the money
on the resources that have been identified, right? Not so fast. Budgeting the project
costs is a matter of efficiently allocating the project budget that has been based on
the project’s task estimates. Since, by definition, projects consume limited resources,
and money is one of the most limited resources, efficiently allocating that limited
resource will contribute to the success of the project. So the question is how do pro-
ject managers and their project teams determine the most effective use of the project
budget? In other words, are the financial resources allocated based on how they were
budgeted? The answer is—not necessarily. The object of disciplined project man-
agement is to look for ways to conserve resources because both time and costs are
estimates; therefore, there will probably be overestimations and underestimations. It
is almost as if you are trying to establish a contingency in real time.

What are some of the tools that can help you allocate costs? The tools used to
allocate costs are the same tools that were used for estimating costs:


http://cost.jsc.nasa.gov

Costs m 73

Analogous—uses similar project data to allocate funds

Parametric—uses cost estimating relationships and mathematical algorithms
Bottom up—allocating costs based on the WBS

Computerized tools—populating spreadsheets with data and formulas and
then manipulating the costs to see how the bottom line is affected

Managing project costs and managing the project schedule, quality, and
expectations are the four most important functions the project manager can perform
in order for a project to be successful.

Key Review Questions

1. What are key questions that need to be asked prior to estimating project costs?

2. Give an example of each of the following: direct cost, variable cost, and
indirect cost.

3. What are the three types of estimating and their accuracy ranges?

Note

1 Parametric Cost Estimating Handbook, Introduction, p. 1, http://cost.jsc.nasa.gov/pcehh
tml/pceh.htm
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Chapter 6
Quality

Believe it or not, quality initiatives and the focus on quality as we know it today
are relatively new endeavors. There are two considerations when managing project
quality: (1) the quality of the product of the project, whatever that may be, and
(2) the quality of the process for managing the project. Both of those issues will be
considered. However, before we get into the considerations, let’s first take a look at
the history of quality from a general domestic view, an international view, and finally
a specific healthcare environment view. Quality is one of the 12 Project Delivery
Principles (see Chapter 2).

History of Quality in the United States

Traditionally, when manufacturing was in its infancy and major production houses
were more like “sweat” shops, inspection was the quality management of choice.
Most everything was handmade until Henry Ford put in the first moving assembly
line in 1913. Even after that invention, manufacturers continued to use inspection.
That was a perfectly plausible approach as long as we had a captive audience for
our products. We could afford the scrap involved with inspecting quality in rather
than building quality in. The costs of scrapping could be absorbed by increasing the
product costs. Even when the first quality efforts were undertaken in the thirteenth
century by various guild members, again, that was on a one-to-one basis and the
cost of the products reflected the amount of the quality effort. There were actually
committees formed to “inspect” goods for flaws. This is still an example of quality
by inspection.

It wasn’t until early in the twentieth century that “quality gurus” began to sur-
face, studying manufacturing processes and connecting the dots between the quality
of the product of the manufacturing process and the process of manufacturing the
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product. Interestingly, but not so unusual after I explain, AT&T was used as a testing
ground for not only quality efforts, but also motivational efforts, as detailed in
Chapter 6. Western Electric, the manufacturing arm of AT&T, had a facility known
as the Hawthorne Works in Cicero, Illinois, from 1905 until it closed in 1983. Early
telephone equipment, the “high tech” electronics at the time, was manufactured
there. For the first time, goods were being manufactured requiring skilled labor that
needed to deal with tight manufacturing tolerances and high quality. No longer
could a manufacturer rely on inspection to insure quality. Walter Shewhart, a Bell
Laboratories (AT &T’s research and development arm) engineer, first realized that in
order to manage quality, data was needed. Shewhart was also known as the “father
of statistical process control.” Using the Hawthorne Works as a testing ground,
Shewhart developed statistical process control methods to address data collection
and the Shewhart Cycle Learning and Improvement Cycle, “combining both cre-
ative management thinking with statistical analysis. This cycle contains four con-
tinuous steps: Plan, Do, Study and Act. These steps (commonly referred to as the
PDSA cycle)”! are the precursor to continuous improvement.

Around the late 1930s, W. Edwards Deming, working as a mathematical physi-
cist for the U.S. Department of Agriculture (USDA), invited Shewhart to lecture
on statistics. I believe that this is when Deming was bitten by the “quality bug.”
He was always statistically focused, but now he was combining an extensive know-
ledge of statistics and mathematics to the new field of quality improvement. While
working at the Bureau of the Census in the early 1940s, Deming was asked his
opinion on ways to aid the war effort. His advice was to present a short course on
Shewhart’s methods. The advice was accepted, and courses were held often with
Deming as instructor. The influence of these courses formed the basis of the statis-
tical quality control (QC) movement. Because of his earlier work with the USDA,
Deming was sent to Japan to help the war-torn country with repairing its agricul-
tural production. On a later trip, Deming made contact with Japanese statisticians
and developed a great relationship with them and other Japanese. Some of the
people Deming made contact with were engineers and scientists involved with the
reconstruction of Japan’s manufacturing industry. Deming began teaching and
consulting statistical process control to the Japanese, who embraced the study and
began to apply it to their quality problems. What Deming gave the Japanese was
the confidence to pursue quality excellence, and the rest is history. In the meantime,
his quality efforts in the United States fell on relatively deaf ears. As a matter of fact,
it took nearly 30 years of getting beaten by Japanese automotive quality for Ford
Motor Company to “invite” Deming and his ideas into their automotive manufac-
turing. As a result of instituting Deming’s quality initiatives, Ford became a quality
leader capturing the Sport Utility Vehicle (SUV) market with its Ford Explorer
during the 1990s.

Another quality “guru” of the time was Joseph Juran, who also helped Japanese
quality efforts and has ties to Shewhart, Deming, and AT&T’s Hawthorne
Works. In 1926 Juran worked in the new Inspection Statistical Department at the
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Table 6.1 Quality Trilogy

Quality ¢ Identify t/he customers.

planning e Determine the needs of those customers.

¢ Translate those needs into our language.

¢ Develop a product that can respond to those needs.

e Optimize the product features so as to meet our needs and
customer needs.

Quality e Develop a process that is able to produce the product.
improvement | e Optimize the process.

Quality ® Prove that the process can produce the product under
control operating conditions with minimal inspection.

e Transfer the process to operations.

Hawthorne Works, a department championed by Walter Shewhart. Juran worked in
the quality management field for more than 70 years. His Quality Control Handbook,
first released in 1951, is still used as a reference. “Dr. Juran was the first to incorp-
orate the human aspect of quality management which is referred to as Total Quality
Management (TQM).”? A second book, Quality Is Free, written in 1979, is a seminal
work that points out the fact that the expense of quality is outweighed by the
benefits of quality efforts, yielding a zero sum. Table 6.1° outlines the major points
of Dr. Juran’s quality management ideas.

Project Quality Management

The Project Management Institute* provides the following fundamentals for Project
Quality Management: project planning, quality assurance (QA), and QC.

Project Planning

The project planning process includes identifying the relevant project standards—
industry, organizational, stakeholder—and how to satisfy those project standards.
Industry standards include best practices and regulatory requirements. The organ-
ization will likely have its own quality policy, while stakeholders may have more
obtuse standards that have to be investigated, including those that drive purchasing
decisions. A leading philosophical tenet is that quality must be planned in, not
inspected. This is the philosophy that was adopted by those early quality gurus,
as opposed to the original quality efforts of allowing quality to be inspected in.
Within the planning process certain factors must be considered: cost-benefic ana-
lysis including project constraints (cost, schedule, guality, and scope), benchmarking
from other similar projects, and the use of other quality tools to be discussed later
in this chapter.
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Quality Management Tools

I'd like to briefly cover some of the more relevant quality tools that may be used
or at least understood by the project manager: flow charts, cause-and effect-
diagrams, checklists, Pareto diagrams, histograms, control or run charts, and
scatter plots.

Flow Charts

Probably one of the most widely used tools for quality management is the flow
chart. It is a great visual representation of a process from beginning to end. It also
allows the user to manipulate the tasks within the process flow for optimization. The
most effective way to use flow-charting is to first gather all the information relative
to the process flow, experiential data, and lessons learned. The best method is then
to capture the flow using the standard flow chart shapes: rectangles for processes,
diamonds for decision points, and so on. Once the flow is captured, then it is best to
try to find someone who is familiar with the process to double check the flow. Once
that is done, you can try different scenarios in the flow chart until you feel that it
captures the best flow, trial that flows against the current process. If the new one is
more effective than the present one, standardize the new one.

Cause-and-Effect Diagrams

One of my favorite quality tools is the cause-and-effect diagram, also called a
fishbone or Ishikawa. (It is also used in project planning [see Figures 2.1 and 2.2].)
First introduced by Kaoru Ishikawa in the 1960s, the cause-and-effect diagram is a
graphical representation used to group ideas into usable and actionable categories.
When done propetly, it is an easily understandable view of the potential causes of
an issue to be investigated, hopefully leading to a successful issue resolution. From
my experience with cause-and-effect diagrams, it is usual to work your way through
the causes and find an issue resolution among the choices and stop the investigation.
It is important, however, to consider the rest of the choices because underlying the
effect could be multiple causes.

Check Sheets

The most common of all quality tools, and one you may not even think of as a
quality tool, is the check sheet, or as known in some circles, the checklist. It is
as simple as a shopping list or to-do list but can be a critical piece of a project
manager’s toolbox. In the “heat of battle,” details can be overlooked, unless those
details are captured on your checklist. By having those details captured and ready
at hand, the project manager can easily check to make sure that those details are

being addressed.
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Example Pareto Chart
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Figure 6.1 Pareto chart example.

Pareto Charts

Another important quality tool is the Pareto chart (see Figure 6.1). These charts are
particularly effective when looking for the frequency of events as compared to each
other. The purpose of a Pareto chart is to graphically represent the different events
to see which of the events occur the most and order them from left to right from the
most to the least occurring event. Because of the arrangement by frequency, it is easy
to determine the event to be considered first by looking to the left columns. Some of
the issues to consider for determining or reviewing a Pareto chart are what categories
to use to group the issues, what measurements to use, what time period to cover, and
how to determine the appropriate scale.

Histograms

Histograms are also “frequency” charts (see Figure 6.2). They differ from Pareto
charts in that histograms represent data ranges rather than individual data points.
A histogram is constructed from a frequency table. The frequency intervals are shown
on the x-axis and the number of data points are collected on the y-axis.
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Figure 6.2 Histogram example.

Figure 6.3 Control chart example.

Control Charts

Most healthcare professionals are familiar with control charts, also known as run
charts (see Figure 6.3). They are usually used for process control and are represented
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Figure 6.4 Scatter plot example.

by using an average or mean and an upper and lower control limit to the process.
y using g

The process is charted against its mean to see how much deviation there is in the
process. The upper and lower limits are sometimes defined using different sigma or
standard deviations from the mean. If the process exceeds the upper control limit or
goes below the lower control limit, the process is judged to be out of limits and may
need corrective action.

Scatter Plot

The final quality tool of interest is the scatter plot (see Figure 6.4). A scatter plot is
used to map the relationship between two variables. The stronger the correlation
between the variables, the straighter the line in the scatter plot. Scatter plots can
handle a large amount of data points. They can also be used to determine trends by
plotting the data points.

Project Quality Control

QC may be thought of as the first line of quality defense. It is both a function
within an organization and a methodology. As a function, the QC department
looks at the details of the product and the processes. In a manufacturing environ-
ment, QC may take random samples from the production line to ensure that the
quality specifications of that product are within acceptable limits. When looking
at processes, QC uses tools like control charts (discussed in detail earlier in this
chapter) to ensure that the processes are within the specified control limits. Those



Quality = 81

are examples of methods to monitor the project’s product and processes. However,
for the project manager, controlling the quality of the project management process
is the first order of business, although the output (or product) of the project and
its related processes are critical to the overall success. Examples of project manage-
ment processes are the communications plan, overall quality plan, and the jeopardy
process.

Project Quality Assurance

QA is both a function (and department) within an organization and the method-
ology involved in assuring quality within a product or process. The QA depart-
ment within an organization is the department that ends up “checking the checker.”
It is the sampling organization that samples the samples. In other words, QA will
sample the samples that have been taken by QC to ensure that the QC department
is following the organization’s QC policy and that the QA initiatives are effective.
QA looks at the “big picture.” It looks at the elements of the project in totality. Once
again, QA also looks at the processes involved as well as the product of the project,
assuring that those processes are adequately controlled by QC.

What Is Quality?

In order to appreciate quality efforts, quality should be defined. There are many
different views as to what quality means, and all are relevant to the project man-
ager. It is imperative that the project manager understands the viewpoint of those
who are the stakeholders in the project. Additionally, in any project, the variety of
stakeholders can provide a variety of different understandings of what quality means.

A Transcendent Approach

Transcendent quality is a more philosophical than real approach to quality, although
those who view quality as transcendent may not even know that they view it that way
and feel that their view is very real. This is the nature of a transcendent approach.
There is an innate quality of excellence that is potentially indefinable. “Quality is
neither mind nor matter, but a third entity independent of the two ... even though
Quality cannot be defined, you know what it is.”> This is also the nature of tran-
scendent quality: “You know it when you see it.” When transcendent quality is a
focus of a stakeholder, it can be very diflicult, not only to identify the quality driver,
but to also know how to satisfy that driver.

Product-Based Approach

The product-based approach is much easier to manage because it is “real.” In other
words, the nature of a product-based approach is that there is some ingredient
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or attribute that gives it a suitable or desirable quality. There is some measurable
attribute that is more desirable if present and less desirable if not. If that attribute
is present, the stakeholder is willing to pay more. “Differences in quality amount to
differences in the quality of some desired ingredient or attribute.”® In healthcare,
patient survey results can give insight into the attributes that can improve the quality
of an organization based on a product-based approach.

User-Based Approach

User-based quality “lies in the eye of the beholder.” It is a personal view, although
different from the transcendent approach. This quality approach uses the market-
place as a balance. It is more of a universally acceptable quality approach based on
many, many users having the same “fitness for use” and personal view of the par-
ticular quality of a product. It is a shared “personal view” based on market demand
for a certain quality feature. “In the final analysis of the marketplace, the quality of
a product depends on how well it fits patterns of consumer preferences.”” Again,
a patient survey can contribute to the understanding of a user-based approach to
improving quality. One of the scores that may be of interest is the “bedside manner”
of the doctors and nurses.

Manufacturing-Based Approach

The most straightforward and easily understandable quality approach is that of
manufacturing-based quality. Quality is measured by the conformance to a set of
requirements, design speciﬁcations, or general speciﬁcations. In order to measure
against the requirements, a clear and acceptable set of requirements or specifications
needs to be established. The measurements are very specific, such as zero defects.
Expressions like “get it right the first time” are also used with a manufacturing-based
approach. “Quality means conformance to requirements.”® Whether procedures
are being followed is an indicator used by healthcare professionals to relate to a
“manufacturing-based” quality attribute.

Value-Based Approach

Value-based quality is based on price. In this view, in order to have high quality,
the product or service must perform as advertised and it must conform to the
expectations of the stakeholder at an acceptable price. The interesting part about
the value-based approach is that quality can be viewed across a wide variety of prices
relatively evenly. An expensive product or service that delivers on the advertised (or
for that matter perceived) performance is viewed as having the same quality as a less
expensive product or service that also performs as advertised depending on the price
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charged and the value perceived or expected for that product or service. “Quality
means best for certain customer conditions. These conditions are (a) the actual use
and (b) the selling price of the product.” In today’s market, with the variety of finan-
cial responsibility methods, it is hard to get a handle on whether or not the services
rendered are worth the cost of those services. However, the “life-saving” factor of
some procedures will heavily influence a positive response.

Quality of Service Approaches

Healthcare is a service-based industry. Primary stakeholders, the patients, are
looking for certain aspects of service quality. There are several aspects of ser-
vice quality to be considered: reliability, responsiveness, assurance, empathy, and
tangibles. Stakeholders’ expectations are for these services to be provided reli-
ably and dependably, that there be a willingness to provide the services, and
that the services be provided promptly. They want competence, confidence,
understanding, and courtesy. Additionally, stakeholders want clean and modern
facilities and equipment. Finally, stakeholders are looking for their providers to
have a professional appearance.

So what do these approaches to quality have to do with the healthcare pro-
fessional? To best serve the stakeholder (patients, other healthcare professionals,
the community, administration, and more), it is imperative that you understand
the stakeholder’s approach to quality. Each stakeholder may have his or her own
approach to quality; therefore, if you are trying to satisfy one approach, but another
approach is more relevant to a specific stakeholder, then you are missing the mark.
Missing the mark can lead to a loss of confidence in the healthcare provider’s quality.
As a result of that loss of confidence, the stakeholder will seek an alternative. It
is therefore imperative that all quality approaches be considered when planning,
organizing, and implementing healthcare projects.

The qualities of service approaches are more obvious. What they do, however, is
provide a basis for a number of service improvement projects. Examples of some of
the projects undertaken are facility improvements (from new paint to new hospital
wings), new equipment and equipment upgrade projects, educational programs for
helping healthcare personnel with patient handling skills, and increased competence
training.

Basic Statistical Concepts Used in Quality Assessment

While not required in detail, the project manager needs a basic understanding of
statistical concepts.
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Attributes and Variables

Two elements of data collection are attributes and variables. An attribute can be
defined as something that is inherent, something that never changes. The place and
time you were born are some of your attributes. A variable is a data point that can
change. Hair color and eye color are human variables.

Mean, Median, Mode

The mean is the average, the median is the mid-point, and the mode is the most
common data point in an array of data points. For the numbers 1, 2, 3, 3, 4,
4,5,5,5, and 6, the average is 398/10 = 3.8, the median is 38/2 = 19, and the
mode is 5.

Range, Variance, Standard Deviation

Range, variance, and standard deviation are all used in the measurement of
dispersion.

The range is the simplest measure of dispersion. Numbers are ranked from the
highest to the lowest, the lowest number is subtracted from the highest number, and
the difference is the range.

Variance is the squared average of a number of values. The square root of the
variance is then taken to determine the standard deviation. The standard deviation
is the “spread” or distribution of the values around the mean. As an example, you
may want to find the standard deviation of the weight of women who used the emer-
gency room over the last day to use for a study. The chart data shows the following
weights: 110, 150, 155, 170, 100, 160, 190, 100, 105, 130, and 120. The average
weight is 145.46 (1490—the total divided by 11-the number of observations). To
find the variance, take each weight, subtract the average (i.e., first weight, 110-
145.46 = —35.46), square it (i.e., 1257.41), and add the squared differences together
and divide the total by the number of observations. For example: (1257.41 +
20.61 + 91.01 + 602.21 + 2066.61 + 211.41 + 1983.81 + 2066.61 + 1637.01 +
239.01 + 648.21)/11 (number of observations) = 983.99 and then take the square
root = 31.37, which is the standard deviation between the weights. By using three
standard deviations from the mean, and by inferring that the samples taken are rep-
resentative of all women who visit the emergency room, 99% of the women will
weigh between 176.83 pounds and 115.09 pounds. One of the best quotes I've seen
and something to keep in mind when using statistics is from Andrew Lang (1844—
1912), a Scottish poet, novelist, and literary critic, who said “He uses statistics as
a drunken man uses lamp-posts—for support rather than illumination.” So, when
using statistics, use them for illumination.
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The Cost of Quality

It is one of those “pay me now or pay me later” scenarios. There is a cost associated
with quality or with non-quality. There are prevention costs, appraisal costs, and
rework/failure costs. Prevention costs, those costs incurred in an effort to meet a
customer’s expectations and avoid defects, rework, and errors, include training,
processes, and procedures developed to increase effectiveness, and meetings/reviews
to ensure conformance to the customer’s requirements. Appraisal costs, those costs
incurred by measuring the performance of processes, products, or procedures
against acceptable standards, include QC, quality assurance QA, and the evalu-
ation of products, processes, and procedures. Failure costs are inevitable. That is why
products have warranties. However, with increased vigilance, and prevention and
appraisal processes, failure costs can be greatly reduced. If quality standards are not
followed, additional failure costs will be incurred including waste, cleanup, rework,
fines, lawsuits, lost business, and moral issues.

Summary

Managing a project’s quality, whether it is the high quality of the product of the
project or the low quality of the project management processes, is one of the most
important tasks that a project manager can undertake. Managing quality has been
compared to project management as really being the same thing. When you look at
the aspects of project management (cost and schedule control, risk management,
and the procurement process, for instance), the ultimate goal is to successfully
manage those aspects to increase the chances for a successful project. Successfully
managing those aspects means that they are executed with the highest quality achiev-
able. Therefore, managing projects is managing quality.

Key Review Questions

[a—

. Why should quality be planned in rather than inspected in?

. What are the three fundamentals of quality management according to the
Project Management Institute?

. What is the key difference between quality control and quality assurance?

\S)

. Name four quality management tools and explain their uses.

. Name rwo quality approaches and explain their key differences.
. What is the difference between an attribute and a variable?

. What are the #hree costs of quality?

NN N R W



86 m Project Management for Healthcare

Notes

1 Skymark, Walter Shewhart—The Grandfather of Total Quality Management. www.
skymark.com/resources/leaders/shewart.asp

2 Skymark, Joseph M. Juran. www.skymark.com/resources/leaders/juran.asp

Skymark, Joseph M. Juran. www.skymark.com/res/ources/leaders/juran.asp

4 Project Management Institute, IC, 14 Campus Boulevard, Newtown Square, PA, www.
pmi.org

5  Dirsig, Robert M., Zen and the Art of Motorcycle Maintenance, Bantam, New York, 1984,
pp- 185-213.

6 Abbott, Lawrence, Quality and Competition, Greenwood Press, London, 1973,
pp. 126-127.

7 Keuhn, A. A,, and Day, R. L., “Strategy of Product Quality,” Harvard Business Review,
November—December 1954, p. 831.

8  Crosby, Phillip B., Quality Is Free, Mentor Press, Seattle, 1980, p. 15.

9  Feigenbaum, Armand V., Total Quality Control, 4th edition, McGraw-Hill, Princeton,
NJ, 2004, p. 1.

(SN}


http://www.skymark.com
http://www.skymark.com
http://www.skymark.com
http://www.skymark.com
http://www.pmi.org
http://www.pmi.org

Chapter 7

Communications

As in real estate where it is about location, location, location, for project management,
it is about communication, communication, communication. Communication is
about being heard, being understood, creating actions, and following up on those
actions. It is about fields of experience—that field in which you live and that field
in which others live. Where those two fields overlap is the area of shared experience.
The larger the overlap, the larger the shared area of experience and the easier it is to
communicate. That is why people who are very familiar with each other can finish
each other’s sentences. Their area of shared experience is so large that they can almost
think and, more importantly, be understood without any further explanation. In
contrast, if the area of shared experience is very small, it is more difficult to commu-
nicate. I always use the example of when I was learning mathematics and I asked my
father for help. Being a budget analyst for a major defense contractor, he had to add
at least three zeros to the problem to be able to help me. His field of experience and
mine did overlap, but not so much as to be able to communicate without adding
those zeros. Teenagers and parents seem to have a very small area of shared experi-
ence, although if communications are conducted carefully, that area can expand
exponentially. Table 7.1 is provided to help you understand which communication
methods are the most effective.
Elizabeth Harrin! provided the following case study for your review:

Healthcare Case Study: Building a Consultant Database

One of the projects I did when working for a healthcare insurance firm was to
launch an online database of specialists and hospitals. The project involved giving
Web access to all the consultant and hospital information to customers. We had a
lot of the information internally anyway, and all the consultants were contacted and
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Table 7.1 Table of Communications

Oral Written Oral and Written

Effectiveness | Effectiveness Effectiveness
General overview Med Med High
Immediate action Med Low High
required
Future action Low High Med
required
Directive/order/policy Low Med High
change
Progress report to Low Med High
supervisor
Awareness campaign Low Low High
Commendation Low Low High
Reprimand High Low Med
Conflict resolution High Low Med

asked if they would be willing to have their information publicly available as part
of the database. The objective was to offer insurance customers an extra benefic—a
searchable, online directory of places they could go that would be covered by their
insurance, and of people they could see for their treatment under their insurance
plans. This would help them plan their treatment accordingly.

As the project manager, I worked with both the marketing and technical teams
to coordinate the production of the database. The look and feel were developed by
communications experts to fit with the existing corporate Web site. My role was to
project manage the successful launch. I was a relatively new project manager and
reported to the e-commerce program manager—the database project was part of an
overall initiative to revamp our online presence both internally (through intranet
developments) and externally.

The biggest challenge was coordinating the creative minds of the marketing and
communications stakeholders. Once they had seen the prototype database, there
were several requests for changes that unfortunately would have meant significant
technical re-writes. Where I could accommodate changes, this was managed through
a change control process, where the implications of any change were noted and
assessed before a decision was taken.

I was fortunate to be working with an excellent technical team. The technical
lead provided updates and kept me informed of any difficulties she encountered,
which meant I was able to revise the plans and the schedule accordingly.

As the project formed part of a larger program, I provided updates at the program
meetings on a weekly basis. Risks and issues were discussed as part of the program
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monthly risk review meeting. The Marketing Manager responsible for the Web site
was available for me to consult on the details of the project as and when required,
which was invaluable.

Something I learned through working on this project was that it is essential ro have
stakeholder buy-in from the specialists concerned. There is a raft of data protection legis-
lation that needs to be considered and we had to be sure we were only sharing infor-
mation online that we had permission to publish. All the data had to be checked to
ensure it was up to date, and we had to consider how we would keep data up to date
on an ongoing basis.

Once the database was live, it was great to be able to show colleagues and family,
and say, “I made that happen.” While I didn’t code it, design it, or even come up with
the idea, I know that good project management practices helped us as a team deliver a
great service to customers, and I was pleased at the part I had to play in making the data-
base a reality. (Note: Italics added for emphasis.)

The Process of Communicating

As I said before, communication is all about fields and shared experiences. An idea is
generated. That idea goes from thought to words, and those words are composed in a
message and sent to a receiver. The words are sent either in written format or spoken
format. The receiver then translates those words into thoughts and understanding
and prepares a feedback message. The feedback words are transmitted via some
media, probably in the same format as the original transmission. The sender of the
original message goes through the same process of translating the feedback, and
the conversation continues. The communications process uses a channel to carry
the transmissions. That channel can be affected in many ways. We'll talk more about
things that can affect a channel in the section Barriers to Communications later in
this chapter.

Methods of Communicating

All methods of communication take on a different meaning in our high-tech world.
In the past, the most influential method of communication, face-to-face, included
vocal, tone and pitch, nonverbal, body language, and verbal, the actual words of the
message. However, the actual words only carried about 10% of the message. Tone
and pitch influenced about 40% of the message and nonverbal about 50% of the
message. Vocal and nonverbal added together influenced about 90% of the message.
In order to be “heard” one had to be cognizant of the vocal and nonverbal much
more than the actual words. However, with written communications there is really
no vocal and nonverbal, so the choice of words is much more important. With the
advent of e-mail, texting, and social media, and the brevity of those communication
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methods, extreme care must be taken when choosing words in order to accurately
communicate.

Meaning is much more easily distorted by the receiver’s perceptions. Those
perceptions include some of the barriers to communications that we will talk
about later in this chapter, like whether or not the receiver trusts the senders.
The third method to communicate is on the telephone. While there are no non-
verbal communications, I believe that the vocal piece makes up the majority of the
message, about 60%, and the verbal piece about 40%. It is therefore important to
focus on tone, inflection, volume, rate of speaking, quality of your voice (clarity),
semantics, and grammar, as the focus is on the words of your message. And, in this
instance, your words carry much more of your message that they do in face-to-face
communications. The reason (or meaning) for the verbal piece of communications
is to inform, instruct, and explain. It should be much easier to do that with written
communications, secondly with telephone conversations, and hardest with face-to-
face communications.

Conditions of Communications

The conditions of communications depend on the message and the audience. It
should be a conscious choice, not driven by emotions, although emotions do play
a role in good communications. In project communications there will be times
when all of the communication conditions occur at the same time. The conditions
are empathy, respect, warmth, concreteness, genuineness, self-disclosure, and sup-
portive confrontation. To communicate with empathy, one has to be able to relate
to the situation. Communicating with respect is always the best way to communi-
cate. Always relating to your audience as human beings may seem like something
that should be ingrained, but mean-spirited communications occur frequently,
and the lessons learned by the receiver are not easily forgotten. That makes the
next course of communications even more difficult. Genuineness and warmth, like
empathy and respect, are conditions that not only help the receiver “listen” but
also help the sender formulate the true message of the communication. Picking the
words that form the message using the conditions of empathy, warmth, respect,
and genuineness will allow the receiver to feel safer and therefore more open to
the message.

Concreteness is a necessary condition of communications in healthcare. The
ability to communicate the message accurately and with a minimum of “fuff”
is important to help patients and patients’ families understand exactly the issues
that are being addressed. People do not have a tendency to ask questions of their
physicians for clarity; therefore, that clarity needs to be provided upfront in the
message.

A final condition for communications occurs when there is confrontation. The
reaction to confrontation should be supported. In order to gain the confidence of the
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receiver, to get the receiver to listen, supportive confrontation should be practiced.
When you need to be confrontational, do it in an assertive way to show respect for
the individual’s position.

Barriers to Communications

There are so many barriers to communications that sometimes I wonder why we
even bother trying to communicate. But we all know why we must not just commu-
nicate but be accomplished communicators.

Preconceived notions, ideas, or screening through our own expectations at times
can prevent us from getting the right message. Sometimes we want to look at
information through a different “lens,” for instance, an environmental lens if we
want to keep an environmental awareness about our communications. We also
screen communications based on some notion or idea about a subject and there-
fore are not open to listening. We will also deny information if it is contrary to
what we believe or if it doesn’t fit the stereotype we were expecting. The use of
personalized meanings at best is distracting and at the worst makes communications
not comprehendible.

Certainly, lack of motivation or interest plays an important role in both sending
and receiving communications. It can be obvious when the sender lacks the
enthusiasm or interest in the subject being communicated. Equally obvious is the
apparent lack of interest or enthusiasm about the communication being received.
The sender’s issue of lack of communications skills could be a major cause in the
receiver’s lack of interest. It could also cause the sender, because of the anxiety
about not having good communications skills, to appear unenthusiastic. Noise,
distractions, or multi-tasking could manifest themselves as appearing to have a lack
of interest for both the sender and the receiver. Distrust or lack of credibility of the
source of the information, whether it is directed at the sender or not, can be a bar-
rier to the receiver. There can be a halo effect and reference group influence. Both can
be barriers or enhancements to communications. They can be barriers in that they
can influence the meaning of the communications, i.e., make them more believable
when they are not. They can be enhancements in that, if the communications are
accurate, they are enforced by the credibility of the “haloed” one or by the respect-
ability of the reference group.

Information overload can be a barrier to communications. The amount of infor-
mation absorbed during a communication may be limited. It is important, there-
fore, to always consider your audience. For instance, if you are communicating with
high-level executives, your communications should be rief and to the point. The
executives usually have a lot of business to conduct and are looking for a “snapshot”
of information; an “executive summary.” Engineers, on the other hand, may want
excruciating detail because they may need to decide based on your information.
Finally, a poor organizational climate can be a major barrier to communications.
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Communicating within functional organizations or those that are organized into
silos is notoriously difficult. Communications usually go bottom to top, following
a “chain of command,” and then across functions and down the chain. Messages
are often garbled by the time they reach the intended audience because of the layers
through which they've had to pass.

Whether it is a poor organizational environment, information overload, or any
number of other barriers to communications, communications under the best of
circumstances are difficult. But understanding those barriers and overcoming them
will lead to improved communications.

Improving Your Communications

The more comfortable you are with yourself, the more comfortable you will be when
communicating with others. One way to improve your own comfort level is through
self-efficacy. Self-efficacy “is the belief that one is capable of performing in a certain
manner or attaining certain goals.”

It is a belief that one has the capabilities to execute the courses of
actions required to manage prospective situations. Unlike efficacy,
which is the power to produce an effect (in essence, competence),
self-efficacy is the belief (whether accurate or not) that one has the
power to produce that effect. For example, a person with high self-
efficacy may engage in a more health related activity when an illness
occurs, whereas a person with low self-efficacy would harbor feelings
of hopelessness.?

It is not self-esteem, a person’s sense of worth, but rather the way a person perceives
his or her own abilities to reach a goal. Self-eflicacy beliefs are what drive how we
think, feel, and motivate ourselves, and our ability to motivate others. Remember,
communications do one of three things: inform, instruct, or explain. In order to
do any of those things, you must be able to “sell” your message. From an article by
Albert Bandura,* the following are ways to improve your self-efficacy, which will
improve your communications (interpersonal) skills:

Set challenging goals and maintain a strong commitment to them.

Heighten and sustain your efforts in the face of failure.

Recover your sense of efficacy after failures or setbacks.

Attribute failure to insufficient effort or deficient knowledge and skills, which
are acquirable.

Approach threatening situations with assurance that you can exercise control
over them.
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Self-efficacy is all about having faith in your abilities; if you doubt those abilities
seek improvement (like education), don't take things personally (it’s only business),
be persistent, constantly challenge yourself, and take everything head on.

Practicing  assertive communications is another way to improve your
communications skills and keep yourself healthy. Without assertive communications
there is a tendency to hold onto anger, turning it inward, which leads to feelings of
hopelessness, helplessness, frustration, and anxiety. It can lead to poor relationships
and tension-related ailments like headaches, ulcers, and high blood pressure. The
ability to communicate effectively not only gets your message out but can also
keep you healthy. Some of the more effective methods of assertive communications
include the following:

m Broken Record—repeating your point over and over until you are sure it has
been heard.

m Fogging—not being provoked by criticism, but rather acknowledging the
criticism and agreeing that there may be some truth to it. An example could
be, “I can agree that there may be times when I haven't been listening.”

B Negative Assertion—reducing critics hostility by accepting your issues
without apology. “You are right; I do have a tendency to disagree too often.”

B Negative Inquiry—secking more criticism to both diffuse the situation and
to perhaps get to the bottom of the criticism. “So, you believe that 'm not
listening?”

B Free Information—information is power when you share it. Assertive com-
munication includes the principle that information should be shared without
the paranoia of, “If I give them the information, I won’t have anything to
leverage.”

m Self-Disclosure—be able to communicate and include something of your-self
in the message. It allows the sender to own the communications.

B “T Messages”—closely related to self-disclosure. Putting some of you in the
communications. “I am concerned that you are not doing the necessary work
to protect the patients. I need you to help me do that.”

Additionally, you can improve your communications by resolving conflicts
effectively, developing better communications skills, running meetings more effect-
ively, and using a template for communications so you don’t forget anything.

Variables of Communications

Remember our discussion in Chapter 6. A variable is a data point that can change.
Add the variables of communications to the barriers of communications and the
odds against being able to effectively communicate seem astronomical. That’s not
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really true unless you are unaware of the barriers and the variables. Just being aware
of them gives you an edge. You know what to expect. Physical constraints are one
of the variables. Distance from receiver to sender, either across the room or across
the country, is a variable that needs to be considered. Whether or not the receiver is
physically able to “hear” the message is a variable.

How much or how little education communicators have is another variable. No
two people have the identical educational background. I'm not just talking about
formal education, but also informal or experiential education. A person’s social status
and place in the power structure are two more variables. I have an American colleague
who works for a French company who has seen the following concept firsthand:

So in France, the concept of the “honor each class,” in which there is
clear separation of superiors and subordinates, differs from the U.S. con-
cept of “fair contract” between employer and employee where managers
have only certain prerogatives within limits.>

The way each of us understands/processes information is a variable because each of
us processes data differently.

Human cognition is central to clinical decision making. Clinical informa-
tion involves histories that can be biased by the way questions are asked,
vague clinical signs that are assessed with several senses, and diagnostic
laboratory tests that are not perfect. If clinicians have a fundamental
understanding of the process of cognition and inherent weaknesses in
the process, they will be better able to compensate for weaknesses in this
process and arrive at better clinical decisions in the long run.®

Finally, technical constraints are a variable to communications. Not everyone
is comfortable with the technology of communications. For instance, there may
be people who won't use e-mail or the other spectrum of people who insist that
all communications be done on their handheld computing device. Variables to
communications must be considered to make communicating more effective.

Communications Management Plan

Every project needs a communications management plan, no matter how large or how
small the project is. The communication management plan defines what data is being
collected and filtered for distribution, the filtering techniques to eliminate extraneous
information and highlight key information, and how often data will be collected for
the communications plan. A primary input to this plan is the stakeholder analysis
we did in Chapter 3. Generally, the complexity of the communications management
plan will increase as the size of the project increases. Developing a communications
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management plan is the roadmap for developing a communications infrastructure.
That infrastructure includes all the tools:

E-mail

Project management software

Shared resources

Document management systems

Intranet

Telephones

Teleconferencing service

WebEx,” Go-to-Meeting,® and similar services
iPhones, iPads, and similar devices

Communication techniques include the following:

Templates

Reporting guidelines (sometimes specified contractually and by stakeholders’
needs)

Decision-making processes

Problem-solving processes

Conflict resolution

Negotiations

Both tools and techniques are used to positively influence communications.
Another necessary component to a good communications management plan is
the final communications on the project, or project closure communications.
The communications management plan must include how project artifacts,
lessons learned, and formal acceptance are to be communicated. Sometimes those
communications may be as simple as an invoice to be paid now that the project is
complete. More often it is more complex than that, with contract closure including

all the addendums.

Communications Plan

Within the communications management plan is the communications plan, the exe-
cution vehicle for the communications management plan. The communications
plan uses all the inputs, such as the stakeholder analysis, and specifically defines
what information is going to be communicated (from an external view), who will
receive the communication, how the information will be communicated, and when
the communications will be conducted. The basic concept of a communications
plan is to get the right information to the right people at the right time in a useful
format. Technology (remembering the variables of communication) should be used
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to enhance communications. As our communications devices get more and more
complex, the ability to communicate will also get more difficult. There is a large
variety of devices available, and few standard protocols. While we've emphasized
the formal methods of communications, there is that informal piece that can be
considered in the communications plan: face-to-face or phone.

Improving Communications

Apart from the obvious, get training to be a better communicator, there are
many ways to improve communication skills. Conflicts can be very disruptive
to communications. Additional baggage occurs with unresolved conflict. That
baggage can be a barrier to communication, causing distorted views from both
sender and receiver. Being able to effectively resolve conflict is a way to improve
communications by removing those obstacles. Meetings can take up an inordinate
amount of communications time. Managing meetings with maximum efficiency is
a way to control that time. One of the more effective ways to manage meetings is to
scrutinize each one to see if it is truly necessary. If it is not, then don’t meet. If the sub-
ject of the information to be gathered at the meeting can be communicated in any
other way, don’t meer. If participants have agendas other than to gather information,
don’t meet. Speaking agendas always have an agenda no matter how small the meeting
seems to be. Once you have your agenda, stick ro ir. Hand in hand with an agenda
is a statement of objectives. They may be one and the same, especially if a decision
is expected as a result of the meeting. Outline that objective first so that people will
have some time to consider it.

Don’t let people come to the meeting unprepared. This is easier said than done,
but one of the first things to do is to communicate the meeting’s objectives. That
way, people can be thinking about those objectives and see where they fit in the
scheme of things. Provide leadership in the meeting by imposing time limits when
appropriate. This is where an agenda can help. It can be used as a mechanism to
portray the time limits assigned to each item. Remember to leave a little extra time
in case an interesting subject overruns the time allotted. Provide templates for
communications. This is like providing an agenda except that templates are more
specific and require action on the part of meeting participants. An example of this
would be the distribution of a progress report—we’ll talk about the different reports
a little later in this chapter. Stick to the times and topics specified by the agenda and
start and finish on time. I use the example of Newark Airport for starting a meeting
on time. Once the planes begin not taking off on their scheduled times, the airport
starts to back up. Once that happens, the backup continues to get worse at an
exponential rate, just like a person’s schedule. If the person is late getting out of one
meeting and the next one runs long, the person continues to get further behind as
the day goes on. It is acceptable to leave the meeting if you must, to take a call, for
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Table 7.2 Meeting Checklist

. Prepare an agenda with topics and times.

. Prepare attendees list.

. Prepare action register.

. Speakers notified to comply with time limits.

. Meeting started on time.

. Participants requested to return on time from breaks.

. Participants notified that it is okay to leave, but meeting will proceed.
. Participants notified to turn off cell phones.

. Participants notified to sign attendees list.

. Attendees list collected.

. Participants notified of agreements and delivery dates of actions.
. Meeting ended on time.
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instance (and cell phones are on silent mode only), but the meeting will continue
without you. You will have to ask someone after the meeting to get you caught up.
Finally, always have a sign-in sheet. With a sign-in sheet it is easier to recall
who was at the meeting and to document who accepted an action item and when
the follow-up to the item will occur. Manage conflicts, because they will happen.
Conflicts are disagreements, differences of opinions. However, if they are not con-
trolled, a meeting can quickly get out of control and end up as a waste of time.
Limit side conversations and listen to speakers rather than texting or preparing
your statements and questions. If the meeting is managed correctly, there will be
ample time for your opinion and questions, especially if the meeting is limited in
attendance. When thinking about the meeting’s agenda, think about who can effect-
ively address the issues. Only invite those who can effectively address the issues and
discourage those who cannot. Table 7.2 is a checklist for running effective meetings.

Social Media and Healthcare

The following is from a blog from Green Buzz Agency (www.greenbuzzagency.com/)
by Anna Heather, an Account Executive at Virilion (www.virilion.com/) in Washington,
DC, used with permission.

Social Media and the Healthcare Industry: Stats—Insight

Many clients in the healthcare industry have recently come to us with questions
about social media. Many of them want to know why social media matters and
where it should fit into their marketing plans. Others want to know where to
get started and how to build and maintain a successful Facebook Page, Twitter
Account, YouTube Channel, or blog. But more and more, clients are simply
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looking for help understanding the social media landscape and how it impacts
healthcare decisions.

While there is no easy answer to any of these questions, there are a few things
you should know if youre thinking about developing a social media strategy for your
hospital or organization:

61% of American Adults Look Online for Health Information

The number of American adults who looked for health information online has
doubled in under a decade. That’s according to a 2009 Pew Internet Research study,
which found that 61% of adults look online for healthcare information, while only
25% of American adults looked online for this information in 2000.

Three-quarters of American adults aged 18 or older have access to the Internet
cither at home or at work. Eighty-three percent of those users have looked online for
information about health topics ranging from information about a specific disease,
treatments, alternative medicine, health insurance, healthcare providers, medical
facilities, and ways to stay healthy.

24% of Patients Have Consulted Reviews of
Medical Facilities Online

Just as more Americans turn to the Web to find recommendations on restaurants
and local vendors, patients visit blogs and Web sites to find rankings and reviews
of doctors, hospitals, and medical facilities. According to Pew, health consumers
looking for information, inspiration, and support often turn to blogs or Web sites
with user-generated rankings or reviews to find solutions:

m Overall, 41% of patients have read someone else’s commentary or experi-
ence about health or medical issues on an online news group, Web site,
or blog.

m Overall, 24% of patients online have consulted rankings or reviews of doctors
or providers.

B Overall, 24% of patients online have consulted rankings or reviews of hospitals
or medical facilities

More than 700 U.S. Hospitals Use Social Networking Tools

More and more patients look to connect directly with healthcare providers via social
networking platforms like Facebook, Twitter, and YouTube. In addition to using
the Web for health information and disease support, patients want information and
updates in real time, just like they get from others in their online communities.
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Hospitals have started to get the picture, using social networks to connect with
consumers, making it easier for patients to better understand products and services,
and allow health providers to demonstrate clinical expertise, build trust, and deliver
valued information to an engaged audience.

In June 2010, Found in Cache, an online resource for healthcare professionals,
determined that 744 U.S. hospitals were active on Twitter, Facebook, and
YouTube: 549 Twitter Accounts, 513 Facebook Pages, and 337 YouTube Channels.

60% of Patients Active Online Say Using the
Web Affected a Medical Decision

Online health queries impact medical decisions. Among patients who researched
health information online, most respondents said the Internet had an impact on
their own health or the way they care for someone else. Of the information found
online:

m Overall, 60% said it affected a decision about how to treat an illness or
condition.

B Overall, 56% said it changed their overall approach to maintaining their
health or the health of someone they care for.

B Overall, 53% said it led them to ask a doctor new questions, or to get a second
opinion.

B Overall, 49% said it changed the way they thought about their diet, exercise,
or stress management.

m Overall, 38% said it affected their decision to see a doctor.

m Overall, 38% said it changed the way they cope with a chronic condition or
manage pain.

Takeaway for Healthcare Professionals: Social Media
Is Part of Our Culture

“It’s time to get rid of the term ‘social media’ and call it ‘media,” because there really
isn’t a difference,” according to Shel Holtz, principal of Holtz Communications and
the media manager for the Mayo Clinic. Today, 8 of the top 20 most visited Web
sites in the United States are social media based. According to a November 2020
article published in the journal of Internal General Medicine, physicians have created
hundreds of public and private groups on Facebook to communicate and share
information; one COVID-19 Facebook group for U.S. physicians had more than
150,000 members.

As you can see, social media connects healthcare providers to patients, while
helping to accomplish marketing goals. While the Internet is no substitute for
healthcare professionals and the care they provide, it can help hospitals and healthcare
providers reach patients who are deepening their engagement with the online world.
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Can information about your hospital, clinical expertise, or services be found in
the places people are looking?
If not, now is the perfect time to get started!

Social Media and Web Update

Since the publication of the first and second editions of this book, there have been
changes in the social media world. Not surprising, the increase in usage has been
unprecedented. More and more people have access to devices designed to keep them
healthy; Fitbit, Garmin™, and Withings. Instagram has overtaken Facebook as the
most popular social media platform.

The percentage of people searching the Internet for health information has not
decreased. On the contrary, more and more people are searching for solutions. The
healthcare industry is changing as a result. More and more on-line presence. The
major take-a-way from the above article is still valid. “It’s time to get rid of the term
‘social media’ and call it ‘media,’ because there really isn’t a difference,” according
to Shel Holtz, principal of Holtz Communications and the media manager for the
Mayo Clinic.

The advent of social media has created new ways for people to connect
with one another, institutions and healthcare professionals. Even though
the social media revolution has brought about many benefits to individ-
uals and businesses, its also rife with the potential for abuse, misuse and
privacy concerns. This is particularly true for healthcare, an industry for
which social media holds great promise but also certain risks.’

The pandemic, starting in 2019, highlighted the issues and benefits of social
media. Information was being disseminated at a rapid pace. That is what was
expected. However, what was also expected was that the information was accurate
and sourced through well respected and credible. In my opinion, the once cred-
ible sources were disseminating conflicting information. It made it very difficult for
healthcare professionals to properly treat patients. While it is a fine line between free
speech and regulation of information on social media, perhaps we should be more
cognizant of what we believe on social media, not only because of the pandemic
information, but also with general healthcare information received from social
media and the web in general. Some potential projects generated by the pandemic
and captured in Section VI, Chapter 18, may have helped. However, the origin of
the virus is still unclear, and the fact that the virus targeted the elderly and those
with comorbidities may have had a larger role that any project that could have been
executed. One project, however, should be noted. Operation Warp Speed, the effort
between drug manufacturers and the federal government, showed that a project
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can be successfully accelerated given enough resources. Unfortunately, social media
played a role in the confusion around vaccinations and their effectiveness and safety.

In an excellent blog (https://blog.hootsuite.com/social-media-health-care/),
Carol Beveridge, October 2022, states that

“A literature review of numerous studies regarding healthcare providers’
use of social media was published in the journal of Medical Interner
Research in 2021. That review identified a number of ways in which
healthcare professionals have incorporated social media into their work.
For example, they are using social media to:

Attract and hire employees. Recruitment in healthcare is taking advantage
of social media to appeal to prospective employees and assess applicants for
residencies.

Conduct research. Researchers in healthcare are using social media to build
research communities and enhance the sharing of research information.
Market their practices. Healthcare professionals are using social media to
promote and market their practices to new patients.

Promote health. Healthcare organizations are using social media to pro-
mote messages about public health and disseminate health information.
Healthcare professionals and medical students are using social media to
network and communicate with their peers.

Study medicine. Both new trainees and experienced healthcare professionals
are using social media to further their education in healthcare.

Treat patients via telemedicine. Some healthcare organizations have
used social media to provide telemedicine to patients, expanding their
reach and improving the convenience of obtaining healthcare for some
patients.

Using social media in healthcare opens the door to both prom-

ising opportunities and certain risks. In blending social media into their
operations, it's important for healthcare organizations to ask, what are
the benefits and drawbacks of using social media?”

To counterbalance the opportunities social media can provide, there are also risks
that must be considered. Sharing information on social media may have an impact
on user’s privacy. Careful consideration of what type of information is shared.
Additionally, single source information can be a problem. Trust, but verify is an old
Russian proverb used by President Reagan. My recommendation is to try to get to
the primary source of the information. If an article is cited, go to the cited article to

draw your own conclusions.
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Reporting

There are three types of performance reporting that should be done on any pro-
ject: status reporting, progress reporting, and forecasting. Status reporting describes
where the project stands at a specific point in time. An example of this for the
Northwoods Community Medical Center (NCMC) EMR Project would be, “As
of today, we have received all of the hardware needed for our system.” Progress
reporting describes what the project team has accomplished during a certain period.
For instance,

The accomplishments for December include receiving the hardware
for our EMR system, hired a consultant to start developing training
material, and sent out a brochure to all hospital staff explaining the
pending changes. Next month we intend to install the hardware and
receive the software. There was a compatibility issue between our new
hardware and some of our old hardware that was resolved. We wrote a
change order to our original proposal to include the necessary hardware
to upgrade some of our old computers.

Within this report are the accomplishments for December, what is expected to be
accomplished in January, issues that arose during the month and resolutions of
the same, and any change orders or project changes for that period. Forecasting is
predicting future project status and progress based on the performance of the past
using trend analysis, change orders, or any other past information gathered from
action registers, for instance.

Communication is more than just sending and receiving. It is making those
messages appropriate, relevant, understandable by the audience, and timely.
Using the tools and techniques described can help unravel the mysteries of good
communications.

Key Review Questions

1. In a face-to-face conversation, as a percentage, how much are the actual words
of your message worth?

2. Name five barriers to communication. How would you overcome each one?

. What can you do to improve your communication skills?

4. Does your organization use social media? If so, what social media does it use?
If not, should it, and why or why not?

(SN
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Chapter 8

Change

This axiom remains applicable. The only constant on a project is change. The sooner
that is understood, the better prepared you will be for change. No one really likes
change no matter what they say, but it is part of life and certainly it is part of projects.
There are two change aspects to projects. The first is the changes resulting from the
project. It can be changes to the way you do business because of undertaking a pro-
ject, or it could be the changes caused by the project. The second aspect of project
change is a change 70 the project, including changes to configuration, schedule, costs,
contract, and quality, and how to handle those changes (see Figure 8.11).

Dealing with Change

The first aspect of project change is the impacts resulting from the project itself,
and how to deal with those impacts. As said before, no one really likes change,
but in reality, changes occur on a daily basis, whether they are significant changes,
like buying a new house, getting married, or starting a new job, or minor changes,
like a restaurant not having the menu item that you have your heart set on or the
impact of putting up new curtains in your house. Minor changes can be dealt with
easily; major changes may require major intervention. The focus is on minimizing
the impact of change.

One of the most important ways to minimize the impact of a change is through
communications: he more the better is the rule. The biggest complaint from people
who are impacted by a change is that they never heard about the change until it was
forced upon them. Increasing communications has two purposes: (1) to serve as an
early warning system and (2) to provide a method for people to comment about
the change. Whether or not those comments are incorporated is another issue, but
the fact that people have a chance to comment gives them a sense of participation.

104 DOI: 10.1201/9781003427759-10
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Figure 8.1 The aspects of change management.

Participation leads to a feeling of ownership, which leads to changes more easily
being integrated. People who feel they participated in the decision to make the
change feel that they have bought into the decision. It is difficult for people to reject
a change once they have bought into it.

As mentioned in Chapter 7, communications can come in the form of formal
or informal, and communicating change should be done using both methods.
Formal (or written) communications provide the platform for more detailed
communications. The more complex the project, the more emphasis there should
be on formal communications, and the larger the project, the more emphasis there
should be on formal communications. When I talk about large projects, I don’t
necessarily mean projects with long implementation intervals. I consider a project
“large” if it is costly or critical to an organization. In those instances, communicate
frequently and formally with key stakeholders. You certainly don’t want them to
have any surprises.

Help people with change by being an advocate for change. By nature, project
managers are change merchants. That's what we do, change things. There are a couple
of things you can do to help people with change, besides communications. Keep a
positive attitude about change. There are always the “glass half empty” people. Don't
be one of them. Change is good. Embrace change. First, recognize that people think
about change in relation to buckets: the no bucket, the lers make a deal bucket,
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and the ger out of my face bucket. The essence of the “no” bucket is that people
flatly deny that there is a change. This happens most when there is an unpleasant
or perceived unpleasant change occurring. The best way to deal with this is through
understanding and persistence. “I understand where you are coming from, but this
change is necessary for ...” (fill in the blank—growth, profitability, safety). The “let’s
make a deal” bucket brings out people’s instincts to try to return to the status quo
before the change was instituted. Using all of their reasoning and persuasion, people
will try to deal out the change and deal back to the way it was. When people are in
that frame of mind, it is difficult to convince them that the change is better than
changing it back to the old way of doing things. This is a place when fact-based logic
is one of the tools used. The “get out of my face” reaction usually occurs when the
“no” and “let’s make a deal” buckets have been emptied. With the emptying of those
buckets comes a feeling of hopelessness that leads to anger. “No one has listened to
me. I'm being railroaded into accepting these changes. 'm angry!” This is the type
of anger that will burn out on its own. The caution is not trying to force the release.
Even when time is of the essence, let the anger dissipate on its own. Let the other
person vent.

Change may also occur when using the project management discipline because
it is a new way of doing business. Companies, especially entrepreneurial companies,
like to be in a freewheeling, virtually unstructured mode. Putting structure into
projects is like dragging your nails on a chalkboard (remember those?) for some
people. One way to deal with that reaction is to show how many resources are saved
when there is a structure in place and you don't have to “reinvent the wheel” each
time. The use of project templates, lessons learned, and historical information about
previous projects can save a considerable amount of time, particularly when per-
sonnel turnover occurs.

Monitoring and Controlling Changes

While some may advocate that each of the major processes (scheduling, costs, and
quality) has its own change control process, I believe that one consistent change con-
trol process should be used for all of the project changes.

One of the processes used to control changes is the gate process, to use the gen-
eric term. Some call it Stage-Gate',2 some call it a gate review process, and some call
it a phase-gate process. Whatever you call it, the structure is basically the same. At
a point in time, or a relevant point in the project (see Figure 8.2), a gate is inserted.
That gate will have criteria attached to it. Usually a list of events will be completed.
In order to continue through the gate, the completion of those events will be
confirmed and documented, or, if the parties agree, documented as exceptions to be
completed at a new specified time. A gate process is only as good as the discipline
employed. If the exceptions become the rule, then the effectiveness of the process is
greatly diminished. The number of gates within a project-specific gate process will
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Figure 8.2 Gate process of NCMC.

vary. However, I recommend a minimum of four gates, one each at the end of an
idea phase, a planning phase, a design phase, and an implementation phase. The gate
process will also be an important addition to the project’s lessons learned in that how
and when the individual criteria are met will be helpful when developing project
plans for similar projects.

The gate process or whatever process you use to monitor and control a project
should include the following areas of project:

Configuration
Scope

Time

Cost

Quality
Communications

Risk

While a gate process is one of the ways to monitor and control a project, changes
are still likely to occur. Again, rather than develop change processes for each major
project component, one consistent change control process is all that is needed. I am



108 ® Project Management for Healthcare

CHANGE REQUEST FORM

1. Request:
Identify request e.g., CN010110-1 (for first change notice request for
January 1st, 2010)

2. Requester:
Identify requester e.g., name, function, telephone, e-mail

3. Component affected:

4. Potential impact to project (cost, schedule, quality):

5. Alternative solutions (if any):

Figure 8.3 Change request form.

generally not in favor of a “one size fits all” solution, but in the case of change con-
trol, a consistent approach is best. The best change control process is the simplest.
The key to the process is the change control request form (see Figure 8.3). The form
should include places to

B Identify the request.

B Identify the project component affected (could be more than one).

B Document the proposed change and justification.

m Identify the impact to the project (could affect multiple components).
B Document the impact to the project if the change is not accepted.

Once the form is complete, it then goes to the next step in the process, the review.
The size of the project will determine the methodology for the review process. For
instance, in the case of Northwoods Community Medical Center (NCMC), the
review board will include the CEO (Michelle Michaels), CFO (Elaine Dumont),
and Director of IT (Maryann Lords). However, in a smaller project, the project
manager may be the approver/disapprover for project changes. The entire process
may start and end with the project manager, but the process will be iterative (see
Figure 8.4).

The change control process efforts need to recognize that there will be changes.
Those changes can be divided into types (cost, schedule, and quality), and also the
sources of those changes—external (customer, vendor) or internal (project team,
executive). The process also includes evaluating and authorizing the changes, as well
as implementing them. The process documentation is important as a record of those
changes and to be able to easily identify them for lessons learned and application to
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to Change Control Committee for large project—process should be defined as part of a
project office—either way, project manager should be involved)
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4. Implement Action-may not be implementable

U

Monitor Change to make sure it does what it is supposed to do.

Figure 8.4 Change control process.

the next project. Changes may be made with the product of the project as well as
process changes within project management.

Another process that is part of the monitoring and controlling of projects is the
escalation process. No matter what the size of the project is, there should be an escal-
ation process in place to help resolve issues that may not be resolvable at the review
board or project management level. If you don't have the process in place prior to
starting your project, precious resources (your time) will be wasted trying to put a
process in place on the fly. And a rushed process is probably not going to be effective.
When dealing with a vendor, the process should include escalations for both sides of
the equation. When developing your implementation process, identify the next sev-
eral levels of management. If it is a joint effort with another organization, make sure
you identify the equivalent levels of management in the other organization as well.

Another process that should be in place is a jeopardy process. Similar in nature
to an escalation process, the jeopardy process includes the element of time, which an
escalation process may or may not include. A simple jeopardy process I developed
included three pieces of colored paper: green, yellow, and red. Each piece of paper
contained the same information about the issue, the explanation of the issue, the
impact to the project, and the requested action. If a yellow piece of paper was used,
it is considered an alert. The project was not in immediate jeopardy; cost, schedule,
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or quality was not immediately affected; and the receiver had 48 hours to respond. If
the notice was on a red piece of paper, the project cost, schedule, or quality was being
affected and the receiver had 24 hours to respond. The green sheet was used to clear
a jeopardy and included the resolution as well as the other information. A jeopardy
could have a red, yellow, and green or just a red and green or yellow and green, but
a green sheet was always attached to indicate that the jeopardy was resolved and how
it was resolved. The package then became part of lessons learned.
Other ways to monitor and control a project include the following:

B Periodic risk reviews—looking at identified project risks and determining if
new ones were added to the list and previous ones removed (risk is discussed
in Chapter 9)

m Status and progress reviews

m Product performance measurements—testing at different stages to make sure
that the product of the project is meeting its performance requirements

B Any formal actions taken to ensure that the project is on track

So with all of this monitoring and controlling, how do you know when a project
is really in trouble? There are a couple of things you should look at, especially during
a gate review. The business case is one of the criteria examined during a gate review.
Some of the questions asked are as follows:

B s chere still sufficient return on investment?
- Has the business climate changed?
- Has the pricing structure changed?
- Have the project costs changed?
B Is there still demand for the product of the project?
B Are there new regulatory requirements that may change costs?
B s the product of the project still viable or has it become obsolete?
B s the product of the project still technically feasible?

If the answer to any of these questions puts the project in doubt, then it is time to
cither reevaluate the project to see if it makes sense to continue, or terminate the
project. Terminating a project becomes harder and harder as the project progresses
through its life cycle, because more and more resources have been expended. However,
if termination is justified, the project should be terminated. Remember from our cost
discussion, sunk costs are sometimes used to justify continuing a failing project. But
sunk costs should not be considered in the decision to terminate a project.
So what are some of the signs of a failing project?

1. During a periodic project review, it is noted that there is an extraordinary
number of changces being recorded. This could indicate that the project is not
meeting expectations.
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2. Action items are being added to the action register at an alarming rate. This
could also indicate that the project is not meeting requirements.
3. The personnel on the project are as follows:
a. Requiring large amounts of overtime, indicating poor estimation of time,
or a poor understanding of the project requirements
b. Requesting to be reassigned, indicating that the personnel feel the project
is going to fail and they don’t want to be a part of it
c. Lacking interest in the project, when there was interest in the beginning
d. Failing to deliver on milestones, even the small ones
4. Resources are being moved off of the project, indicating that someone believes
the project is doomed.
5. Constantly changing scope means that the project is poorly planned.

Remember, these are just signs and dont necessarily mean that the project will fail.
They do indicate that immediate action should be taken, probably a red jeopardy
situation.

Change as a Good Thing

Change can be a good thing when a project, although well planned, needs a
correction because the original conditions under which the project was operating
changed. Without a change in focus, the project would continue to point to the ori-
ginal outcome and certainly would fail to meet the new requirements.

From a vendor’s point of view, changes are almost always good. It is called “up
scope” from that point of view. When I was managing projects as a vendor, I was
always looking for ways to increase the scope of work for the customer. From a cus-
tomer point of view, then, it is very important to spend the proper planning time
to fully understand and articulate the project’s requirement to the vendor so that up
scope or scope creep (from the customer’s point of view) did not occur during the
project. It is difficult to go back and ask for additional money because of a change in
scope when the plan should have included the requirement.

Change, just like everything else a project manager does, is all about managing
the expectations of stakeholders. Whether those stakeholders are your internal
customets, your project team, or the executives to whom you report, change will
occur and you will have to manage those changes. Good communications and well-
planned escalation and jeopardy processes, as well as good upfront project planning,
can help manage those changes.

Support and Authority

A very important success criterion for change is the level of support and authority
the project manager enjoys. As the level of support and authority goes up, there is
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a greater chance that the change can be successfully implemented. Although this is
not to say that without support and without authority the project can’t be successful,
it will just be more difficult to implement. Generally, however, project managers
work in a more matrixed environment, meaning that project team members are
not dedicated and solely under the authority of the project manager. As mentioned
in Cohen and Bradford’s seminal work on the subject, “You are more powerful
than you think.”® This means that you have advantages and should use them. As an
example, your training and experience as a project manager, whether accidental or
not, gives you the tools and techniques to communicate a comprehensive plan or at
least a logical idea of how to proceed with a project. One of the key management
skills talked about is the ability to communicate. This adds to the project manager’s
ability to help stakeholders understand the rationale behind the need to change.

Project Managers as Change Agents

The pressure is on. All projects create changes in some way, as mentioned before—
changes are either the way an organization does business due to the introduction
of the discipline of project management, or as a result of the project. Successfully
managing changes therefore will be the primary reason that projects succeed or fail.
So accept that change is good; that no one likes change, except you; and that it is
your job to convince everyone else that the change is good for them. That is the key
to successfully managing projects because it is only human nature to ask, “Whats in
it for me?” In order to answer that question, the project manager has to (1) buy into
the change and really believe in it and (2) sell it to the stakeholders. The only way to
do that is to become an advocate for change and the change agent that defines pro-
ject managers. As an advocate for change, you not only have to believe in the change,
but you also have to campaign for the change and show excitement and enthusiasm
for it. After all, it is for the betterment of the organization; otherwise you wouldn’t
be undertaking it, especially when resources are scarce. Your infectious enthusiasm
for change has to influence your project team, too. How your project team reacts to
your being a change advocate is one of the issues to monitor. It can tell much about
how the change is being perceived and what you may need to do to make your advo-
cacy more effective. You need to have the consensus of your project team to make
the change successful.

Projects/Change Are One and the Same

Although I've been advocating change, I want to remind you that change and
projects are one and the same. To illustrate, let’s look at some changes/projects that
an organization may undertake:

B Instituting project management discipline
m Buying equipment
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Upgrading equipment

Enhancing a project—change control

Changing project direction due to obsolescence, technical, or regulatory issues
Instituting “green efforts”

Developing new processes or procedures

Updating old processes or procedures

Patient safety initiatives

Summary

It is important not only to think about the project, but also to think about how the
change, because that’s what a project is, will affect your stakeholders. Remember, you
are a stakeholder, too. When looking at all of the new projects that will be under-
taken by an organization, think about it as a change and about how it will affect
everyone involved. Go back to Chapter 2 and think about why projects are chosen,
and to Chapter 3 and who the key players are. Understanding the reasons for the
change and who is affected are the keys to advocating for the change.

Key Review Questions

1
2
3
4
5

. What is a way to minimize the impact of a change?

. People think of change in three buckets. What are they?

. Explain the gate process as an effective tool to manage change.

. What are the five key areas of a change control request form?

. In a paragraph, explain why project managers are change agenss?

Notes

1

Sergey Korban, aoteastudios.com, used with permission.

Stage-Gate is a registered trademark of Stage-Gate International. www.stagegate.com/
knowledge_pipwhat.php

Cohen, Allan R., and Bradford, David L., Influence without Authority, John Wiley and
Sons, New York, 1991, p. 129.
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Chapter 9
Risk

Probably the most significant of the issues that the project manager will have to
deal with is risk, especially in the healthcare field. Why? Because on a daily basis,
healthcare professionals are dealing with life-and-death situations. To state the
obvious, any time you deal with life-and-death situations on a daily basis, it is very
risky—all the more reason that the discipline of project management is so important
to the healthcare professional, because project managers, besides being advocates for
change, are also risk managers. It is not the project manager’s job to decide on what
projects an organization should spend its resources, although project management
input can help make better decisions, but it is the project manager’s job to anticipate
issues that could arise in both the process planning, implementing, and controlling
the project as well as the impacts of the product of the project.

What Is Risk?

A concern to be evaluated as a potential risk is literally any issue about which some
doubrt exists. According to BusinessDictionary.com,! it is the “probability or threat of
a damage, injury, liability, loss, or other negative occurrence, caused by external or
internal vulnerabilities, and which may be neutralized through pre-meditated action.”
I like this definition for a couple of reasons. It includes the word “liability,” something
that is very important to healthcare administration. Additionally, many times internal
threats, because they are easier to access, are the ones that are considered, but external
threats can be very significant. Finally, “neutralized through pre-meditated action”
clearly defines what the project manager, as risk manager, must do.

NCMC from time to time deals with patients who potentially can
hurt themselves or others around them either from a reaction to drugs,
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medical conditions that could cause seizures, or psychosis. Dr. Chimers,
the Medical Director, proposed a project to take one of the larger exam-
ination rooms in the hospital and turn it into a “safe room.” During the
planning process, the project manager identified a potential risk condi-
tion. Because it is an existing room, the only way to protect the patient
and healthcare workers in case of a fall during a struggle or seizure was to
add padding to the floor. The padding would elevate the entry threshold
to a point where it would be a tripping hazard. The potential risk was
identified, evaluated, considered, and accepted by the medical director.

The Project Management Institute’s PMBOK' guide divides risk management
into six categories: plan risk management, risk identification, qualitative analysis,
quantitative analysis, response planning, and monitoring and controlling risks.

Risk and Reward

Before discussing the six categories of risk management, several techniques that can
aid in the process of managing risks should be discussed. One of the techniques used
to determine risk is make versus buy considerations. It may be as simple as evaluating
whether or not your IT department can effectively install a new software package, or
whether this should be done by an outside contractor. If you decide to “make it” and
have your I'T department do it, there are several questions you need to ask:

®m Do we have the money that an outside contractor would charge?

B Does our IT department have the skills and availability?

B Does the IT department have any prior experience in installing software
packages?

B How does it fit with the organization’s mission?
— Are we a healthcare facility or a software installation group?

B Do we need total control over the project or can we delegate it to an outside
contractor?

B Do we want our IT department to get experience in software installation?

Interviewing

Discussions with stakeholders, project team members, and subject matter experts
can have a profound influence on your risk identification ability and accuracy. Risks
can fall into four categories:

1. Known by you, known by others (known/known)
2. Know by you, unknown by others (known/unknown)
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3. Unknown by you, known by others (unknown/known)
4. Unknown by you, unknown by others (unknown/unknown)

Projects risks are usually known by someone, cither you or others. Very few, if
any, project risks fall into the unknown/unknown category. You just have to ask the
right questions of the right people to discover the potential risks to your project. That
is also part of the art of risk identification. One of the more popular interviewing
methods is the Delphi Method, which is based on the oracles of Greek mythology.
This technique focuses on a solution to a specific problem based on the results from
a panel of experts. One of the keys to this method is to find subject matter experts
who have experienced a similar problem. Each expert is then polled for information
about the solution. The information from each expert is correlated and the results are
returned to the experts for iteration until a convergent solution is found.

In early April 2020, Emergency Room Dr. Nicole Diamant notified Dr.
Chimers, the Medical Director, that there was a marked spike in patients
with flu-like symptoms. Some of those patients developed severe respira-
tory issues. Prior to the major outbreak, being a rather small, rural med-
ical center, NCMC had six ventilators, two for adults, and four in the
neo-natal unit. One patient now required a ventilator. The executive
staff of NCMC had been monitoring the COVID-19 outbreak and
had already started a major initiative (project) to prepare NCMC for
the brutal effects of the virus. They had immediately requested ten add-
itional ventilators of adult use. Those ventilators were on the way. One
thing Dr. Diamant noted that the most severe cases were people with
comorbidities and/or older patients. An effort was made to isolate the
elderly in both the medical center and ancillary healthcare facilities like
long-term care and nursing facilities. That move alone saved countless
lives. Although many live have been lost at NCMC due to this virus,
fast action by the project team saved others. The outbreak is the closest
to an unknown/unknown risk as one can get. While there was a major
epidemic at the beginning of the 20th century, no one, except perhaps
those at its source, would have predicted the devastating impact of

NCMC and the world.

Risk Matrices

By developing a risk matrix, you can help determine which risks will have the most
significant impact on the project, and therefore their priority. In order to populate
the risk matrix (Figure 9.1), a risk analysis (Figure 9.2) must be conducted.
This occurs at a much higher level than the qualitative and quantitative risk analysis
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Risk Analysis
Project Name: Date:
Project Manager:
Probability Impact Risks Identified
High, High, 1.
Medium, or Medium, or
Low Low
2.
3.
4.
5.
6.
7. etc

Figure 9.1 Risk Analysis template.

Risk Matrix

High
=

£ Medium
£
e
=)

Low

Low Medium High
Impact

Figure 9.2 Risk Matrix template.

discussed later in this chapter, because its function is to determine the level of risks
at a high level. It allows you to then pick the risks that should be further analyzed.
At this stage, risk analysis is more of a sophisticated brainstorming session where the
risks are identified and rated so that they can populate the risk matrix. Figure 9.3
shows the risk analysis for the purchase of some new X-ray equipment. Once the risk
analysis has been conducted, the risk matrix can be populated. Figure 9.4 shows the
risk matrix developed based on Figure 9.3. The categories that can most influence
risk management are the ones in the high impact and high, medium, and low prob-
ability categories. In this case, the higher priority should be given to tasks 1, 3, 5, and
7, with tasks 1 and 7 being the top priorities.
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Risk Analysis
Project Name: Purchase of New X-ray Equipment Date: July 1, 2010

Project Manager: Dosey Madder, NCMC

Probability Impact Risks Identified
M H 1. Room not ready
H L 2. Vendor ships early
L H 3. Vendor ships late
L L 4. Shipped to wrong location
L H 5. Equipment Damaged
M L 6. Education material not complete
M H 7. No trained personnel available to operate equipment

Figure 9.3 Risk Analysis example.

Risk Matrix
2
High
E 6 17
2 Medium
2
2
f—
4 35
Low
Low Medium High
Impact

Figure 9.4 Risk Matrix example.

Risk Identification

The first task of the project manager is to define the project’s risks. Risk identifi-
cation is actually about defining the projects risk triggers, those events that need
to occur in order for a potential risk to become realized. In other words, in most
projects there are key people, whether a lead engineer or marketing representative,
involved. The risk trigger could be that one or more of those key people become
unavailable.

What to Consider

Risks can come from everywhere or anywhere. It may seem like a daunting task to
identify the risks to a project. The larger the project, the more potential risk triggers
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there are. As with any large task, it is better to break it down into manageable pieces.
Some of the areas that are sources of risk triggers are as follows:

B Business risks
- Competition getting there first
- Sales potential not realized
- Liability issues
B Business case risks
- Change in the cost of money—interest rate on borrowed money rises,
making project too expensive for its revenue potential
- Change—in organization’s financial status—cannot afford to do project
anymore
B Direct project risks
- Requirements change
- Design errors, omissions, unclear communications
- No dlear role and responsibility definition
— Poor resource estimates (cost, people, schedule)
- Wrong skill set for people on project
Leading edge (first time doing something is the riskiest)
] External risks
- Acts of nature
- Regulatory (especially with medical device manufacturers and biopharma
companies)
| Pcople risks
Poor communication skills
- Poor conflict management skills (conflicts are inevitable)
- DPoor organizational structure
- No leadership
- Adversarial relationships
- Inadequate quality control

So where do you look for the definition of some of these potential risk triggers?
A good place to start is the project charter. The charter will give you a high-level and
detailed view of what the project entails, how much it will cost, how long it should
take, and what the expected quality of the outcome would be. The organization’s risk
policies are another place to explore. Whether the organization is conservative, like a
healthcare facility, or risk taking, as entrepreneurial companies tend to be, will have
an impact on your risk planning. Another place to look for potential risk triggers is
the major stakeholder’s risk tolerance. For instance, even though the organization is
risk averse, the CEO of the hospital, in an effort to answer the competition, may be
willing to take some risks to do that. Once the risks are identified to the best of your
ability, a determination has to be made on two bases: likelihood of occurrence and
impact of occurrence.
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Qualitative and Quantitative Risk Analysis

Qualitative risk analysis looks at a risk using some sort of qualification scale. The
scale applies to both impact and likelihood. In some cases, there is actual data to
compare it to; in other cases, the scale is subjective in nature. If no data exists, then
the next best thing to do is to use comparison or a subjective scale based on expert
judgment or an analogous method.

Using the analogous method of looking over past projects, I noticed that
when there is an insignificant increase in cost or schedule the projects
have been successful 95% of the time. Therefore, when I qualitatively
analyze the risk to cost or schedule, I will consider that if the increase in
cost or schedule is insignificant, 5% or less, the impact to the project’s
cost or schedule will be minimal. However, if I see that the potential risk
would increase the project’s cost or schedule by 20% and, using the same
model, that there is an 80% chance of failure based on previous projects,
I will determine that the risk is unacceptable and a contingency plan
should be put in place.

Quantitative risk analysis requires that the value of the potential losses associated
with the risk be determined. With quantitative risk analysis it is important to con-
sider two factors mentioned previously: the likelihood that the risk will occur and
the impact if the risk event does occur. A simple calculation can be used to deter-
mine the expected value of a risk: the probability that the risk will occur (in percent)
times the value of the risk event on a scale based on the event’s impact (1-10). If the
likelihood that some event will occur is 50%, and the impact of that event to the
project’s schedule, for example, is 5, then the expected value of that risk event is 0.50
x 5 = 2.5. This type of evaluation is very helpful when trying to determine which of
the risk events, those with higher expected value, you should commit your valuable
resources to addressing.

Lesson Learned

Probably one of the most significant tools that the healthcare project manager has
at his or her disposal is lessons learned. Valuable information is contained in lessons
learned documentation: what risks were encountered and how those risks were
mitigated. Not only will this information be useful in planning projects to avoid
some of the risks from previous projects, but it will also be helpful when responding
to risks. Being able to see results from previous risk responses will allow the project
manager to better plan a response.
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Responding to Risk

To properly respond to risk, you need the following information:

B List of potential risks

B Results of qualitative and quantitative risk analysis

B Risk tolerance thresholds from stakeholders and policies
B Lessons learned from previous projects

With this information you can begin to prepare a risk response plan. There are only
three ways to respond to risk: avoidance, mitigation, or acceptance. Risk avoidance
in today’s world is practically impossible to achieve. “Progress always involves risk;
you can't steal second base and keep your foot on first base.”> With proper planning
and significant risk identification, you may be able to avoid some risks. You may also
be able to avoid risks by not taking any chances, but that implies no forward pro-
gress. Without forward progress, an organization is not likely to survive. That makes
avoiding risk a non-starter.

By far, the best way to deal with risk is to mitigate it by taking out as much of
the pain as possible or perhaps even eliminating the risk altogether. Risk mitigation
is both a challenge and an art. Determining what risks to respond to is the challenge.
Finding ways to deal with the risk once it has been identified is the art.

Mitigating Risk

One of the ways that risk can be mitigated is to transfer the risk to someone else.
Insurance is one of the most popular ways to transfer risk. We use insurance every
day to mitigate the risk of something happening to our automobiles, homes, or
health. The more risk you transfer, generally the more costly it is. Almost anything
can be insured, from a prominent entertainment show host’s legs, to a race horse, to
the chances of an oil spill, to our pet’s health. In healthcare, one of the better known
forms of risk mitigation (insurance) is malpractice insurance. In most instances,
healthcare professionals are either required or recommended to carry malprac-
tice insurance, sometimes called personal liability insurance. Other ways in which
healthcare professionals can use insurance is to insure the delivery of a product that
is necessary to execute a project, especially if that product’s arrival is crucial at a
certain time in your project. By insuring delivery, if the delivery is not made for
reasons covered by the insurance, then penalties would be imposed if requirements
are not met. This doesnt guarantee that your project will be on time, just that if it is
late because of the late delivery of one or more of the needed products, there would
be some compensation to mitigate the risk. Bonds, specifically performance and
completion bonds, and warranties are popular forms of “insurance.” The difference
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between a performance bond and a warranty is that a performance bond can be used
throughout the delivery process of a project, while a warranty is used after delivery
of the project’s product has been accepted.

Some other ways to mitigate risk is to change the planned approach for the
project. If; during the risk identification or risk analysis phases, too many risks are
uncovered, or those that are uncovered have extensive impacts on the project, per-
haps a less risky approach to the project can be made. Subcontracting the project or
parts of the project could also transfer that risk. A downside of that is you may lose
control of that part of the project. If subcontractors are used, contractual controls
may be prudent. A joint venture or even an acquisition may be a good strategy to
mitigate risks. If there is a critical piece needed to successfully complete your pro-
ject, then that piece or a similar piece is needed for future projects or for the long
term, and if the organization has the resources, it may be advantageous to acquire the
provider. Acquisition certainly has more control associated with it than does a joint
venture. But a joint venture may be a good choice especially of the organization has
limited resources.

Accepting Risk

The very nature of project work is one laden with risk, and the primary
mission of each project manager should be to reduce, transfer, avoid,
or otherwise lessen the impact of risk in a manner consistent with the
achievement of project expectations.?

The very nature of project management is that some risk will have to be accepted.
Mitigation costs may be too high, the organization wants to challenge employees or
employ leading-edge technology, or the nature of the risk will not allow mitigation.
In this case, proactive acceptance may be the right policy. Proactive steps include the
following:

m Contingency plans
~  Multiple sourcing of critical inputs
- Adding personnel or shifts
- Cross-training of personnel

- Subcontracting
- Trailing edge technologies
- Overtime
m Contingency allowances—intended to reduce impacts due to cost overruns or
schedule delays

B Management reserves—controlled at a higher organization level and span
many or all projects
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One other way to accept the risk is to passively accept the consequences should that
risk occur. It is not a recommended strategy because it implies “doing nothing.”
Accepting risk may mean accepting lower profit should the identified risk be
realized. If the impact of the risk is minimal, it may be prudent to do nothing and
just accept it.

Monitoring and Controlling Risks

If nothing else, one thing to remember is that risks change throughout the project.
Risks that may have been identified during the design phase of a project may be
eliminated as you move to the implementation phase, and new risks may appear.
Risk identification is an iterative process that is never complete; therefore, control-
ling the identified risks becomes very important. Monitoring the risk triggers, signals
that the event has taken place, or warning signs that the risk may occur is part of
risk control. One place to look is at the actual versus planned budget, quality, and
schedule. While it is important to monitor what is going right with a project, the
focus should be on what may go wrong with the project. It is a more active approach
to risk monitoring and control.

Earned Value Management

Earned value management (EVM) is used as a tool to discover variance in budgets
and schedules to warn a project manager about a potential risk to a project.

EVM is an integrated management control system for assessing,
understanding, and quantifying what a contractor or field activity is
achieving with program dollars:

B Integrates technical, cost, schedule, with risk management

B Allows objective assessment and quantification of current project
performance

m Helps predict future performance based on trends

EVM provides project management with objective, accurate, and timely data for
effective decision making.*

EVM uses project data to calculate variances in the project schedule and the
project costs. The key word is variance. That doesn’t mean that it tells you what or
where the problems are in the project, just that there is a potential issue that needs
to be investigated. EVM uses data from the project to calculate those variances. It
is a snapshot of project costs and schedule at a point in time. The data includes the
following:
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B Actual project costs
m Planned project costs
m Earned value

It is best not to look at a specific task, because for reasons I'll explain below, one
task doesn’t provide enough information to make a judgment. I define earned value
as the cost of the work performed at a certain point in the project. If I had a task
that was supposed to be completed on day 5 of the project, I would look at that task
on day 5 and determine (1) if the task is complete and (2) how much I believe the
task is worth to the project. My determined earned value may be more or less than
the actual cost.

In the following example, I will look at six tasks at a particular point in time. To
properly use EVM, it is necessary to establish a baseline (see Figure 9.5). Once the
baseline is established for that point in time, use the planned value and the earned
value to view schedule variance (see Figure 9.6). Looking across the six tasks, there
is a 35% variance between the determined earned value and the planned value. The
interpretation is that the project appears to be behind schedule.

To complete the assessment, I next look at the same six tasks but use actual
cost along with earned value determined during the schedule variance exercise (see
Figure 9.7). Looking at Figure 9.7, there appears to be a cost variance of—40%, or
the project is overrunning the budget by 40%.

TASK A|B|C|D]|E F | Total

Planned value ($) | 10 | 15 | 10 | 25 | 20 | 20 100

Figure 9.5 Earned value—baseline.

A B c|D E F Total
Planned value ($) | 10 | 15 | 10 | 25 | 20 | 20 100
Earned value ($) 1015101020 | — 65

Schedule variance | 0 0| 0f15| 0|20 | -35=-35%

A B C D E F Total
Earned value ($) 10 15 10 10 20 — 65
Actual cost ($) 9 22 8 30 | 22 — 91
Cost variance 1 -7 2 | -20( -2 0 —26 = —40%

Figure 9.7 Earned value—cost variance.
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Now that the analysis is complete; it is time to do the interpretation. The
result of the analysis warns that there is a potential problem. The interpretation
will conclude whether action is needed or not. In Figure 9.6, Tasks A, B, C,
and E have a 0 schedule variance. However, Task D, the value that the activity
was planned to achieve, was not achieved, and Task F has not achieved any of
its earned value. Therefore, Tasks D and F need to be further scrutinized. At a
close look, Task F may not have started because of a necessary delay in obtaining
the resources, for instance. While it shows up as a flag to the project, it may
not necessarily cause a project delay if the task can be “crashed” or fast tracked
(see Chapter 4) or if the task can be delayed without affecting the project’s final
delivery date.

Further examination of Figure 9.7 shows that Tasks B, D, E, and F have some
variance. The cost variance of Task F is consistent with the task not being started,
and therefore not consuming resources. Maybe further examination of Tasks
B, D, and E may show rea/ cost discrepancies that need to be addressed. As an
example, during Hurricane Katrina the price of plywood in some areas of the
county quadrupled. One way or another, that cost had to be passed on to the
project. Management reserves or contingency allowances may need to be
tapped.

Risk management is as much of an art as a science. While tools like EVM can
be used to gain further knowledge about a project’s progress, there are still interpret-
ation, subjectivity, and educated guesses that go into managing risks.

Specific Example of Risk Assessment

We talked about risk in some detail, but I want to provide you with a specific
example of a risk assessment of the most common area of risk for the project
manager, that at the requirements or specification stage of a project. One of
the more important areas to consider when assessing risks is the requirements/
specification-gathering process. Risks occur when there is no clarity or specificity
with the requirements/specifications. Clarity and specificity of the requirements
definition can be related to (1) ambiguity; (2) completeness; (3) verification;
(4) focus; (5) related to project output; (6) technology; and (7) how changeable
the requirements may be. It is helpful to not only analyze the potential risk, but
also to place a value on it. That way, the total risks of the requirements-gathering
process can be considered in the decision-making process. The following scale
can be applied: no risk = 0, slight risk = 1-4, acceptable risk = 5-6, and high
risk = 7-10. Some of the risks are noted as either a risk or not a risk. To assign
values, including zero, review the requirements with the extended project team.
Include key stakeholders in that evaluation. (See Chapter 3 for more information
about stakeholders.)
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Clarity and Specificity of Requirements Risks

Ambiguity—If the requirement/specification has one clear interpretation, it
would be considered “0” risk. If it can be misinterpreted or is confusing, assign
the appropriate value.

Completeness—Is the requirement defined so that the customer’s expectations
are defined? The requirements should clearly state what is expected and, just as
important, what is not expected.

Verifiability—Can the requirement be “tested”? If so, how easily can it be
tested? If it cannot be tested, the risk then is in the 7-10 range depending on
how critical the requirement/specification is to the project.

Focus—Is the requirement/specification focused on one specific feature of the
project? If so, the risk would be “0.”

Relationship—Is the requirement/specification directly related to the project’s
output (risk/no risk)?

Complexity—TIs this based on existing technology (0 risk), tested new tech-
nology (1-6), or yet-to-be-developed technology (7-10)?
Changeability—This is one of those risks that can be based on the analysis of
the other risks. Given the high risk of verifiability, focus, and completeness,
how likely is the requirement/specification to change?

By adding the scores of your analysis, you will have a good picture as to the risk
during the requirements/specification-gathering phase of the project. If your risk
scores are high during this process, you already have to deal with a multitude of
issues before the project-planning phase is under way. At this point, the project may
be deemed too risky to proceed. Should this occur, the major investment at this
point is the analysis process. It is better to have to stop the project here than deep in
the development stage after countless resources have been expended.

Key Review Questions

[©X NV NSNSV (S R

. In your own words, define risk.

. What is a makel buy decision and why is it important to risk management?

. What are the four risk categories?

. What are the #hree ways to deal with risk?

. What are #hree ways to proactively manage risk?

. In a paragraph, explain why risk management is considered an art and a

science.
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Notes

1 BusinessDictionary.com. www.businessdictionary.com/definition/risk.html

2 Wilcox, Fredrick (1881-1956), English footballer, is attributed with this quote.

3 Gilbreath, Robert D., Winning at Project Management, What Works, What Fails and Why,
John Wiley & Sons, New York, 1988.

4 National Aeronautic and Space Administration. http://evm.nasa.gov/
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Chapter 10

Contracting and
Procurement

You may wonder, “Why in the world do I need to learn about contracting and pro-
curement? I am not involved in contracts and I don’t buy anything. After all, am a
charge nurse,” or “I'm a phlebotomist,” or “I'm a medical technologist.” The answer
is fairly simple. You may not be aware of the contracts you are involved with, but
there are many. As far as procurement goes, I believe that future trends will dictate
that everyone in healthcare will be “cross-functional” in their work and may be
called on to manage the purchase of equipment or a renovation or one of the many
projects in healthcare.

What Is a Contract?

There are five elements that define a contract: offer, acceptance, exchange, capacity,
and legality. If any one of those elements is missing, you do not have a contract. The
offer is simply that, an offer to do or not to do something. It may be an employment
contract that spells out the terms of your employment, such as wages and benefits.
It may be a confidentiality agreement that indicates what information about your
job or organization you cannot share. Yes, that can be contracted also—not to do
something.

The acceptance of the terms of a contract can only be done by #he offeree or the
offeree’s agent. No one else can accept the terms of a contract. In most cases, an agent
is someone who has the express power to act in the interests of another. To be posi-
tive of the relationship, agency should be defined by a written document, and as you
have probably deduced, that is a contract. Acceptance itself, however, does not have
to be written. There are plenty of enforceable oral contracts.
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One of the key principles of a contract is consideration. Something must bind
the contract, and that is consideration. It may be an exchange of goods, services,
or money. It could also be a promise to do or not to do something. It doesn't really
matter what the exchange is; it just has to be there to have a valid contract.

Capacity is another element of a contract. Capacity can be either “de jure” or “de
facto.” If the capacity is de jure, the authority to enter into a contract is granted by
the organization. Sometimes it is positional. For example, a chief operating officer
of a company is given contractual authority by the board of directors of a company.
There may be a monetary limit on that authority. Managers in an organization are
often given de jure authority to enter into smaller monetary projects, based on a
formula that says that it is less expensive to allow the managers to enter into smaller
contracts than to utilize more expensive organizational resources to negotiate.

A more nebulous authority is that of de facto, and organizations and individuals
must be very careful of this type of authority. De facto capacity is when one organ-
ization feels that, because of the way an individual has purported his or her authority,
either by actions or words, the individual has the authority to enter into a contract,
whether or not that individual really has the authority. Of course, this can’t be a
frivolous decision. The affected organization must perform due diligence prior to
assuming the individual’s authority, but if the organization does its due diligence and
truly believes that the individual has the capacity to enter into a contract, then the
contract may be valid, whether or not the individual is authorized.

Finally, the contract is only valid when it is /egal. According to Lawyers.com,!
there are three essentials needed for a legal contract: competence, consent, and
legality. A person must be of legal age and sound mind, and must agree to the terms
of the contract, which implies that he or she understands the contract and its terms
and cannot violate existing laws.

Note: All five elements must be present to have a legally binding contract. If you
have a question about a contract or authority issue, see your organization’s legal
representative.

One other item that should be considered is contract clauses, which are legal
additions to a contract. Some of the clauses that should be considered are as follows:

m Tide/ownership change—when the organization becomes responsible for a
product or service

Specifications—the actual specifications/requirements of a product or service
Jurisdiction—where the contract is to be enforced; perhaps some states have
caps on punitive damages or more advantages to the supplier organization
Change orders—the actual change order process is contractually defined
Termination—the circumstances if the contract needs to be terminated
Damages—defines both punitive and actual damages

Dispute resolution—can be related to jurisdiction, i.e., in what venue the dis-
pute will be resolved (the state, the court)
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m Warranties
m Data rights—for instance, the owner of the source code of a software product
B Force majeure—acts of God or nature

Contract Types

There are only two basic types of contracts: fixed price and cost reimbursable. All
other contracts are a hybrid of these two types.

Fixed Price Contracts

A fixed price contract is just that, a contract in which the price is fixed. The price is
given and accepted with the understanding that it will not change throughout the
contract, unless there are specific, agreed-upon reasons for the change. For instance,
the contract may include an escalation or reduction clause that may be invoked
for reasons such as an unforeseen increase or decrease in raw material costs that
can be passed on to the buyer. Fixed price contracts may also include incentives,
for instance, finishing a project earlier would invoke a “bonus,” or finishing a
project under budget could trigger an additional payment of a percentage of the
retrieved costs.

The major advantage of a fixed contract is that because the price is fixed, it can
be included in a budget with a high degree of certainty. A disadvantage of the fixed
price is that the price given must take into consideration any anticipated increases
that could occur in labor charges, raw materials, or the cost of money. The price,
therefore, may be higher because of anticipated increases that are not necessarily
realized.

Cost Reimbursable Contracts

The premise of a cost reimbursable contract is that all costs of the contract are
collected, documented, and submitted for reimbursement. Generally, it is not
enough to reimburse costs, but there must be an add-on to the cost reimbursable
contract to provide some profit. The Government Contract Guidebook* identifies
cost-plus-award-fee, cost-plus-fixed-fee, and cost-plus-incentive-fee contracts. Cost-
plus-award-fee contracts allow for costs to be recovered with a two-part fixed fee.
The first of the award fee is a fixed amount that does not vary with performance.
The second part of the award fee is provided as a motivation for increased quality,
coming in under budget or ahead of schedule, or some other contract performance
improvement.

A cost-plus-fixed-fee contract “provides for the reimbursement of all allowable
costs expended by the contractor, as well as payment to the contractor of a fee that
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remains fixed regardless of the contractor’s actual cost experience.” With a cost-
plus-incentive-fee the contractor is provided with all of the allowable costs plus a
profit (fee) that varies with the costs of the project. There is usually a minimum and
a maximum range for that fee.

It is important for healthcare professionals to be aware of the different types of
contracts available to them in order to have the information to make the right con-
tract choice for the situation. It is situational. There is not one type of contract that
will fit every need.

Organizing for Contracting

There are two elements for organizing for contracting: centralized or decentralized.
Both have advantages and disadvantages.

Centralized Contracting

Most organizations are organized centrally for their contract activities. Their
contracting efforts are managed by one organization. The personnel in a centralized
contracting organization are highly specialized and knowledgeable in the contracting
process. It may be more economical to have a centralized contracting organization,
rather than utilizing more expensive project resources for the task. While the process
allows for a more structured approach to contracting, the project manager does not
have as easy access to the process and therefore may not have the details needed to
properly manage the deliverables. It probably means that the project manager did
not have access to the upfront negotiating process, which could be detrimental to the
quality, costs, and schedule of the project. By not knowing the details of the upfront
planning, unrealistic commitments could be made, which is a common complaint
by project managers. Further, there may be delays in approving contracts caused
by a clogging of the funnel, because all project contracts flow through the central
organization. The project manager may have to use manipulative strategies to get
the contracts through. Centralized contracting organizations are most effective and
efficient when utilized to purchase non-specialty items, particularly office supplies
where they can use bulk purchasing to their advantage.

Decentralized Contracting

Decentralized contracting efforts are more expensive than utilizing centralized
contracting efforts in some instances but just don’t make sense in other instances. For
instance, in most cases there is a specialization or detail that needs to be considered
in larger healthcare projects. The effort needs to be project specific and tailored to
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the project’s needs. In order to properly assess the impacts on time and costs of the
project, the project manager needs to actively participate in the contracting process.
Later in this chapter I will discuss exactly the phase of the procurement process in
which the project manager needs to be the most active. While I already said that the
cost of decentralized contracting is greater than that of centralized contracting, the
decentralized contracting structure is more flexible and more responsive, making it a
better process for the healthcare professional project manager. The next question is,
“Where in the procurement process should the project manager be involved?”

The Procurement Process

I am going to split the procurement process into three parts: pre-purchase, purchase,
and post-purchase. I will share some information about all three phases, but concen-
trate on the pre-purchase phase, which is the phase most important to the project
manager.

Pre-Purchase

The reason that this phase in the process is most important to the project manager
is because this is the phase where the need is determined, the item and supplier are
selected, and the contract is written. Part of the project planning process, under the
direct responsibility of the project manager, is the development of the project plan.
In the project plan, stakeholders, requirements (project quality or scope), budget,
and schedule are determined. As defined in Chapter 3, some of the tools to properly
plan a project for success are the scope statement and the work breakdown structure.
To populate these tools, the project manager needs to know what is being purchased
and needs to be a part of the selection process. Without that information, the pro-
ject manager cannot make an accurate estimate of the time it will take to procure the
item or how much the item will affect the budget. Some of the decision points that
will be determined during this phase are as follows:

Price

Technical requirements

Sourcing (single or multiple)

Which suppliers meet the requirements (rank order—price, schedule, quality)
Negotiations

Comparable estimates

As part of NCMC’s attempt to increase customer satisfaction, the board has requested
that more comfortable chairs be provided for the waiting room. CEO Michelle
Michaels has asked Daniel North, Director of Housekeeping, to research appropriate
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chairs and report back to the board in two weeks with some recommendations. The
intent is to have the chairs included in the overall project. After about a week, Mr.
North has investigated several chair manufacturers and has some alternatives. He
calls Diane Westfield, Project Manager, for her input. She then constructs a simple
spreadsheet with costs, quality recommendations, and availability. The spreadsheet
will allow her to see how the purchase of the chairs will affect the overall project
budget and how their availability will affect the project schedule. The project quality
decision will be made by the board with the cost and availability recommendations
by the project manager.

In this example, the need and selection of a product (the chairs) was determined
by the board, and the project manager supplied her input into the vendor/supplier
selection as well as the contract by providing the spreadsheet showing the effect of
the product on the schedule and budget. If the chair with the most quality is the
most expensive and has a lead time that will adversely affect the project’s end date,
then a decision will have to be made by the board to move forward. Fither way, a
change request (see Chapter 8) for the project will need to be filed because there will
be some impact on the project.

Purchase

The second phase in the procurement process is the actual purchasing of the product
or service identified in the pre-purchase phase. In this phase, the project manager
may or may not be involved. In some organizations, the purchasing is done by a
specialized department that only does purchasing for the organization. That depart-
ment is responsible for the purchasing, the inspection of the product or qualification
of the service, and the actual expenditure for the product or service. The project
manager has some vested interest in this phase and should therefore monitor the
process to ensure that the phase is accomplished satisfactorily. In some instances, the
project manager will take the lead in this phase, especially if it is a highly specialized
product or service that needs to be monitored by an expert on the project team, or
if it is expensive and will have a significant impact on the project budget. 7his is one
area that can have a significant influence on the success of a project.

Post-Purchase

There is some controversy over this final phase. Traditionally, the project manager
would be involved with the first part of the process, ensuring that the product or ser-
vice is utilized in the manner planned, but not in the second part, disposal. However,
as detailed in Green Project Management,* the assertion is that project management
continues or at least provides for life cycle assessment of both the product of the pro-
ject and the processes involved in the project itself.



134 ®  Project Management for Healthcare

Contract Administration and Close-Out

The final aspects and responsibilities of the contracting/procurement process
are administering and closing out the contract. This may or may not be the total
responsibility of the project manager, depending on whether the project is organized
centralized or decentralized. However, the resulting impact of these aspects will affect
the project manager. If a contract is poorly administered, for example, if payments
are not made on time, there may an effect on delivery or even costs as there may
be a penalty. Early payment may result in a discount that could positively affect the
project budget. If the contract is not closed out effectively, future negotiations with
the supplier could be jeopardized. Contracts are not written or executed in a vacuum.
It is likely that the same vendor/supplier will be considered in the future. How that was
treated could affect thar relationship.

Key Review Questions

1. List and explain the ffve necessary elements of a contract.

2. What are the ways an organization can organize for contracting? What are the
advantages and disadvantages of each?

3. What are the steps in the procurement process:

Notes

1 htep://consumer-law.lawyers.com/Contract-Basics.html?page=2, pp. 1-2.

2 Arnavas, Donald P, and Ruberry, William J., Government Contract Guidebook, Federal
Publications, Inc., Washington, DC, 1994, pp. 4-19 to 4-21.

3 Ibid, pp. 4-21.

4 Maltzman, Richard, and Shirley, David, Green Project Management, CRC Press, Boca
Raton, FL, 2010, p. xxiii.


http://consumer-law.lawyers.com

Chapter 11

Project Close-Out

While not one of the larger chapters, Chapter 11 is no less important. As a matter
of fact, some think that properly closing a project is one of the most important
functions of a project manager. That is because properly closing out a project can save
an organization’s countless resources. Conversely, not closing out a project properly
can cost an organization additional resource. Why, because it is all about reinventing
the wheel, or not, and making the same mistakes over again, or not. Additionally,
in the excitement of moving to a new project, closure of the old one becomes low on
the priority list. So how do you close out a project properly?

Part of the answer lies with the question “How well was the project documented?”
The obvious answer is “Very well, thank you.” And, to prove it, the project man-
ager will have at his or her disposal, all of the documentation required by all of
the previous chapters in this book; the results of the use of any decision tools, the
project charter, results of stakeholder analysis, the scope statement (requirements,
expectations, detailed project description, milestones, deliverables, and acceptance/
success criteria), the contract (if there is one), the Work Breakdown Structure,
estimates and techniques used for both costs and schedule, the project schedule
(network diagram, Gantt), the project budget, resource usage, roles and responsibil-
ities, quality plan, communications plan, change management plan, and risk plan
(including assumptions and constraints). Finally, lessons learned should be collected
and added to the project documentation. Using the archived information from the
project will allow similar projects to “hit the ground running.” Much of the processes
and procedures for those similar projects will already be in place. Some tweaking will
need to be done, for instance, updating the cost of money for budget estimates, but
the majority of the information will not have to be reinvented.
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Internally Facing Reason

So many organizations undertake projects that are similar in nature that reusing
previous projects’ information will save a significant number of resources. That is
the internally facing reason for proper close-out. The collected lessons learned are
critically important to the success of any future projects. Mistakes, missteps, and
unknown risks will occur on any project. That’s a given. However, what you don’t
want to do is have the same things occur on the next project. It is not just having
those same things occurring over and over again, but also that the project manage-
ment processes sometimes need a course correction. One size does not always fic and
customizations to the various project management processes need to happen. Some
examples of project management process changes are frequency of data collection,
methods for collecting data (survey vs. focus groups), document formatting, correct
use of media (wikis vs. blogs), etc. Fortunately, once those changes are done, they
will apply to similar projects. Forewarned is forearmed, and that’s what lessons
learned is all about. It is all about learning from mistakes.

Externally Facing Reason

The externally facing reason for propetly closing out a project is to gather all the
information needed by external stakeholders or customers so that their expectations
are met. This is especially true where there is a contract involved. Documented proof
of the fulfillment of those contractual issues may be the trigger for payment. Proper
close-out may include signoff, whether contractual or not. That signoff signifies that
the external stakeholders or customers’ expectations have been met. It is the formal
acceptance of the project.

Contract Closure

Contracts come to a close just as projects come to a close. Contract closure is
concerned with completing and settling the terms of the contract. It supports the
project close-out process because the contract closure process determines if the
work described in the contract was completed accurately and satisfactorily. Keep in
mind that not all projects are performed under contract so not all projects require
the contract closure process. Obviously, this process applies only to those phases,
deliverables, or portions of the project that were performed under a contract. Proper
contract closure ensures that the specific conditions of the contract, including the
adherence to any contract clauses, are complete and documented as complete.
Contract closure is also the impetus for the “formal” notice to the stakeholder
that the project is complete. Because it is externally focused, it is a two-way street.
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Closure also signals to the project team that the contract was successfully completed,
and that the stakeholder is also satisfied.

A note about contract closure: in some cases the project may have a contract that
is administered by another organization, perhaps a centralized contracting organ-
ization. In that case, the closure is the responsibility of that organization. If that is
the case, while that organization may be responsible for contract administration, the
accountability is still with the project manager. A copy of that close-out document
should be included, for completeness and verification, with the project close-out
documentation.

Closing Out the Team

While that has a ring of finality to it, it certainly isn’t meant to be a bad thing. Part
of project close-out is also acknowledging the project team, preferably with a cele-
bration. Whether or not the project was a rousing success, there was hard work
done on the part of the project team and that hard work should be acknowledged.
In addition, as you will see in our discussion of teaming in Chapter 13, one of
those aspects of teaming was “adjourning.” Adjourning is closure to the team. It
is the signal that this project is officially concluded and it is time to move on. It
is also the time to collect the lessons learned about the project personnel to assure
that you will have that information when it comes to performance appraisal time.
Whether you are asked or not, your input should be given to supervision for of your
matrixed team members. Your matrixed team members may not have been as visible
to their own management as they were to you, and it is important that their efforts
be acknowledged.

Key Review Questions

1. What are the principle external and internal reasons for project closure?
2. Why is it important to properly close out a contract?
3. Why is it important to close out the team?



Chapter 12

The Role of the
Project Manager

All the chapters in this book have equal weighting. However, some are more
“equal” than others. This chapter is one of those that may have a little more “sway”
than others. The project manager and the role that he or she plays in the success
of project is immeasurable. It is like the discussion on the cost of quality. It is a
“pay me now or pay me later” proposition. There is a cost to project management,
as there is a cost to not managing a project. In the end, the cost of not managing
a project far outweighs the cost of managing a project. Even a poorly managed
project will have more success than a project that is not managed at all. The role
of the project manager in the success of the project is so critical that the Project
Management Institute has added a new chapter to the 6th Edition of the Guide
to the Project Management Book of Knowledge (PMBOK).! This new chapter to
the PMBOK borrows from several existing chapters like Communications as well
as various discussions of leadership skills. I won’t repeat the PAMBOK but rather,
as always, refer you to it for a more detailed discussion of the role of the project
manager. However, I will talk about some of the more important aspects as they
relate to healthcare.

My co-author on a couple of other project management books, Rich Maltzman,
has always used the analogy of the project manager being like a conductor of an
orchestra. I see that the authors of the 6¢th Edition of the PA/BOK are also using that
analogy. So, keep that in mind as you read both the new chapter in the PMBOK
and this chapter. A project manager directs the project as an orchestra from the skill
musicians of the project team to the customer and everyone in between.
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Skill Set

In the first chapter, I discuss the various roles and responsibilities in project man-
agement, from director to manager to project leader. I also added some new infor-
mation from the PMBOK 7th Edition on tailoring and Project Delivery Principles.
I won’t repeat that information here, but it should be considered. Let’s home in on
the specific role of the project manager. The project manager is the glue that binds
the project and the processes used to manage the project together. What makes a
career in project management so desirable to those of us who don’t like mundane
day-to-day activities, but rather the excitement of uncertainty, is the variety of skills
that we need to be able to manage those uncertainties. We are certainly not experts
on every one of the necessary skills to execute a successful project, but we are con-
versant in all aspects enough to know when someone is trying to “pull the wool over
our heads.” I am not saying that we are “jacks of all trades, masters of none,” because
we are “masters.” We are masters of getting the right people on the right job in the
right time in order to satisfy the customer with respect to budget, quality, and time;
to meet or exceed customer expectations. Additionally, project managers may be
masters because of their background. Project managers who came from other areas
of a company may have expertise in finances, technical aspects, etc.

Roles and Responsibilities

Some primary reasons the project manager exists are to set communications, develop
processes and procedures, make the plans and estimate the time and costs of the pro-
ject, and provide the necessary status and tracking.

Communications

To reiterate, the primary responsibility of the project manager is to communicate.
The focus of all that responsibility is intended to provide the extended project team
with all the information necessary they need to understand the aim and outcome
of the project. Ir is that simple. Oh really? The difficulty is deciding who needs
what information, when they need it, how much detail is required to satisfy their
needs without overwhelming. The work involved is determining the customers and
their level of involvement. Once that is established, the other determinants can be
accomplished. For complete information see Chapter 7.

Processes and Procedures

It is the responsibility of the project manager to use the appropriate processes and
procedures defined by the organization. However, if any (or all) of those processes
and procedures are missing, it is incumbent on the project manager to develop them.
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A good project manager will know, through experience or research, what processes and
procedures are necessary to properly manage the project. Failure to identify those neces-
sary is a recipe for project failure. Chapter 3, “Getting Started,” details the processes
and procedures required to properly manage a project, starting with the project charter.

Making Plans

In Chapter 3 I talk about the project plan and its importance to the success of
the project. Without it you are an explorer without a map. It may be exciting to
“wing it,” but it can get you into a lot of trouble, especially if you walk off a cliff.
Walking off a cliff is a real possibility without a good, comprehensive project plan.
Remember, project management is all about setting expectations, then executing on
those expectations to meet or exceed the customer’s desires. Those desires must be
documented and then become part of the communications.

Estimating Time and Costs

Chapters 4 and 5 cover, in detail, these aspects of project management, but they
deserve additional mention here. These undertakings are extremely important to
the success of the project and should be afforded the necessary time to accurately
complete. For time management it is important to remember the order in which the
procedures are undertaken; what needs to be done (to accomplish the entire project
including the project outcome and the processes required to define the project), who
will accomplish those project activities, how much time each of those tasks takes,
and what order do those tasks appear in order to accomplish all the tasks including
task is dependent on what other task.

For costs, it will take the input of the previous estimating time activity, identi-
fying the necessary activities, and then carefully considering the project resources,
especially the money available. To borrow from Chapter 5, the following questions
need to be answered:

Who and what are needed?

Who and what can do the work?

Who and what are available?

What level and competence are required?

How will those resources be used?

How will they affect the project’s costs (and schedules)?

Provide Necessary Status and Tracking

For every major aspect of the project, continual monitoring is required to validate
that the project is on time, within budget, and of a quality standard that meets or
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exceeds customer expectation. That duty directly falls to the project manager. Not
necessarily to perform every aspect of the monitoring, but to evaluate and commu-
nicate the results to the critical customer. In other words, to be responsible to see
that the monitoring takes place and that the results of the monitoring are accurately
communicated to the project team; internal and external.

Chapter 7 details the different types of performance reporting. They are certainly
not in order of importance, but it is necessary to know which type of performance
reporting is most important to the specific audiences a project manager must keep
in the loop. For instance, status reporting may be most important to internal and
external executives, while forecasting may be most important to the financial people
on the team. The executives want to know what is happening, at a high level, on a
day-to-day basis, while the financial people may want to know how future spending
is affected by the longer term view of the project.

Summary

Throughout this book, I have emphasized the role of the project manager in the
different areas of project management. In Chapter 1 we discussed the different roles
and responsibilities as well as what it takes to manage a project in the healthcare
environment, as well as the importance of establishing relationships. We also looked
at the differences in the types of management; strategic, operations, crisis, and pro-
ject. Continuing through the book, we looked at leadership skills of the project
manager, different powers, “project players,” and their roles, dealing with issues of
change, quality, risk, and communications, as well as motivation, teaming, and the
project team. I could pull all of the parts and pieces pertinent to the role of the
project manager, but I believe that leaving them in their current chapters provides
additional emphasis on those roles.

Key Review Questions

1. What are the primary reasons that a project manager exists?
2. What is the number 1 responsibility of the project manager?

Note
1 PMBOK.
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Chapter 13

Motivation, Teaming,
and the Project Team

One of the key management skills either in possession of or to be gained by the
project manager is the ability to motivate people. Now, I'm not saying this in a
derogatory sense, but the reality is that project managers are manipulators, but in a
good way. In most cases, project managers do not have the direct power to influence
others” behavior to get them to execute project duties. Others will, however, execute
those duties as part of their regular functions. But what the project manager wants to
do is get people to execute their duties because they want to, not because they have
to. And the project manager wants them to execute their duties based on the project
manager’s defined project plan.

History of Motivation

One of the ways to understand what motivates team members is to review the his-
tory of motivational studies and see what the early motivational “gurus” found.
Elton Mayo was one of those motivational gurus. As with the quality efforts, motiv-
ational gurus also looked to the Hawthorne Works, AT&T’s Western Electric
Manufacturing facility in Cicero, Illinois. Once again, the reasoning was that the
country was moving to a more high tech environment, although the word “high
tech” did not appear until the 1950s. While he may not have known the word, Mayo
did know something was happening. So he undertook a study between 1927 and
1932. His experiments were designed to measure what influenced workers™ prod-
uctivity. What he found was that group interaction, affiliation, and the personal
attention of management were bigger influences than salary and benefits.
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Frederick Herzberg, an American psychologist, worked a couple of decades
later than Mayo. In 1968 he published “One More Time: How Do You Motivate
Employees?” He developed the motivation-hygiene theory. His theory was that there
were certain factors (motivators) that were the real stimulus for employees, while
certain factors (hygiene) can be dissatisfiers if not present but do not, in and of
themselves, stimulate employees. This theory was mainly targeted toward employee
productivity and what truly stimulated employee productivity. The satisfiers
Herzberg identifies were a sense of achievement, recognition by management for
achievement, the work itself, responsibility, advancement, and personal growth. The
hygiene factors he found to provide dissatisfaction if not present were the com-
pany policy, micromanagement, working conditions, and salary. When you look
at both Herzberg and Mayo and, more to the point, when you think about what it
takes to motivate your team members, it is certainly within your means even though
you may not control their compensation. Giving attention to team members and
congratulations for jobs well done are free. One other thing to remember is that,
even though the project you are working on does not turn out as successful as it
should be, your team probably worked very hard and still needs to be acknowledged.

One of the more interesting and useful studies of human behavior is from
Abraham Maslow (1908-1970). If a project manager can ascertain where in the
Maslow hierarchy a team member is, then the method of motivating that team
member is more clearly defined. Maslow defined a five-level hierarchy of needs. It
was purposely designed as a hierarchy, increasing in sophistication as one works his
or her way up through the hierarchy (see Figure 13.1). The physiological or bodily
needs include the basics needed for life: water, food, sleep, etc. Safery or security
needs include things like job security, a retirement plan, and life insurance. Working
one’s way up through the hierarchy, the next level encountered is love or belonging.
That level includes affiliation (remember Mayo), being part of a community, club, or
church, as well as being in a loving relationship, whether it be with a significant other,
sibling, or friend. The fourth level of hierarchy is the esteem level, where recognition,

Esteem Needs

Recognition Needs

Social Needs

Safety Needs

Physiological/Bodily Needs

Figure 13.1 Maslow’s hierarchy.
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appreciation, reputation, confidence, competence, and dignity are imperative. The
fifth level is self-actualization, the uppermost and most advanced level an individual
can strive to achieve. It is a very complex level that includes a rather hard-to-define
concept of “becoming the most complete, fullest ‘you.” !

So why does the healthcare professional managing projects care about Maslow’s
hierarchy, and does he or she use it? With most projects, the project manager cannot
and does not work alone. The key to working with people and helping to motivate
them is to know them and what motivates them. By learning your team in terms
of the hierarchy, you can then figure out where those people are in the hierarchy
and then it is relatively easy to determine what motivates them. Once you have
determined that the individual has reached the self-actualization level, he or she
will be self-motivated. That doesn’t mean that those individuals do not need the
benefits of the esteem level or that they can slip down the hierarchy depending
on life challenges. You still need to continually evaluate and reevaluate each team
member. For more information see the Web site http://webspace.ship.edu/cgboer/
maslow.html.

What Motivates You?

It’s not that you have the choice; it is just that you do! Motivation is a personal
choice. In spite of all of the research and the motivational “gurus,” it is difficulc
for anyone to “nail” what motivates you. Sometimes you don’t even know what
motivates you, until something does. For instance, the result from all of your own
actions may be motivation enough. Being accountable for actions that yield other
than positive results can be a powerful motivator.

The very tools that project managers live by can provide significant motivation.
The judicious use of milestones in a project schedule is a great motivator. Having the
milestones visible provides a visual stimulation, and meeting the milestones provides
a satisfaction motivator. While detailed and specific communications are the corner-
stone of project management, they may not seem to be a motivational tool. But in
fact, precise communications will enhance your ability to achieve your project goals,
thus increasing your own sense of satisfaction, which may be one of your motivators.
Precise communications make it easier to understand what your project goals are,
therefore defining much more clearly what it takes to achieve those goals. The ability
to communicate clearly and concisely with a variety of project stakeholders provides
a personal satisfaction that may be a motivator to some.

Motivation complements good leadership. There is personal satisfaction from
the ability to team with others, trust and respect, and benevolence. Good leaders
encourage creativity and create a motivational and stimulating environment, oppor-
tunities, challenges, and high expectations. These characteristics of leadership tend
to provide motivation to those who stimulate that behavior.
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Of course, there are always the “old standbys,” the “harder” capabil-
ities: incentives, salary, benefits, and bonuses. I tend to agree with Frederick
Herzberg? and his motivation-hygiene theory that these standbys are hygiene
factors that are dissatisfiers if not present, but in and of themselves they are not
motivators. The hard capabilities coupled with the “soft” capabilities, including
job restructure, job enrichment, job enhancement, and job advancement, can
provide a motivational environment. It is therefore extremely important to learn
your team, where they are in the hierarchy of needs, and what motivates them so
that the motivational environment that a good leader (project manager) creates
addresses the needs of those people.

Teaming

Coming together is a beginning. Keeping together is progress. Working
together is success.

Henry Ford

Forming, storming, norming, performing, and adjourning are well-acknowledged
principles of team development,? and I use them all the time to illustrate the pro-
cess of team development. It is a process! When teams first come together, there is a
period of searching that takes place.

Forming

What are the real tasks?

Who are the other people involved?

Will I like working in this team?

Will people in the team like working with me?
What is expected of me?

What do I expect from others?

How will working in this team affect my daily work?
Is there a leader?

- Ifyes, who is it?
- Ifno, am I expected to step up?

This is a conforming, non-confrontational phase of team development. As a matter
of fact, confrontation is avoided at all costs. It may also be a time that is very uncom-
fortable for some, especially those who are highly introverted and more comfortable
working by themselves. There also may be some who are more impatient than others
to get to the action. However, this phase of team development is like the planning



Motivation, Teaming, and the Project Team ® 149

process in project management—ample time must be spent addressing the process
issues of this phase in order to create a solid foundation for the team to move to the
next, most difficult phase of team development. The planning process of project
management provides a similar solid foundation.

Storming

Just as the name implies, this phase is like being in a lifeboat full of people for a
couple of days when a gale blows in. The boat gets rocked, you are tossed around,
and you have been in the boat long enough to have formed some opinions about the
other people in the lifeboat. It can get ugly. There are those, however, who are very
comfortable in this situation and like to watch and sometimes instigate the conflict.
They are people I call “gasoline throwers.” They will not start the fires but merely
feed them. Of course, there are also the provocateurs, the “fire starters.” Fire starters
and gasoline throwers for the most part are not interested in moving out of this
zone and need to be encouraged by the true leaders to participate in the team. This
is where learning about the motivators of these types of people can help to remove
them as obstacles. This is also a good place for conflict management skills, which we
will talk more about in Chapter 15. Because conflict is not necessarily bad, it can be
creative, but it must be managed. A leader will begin to emerge at this stage, possibly
by proposing some conventions on which to operate.

Norming

Not all teams will get to this point because they will get stuck in the storming
phase. If a leader does not emerge during the storming phase, or the fires that
have been started and fed become infernos, or the situation changes somehow
and the original task becomes moot, there is either no need or no way to get to
the performing phase. This phase is characterized by people starting to calm down
from storming. Listening is a big indicator of reaching this phase. People begin
to “get” each other. Respect for opinions and people is another indicator. People
start to feel better and want to move toward accomplishing the task. The seas are
calming.

Performing

Finally, we reach a stage when work can be accomplished. There is a sense of trust,
understanding, and maturity in the team. Morale is improving and loyalty is high.
All of the previous energy put into forming, storming, and norming is now put into
completing the task. There is interdependency, and all of the people are on the oars
heading toward shore.
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Adjourning

Now that we are all a team, and the task (or project) has been accomplished, the
team as it is defined is no longer relevant. But the people are. After all of the hard
work of forming, storming, norming, and performing, bonds have been formed.
When faced with the dissolution of the team, some people may feel a sense of loss.
Some will not want to leave the team and the friends they have made, particularly
if the task or project was very difficult to accomplish and people put a big part of
themselves into it. But as project managers we realize that projects by definition are
unique, and the next one will probably not have the same resource requirements as
the previous one. That’s what makes project management such an interesting field.

The best way to handle the adjourning phase is to make sure that
accomplishments have been recognized. Whether or not the project is a success,
people have worked very hard trying to meet the project’s requirements. There
should be a close-out celebration to instill a sense of accomplishment, and then
you should move on.

Why Are Teams so Important?

Belonging to a team leads to a spirit of cooperation and understanding of the task
at hand. Members who are more familiar with approaches to accomplishing a par-
ticular task can mentor those who are not. That mutual support will enhance the
overall performance of the team. “Two heads are better than one” is a quote I believe
may have been adapted from the Bible (Ecclesiastes 4.9, “Two are better than one”).
Teams combine talents, skill sets, and knowledge to provide more innovative and
creative solutions to issues that may arise. They are very attractive to management
because there will be multiple sources of input to the decision-making process,
making it more diverse, with the possibility of making a better decision.

The Project Team

Without a project team, there wouldn’t be much project management. Unless it
is a very small project that could be done through a single-person effort, a project
manager could not possibly follow through with all of the planning, organizing, and
controlling that has to be done to successfully manage a project.

Choosing a Project Team

There are certain criteria used when picking a team. The first consideration is to
determine the project’s goals and objectives. The goals and objectives of a project



Motivation, Teaming, and the Project Team ® 151

are the first order of business to determine team members based on their experience
level, personality requirements, and convenience. The project team may need to
comprise people with technical expertise, particular business acumen, administra-
tive experience, project management experience, or a combination of all of these.
A project will usually include a leader; some followers; a cheerleader or two, who
may also be one of the others; and a techie or two. Effective projects need both
extroverted and introverted personalities. In some instances, convenience is an
important criterion for choosing a project team, but sometimes it is not. Distributed
teams are effective when the project is spread out across the country or across the
world. But in the world of managing projects in healthcare, convenience is critical
for communications, even with all of the modern communications conveniences.
Nothing beats face-to-face contact in an environment that is so people oriented.
Sometimes resources that are available are not consistent with the project needs, so
what can be done?

Planning for the Team

There are prerequisites (homework) the project manager needs to meet prior to
developing a team. I like to put together a checklist (see Figure 13.2) of those cri-
teria to keep them foremost in my mind.

B Clearly define the project’s mission, goals, and objectives
B Align the project team with the project’s mission, goals, and objectives
m Cultivate a motivational climate

v Team Planning Checklist

Have you clearly defined the project’s mission, goals, and objectives?

Is your project team aligned with the project’s mission, goals, and objectives?

Have you cultivated a motivational environment?

Are your communications to the team clear and concise?

Have you clearly defined the project’s roles and responsibilities?

Is there a responsibility assignment matrix?

Do you have a conflict resolution strategy?

Do you have methods to celebrate and reward accomplishments?

Figure 13.2 Team planning checklist.
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Be clear and precise with communications

Clearly define roles and responsibilities

Build in time for conflict resolution

Listen to team members

Recognize and celebrate accomplishments and individuals

Developing a Project Team

There are certain criteria that have to be established during the project team develop-
ment process. I cannot emphasize enough that a clear project definition is critical to
the success of a project. Without a clear definition, the project manager will not be
able to access the project’s needs, especially from a personnel standpoint. Remember,
one of the measures that defines the word “project” is that it is unique; therefore,
every project will require different skill sets to successfully complete it. Reviewing the
task list contained in the work breakdown structure will help define the personnel
requirements. There is a theme here; I believe that creating a good Work Breakdown
Structure (WBS) is crucial to a project’s success. By reviewing an accurate WBS, the
project manager can select a team to address those exact project requirements.

Now that there is a definitive WBS, all the project manager has to do is select the
right people to accomplish each of the tasks, correct? In a perfect world, the answer
would be “yes.” In the imperfect world of project management, however, most of
the time, some of the right people are available and some probably are not. So what
do we do in that case? There are several options, and remember, options will include
trade-offs, principally between costs, quality, and schedule.

Diane Westfield, the project manager for NCMC’s EMR Project, is in
the process of developing a project team. This project is considered a
“leading edge” project for NCMC because it is a first-time deployment
for them. As a result, there is not much in-house experience to draw
from for the team. It is critical that Diane has a few people on the team
who are familiar with EMR so that she can delegate some of the duties
and she, being the good project manager she is, can keep her eye on the
“big picture.” She has planned a 2-day introduction to EMR for her
team to have a better appreciation for the project, and a 5-day detailed
seminar for a couple of her key team members to give them a more
detailed view, bringing in outside consultants. She will need to review
her budget and schedule in order to accommodate the increase in costs
for the consultants and the additional time to train her team members.
Diane believes that not training these people will add to the cost of
quality. While the training will not guarantee that project mistakes won't
be made, it is a risk mitigation strategy. If the training is not undertaken,
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the chances of rework, overtime, and scope creep will result in a greater
increase in costs and schedule, as well as potentially damaging the quality
of the project and the project’s product, the new EMR system.

Training is one option. Choosing the right person or people to educate becomes
a challenge. Some people seek education; some consider it a burden. Choosing the
right education program is another challenge to be overcome. Bringing in consultants
to review any part of the project is also an option. Consultants familiar with
Electronic Medical Records (EMR) systems could be hired to review the planning,
WBS, schedule, or whatever process or interval the project manager has some con-
cern about. For some of the requirements of the project, like ongoing support, hiring
permanent employees with the requisite skill set is another option. As with any of
these options, there has to be a consideration of the budget. Consultants and experts
can add expenses to the project. There is also the issue of the less skilled people
already on the team and what can be done with them.

Key Review Questions

1. In a paragraph, explain what Mayo and the other motivational gurus found
when they studied the motivational factors of workers.

2. What are the frve stages of team development and how do they differ?

3. Which stage of team development is the best for actually working on the
project?

4. What is a critical task performed by the project manager to help achieve pro-
ject success?

Notes

1 Boeree, C. George, Abraham Maslow 1908—1970. Personality Theories, 1997. http://
webspace.ship.edu/cgboer/maslow.html

2 Herzberg, Frederick, “One More Time, How Do You Motivate Employees?” Harvard
Business Review, 1987, p. 8.

3 Dr. Bruce Tuckman published his Forming, Storming, Norming, and Performing model
in 1965. He added a fifth stage, Adjourning, in the 1970s.
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Chapter 14

Leadership and Power

Leadership and power in project management are inextricably intertwined. Just
like one size probably doesn’t fit all, one leadership style doesn’t fit all situations.
Depending on the power structure of an organization and the power bestowed on a
project manager along with the type of project, project budget, schedule, and scope
are all factors in determining the effectiveness of the project management effort.
Complicated? You bet. Can it all be interpreted to help the project manager gain
insight? You better believe it, because if the project leader does not understand the
relationship, chances are that it will be more of a struggle than it needs to be to plan,
organize, and control a project. Again, let’s look at leadership and power from a his-
torical perspective to see where we can “borrow” the best practices to apply to the
healthcare environment.

Leadership

The question I always ask myself is what style of leader should be applied to this situ-
ation. Mind you, 'm not saying that you should not be true to yourself; what I am
saying is that we can all take a lesson from others’ successes. If you were to emulate
a great leader who shows a penchant for motivation, who would you emulate? Who
would you choose from modern history? How about some of the great coaches: Knute
Rockne, Red Auerbach, Bobby Bowden, Leo Durocher, Mike Krzyzewski, or Vince
Lombardi? I'm sure I left one of your favorites out. But using “coaching” as a lead-
ership style, what do you need to be a good sports coach? First and foremost, all the
good coaches I've ever met or read about had a passion for what they were doing.
They also made me feel that they were interested in 72y success or the success of their
players as individuals. As well as encouragement, they expressed that interest in the
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form of constructive criticism, and when I say constructive, I mean that they had
solutions to help me get better, not just critique. One of the dimensions when man-
aging a project (coaching) is the team dimension: how individuals are helping or
how they are hurting the ream, just like players on a sports team. Also, to use the
sports team analogy, critique should not only be project focused but should also
help the individual grow as a person—continual improvement, not just in project
quality, but in personal quality as well. As an additional benefit I have found that by
coaching others, I have been able to see areas of my own growth and improvement,
making me a better coach (manager)—a vicious cycle.

What other leadership skills or qualities does a project manager in healthcare
need to be successful? Due to the nature of the healthcare environment, as we've
already discussed, compassion and empathy are qualities needed for the project man-
ager to understand the context of the project, not necessarily the content. Projects
are changes, and sometimes long—lasting changes. As a project manager, success is
not just measured by whether the project “came in” on time, on budget, and with the
scope as determined. It isn’t, you ask. No—if you've burned out your project team
or in some way hurt the organization in the process, is that considered a success?
Especially in this environment, if you havent shown compassion and empathy
for those who need to implement the changes, those affected by the changes, and
members of your team, then I don’t consider the project a personal success, even if
it meets all the financial goals.

Good leaders are also visionaries, which is one of the reasons why project man-
agement is a great breeding ground for future leaders. One of the primary skills of
a project manager is to keep the “big picture” or the overall “vision” of the project.
Good leaders, like good project managers, keep the vision in focus and in the fore-
front of the team’s perspective. While keeping the vision in mind, leaders still need
to act in a determined and resolute manner advancing toward the ultimate goal.
Communication skills, the ability to use decision-making tools, negotiating, conflict
management, stakeholder management, and other skills detailed throughout this
book are also important. So, then the question becomes, “Is leadership an innate
quality, or can it be learned?”

There are countless studies that have been done relative to this subject. Arguments
for both sides are credible. When I talk to groups about this subject, there are always
parents who will insist that they knew which of their children were the instigators
(or leaders if you will) and which of their children were followers. That would indi-
cate to me that there is a leadership “chip” that some people have, and some do not.
I believe that there is some innate ability to lead, but I also believe that, whether you
have the leadership chip, leading is, for the most part, a conscious effort. Of course,
there are “battlefield commissions,” and I am sure that some of us have experienced
that phenomenon, whether we've been in the military or not. Sometimes a leader-
ship position is made available because of a particular situation. But pertaining to
the conscious effort, people who want to lead need to accomplish a few things:
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They must want to lead.

They must proactively seek leadership positions.

They must know their strengths and weaknesses.

They must learn others strengths and weaknesses.

They must have a strong sense of efficacy (believe in their capacity to achieve
a goal).

They must continually challenge themselves.

They must seck continual personal improvement.

B They must be fearless in pursuit of their goals.

Leadership is situational. No one leadership style works for every situation. The
ability of an individual to assess the situation and apply the necessary skills is critical
for project or general leadership.

To see what kind of leader you may be, take the leadership quiz in Figure 14.1.
Once you have multiplied and totaled the columns, you will have a cumulative
number. If the number is between 48 and 38, you have great utilization of your lead-
ership skills; between 37 and 28, you have good utilization of your leadership skills;
and 27 and under, you are underutilizing your leadership skills.

Seldom | Occasionally | Often | Frequently

1. Tam aware of what I am feeling.

. [ know my strengths and weaknesses.

. [ deal calmly with stress.

. I believe the future will be better than the past.

. [ deal with changes easily.

S|l | e W

. [ set measurable goals when I have a project.

. Others say | understand and am sensitive to them.

8. Others say I resolve conflict.

9. Others say I build and maintain relationships.

10. Others say I inspire them.

11. Others say I am a team player.

12. Others say I helped to develop their abilities.
TOTAL THE NUMBER OF CHECKS IN EACH COLUMN
MULTIPLY EACH COLUMN BY: 1 2 3 a
TOTAL THE NUMBER IN EACH COLUMN
TOTAL ALL FOUR COLUMNS

Figure 14.1 Leadership quiz.
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Leadership versus Management

I believe that there has always been some misunderstanding about the differences
between leadership and management. A leader is “someone who occupies a position
in a group, influences others in accordance with the role expectation of the position
and co-ordinates and directs the group in maintaining itself and reaching its goal.”
Therefore, the term leadership would be an expansion of this definition, being the
“process of influence between a leader and his followers to attain group, organiza-
tional and societal goals.”?

Most people view leadership as being associated with the role of a manager.
Nothing could be further from the truth. Leading and managing activities are sep-
arate and distinct, particularly with respect to interpersonal style.

Leaders ... are often dramatic and unpredictable in style. They tend
to create an atmosphere of change, ferment even chaos. They are often
obsessed by their ideas, which appear as visionary and consequently
excite, stimulate, and drive other people to work hard to create reality
out of fantasy. ... Managers are typically hard-working, analytical, tol-
erant, and fair-minded. They have a strong sense of belonging to the
organization and take great pride in perpetuating and improving the
status quo.’

There is an opposing view that says that leadership is but one aspect of manage-
ment. I tend to agree that managers and leaders come from different perspectives.
When I think about a leader, I think more about vision and mission than I do about
day-to-day operation. I think about inspiration, stimulation, and creativity. When
I think about managers, I think about the day-to-day operations and managing
them. I believe that project managers, despite the name, have to be both leaders and
managers. The leading aspect of project management involves being able to influ-
ence project team members to achieve the desirable goals of the project. In slight
contrast, the management aspect of project management involves the process activ-
ities of planning, organizing, and controlling the project through the use of the tools
available: WBS, schedule, budget, etc.

Leadership Theories

While there are many leadership theories, I will only cover the three more interesting
ones. The first is the Great Man/Great Woman Theory.

Much of the work on this theory was done in the 19th century and is often
linked to the work of the historian Thomas Carlyle, who commented on
the great men or heroes of history saying that “the history of the world
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is but the biography of great men.” According to him, a leader is the one
gifted with unique qualities that capture the imagination of the masses.

It also says that there are major events, both national and international, that are
influenced by those in power. “A sudden act by a great man could, according to this
theory, change the fate of the nation.”™

The second theory is the “Trait Theory.” This theory concentrates on personal
characteristics. It includes traits like physical appearance, intelligence levels, and
communication skills. Adler,® in 1991, said that “the research on trait theories of
leadership has shown that many other factors are important in determining leader
success, and that not everyone who possesses these traits will be a leader.” Both the-
ories tend to purport that leaders are born.

“Rather than a great man causing a great event to happen, the situational
approach claims that great events are the product of historical forces that are going
to happen whether specific leaders are present or not.”” This approach is based on
the premise that the events are the focus and it doesn’t matter who is in charge. The
events make the leader. One could reasonably conclude that leaders were made.

In conclusion,

Leadership thus implies something more than a mere supervisory
responsibility or formal authority. It consists of influence that accom-
panies legitimacy as a supervisor. Therefore, it can be said that leader-
ship is the incremental influence that a person has beyond his or her
formal authority. Incremental influences can exist to varying degrees in
every member of a work group. As a result, it is not uncommon to find
situations in which a subordinate who lacks formal authority, actually
possesses substantial incremental influence. We would call such an indi-
vidual an informal leader.®

Whatever the reasoning, the leader must achieve a balance and that may require
a combination of the powers defined below.

Power

As I said in the introduction, leadership and poise are inextricably intertwined,
and in the conclusion of the leadership section, leadership is situational. In order
to properly assess the situation to be able to apply effective leadership, you must
know (1) the power structure you are working with and (2) what power you “wield.”
To understand these conditions, some explanations of power structure and power
may help.
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Power Defined

There are two types of power people can have, positional and personal. Positional
power, also known as “formal” power, is power that can be granted by an organ-
ization. Those powers include the power to reward or not reward people, punish
people, have access to the organization’s information, and grant a position of power
within an organization. Personal power includes your own skills and knowledge as
well as a more ethereal power: referent power.

Reward or not and punitive power can be lumped in together. Both powers
granted by an organization to an individual are powerful, excuse the pun, motivators,
especially those that are on the lower end of Maslow’s pyramid. Employees at the
bottom of the pyramid’s primary concern are to have shelter and food. The inability
to supply those bodily needs has a profound effect on your motivation. However,
elements higher up in the pyramid can feel the effect, too. Safety (security of employ-
ment), the feeling of belonging to an organization, respect, self-esteem, and sense of
achievement can also be affected by reward/punishment power.

The access to the organization’s information or withholding of that information
is another indication of where an employee is in the “pecking order.” Unlimited
access shows that the person can be trusted. The organization has confidence that the
information will be used to forward the mission and goals and that the information
is a critical part of doing business. Withholding of that information has the opposite
effect and message. Granting of positional power is the ultimate formal power. We'll
discuss referent power, a power 7ot granted by the organization, next.

Referent power is the power one person has over others merely by being who
they are. This is an oversimplification, but it is true. It is that inherent ability that
some people possess that may be called “admiration,” “respect,” or “charisma.”
Whatever it is called, there are people who have or had it and use it for good or
for not so good. Adolf Hitler is one example of a person with referent power, and
initially he may have had some of it. However, as time went on, fear of retribution
(the ability to punish) was more likely the source of his power. John F. Kennedy,
General George Patton, Martin Luther King, and others had powers more in line
with the ideals of referent power. Allan Cohen and David Bradford wrote a book in
1989 called Influence without Authority,’ a sentiment familiar to project managers.
It is a great book for project managers (and others) to help understand referent
power and how a project manager can use what he or she has, which is usually not
formal power. Finally, expert power is the ultimate in personal power. It is control-
lable because the skill sets and knowledge base can be obtained. Education, formal
or informal, can increase expert power. Whether you go to school for an advanced
degree, take a certification course to increase specific knowledge, or do it yourself
by reading books, blogs, researching Web sites, etc., you can control your own
expert power.
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Power Structures

As discussed in Chapter 2, there are some organizational structures that influence
power. In a functional organization, there is a definitive power (or command)
structure. It is structured purposely by the organization to provide some with pos-
itional powers, and those will have the reward and punishment powers. That struc-
ture drives the behavior of those who follow such leaders. In the military, as in law
enforcement, this structure is not only acceptable, but it is also critical to the goals
of the organization. Orders and procedures must be followed to protect individ-
uals who are performing the duties and those who they are there to protect. The
emphasis is on accomplishing the “mission.” The manufacturing environment and
certain organizations that require a high sense of safety, like the mining industry or
the Alaskan crab fishing industry, need to be organized functionally. Procedures must
be followed, a chain of command must be identified, or, as with the crab industry,
there can only be one caprtain.

“Power tends to corrupt, and absolute power corrupts absolutely.”!? In an effort
to limit the “corruption,” or at least spread the power to have some checks and
balances, organizations will use a matrixed structure. In a matrixed organization,
power is distributed among the various functions and project teams are managed
using the “softer” skills: knowledge, persuasion, communications, negotiations, and
relationship building. The bad news is that there are no “formulas” or rules to guide
the project manager. The good news is that this type of management style is fully
controllable by the project manager. It is really up to you. It will be your efforts that
make this a successful strategy. It will be up to you to acquire the skills necessary to
provide the basis for this type of management in a matrixed structure. Of course, it
will be necessary to access the structure. Organizations must have some elements of a
functional organization like coercive and reward powers, and you need to determine
how much influence you have with those powers.

This is particularly true in the healthcare industry where there can be no definitive
power structure, but rather it must have a combination of functional and matrixed
organization because of the diversity of issues that healthcare professionals have to
manage. For instance, in an operating theater, the surgeon is supreme. He or she
has the ultimate power and the other functionaries are subservient to the surgeon.
All major decisions come from the surgeon, of course with input from other “pro-
ject” team members. But the final accountability lies with the surgeon. In contrast,
patient evaluation is done in a more collaborative environment. Looking at a patient
for potential weight loss surgery, the patient will have to undergo many evaluations
by many different specialists: psychological and psychiatric, nutritional, as well as a
physical evaluation, for example.!!

There is a “buzz word” in organizational structure that has some popularity,
although I'm not sure it really has merit. It is a “flac” organizational structure. The
theory behind this structure is to eliminate as much of the management structure
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between worker bees and the top of the food chain as possible. It also provides rota-
tional responsibilities among the workers, i.e., designated “project” or “team” leaders
that periodically change. While flat organizational structures seem to be a good idea,
I think they are about as effective as the “bottom-up” structure of the 1990s. In
theory, in a bottom-up structure the power structure in an organization is flipped.
The executives, or whatever the visionaries of the organization are called, support the
workers. Decisions are driven from the bottom up. Again, while this may seem like
an interesting idea, it is chaotic. Decisions need to be driven and projects need to be
chosen based on the vision or mission of the organization. That mission/vision has
to be defined and implemented from the top down. Input may be, and should be,
accepted from the bottom up, but in order to keep the ship on an even keel, critical
decisions relative to the mission/vision must be made at the visionary level and then
communicated downward.

So, what can limit your organizational currency or power? We've already talked
about some of the limitations of the organizational structure. There are many other
limits being imposed on those in the healthcare industry. The U.S. Department of
Health and Human Services has instituted the Health Insurance Portability and
Accountability Act (HIPAA). This Act details how the privacy of consumers’ health
information is protected, including who is covered by HIPAA, what information
is protected, and how that protected information can be accessed and used. The
Joint Commission on Accreditation of Healthcare Organizations (JCAHO) is an
independent, not-for-profit organization that accredits and certifies healthcare
organizations throughout the United States. By evaluating and accrediting healthcare
organizations, they fulfill their mission “to continuously improve healthcare for the
public ... 12 The National Union of Healthcare Workers INUHC) and the Service
Employees International Union (SEIU) are two of the unions that could limit your
power. State and local regulations may also be power-limiting factors. As you can
see, the healthcare industry certainly doesn’t exist in a vacuum—just the opposite.
Given the current and future scrutiny that healthcare is and will be under, the need
to consider various restrictions on power will be critical to understand what you can
and cannot do.

Key Review Questions

1. Discuss whether leaders have an innate quality that makes them a leader, or
can anyone become a leader?

. Name and define formal power.

. Name and define informal power.

. Define a “flat” organizational structure.

. What can limit your power?

N N
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Chapter 15

Negotiating and
Conflict Management

Probably one of the most important project management skills is negotiation/con-
flicc management. I lump them together because they both have basically the same
roots, definition, and resolution tools and techniques. Keep that in mind as you
read this chapter. Before you enter a negotiation or try to resolve a conflict, there are
certain steps you should take. You should plan the session. My axiom holds: #he size
of the planning effort is commensurate with the size of the task. If you are negotiating
resources, and those resources involve a large amount of money or a long length of
time, it is best to spend a significant amount of time preparing for the negotiation.
So, the first thing to do in preparation for the negotiation is to plan. Planning should
include answering the following questions:

How much time will I need to devote to this effort?

Is it a win/win situation or can I turn it into a win/win?
What are the goals of this effort, both mine and theirs?
What information do I have about the issue(s)?

What information do I need?

What are my competitive advantages?

Do I have a strategy?

What is my “walk-away” position?

What are the possible outcomes?

The second activity is to do your research, particularly to know what your limits
are. It could be time (for example, you need to get this negotiation complete within
30 days), or it could be money (you need to keep the budget under $100,000, for
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instance). Another part of this second activity is to know what is acceptable and
what is non-negotiable. Is there anything that is off the table? Also, do all negotiating
partners know their limits and the limits of their counterparts in being able to make
the deal? Taking the time to negotiate with someone who needs to bring in a third
party to make the deal can be frustrating and, in certain instances, a waste of valuable
resources (time). The third thing to remember is to keep your emotional distance.
We'll talk further about this point a little later in this chapter. The fourth activity
is to listen more than talk. There are some tactics and techniques for listening that
we will discuss later in this chapter that are also discussed in the communications
chapter, Chapter 7. And finally, once again, communications are key and they must
be clear and concise.

What Is a Negotiation?

Negotiations can be anxiety producing, emotional, and stresstul, if you don’t have the
tools to deal with them. The objective of good negotiating skills is to be able to assess
the situation and hold your emotions in check while getting what you need. There
are two components to keep in mind when negotiating: the logical component and
the emotional component.

The Logical Component

The easier of the two components, and the most understandable, is the logical com-
ponent. It is your focus and your need that has to be fulfilled by the negotiations.
It may be as simple as the product you need to acquire. As a good project manager,
you will plan for your negotiating session. Take the example of the purchase of a new
automobile; you should have your requirements—type of vehicle, color, options,
the dealer, and a price—in mind. You have done your homework. This is a common
element in 4/l negotiations. You are clear on those requirements and have organized
your thoughts. Make sure you have some written notes to help you remember. During
the “heat” of a negotiating session, you'll want to refer to your notes. You have set the
limits: how much you can spend on the vehicle, what you are willing to negotiate on
and what you will not. Safety is one of those items on which you may not want to
compromise. You are prepared to keep your emotional distance, and I'll discuss this
later in this chapter. You will /Zisten to the other side and be clear with your desires.
Clarity of communication in negotiations can set the tone.

The Emotional Component

This is the more complex and least understood, least definable component of nego-
tiation, and it is also a major component in conflict resolution. The emotional
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component revolves around feelings. Those feelings can either help your cause or
hurt your cause depending on how you, as an individual in the negotiation, respond
to them. For example, how you feel about the other person or persons in the nego-
tiation will have a major influence on how you approach the negotiating session. If
you are comfortable, have a high degree of trust and respect, refrain from making
unfounded assumptions, and have interests in common (other than the ones at hand)
with the other party, it will be easier to keep your emotions in check. However, if you
distrust the other party and feel that they are taking advantage of you, your emotions
may rise to the surface, clouding your judgment. Whenever your emotions come
into play, you are more likely to lose control of the situation, thereby allowing the
other party to gain an advantage. The ability to “push your buttons” is a tactic or
technique used to gain that advantage. You can cither allow it to happen or take con-
trol of the situation by being aware of the tactics used by others. I won't recommend
using any of these yourself, but just be aware of them. So what are those tactics?

B The close talker—crowding your counterpart can make him or her uncom-
fortable. In some instances, being uncomfortable is an emotional response to
the situation and can lead to a quicker agreement in order to stop the behavior.

B The temper tantrum—when dealing with someone you perceive as being a
reasonable person suddenly flies into a rage over some negotiating point. It
is an effort to get you caught up in the emotion of the situation in order to
appease the person throwing the tantrum. Don’t get caught up in this tactic,
and I do not recommend using this as a tactic either.

B The appeal to your “soft side”—uses an emotional appeal to help gain an
advantage. Of course, there are legitimate soft side issues, but you should be
careful not to allow those issues to help you make a bad decision.

B The deception—making you believe people are being honest and opening
themselves up to you when, in fact, they are trying to manipulate you and
they have no intention of showing their “real” side.

B The almost there—when you believe that the final deal is about to be realized
and the other party either brings in someone totally new to the situation or
raises a totally new issue to be resolved, hoping that your resolve has been
weakened and they can use it to their advantage. Another iteration of this is
to bring in another person at a late stage in the game who asks for additional
concessions. A lot of the time, you are battle weary, ready to settle, and may
jump at the chance to close the deal, even though it costs you more.

m Finality—the deal is only good for the next 30 minutes, or you need to make
the decision right now.

I will probably say this many times: you need to set your own stage. Whether it is
a “now or never” or the “show you the money” situation, or they try to push your
buttons, doing your homework ahead of time can help you set your own stage.
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Types of Negotiations

There are really only two types of negotiations, a win-win or a win-lose. Successful
negotiations in business are all about getting a good agreement, not whether you
win or lose. You should approach all your negotiations with the attitude that it is a
win-win situation; you and your counterpart are collaboratively working toward a
mutually satisfying conclusion. There are several ways to approach negotiations, but
only one way that keeps your integrity intact.

B Accommodation—You can choose to use an accommodation strategy in
order to “keep the peace.” However, a disadvantage to this strategy is that it is
not a win-win situation for you. You will have to give up too much to accom-
modate. If the issue is of no importance to you or has relatively little impact
on you, you may want to use an accommodating strategy.

B Competition—While we know that competition is sometimes good, in a
negotiation it is not the best strategy. It is certainly a strategy focused on win-
lose or getting the most for you out of the negotiations no matter what the
consequences. The problem with this type of negotiation is that it leads to
contempt and resentment. Remember, negotiations are not done in a vacuum.
According to Dr. Dorothy Neddermeyer, the old cliché, “What goes around,
comes around,” is the American definition of karma.! To me, in negotiations,
it means that taking a competitive strategy can haunt you in the future. People
have long memories. If they feel that you treated them badly in the past, it will
set an unpleasant tone for future negotiations.

m Compromise—While not the best strategy, because it still isn’t a win-win
situation, it is better than competing. By compromising, neither party
will get what they want, but the strategy does indicate a cooperation or
searching for a solution even though neither gets what they really want.
I like this quote from Winston Churchill about compromising or, as he says,
appeasing: “An appeaser is one who feeds the crocodile—hoping it will eat
him last.”? Remember, the most important outcome of a negotiation is a good,
solid agreement. Accommodating, competing, and compromising may not be
the best way to get a good agreement.

B Collaboration—Collaboration is by far the most productive way to
approach negotiations. Collaboration is #/ways win-win. By nature, collab-
oration is just that—an effort between two or more individuals to reach a
mutually satisfying agreement. Because it is mutually satisfying, it creates
value for all sides of the negotiation and thus creates a stronger agreement
than most all other methods of negotiation. The agreement is strongest
because of the buy-in of the parties involved. Each of the participants has
been instrumental in crafting the agreement and will assume greater owner-
ship of the solution.
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Negotiation Styles

I advocate that most situations call for principled negotiations (looking for that
win-win). However, in business, and the healthcare field is a business, personal-
ities are as varied as the types of jobs there are. 'm not talking about Myers-Briggs
or Jung Typology; I am talking about how personalities manifest themselves. In
negotiations, for some, it is impossible to leave those manifestations out. You'll
notice I shift from using the term “counterpart” to using the term “opponent,”
because that’s what happens in a win-lose situation. When I was with Bell
Laboratories, I worked with highly skilled and educated engineers. The main
function of one of the groups I worked with was mathematical modeling. Thus,
we had several individuals with doctorate degrees in mathematics. Those individ-
uals probably had one of the more effective win-lose negotiating tactics I've ever
witnessed, that of questioning everything. They certainly did their homework
when it came to researching an issue and approached all of the negotiations by
asking detailed questions in order to work their opponents into a corner and then
pounce. By doing that, they were able to get into the heads of their opponents
and convince them that they hadn’t done enough homework. They were able to
manipulate the outcome to meet their own desires. The style rarely failed to yield
the results those mathematicians wanted.

Another tactic they used, and that I have seen many others use also, is befriending.
The tactic is to appear to befriend the opponent and gain their trust prior to making
demands. Usually it involved seeking some common ground apart from the actual
issues or what I call “cockrail conversation.” But it was all meant to manipulate the
opponent into a false sense of security in order to get a favorable agreement.

Another technique is to purposely keep quiet. It seems that people, especially
Americans, do not like a cone of silence around them. In an effort to fill that void,
they will have a tendency to keep talking. If you are a good listener and can con-
trol yourself by not feeling the need to talk, you have a definite advantage in nego-
tiations. By seemingly pondering each and every word from your opponent, you
encourage them to continue to talk. As they continue to talk, more and more infor-
mation is revealed. There is a classic expression in negotiations: “Whoever speaks
first loses.” You can also stimulate some of that talking by asking questions for clarity
so that your counterpart continues to further simplify, usually continuing to reveal
more and more information. In most cases it is much better to listen than to talk.

Again, I dont advocate using these techniques. Negotiation, like conflict man-
agement, should be conducted in an ethical and principled manner. You do, how-
ever, need to be aware of other methods that people will try to use to gain advantage.

People Who Are Different

There are some types of individuals who can influence the way that you should pro-
ceed with a negotiation. The hostile aggressive individual is a person who appears to be
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angry all the time. They can be verbally or physically threatening, or argumentative
or defiant. It can be very unnerving dealing with some of these types of individuals,
especially a hostile aggressive person. The best way to deal with this type of person
is to stand up for yourself. Don’t slouch. Make direct eye contact. Physically stand
your ground and don’t back down. There is a balance between assertive behavior
and aggressive behavior. You certainly don’t want to mimic the person’s aggressive
behavior. Give the aggressor time to run down. Sometimes the posturing is short-
lived. Use “I” messages. For example, personalize your messages: “I am concerned
with your behavior,” rather than, “We are concerned with your behavior.” That ubi-
quitous “we” tends to trivialize your message. It is always best to communicate in
a direct manner. There are people who are always complaining about something.
Complainers can effectively derail a negotiation or the resolution of a conflict. It is
very easy to get caught up in the complaining web. Don't do it. Listen attentively
to the complainer, acknowledge the person’s feelings, but carry on with the facts
without an apology. Try different methods of problem-solving like brainstorming
to get the person back involved with the issue and out of the complaining mode.
As with complainers, there are people who are always negative in their thinking.
The first word out of their mouth is “no” or “can’t.” Don’t join in the negativity and
realize that you probably can’t talk them out of it. Be ready to take action without
them if you want to get anything done. More about communicating with different
people’s styles can be found in Chapter 7.

Specifically Managing Conflict

Sooner or later everyone has to deal with conflict. It is inevitable in business. It is
nothing more than a difference in opinion or views, and the conflict over them.
Conflict is not inherently bad. It is part of the creative process. No two people view
the world exactly the same and those differences can cause conflict. Disagreement
is normal. The problem comes with the emotional baggage. Conflicts are usually
personally meaningful and are disagreements over principles, ideas, or interests. The
occurrence of conflict is easily detected. In personal relationships it manifests itself
as sudden avoidance or rudeness toward an individual. The best way to deal with this
issue is the same as dealing with all issues, and that is head on. If you believe there is a
problem, there probably is. Set up a private meeting with the individual you believe
is having a problem and ask whether there is a problem. If the answer is yes, then
find out what it is and discuss possible solutions, win-win. If the answer is no, then it
gets a little more complex. Let the individual know that you think there is a problem
and explain why. Be careful not to attack, just ask for feedback. Keep an open mind
and work collaboratively on a solution.

Conflicts in meetings can be very productive, if managed, or very disruptive if
not managed. However, if the conflict does get out of hand, then the meeting can get
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out of control. As a result, all of the time spent by everyone in the meeting could be
compromised. There are several approaches you can take to minimize the “damage”
of an out-of-control conflict. The first thing to do is to identify the area of disagree-
ment. By doing that, you may be able to determine your best course of action.

B Defer the subject to a later meeting.

B Document the disagreement and set it aside to be dealt with at a later time.
B Ask to speak to the individual or group in disagreement after the meeting.
B Sce if there is anyone else in the meeting who could mediate the issue.

B Create a compromise (although compromise is not necessarily win-win).

Conflicts in the midst of a negotiation can have a devastating effect on the out-
come. Both parties should be secking a win-win, but that is not always the case.
If one or both parties have a win-lose mindset, negotiations will be contentious.
Someone will have the feeling that he or she is being taken advantage of, and no one
wants to feel that way. As a result, there will be no collaboration; therefore, there
will be no possibility to get a good agreement. The best way to deal with a conflict
in a negotiation is to hold your emotions in check. It is easy to get caught up in
defend-attack behavior. However, a better approach is to try to clarify the issue by
asking questions, trying to understand the other party’s perspective, and keeping the
communication lines open.

When disagreeing, make sure that the other party knows that you value their
opinion and value them as an individual. Use “I” messages. Make sure you are true
to yourself and make your opinion known. Never ever shy away from a conflict.
Conflicts are natural and a part of everyday life.

There are also creative ways to provide solutions to contentious issues. You can
seek additional resources to divide. Even with tight budgets, particularly with a pro-
ject that is being executed successfully, there may be some contingency resources
available. You never know until you ask. You may also seek something different. For
instance, if a subordinate is asking for a raise, as a manager, it may be an issue. If
you can't get the money being asked for, perhaps you can offer a company car, new
computer, or other nonspecific compensation.

You may also be able to compromise on an item that is not so important for an
item that is more important. To carry on with the previous example, perhaps the
subordinate needs a computer more than the company car. Additionally, you may be
able to create some other alternative not proposed before, like working from home
rather than a company car. The objective is to resolve conflict in an amicable way
that leads to a good agreement, a happy employee, and elimination of any possible
baggage for future dealings.

The skills required for successfully participating in a negotiation and resolving
conflict are very similar in nature. Both skill sets require the individual to be know-
ledgeable of the situation and know the limits of the parties involved. It also requires
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keeping an emotional distance, listening carefully, and being able to communi-
cate both questions and alternatives clearly. Following the steps outlined above can
greatly increase your success in either situation.

Key Review Questions

1. Define a win-win situation and explain how it affects the strategy of your
approach.

2. Define a win-lose situation and explain how it affects the strategy of your
approach.

3. What is the best way to gain consensus: accommodating, competing, com-
promising, or collaborating? Why?

4. If you were the moderator of a meeting and a “know-it-all” was trying to
hijack it, how would you handle it?

Notes

1 Neddermeyer, Dorothy M., PhD., http://ezinearticles.com/?What-Goes-Around-
Comes-Around&id=180369

2 Churchill, Winston (1847-1965), British politician. This quote is said to be attributed
to Churchill at the Munich Conference in 1938 where representatives from Russia,
Germany, Britain, France, and Italy met to decide what action, if any, to take concerning
Germany’s aggression in Czechoslovakia.


http://ezinearticles.com
http://ezinearticles.com

ADVANCED Ii!

TOPICS



Taylor & Francis
Taylor & Francis Group

http://taylorandfrancis.com


https://taylorandfrancis.com

Chapter 16

Program Management

A discussion about project management would not be complete without a discus-
sion of program management. A Guide to The Project Management Body of Knowledge
(PMBOK) defines a program as:

a group of related projects managed in a coordinated way to obtain
benefits and control not available from managing them individually.
Programs may include elements of related work outside the scope of the
discrete projects in the program. A project may or may not be part of a
program, but a program will always have projects.!

Another definition is, “A long-term undertaking which is usually made up of more
than one project, sometimes used synonymously with project.”? I would further define
it as a philosophy and methodology for integrating a major stakeholder’s application,
need, or desire, rather than in terms of a task. It is a relationship to the desire, much
like quality and customer satisfaction, rather than a logistical undertaking. The phil-
osophy behind program management is to establish the relationship to stakeholder
desire early in the process and provide the “golden thread” that ties all of the various
deliverables together. Program management is the instrument through which that
coordinated approach to their implementation is made. The major stakeholder in
this instance would be the visionaries or strategic managers who are responsible for
the “Five-Year Plan” or “Mission” of the organization. The program, therefore, could
be the Five-Year Plan or Mission of an organization. It appears as a custom design
for each implementation, but in fact, it is the manifestation of a set of guidelines
established for all implementations of projects related to the program. In its simplest
form, a program is the cradle-to-grave management of the Five-Year Plan or the
Mission, for instance. A program could easily be a major renovation of a healthcare
facility planned to occur over an extended period, or it could be a healthcare facility’s
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Five-Year Plan to become the area’s leading transplant facility. The basic concepts
outlined below can be used in any program, no matter what the scope.

Program Phases

Setting Customer Expectations

The most important phase for setting realistic expectations is the Pre-Planning
Phase, which is no different from that which we discussed (as the idea phase) in
Chapter 8 except it is at the program level. It is in this phase that the program
is defined. This is the phase that establishes the tone and the basis for success of
the implementation of the program and all associated projects. In this phase, the
program definition is at a “50,000-foot” level, and it will be the stakeholder’s
basic program understanding. It is impossible to clearly define the stakeholder’s
program at this time. In some cases, the stakeholder does not have a clear direc-
tion. The stakeholder may have established a business philosophy, perhaps iden-
tified square footage requirements, which areas are targeted for renovation, or
which buildings will be demolished. At this point it is up to the program manager
to provide the stakeholder with a representation of the program. The program
team, core and extended, can provide the necessary direction to the stakeholder
to begin the expectation-setting process.

Core Program Team Elements

At a minimum, a core program management team should be established. The discip-
lines included are as follows: (1) program director (PD); (2) program engineer (PE);
(3) planner/scheduler (PS); (4) site project manager(s) (SPM); and (5) program
clerk. If the program is extensive enough, the team can be dedicated to one program,
as in this case. Otherwise, the team may be deployed across many smaller programs.

Program Director

The PD is responsible for ensuring the flawless implementation of the stakeholder’s
program. Working with the core program team and the extended team, the PD
works to define and implement the stakeholder’s program.

Program Engineer

For lack of a better term, the PE is the technical expert for the program. For the con-
struction project the PE should be experienced in healthcare construction projects
and may in fact have been a construction project manager. For the transplant
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program, the PE should be familiar with the qualifications of physicians who per-
form transplants and may lead the selection team, as well as have familiarity with the
requirements for equipment, operating suites, and transportation logistics needed
for transplants.

Program Planner/Scheduler

Because of the complexity of programs and the need to coordinate the different
projects that compose a program, a PS is needed. The PS has the responsibility to
establish the “cradle-to-grave” program timeline, as well as helping to identify and
coordinate the processes necessary to achieve a high level of stakeholder satisfaction.
For instance, if any of the processes are cumbersome and time-consuming to the
stakeholder, to the point that they affect the implementation, the PS should effect
changes in the process by working with a process team formed to establish uniform
processes across all teams. The PS will also have the responsibility to tie the program
implementation to the master program plan or vision. That connection is needed to
ensure that the success metrics, schedule, quality, and finances for the program are
considered, recorded, and evaluated.

Site Project Manager

The SPM is responsible for the day-to-day operations of the specific projects included
in the program. This doesn’t necessarily mean that there will be an individual pro-
ject manager assigned to each project, just that a project manager will be assigned
to each project. The number of projects and their complexity will determine how
many project managers are required within the program. Additionally, the timing
of the projects will influence the number of project managers. A single project man-
ager may be able to manage sequential projects but may be at a disadvantage when
it comes to multdple parallel projects. The primary function for the construction
program’s project manager is to insure that the necessary equipment, personnel, and
permits are available when the different construction project phases occur, and that
the raw materials are properly ordered and delivered in sufficient time.

Program Clerk

The program management team will be supported by the program clerk, who will
create and maintain a log and files of official program correspondence; create and
maintain a log and library of official program documents; and create, maintain,
and publish program organization charts, contact information, and distribution
lists. The clerk will also be responsible for distributing program correspondence and
documents per distribution lists and support the Project Manager (PM) and core
team with common clerical support functions (see Table 16.1).
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Table 16.1 Core Program Team

Title Function

Program director | Overall responsibility for program, coordination of
individual projects, and core program team

Program Technical expert for program, coordination of project
engineer engineers (core program team)

Program planner/ | Coordination of program schedule and its relationship to
scheduler the individual project schedules (core program team)
Site project Responsibility for individual project elements and
manager coordinating with planner/scheduler (core program team

and project team leader)

Program clerk Clerical support functions (core program team)

Program Documentation
The Integrated Plan

In order to establish realistic expectations with the stakeholder, the program team
should provide an integrated plan to the key stakeholder led by the PD. The
integrated plan includes the understanding of four critical elements: the program’s
statement of work (SOW), work breakdown structure (WBS), cost, and schedule.
The cost and schedule should be all-inclusive of the program, as defined in the WBS.
The WBS defines the scope of execution details for the program’s phases: PE input,
planning, organizing, and controlling (see Project Life Cycle section in Chapter 1).

Statement of Work

The SOW will define, at a high level, the work to be performed for the stakeholder.
The PE will facilitate this stage in the process. The PD will provide a sketch of the
stakeholder’s program to the PE for review. The PE will request additional reviews by
other functional areas, including the SPM, as necessary. The result will be a program
description that is understood by the key providers of the program, including the
key stakeholder. The PD should also provide the SPM with the program’s descrip-
tion. This is critically important with multiple SPMs on a project so that each may
understand what the other is doing.

The SPM will begin initial discussions with those functional areas to gain
understanding of the work effort involved. With the configuration and the
understanding of the work involved, the program team can start to establish the
standard intervals for that work. As a result, a preliminary integrated plan can be
provided to the PD to be shared with the key stakeholder. A certain stakeholder
expectation for the work to be performed and the schedule will be established. As
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more details are available, the program team will continue to refine the schedule and
the work definition. The next step in establishing the customer expectations is to
develop a WBS.

Work Breakdown Structure

The WBS is the defining documentation of a program. The high-level understanding
of the stakeholder’s request is critical at this juncture. This is the first attempt to
define the scope of the program. It will contain “targets” for support from all of the
identified functions from planning, to organizing, to controlling, to program com-
pletion. This WBS should be positioned as preliminary at the same level of detail
as the preliminary scope statement (PSC). (See Chapter 3 for more information on
the scope statement.) Again, the stakeholder’s program is not solid at this point, and
therefore, it is difficult to predict the final supporting structure that will be needed.
The information in this step and how it is presented to the stakeholder will help
determine the next level of stakeholder expectations. Information can be presented
in several ways, depending on the function to be defined. If the function lends itself
to high-level description, like program management, then that can be included in
the PSC in detail. The information provided for each function, whether menu or
specific, must be clearly understood by the internal team and then clearly specified in
the detailed scope statement so that there is no misunderstanding.

An important element during this stage is the stakeholder deliverables definition.
The program team should have some idea of any tasks that are required of the stake-
holder to complete before and during the program implementation, such as funding
availability.

The timeframes may not be available, although the standard interval may. While
the program team will not manage those stakeholder deliverables, unless specific-
ally asked to do so, the milestones will be included in the detailed schedule. The
internal team and the stakeholder should be tested constantly, in order to ascertain
whether the members understand and agree to the terms. Silence should not indicate
acceptance. In some cases, silence is deliberate and can lead to serious implications
during the implementation phase for the program team. Once an agreement is
reached, understandings and conversations contrary to the words in the agreement
are inconsequential. The word of agreement should be considered /zw. The effort
here is to make the agreement as clear and easily understood as possible. Conflicts
due to disputes over ambiguity in agreements are never easy and are often painful,
win or lose. (See Chapter 15 for information on conflict resolution.) This, too, is a
“living” document and details will be added as they become available. The next step
in setting the customer expectations occurs after the agreement is finalized. Ideally,
all the details outlined below would be defined prior to finalizing the agreement,
but, in most instances, that is not the case.
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Costs

There are certain major components to the cost of a program. Some, like equipment,
engineering, and installation, are well known and well understood. Stakeholder
expectations are set via those known costs, even though some may be discounted by
negotiations. Others, like the cost of program management, may not be well known
but can be proposed as a fixed price, based on salaries and overhead. However, inte-
gration services (the integrating of the new processes, procedures, or facilities into
the organization) and ongoing operations can be usage sensitive and are therefore
more difficult to quantify early in the program implementation. The most effective
way to set stakeholder expectations is to provide clear definitions of each service to
be provided and the associated price. The stakeholder can then pick and choose the
level he or she wishes or that is minimally necessary and the associated costs, thereby
setting his or her own expectations.

Working the Detailed Schedule

At this point, with a high-level understanding of the stakeholder configuration,
schedule, and cost as specified in the SOW and the WBS, the “preliminary” stake-
holder expectations are set. The stakeholder should expect the schedule to be a
“ballpark” schedule. For instance, the stakeholder may know the quarter, but not
the month. Or, he or she may have targets quite different from the agreed upon
dates. Either way, it is time to begin to work on intervals and resource issues with
the key stakeholder and others to refine the schedule and reach a win-win for the
team and the key stakeholder. At this stage in the process, leadership begins to
swing from the individual PD to leadership shared with the program team. Team
composition at this point expands. It includes members across all the interfaces
to assure buy-in, particularly on the schedule. A “strawman” schedule should be
presented to the internal team. This is an iterative process, so the schedule will be
discussed and modified until the team can agree in principle. The PD can then
socialize the proposed schedule with the stakeholder. If there are any minor changes
to the schedule, the PD and the key stakeholder can make the modifications. If
there are serious differences, negotiations will have to take place with the key stake-
holder, and additional resources may have to be provided to the program to make
the schedule more aggressive.

In parallel, the detailed configuration plan will be drafted. The configuration
and the schedule are “finish-to-finish” tasks (see Chapter 4 for more information
on scheduling). When those two activities are finished, it is advised that an external
kick-off meeting be held. During the external kick-off meeting, a detailed configur-
ation and schedule can be discussed with the customer. Again, the PD is the lead, but
the PE, PS, and SPM will be closely involved. Specifically, the SP will develop the
detailed implementation schedule with input from the team, which now includes
the key stakeholder’s representatives. If this groundwork is set with discipline, clarity
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of communications, and program understanding, the implementation is set for success.
Lack of any of these objectives could be a basis for failure. The reason that this
upfront planning as a stakeholder expectation-managing tool is so critical becomes
clearer as we move to the next phase.

Plan, Obtain, Execute

I will use the terms plan, obtain, and execute (PO&E) for the next phase of the
program. This is applied at the individual project level. The first sub-phase of the
POE Phase, planning, is based on the configuration established in the preceding
phase. The accuracy of that configuration will determine how much churn will occur
during planning. Churn is inversely related to the efficiency and the ability of the PE
to quickly and accurately determine the planned requirements for individual parts
needed to satisfy the needs of the program’s projects.

A key issue during this phase is the understanding of the program. Because
we are so used to seeing things in a parochial way, this mindset is difficult to
overcome. It is not impossible, and there have been great strides made by some
organizations to be able to see beyond their immediate needs. The PE is instru-
mental in this phase to help the individual team members understand the appli-
cation and how the various elements interact with each other, external needs as
well as internal needs. That understanding can eliminate, or at least reduce, the
churn I mentioned earlier. Of course, changes will not be completely eliminated,
but they should be reduced significantly. (See Chapter 8 for more information
about change.)

The PS is also involved at this stage to coordinate the interface hand-off speci-
fication and understands, from the timing perspective, what is required to execute
the project. What is required includes the time needed to implement internal and
external elements as well as any interconnectivity and testing required between the
elements. For instance, if the project is a new Electronic Medical Record System
(EMRS), then the PS needs to account for any hardware/software or old system/new
system compatibility testing.

At this phase the PS, PE, and SPM have a detailed understanding of the total
program across PO&E to testing and to final turnover. All inputs and outputs to the
project have been identified, scheduled, and documented. Checklists for the handoffs
across the disciplines are established (and agreed to). With accurate ordering infor-
mation, established interface requirements, and final schedule approvals, ordering
and execution of the projects required for the program’s ultimate success become
routine.

However, there always seem to be shortages, modifications due to stakeholder or
internal changes, or other factors that require the full attention of the PS. But, with
the detailed planning and engineering complete and accurate, the need for “fire-
fighting” should be greatly reduced. It allows the SPM to be involved with multiple
projects if required.
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Integration

One of the most important functions performed by program management, as
opposed to project management, is the overall integration function. Allowed to
proceed on their own, projects tend to become relatively internally focused. That
focus can lead to issues if the integration function is ignored. Just think about the
Chunnel Project, which was actually a program. For simplicity we'll just look at
one aspect and divide the program into two projects. Digging was done westerly
from France (one project) and easterly from England (one project). If the projects
weren't coordinated as a program with the program manager being responsible for
the two projects, they would not “integrate” together, and the two tunnels would not
have met in the middle. The SP, PE, and SPM oversee the handoff to integration.
Although there is final preparation work taking place during this phase, the transi-
tion should be smooth. A critical part of setting the expectations for this stage is the
integration checklist, which is a good tool to be used by the program manager to make
sure all parties are aware of the final integration. High-level stakeholder expectations
have been set because of the definitions contained in the SOW. However, to execute
on them, the defined customer deliverables have to be met. The deliverables can be
captured in a checklist proposed by each project manager and shared with the PE.
After the PE reviews the checklist, it is shared with the stakeholder for concurrence.
By gaining the stakeholder’s concurrence, the expectations are once again validated.
Once integration is complete and the checklist is satisfied, the next handoff occurs
to the individuals who have to monitor and maintain the projects and ultimately
the program.

Ongoing Operations

A checklist like the integration checklist containing the operational requirements
should be established using the above-mentioned process. Integration and the indi-
viduals responsible for operations execute on that checklist. If the program has been
managed as defined in the previous steps, everything necessary for monitoring the
program has been established. The projects and the program are in a steady state. The
program team is in the position to establish a close-out meeting.

Close-Out

The close-out and the Stakeholder Satisfaction Survey are key elements to veri-
fying that expectations have been met. The survey will indicate the success of the
program implementation. It will cover the entire experience from the requirements
specifications to the handoff to ongoing operations. It can be used as a program
“postmortem” for the purpose of continuing improvement. The expectation is that
if the methodology outline is followed, the survey results should be more than
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satisfactory, exceeding stakeholder expectations. The close-out process should also
include the accumulation and filing of all documents and artifacts, both program
and projects within the program. The artifacts should include, but not be limited
to, the schedule, budget, risk logs, action item registers, and lessons learned, those
issues that have been documented throughout the planning, implementation, and
closing-out phase of the program and associated projects. This process should also be
followed for any project close-out.

Summary

There are two key areas for setting stakeholder expectations: (1) the initial phase of
the program and (2) the collection of functions during the ordering, implementa-
tion, and integration phases of the projects and program. Stakeholder expectations
are like first impressions: no matter how hard one tries to ignore them or change
them; chances are that the first impression is the lasting impression. It is very
important to set the correct ones up front in customer interactions. Program man-
agement can help establish those expectations by coordinating all the issues and
forming the integrated picture of the stakeholder solution, and translating internal
commitments to stakeholder expectations, specifically with a realistic schedule. To
establish a realistic schedule, all project (program) participants must be part of the
discussion and part of the commitment.

A valid schedule cannot be constructed without the individual contributors
agreeing to the intervals. Too many times schedules are proposed to the stakeholder
that meet a strategic intent but have not been socialized with the key providers of
the services. And while winning the battle, the war may be lost. A favorite expression
of mine is, “With a strong wind, even turkeys can fly.” While the market demand
is high and competition is low, slips in schedules may be tolerated, but when com-
petition enters the market, developing realistic expectations becomes more critical.
Setting the schedule with input and buy-in from the functional areas is the key to
establishing a realistic schedule and managing stakeholder expectations. Program
management is not without cost. In some cases, the core team is dedicated to a
program. As with project management, it is usually an expense item. The benefits of
both project management and program management are realized through the coord-
ination efforts. Reducing redundancy because of having the “big picture” and man-
aging all of the expectations, not just those of the key stakeholder, potentially can
reduce the resources required and thus reduce the costs and contribute to the bottom
line. There is no doubt that undertaking most projects and programs is expensive.
Saving costs can go a long way to justifying the reasoning behind the management.

It is the program team’s duty to bring those savings to light to help manage the
stakeholder’s program expectations. By being in the process early, the program team
can help identify all dependent tasks required to successfully deploy the program, set
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the stakeholder’s expectations for the delivery and performance of those tasks, and
then be able to successfully execute on them.

Key Review Questions

1. What is the major difference between program management and project
management?

. List the five disciplines of the core program management team.

. What is the primary responsibility of the planner/scheduler:

. Define the integration checklist.

. What is the key element of the close-out phase?

N 0N

Notes

1 A Guide to the Project Management Body of Knowledge, Project Management Institute,
Standards Committee, Newtown Square, PA, 2008, p. 9.

2 Archibald, Russell D., Managing High-Technology Programs and Projects, 2nd edition,
John Wiley & Sons, Hoboken, NJ, 1992, p. 24.



Chapter 17

Project Management

Pharma and Medical Device
Manufacturing

Managing projects in the pharmaceutical and medical device manufacturing indus-
tries doesn’t have a direct bearing on the audience of healthcare professionals this
book is intended to address. However, because of the potential interactions between
those professionals and these industries, a working knowledge would be helpful.
Project management in the pharmaceutical and medical device manufacturing
industries follows a more technical/formal path, especially in the design stages of the
products. Of course, the “discipline” of project management, whether you are man-
aging projects in healthcare or for a medical device manufacturer, is still a disciplined
approach. There needs to be a charter, stakeholder analysis, work breakdown struc-
ture, etc. So let’s look at the differences and some of the formalities of those other
industries, not that their methods can’t be used by the healthcare professional as
defined in this book. It is just that those methods may be overkill for the healthcare
professional. As you will see, there are some similarities in the processes, and some of
these lessons can be applied to your projects.

Project Needs and Initiation

Just like in your projects, the following needs should be considered, with some
exceptions noted:
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m Competitive advantage

m Fits with the overall organizational mission

B Return on investment—although not as critical in healthcare because there
are some different drivers; may not need to include profit in the calculation,
for example

B Time to market—more so in pharma and medical device manufacturing
because of the critical need to be first to market and the additional time
required for regulatory testing

B Technology—may not be as critical to healthcare because healthcare doesn’t
necessarily have to be on the leading edge of the competition

I am not saying that project initiation activities in the healthcare industry are
not intense, but I do believe that the initiation activities for projects within pharma
and medical device manufacturers are particularly extreme due to the intensity of
the competition, particularly when there are billions of dollars at stake that a new
drug or new device can add to an organization’s bottom line. Look at Pfizer Inc.,
the world’s largest pharmaceutical company. Its annual revenues in 2009 were $50
billion dollars,! up $1.7 billion from 2008. The drug Lyrica, a pain reliever, alone
produced $267 million in revenue. While that is a large sum of money, you have to
realize the amount of time and effort that goes into developing a new drug, and the
appreciation of the project managers who have to manage those types of projects.
To better appreciate what goes into the drug manufacturing process, the California
Biomedical Research Association, a non-profic medical advocacy group? provided
the following “fact sheet™

New Drug Development Process

At one time or another everyone has relied on prescription drugs to help treat or
cure a symptom or illness. In fact, approximately 2 billion prescriptions are filled
each year in the United States, but few know of the complicated and lengthy process
involved in creating and providing a new medication to the public—humans and
animals.

Who Is Involved in Developing New Drugs?

Many various scientists and researchers are involved in the development of a new
drug. For many years, traditional organic chemists, scientists, physiologists, and
statisticians have been involved in the research process. In more recent years, they have
been joined by new kinds of specialists. For example, biochemists study the chem-
istry of life processes. Molecular biologists study the molecules that make up living
matter. Toxicologists investigate chemicals’ potential for harm. Pharmacologists look
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at how drugs work, and computer scientists apply the power of their sophisticated
machines to analyze and assess new chemicals. Each of these individuals plays a crit-
ical and necessary role in new drug development.

How Long Does the New Drug Development Process Take?

It takes an average of 12 years for a drug to travel from the research lab to the
patient. In addition, only 5 in 5,000, or 10%, of the drugs that begin preclinical
testing ever make it to human testing. Only one of these five is ever approved for
human usage.

How Much Money Is Spent on the Development
of One New Drug?

On average, it will cost a company $800° to develop a new drug from the research
lab to the patient.

Who Regulates the New Drug Development Process?

The new drug development and approval process may be one of the most difficult
processes in the world. The Food and Drug Administration (FDA) monitors and
regulates the new drug development process. The FDA’s role in the preclinical
research stage is minimal. However, once a company finds sufficient evidence
that a drug is successful in animals, human trials will begin. The FDA plays
a much more crucial role during the various clinical trial phases. If the drug
shows successful effects in humans and the FDA approves it to be prescribed
by physicians to humans, the FDA will determine what information should be
placed on the label, including directions for use, potential side effects, and other
necessary warnings.

What Are the Various Types of Drugs Currently
Being Developed and Tested?

At any one time, thousands of new drugs are being researched and developed to treat
and cure the diseases that affect both humans and animals. New drugs for diseases
such as AIDS, cancer, diabetes, arthritis, asthma, Parkinson’s disease, feline leukemia,
and other chronic diseases are continuously being researched and developed. That is
why it is critical to support biomedical research. Continuous and ongoing research
is important also to the discovery of new treatments and unexpected benefits. For
example, the popular hair growth treatment Rogaine began its existence in a research
lab as a potential heart medication.
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What Steps Are Involved in Developing a New Drug?

There are many steps researchers take when developing a new drug, which can be
divided into seven different phases.

Preclinical Research

The first-place researchers start is in the lab. Preclinical research is the process where
scientists and researchers determine what germs, viruses, or bacteria cause a spe-
cific disease. Once this is accomplished, researchers and scientists will work to break
down the different components that make up a disease to find out what abnormal
events or processes are taking place in the body.

Scientists then work to develop a drug that will treat these abnormalities by
conducting experiments in test tubes where they will add various compounds to
enzymes, cell cultures, or cellular substances. The goal is to determine which com-
pound additions result in some sort of chemical effect on the disease. Whenever
possible, scientists will use computer models to test different compounds; how-
ever, computers don't provide any final answers. These compounds still have to be
placed into a living biological system to sce if they work. Therefore, after successes
in the “Benchtop” process (test tubes and cell cultures), scientists then test these
compounds that have shown some desired effects in living animals. The entire pro-
cess of preclinical research can take up to three and a half years. Once the process
is complete, a pharmaceutical company will then file an Investigational New Drug
(IND) Application with the FDA.

Investigational New Drug (IND) Application

The IND becomes effective if the FDA approves it within 30 days. At this time a
pharmaceutical company can begin to test the potential new drug in humans. This
process includes three phases of clinical trials.

Phase | Trials

A new drug is administered to approximately 20—80 healthy volunteers to study
the activity and monitor potential toxicity in people. This process takes about one
year and, if successful, will lead to phase II clinical trials.

Phase Il Trials

During the phase II trials, the drug is given to 100-300 volunteers with the disease
being studied to determine the drug’s effectiveness. Proper dosages are established
during this time. This process can take about two years to complete before moving
to phase III clinical trials.
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Phase 11l Trials

This phase involves anywhere from 1,000 to 3,000 volunteers with the specific dis-
ease who are in clinics or hospitals. Physicians will monitor these patients closely to
determine the effects of the drugs and determine if any side effects are involved. This
phase confirms if the drug is effective and safe and can take about three years.

New Drug Application (NDA)

After the three phases of clinical trials have been completed successfully, a pharma-
ceutical company must file a New Drug Application (NDA) with the FDA. The
pharmaceutical company must be able to clearly demonstrate the effectiveness and
safety of the drug and must provide all of the scientific information the pharmaceut-
ical company has collected on the specific drug. The FDA can take up to six months
to review the application. Oftentimes, this process takes longer than six months.

Approval

If the FDA approves the drug, it is then made available for physicians to prescribe
to patients. The pharmaceutical company is still responsible for submitting peri-
odic reports to the FDA regarding any unknown side effects that may occur after
approval. For some medications, the FDA requires additional studies after approval.
These are known as phase IV clinical trials and serve to determine if there are any
long-term side effects.

(Please note: Some of the above information was obtained from the FDA Special
Consumer Report, The Beginnings: Laboratory and Animal Studies; Drug Safety
Testing Fact Sheet; Alliance Pharmaceuticals Corporation; and the Congressional
Office of Technology Assessment.)

As you can see, it is quite an extensive, time-consuming, and expensive process,
thus the more formal project management required.

Project Development

To better familiarize you with the product development process in the medical device
and pharmaceutical industries, we'll look at two significantly different processes, the
“waterfall” and the iterative development processes.

Waterfall

Just as the name implies, the waterfall process flows in a logical sequence from the
familiar project phases of requirements gathering to project close-out. We've seen
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Concept

Requirements

Preliminary
Design

Detailed
Design

Component
Testing

<+—— Gate

Integration
Testing

Figure 17.1 Example of waterfall process.

something similar to this in Chapter 1 in planning, organizing, and controlling a
project. This process is outlined in Figure 17.1 and is more detailed and formalized.
As they are completed, each task in the “clear” boxes “falls” to the next task. However,
prior to the next task beginning, a gate review should take place to ensure that the
requirements of the task have been met. Also, the prototype, or beta, and the final
product will be checked against the customer expectations (requirements). The veri-
fication process must consider the original user requirements, again to ensure that
the original requirements have been met. In today’s development world, a major
drawback to the waterfall process is the sequential element. One task is completed
prior to another one finishing. Figures 17.2 and 17.3 are different representations of
waterfall processes. 17.3 also shows gates used to verify the previous process.

Iterative Development

The iterative development process eliminates the sequential aspect of the water-
fall process and allows for more flexibility and interaction, particularly with the
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Figure 17.3 Example of Project Life Cycle for medical device.
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customer. It is also known as Agile Development, particularly in software devel-
opment. The philosophy is captured well by the following “manifesto™ (numbers
added by author for clarity).

Principles Behind the Agile Manifesto
We follow these principles:

1. Our highest priority is to satisfy the customer through early and continuous
delivery of valuable software.

2. Welcome changing requirements, even late in development.

Agile processes harness change for the customer’s competitive advantage.

4. Deliver working software frequently, from a couple of weeks to a couple of
months, with a preference to the shorter timescale.

5. Business people and developers must work together daily throughout the
project.

6. Build projects around motivated individuals. Give them the environment
and support they need, and trust them to get the job done.

7. 'The most efficient and effective method of conveying information to and

b

within a development team is face-to-face conversation.
8. Working software is the primary measure of progtess.
9. Agile processes promote sustainable development.
10. The sponsors, developers, and users should be able to maintain a constant
pace indefinitely.
11. Continuous attention to technical excellence and good design enhances
agility.
12.  Simplicity—the art of maximizing the amount of work not done—is
essential.
13. The best architectures, requirements, and designs emerge from self-
organizing teams.
14. At regular intervals, the team reflects on how to become more effective,
then tunes and adjusts its behavior accordingly.

Matlis and Rubin,’ in their article on managing a medical device’s product life
cycle, list the functional obstacles encountered by what they consider a “reactive”
and undesirable approach:

m Requirements Management

B Software Source Control Management

B Mechanical Computer Aided Design Data Management
B Electrical Computer Aided Design Data Management

m Portfolio Management
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Laboratory Information Management
Document Management System

Clinical Data Management System
Submission Management and Publishing
Quality Management System

Inquiries and Adverse Event Reporting
Learning Management System

These obstacles do not allow the more interactive approach needed to increase
the speed to market of medical device products.

A much more flexible product development environment embraced by Matlis
and Rubin is the Total Product Life Cycle (TPLC) approach developed by the U.S.
FDA’s Center for Devices and Radiological Health (CDRH).® CDRH states the
following:

In keeping with our mission, the Center for Devices and Radiological
Health (CDRH) is responsible for protecting and promoting the
public health by assuring the safety, effectiveness, and quality of
medical devices, assuring the safety of radiation-emitting products,
fostering innovation, and providing the public with accurate, science-
based information about the products we oversee, throughout the
total product life cycle. We seek to continually improve our effective-
ness in fulfilling our mission by planning strategically and regularly
monitoring our progress.’

Part of “fostering innovation” is encouraging medical device manufacturers to
streamline their approach to product development. It requires the manufacturers
to work more closely with stakeholders. In order to do that, the development
processes have to be more open to the stakeholders. It is a give-and-take situation
where the developer will be developing and testing the product in real time with the
stakeholders. All bugs and errors will be visible. However, the agreement must be
that there will be bugs and errors visible, and stakeholders have to realize that. Along
with customers as stakeholders, the regulatory agencies are also stakeholders and
have to have the same flexibility in order to make this process work.

In 1991 there was an unprecedented case of stakeholders and a drug manufac-
turer signing a cooperative research and development agreement. The subject of
the agreement was for the development of the cancer drug Taxol". The agreement
was between the National Cancer Institute and Bristol-Myers Squibb and was
reviewed by the FDA. Taxol is an anticancer agent that showed great promise.
The primary reason behind the agreement and the review was to “fast track” the
development of Taxol'. To quicken drug development, several important factors
have to be present.
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A significant factor in the ability to get a rapid review of the Taxol” dos-
sier by the FDA was the fact that regulatory affairs personnel established
a good rapport with agency personnel through regular communica-
tion throughout development of Taxol'. This communication not only
included BMS personnel, but also those from NCI.8

In addition, it didn’t hurt that the drug was in such high demand, which points to
another factor that probably has to be present: urgency. There is significant risk in
fast tracking any project, as discussed in Chapter 4. In order to fast track a drug,
there may be some compromise in the clinical trials, shortening them if necessary.
Long-term effects of the drug may not be well understood. Another factor to con-
sider is that in order to fast track, additional resources need to be added to the pro-
ject. Those resources may have to be diverted from other, not as critical, projects.

Managing projects such as the development of medical devices or new drugs,
whether traditional or “proactive,” has its own set of issues and procedures. While
the discipline of project management used by healthcare professionals and medical
device or drug manufacturers will have some of the same elements, the abbreviated
cycles will probably not be used by the healthcare professionals for whom this book
is intended.

Notes

1 Pfizer Inc. 2009 Financial Report, http://media.pfizer.com/files/annualreport/2009/
financial/financial2009.pdf, p. 4.

2 California Biomedical Research Association, a non-profit medical advocacy group, Fact
Sheet: New Drug Development Process, 2020. https://ca-biomed.org/wp-content/uplo
ads/2018/02/FS-DrugDevelop.pdf, used with permission.

3 Updated August 2010 to reflect latest costs—Amanda Carson Banks, PhD, CRA
President/CEO, California Biomedical Research Association/California Society for
Biomedical Research.

4 Twelve Principles of Agile Software, 2001. http://agilemanifesto.org/

5  Matlis, Daniel R., and Rubin, David, Managing the Total Product Life Cycle: The Changing
Face 0fMediczzl Device Product Developmmt Medical Products Outsourcing, ]uly 1, 2009.
www.mpo-mag.com/contents/view_experts-opinion/2009-07-23/managing-the-total-
product-life-cycle.

6 FDA, Total Product Life Cycle (TPLC), 2023. www.fda.gov/AboutFDA/CentersOffices/
CDRH/CDRHTransparency/ucm199906.htm

7 FDA, CDRH Strategic Planning. www.fda.gov/AboutFDA/CentersOfficess CDRH/
CDRH VisionandMission/default.htm

8  Crabtree, Gerald W., PMI Seminar/Symposium Proceedings, Project Management
Institute, Newtown Square, PA, 1993, pp. 616-622.
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Chapter 18

Pandemic Reaction
A Strain on Healthcare

Figure 18.1 The Covid Molecule.

I have added a new chapter focused on the pandemic as it is the “elephant in the
room” for healthcare and healthcare project management. As I complete Edition 3
of Project Management in Healthcare, the Communicable Disease Center (CDC)
and other public health organizations are releasing additional details. Some of the
original details have been questioned. One reason for the questioning is the lack of
transparency by the Chinese government about the origin of COVID-19. We have
the benefit of hindsight, so we know that some of this information has changed. For
our purposes, the information provided is accurate enough.
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As you thoroughly read this information, put on your project management hat.
Combine that with your healthcare hat and use the previous information provided
in this book to identify areas where projects can be or could have been critical in
addressing those issues. The timeline provided is fertile with issues that needed to
be addressed. I will also give you hints where I believe some projects should be
identified. I have italicized some critical information. A hint for you is that one key
element to project initiation is money. You will also see some obvious projects that
were planned, executed, and controlled. Note those also, as they may help you iden-
tify projects to fill some gaps in existing projects.

I have added some non-project management information in this chapter for con-
text. An example of non-project information is death tolls. Perhaps additional projects
may have allowed for some mitigation. Keep that in mind as you read through the infor-
mation. I have left a sufficient number of unidentified projects not in bold for you to
identify. Also, there will be some assumptions included. Project managers cringe at the
term “assumptions,” but they are necessary evils. I will try to identify any of those, also.

One other point, it would be ideal if project management was devoid of pol-
itics. Ours is a fact-based discipline and as a result, as apolitical as possible, but not
completely. However, great care has been taken to keep politics out of the following
information so that you can make your project management decisions based on
what was known at the time.

The sources for the following information include (1) 7he CDC Museum COVID-
19 Timeline | David ]. Spencer CDC Museum | CDC, a CDC publication; (2) Fact
Sheet: COVID-19 Public Health Emergency (PHE) Transition Roadmap, a Health and
Human Services (HHS) publication, and Coronavirus disease information from the
CDC website (www.cdc.gov/coronavirus/2019-ncov).

December 12, 2019 to December 31, 2019

In Chinas Hubei province, city of Wuhan, a group of people began to experi-
ence symptoms of a pneumonia-like illness that did not respond well to standard
treatment. It appears that some of the people were associated with the Wuhan
Institute of Virology (WIV).

The World Health Organization (WHO) Country Office in China is informed of
several cases of a pneumonia of unknown etiology (cause) with symptoms including
shortness of breath and fever occurring in Wuhan, China. All initial cases seem
connected to the Huanan Seafood Wholesale Market.

Assumption: Proper safely protocols were in place at WIV.

January 1, 2020 to January 10, 2020

Between 2002 and 2004, China experienced a SARS (Severe Acute Respiratory
Coronavirus or SARS-CoV-1) outbreak. Initial information coming out of Wuhan,
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China, was that the current outbreak may be associated with the Huanan Seafood
Wholesale Market in Wuhan. Out of fear of another SARS-CoV-1 outbreak, the
Chinese government closed the market.

During that timeframe, WHO activates its Incident Management Support Team
(IMST) across all three organizational levels: Country Office, Regional Office, and
Headquarters (hint: major project). China informs WHO that they have identified over
40 cases of pneumonia of unknown etiology. As the disease spreads in Wuhan, Chinese
public health officials share the genetic sequence of the atypical pneumonia virus,
Wuhan-Hu-1, with the rest of the world through an online database. CDC’s National
Center for Immunization and Respiratory Diseases (NCIRD) activates a center-level
response to investigate this novel pneumonia of unknown etiology. Public health
officials in China identify a novel coronavirus as the causative agent of the outbreak.

CDC establishes an incident management structure to guide their response to
the novel coronavirus by following the preparedness plan for developing tests and
managing cases made for Middle East Respiratory Syndrome Coronavirus (MERS-
CoV) (hint: major project).

WHO announces that the outbreak in Wuhan, China, is caused by the 2019
Novel Coronavirus (2019-nCoV). CDC publishes information about the 2019
Novel Coronavirus (2019-nCoV) on its website.

January 13, 2020 to January 20, 2020

The Thailand Ministry of Public Health confirms the first laboratory-confirmed case
of the SARS-CoV-2 virus outside of China. WHO finds evidence of possible human-
to-human transmission of the SARS-CoV-2 virus, but WHO scientists say that
human-to-human transmission is not surprising given our knowledge of respiratory
pathogens. The Japanese Ministry of Health, Labor and Welfare reports an add-
itional laboratory-confirmed case of the SARS-CoV-2 virus outside of China. CDC
begins screening passengers for symptoms of the 2019 Novel Coronavirus on direct
and connecting flights from Wuhan, China, to San Francisco, California, New York
City, New York, and Los Angeles, California, and plans to expand screenings to
other major airports in the U.S. Worldwide, 282 laboratory-confirmed cases of the
2019 Novel Coronavirus have been reported in four countries: China (278 cases),
Thailand (2 cases), Japan (1 case), and the Republic of Korea (1 case). CDC reports
the first laboratory-confirmed case of the 2019 Novel Coronavirus in the United States
from samples taken on January 18 in Washington state and on the same day activates
its Emergency Operations Center (EOC) to respond to the emerging outbreak.

January 21, 2020 to January 31, 2020

CDC artists Alissa Eckert and Dan Higgins create “an identity” for the SARS-CoV-2
virus by designing the red and white virus image. INSERT IMAGE
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Chinese government officials confirm that human-to-human transmission is
driving the spread of the SARS-CoV-2 virus in China. WHO’s International Health
Regulation Emergency Committee meets and decides to nor declare the 2019 Novel
Coronavirus a PHE of International Concern (PHEIC). Instead, the committee
decides to monitor the situation and reconvene in ten days to reevaluate. On January
23rd, Wuhan, China—a city of 11 million people—is placed under lockdown due
to the 2019 Novel Coronavirus outbreak.

CDC confirms a travel-related infection of the SARS-CoV-2 virus in Illinois,
bringing the total number of cases in the United States to two. CDC confirms add-
itional travel-related infections of the SARS-CoV-2 virus in Arizona and California,
bringing the total number of cases in the United States to five. The U.S. Food and
Drug Administration (FDA) announces that it will take “critical actions to advance
development of novel coronavirus medical countermeasures” with interagency partners,
including CDC.

CDC issues a Level 3 Travel Health Notice—advising travelers to avoid all non-
essential travel to China due to the 2019 Novel Coronavirus outbreak. The U.S. gov-
ernment (USG) relocates U.S. citizens from Wuhan, China, back to the United
States due to the 2019 Novel Coronavirus (2019-nCoV). A team of CDC medical
officers meets the flight carrying the repatriated U.S. citizens from Wuhan, China,
at the March Air Reserve Base in California to screen the passengers for symptoms
of the SARS-CoV-2 virus.

CDC confirms that the SARS-CoV-2 virus has now spread between two people
in Illinois with no history of recent travel. This is the first recorded instance of
person-to-person spread of the 2019 Novel Coronavirus in the United States and
brings the total number of cases up to seven. CDC issues 14-day federal quarantine
orders to all 195 U.S. citizens who were repatriated back to the United States on
January 29, 2020, from Wuhan, China.

WHO?’s International Health Regulation Emergency Committee reconvenes
early to declare the 2019 Novel Coronavirus outbreak a PHEIC. The Secretary of
the Department of HHS, Alex Azar, declares the 2019 Novel Coronavirus (2019-
nCoV) outbreak a PHE.

February 1, 2020 to February 20, 2020

The Department of Homeland Security (DHS) directs all flights from China and all
passengers who have traveled to China within the last 14 days to be routed through
one of 11 airports in the United States for enhanced screening procedures and pos-
sible quarantine. U.S. citizens who have been in Hubei province within 14 days of
their return are subject to up to 14 days of mandatory quarantine; U.S. citizens who
have been in other areas of mainland China within 14 days of their return are subject
to 14 days of self-quarantine with health monitoring; and foreign nationals (other
than immediate family of U.S. citizens, permanent residents, and flight crew) who
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have traveled in China (excluding Hong Kong and Macau) within 14 days of their
arrival will be denied entry into the United States.

CDC submits an EUA to FDA to expedite approval for a CDC-developed SARS-
CoV-2 diagnostic test. On February 4th, FDA approves the EUA for the CDC-
developed SARS-CoV-2 diagnostic test kit. The next day, CDC begins shipping its
laboratory test kit to detect the SARS-CoV-2 virus, “CDC 2019-nCoV Real Time
RT-PCR,” to select domestic and international laboratories. By February 8th, some
of the first CDC test kits for detecting the SARS-CoV-2 virus arrive at a public
health laboratory in east Manhattan, New York City, NY. The laboratory reports that
the tests produce “untrustworthy results.”

CDC medical officer teams meet additional planes carrying passengers from
Wuhan, China, at Travis Air Force Base in Sacramento, CA, Marine Corps Air
Station Miramar in San Diego, CA, Lackland Air Force Base in San Antonio, TX,
and Eppley Airfield in Omaha, NE, to screen the passengers for the symptoms of the
2019 Novel Coronavirus (2019-nCoV). All passengers are placed under mandatory
14-day quarantine orders on February 8, 2020.

Some of the first CDC test kits for detecting the SARS-CoV-2 virus arrive at
a public health laboratory in east Manhattan, New York City, NY. The laboratory
reports that the tests produce “untrustworthy resuls.”

Worldwide deaths from the 2019 Novel Coronavirus reach 1,013. The SARS-
CoV-2 virus has now killed more people than the severe acute respiratory syndrome
(SARS-CoV-1) outbreak, which claimed 774 lives globally from November 2002
to July 2003. WHO announces the official name for the disease that is causing the
2019 Novel Coronavirus outbreak: “COVID-19.” The new name of this disease is
an abbreviated version of “Coronavirus Disease 2019.” CDC confirms the 15¢h case
of COVID-19 in the United States.

Due to the high case load and numbers of asymptomatic individuals testing
positive for COVID-19, all passengers and crew of the Diamond Princess cruise
ship are quarantined off the coast of Japan, placed under travel restrictions, and are
prevented from returning to the United States for at least 14 days after they have left
the Diamond Princess. As Italy becomes a global COVID-19 hotspot, the Italian
government issues Decree-Law No. 6, containing urgent measures to contain and
manage the epidemiological emergency caused by COVID-19, effectively locking
down the country.

February 21, 2020 to March 1, 2020

CDC’s Dr. Nancy Messonnier, the incident manager for the COVID-19 response,
holds a telebriefing and braces the nation to expecr mitigation efforts to contain the
SARS-CoV-2 virus in the United States that may include school closings, workplace
shutdowns, and the canceling of large gatherings and public events, stating that the
“disruption to everyday life may be severe.” CDC reports four additional presumptive
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positive cases of COVID-19 in California, Oregon, and Washington: one case is
likely travel-related, but three are likely due to community spread of the SARS-CoV-2
virus in the United States.

CDC wupdates its Criteria to Guide Evaluation and Tésting of Patients Under
Investigation (PUI) for COVID-19 to any patients with a severe respiratory illness
even in the absence of travel history to affected areas or known exposure to another
case to prepare for possible widespread person-to-person transmission. FDA
announces a “new policy.. .for certain laboratories that develop and begin to use
validated COVID-19 diagnostics before FDA has completed review of their emer-
gency use authorization (EUA) requests,” allowing laboratories to create tests to
address testing shortages in the United States.

CDC and the Washington Department of Public Health report the first death
in an individual with laboratory-confirmed COVID-19 in the United States. The
patient was a male in his 50s who was hospitalized with a pneumonia of unknown
cause and later died of his illness.

March 2, 2020 to March 15, 2020

CDC creates a hospitalization surveillance network for the SARS-CoV-2 virus called
“COVID-NET” to track the numbers and rates of COVID-19 hospitalizations
by modifying existing respiratory virus surveillance networks that monitor for
hospitalizations associated with influenza and Respiratory Syncytial Virus (RSV).

CDC reports 60 cases of COVID-19 across Arizona, California, Florida,
Georgia, Illinois, Massachusetts, New Hampshire, New York, Oregon, Rhode
Island, Washington, and Wisconsin. Of the 60 COVID-19 infections detected, 21
are travel-related, 11 are from person-to-person spread, and 27 are unknown.

The Grand Princess cruise ship is stranded off the California coast after officials
learn that a California man who had traveled on the ship last month contracted
COVID-19 and died. The California Air National Guard drops off a limited supply
of testing kits by helicopter; more than 3,500 people are aboard the ship, but only
46 are able to be tested and 21 (mostly crew members) test positive.

After more than 118,000 cases in 114 countries and 4,291 deaths, the WHO
declares COVID-19 a pandemic. FDA no longer requires CDC to perform con-
firmatory testing for a positive COVID-19 diagnosis. The Trump Administration
declares a nationwide emergency and issues an additional travel ban on non-U.S. citi-
zens traveling from 26 European countries due to COVID-19. CDC issues a “no
sail order” for all cruise ships—calling for them to cease activity in all waters that the
United States holds jurisdiction over.

States begin to implement shutdowns in order to prevent the spread of COVID-19.
The New York City public school system—the largest school system in the United
States, with 1.1 million students—shuts down, while Ohio calls for restaurants and
bars to close.
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March 16, 2020 to March 31, 2020

CDC launches “Clara-Bot,” a COVID-19 symptom checker, on its website. New
and old guidelines begin circulating among state health departments for who gets
critical care in the event of ventilator shortages: Massachusetts and Pennsylvania use
a point system prioritizing patients by likelihood of benefitting from intensive care
unit (ICU) care, while New York’s 2015 plan relies on “exclusion criteria’—a list of
medical conditions that would make a patient ineligible, like traumatic brain injury,
severe burns, or cardiac arrest. Alabama’s exclusion criteria list, released in 2010 and
since removed from publication, included both “severe or profound mental retard-
ation” and “moderate to severe dementia.”

Moderna Therapeutics begins the first human trials of a vaccine to protect
against COVID-19 at a research facility in Seattle, Washington. The University of
Minnesota launches a clinical trial testing hydroxychloroguine, an FDA-approved
drug for the prevention and treatment of malaria, for the treatment of COVID-
19. The Centers for Medicare & Medicaid (CMS) temporarily expands telehealth
benefits, enabling beneficiaries to receive a wider range of healthcare services from
their doctors without having to travel to a healthcare facility. CDC asks healthy
people to donate blood if they are able amid a national shortage of blood during the
COVID-19 pandemic. California governor Gavin Newsom issues a statewide stay-
at-home order to slow the spread of COVID-19 instructing residents to only leave
their homes when necessary and shutting down all but essential businesses.

The Trump Administration signs the Coronavirus Aid, Relief, and Economic
Security (CARES) Act into law. The act includes funding for $1,200 per adult
(with expanded payments for families with children), expanded unemploy-
ment benefits, forgivable small business loans, loans to major industries and
corporations, and expanded funding to state and local governments in response
to the economic crisis caused by COVID-19. It also established the framework
for and leadership for Operation Warp Speed to accelerate the development of a
virus. (Note: One of the more significant, far reaching, and impactful projects ever
undertaken worldwide.)

Apple, in partnership with HHS, CDC, and the White House Coronavirus
Task Force, releases an app with a COVID-19 symptom and exposure questionnaire
telling people how to isolate and monitor symptoms and giving recommendations on
testing and when to contact a medical provider if they believe they have contracted
or have been exposed to the SARS-CoV-2 virus. To prevent the spread of COVID-
19, the White House extends all social distancing measures until through the end
of April 2020.

FDA issues an EUA to allow hydroxychloroquine sulfate and chloroquine phos-
phate products to be added the Strategic National Stockpile for the treatment of
COVID-19.

CDC distributes a Health Alert Network (HAN) warning against using chloro-
quine phosphate without the recommendation of a doctor or pharmacy after one
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person is made seriously ill and a second dies from ingesting non-pharmaceutical
chloroquine phosphate (a chemical aquariums use that is commercially available for
purchase at stores or online) to prevent or treat COVID-19.

CDC issues a domestic travel advisory for New York, New Jersey, and
Connecticut due to high community transmission of COVID-19 in those states,
urging residents to refrain from all non-essential domestic travel for at least 14 days,
effective immediately.

At a White House Press Briefing, Dr. Anthony Fauci and Dr. Deborah Brix
announce that between 100,000 and 240,000 deaths in the United States are
expected—even if social distancing and public health measures are perfectly
enacted. The Journal of the American Medical Association Ophthalmology reports
that COVID-19 can be transmitted through the eye. One of the first warnings of
the emergence of the SARS-CoV-2 virus came late in 2019 from a Chinese oph-
thalmologist treating patients in Wuhan, Li Wenliang, MD, who died at age 34
from COVID-19.

April 1, 2020 and April 10, 2020

Ata White House press briefing, CDC announces new mask-wearing guidelines and
recommends that all people wear a mask when outside of the home. CDC warns
the public about phone scams and phishing attacks that appear to originate from
CDC and ask for donations from individuals. This is government impersonation
fraud—federal agencies do not request donations from the public. CDC launches
a new weekly SARS-CoV-2 virus surveillance report called “COVIDView” sum-
marizing weekly data on COVID-19 hospitalizations, deaths, and testing.

More than one million cases of COVID-19 had been confirmed worldwide, a more
than ten-fold increase in less than a month. Hundreds of doctors and civil rights
groups urge CDC and the USG to release race and ethnicity data on COVID-19 case
numbers in order to reveal the true impact of the virus on communities of color. Data
from the Chicago Department of Public Health reported by the Chicago Tribune
shows that despite being about 30% of the total population, Black people account for
68% of the COVID-19-related deaths in Chicago and are dying of COVID-19 at a
rate nearly six-times greater than that of White Chicagoans, who account about 33%
of the population and approximately 14% of deaths. These numbers illuminate for
many the racial disparities of the COVID-19 pandemic in the United States.

HHS announces $186 million in additional funding to state and local
jurisdictions for the COVID-19 response. HHS announces first contract for venti-
lator production under the Defense Production Act with General Motors.

CDC modifies and extends the no sail order for all cruise ships. With over
18,600 confirmed deaths and more than 500,000 confirmed cases in under four
months, the United States is the country with the most reported COVID-19 cases
and deaths, surpassing Italy and Spain as a global hotspot for the virus.
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With 159,937 confirmed cases, New York State now has more reported cases of
COVID-19 than Spain (153,000), Italy (143,000), or China (82,000). Amid crit-
ical hospital bed and ventilator shortages, acrial images emerge of workers in hazmat
suits burying coffins in mass graves at Hart Island off the Bronx, an area used for over
150 years by New York City officials as a mass burial site for those with no next-of-
kin or who cannot afford funerals.

April 11, 2020 to April 30, 2020

Most states in the U.S. report widespread cases of COVID-19. Because of conflicting
information and the perception that WHO was protecting the Chinese government,
at a White House press briefing, President Trump announces that the United States
will cease contributing funding to the WHO, shaking the global public health com-
munity. The Trump Administration releases a plan outlining how states should
reopen, calling for states or metropolitan areas to meet benchmarks like reducing
COVID-19 cases or deaths before reopening or stopping mitigation strategies (like
required masking). As the COVID-19 pandemic grows, shortages of personal pro-
tective equipment (PPE), like gowns, eye shields, masks, and even body bags, become
dire—particularly in New York.

Using funds from the CARES Act, CDC announces $631 million to fund and
expand the existing Epidemiology and Laboratory Capacity for Prevention and
Control of Emerging Infectious Diseases (ELC), allowing state health departments to
expand their capacity for the testing, contact tracing, and containment of COVID-
19. Georgia, Alaska, and Oklahoma begin to partially reopen their states despite
concerns from health experts saying it was too early to reopen.

Clinicians in the U.S. and U.K. report clusters of children and adolescents
requiring admission to ICUs with a multisystem inflammatory condition that can
lead to multiorgan failure—similar to Kawasaki disease and toxic shock syndrome.
This condition will become known as Multisystem Inflammatory Syndrome in
Children (MIS-C), a serious inflammatory condition that affects children with
current or recent COVID-19 infections.

Polls show that many people in the United States, particularly those ages under
30 years or making less than $40,000 per year, plan to defer medical care because of
the cost of treatment due to the lack of insurance or being under-insured, potentially
leading to the further spread of COVID-19, the under-reporting of case numbers,
and excess deaths from COVID-19 and other preventable disease.

The Trump Administration launches Operation Warp Speed, an initiative to
produce a vaccine against the SARS-CoV-2 virus as quickly as possible. The oper-
ation funds the development of six promising vaccine candidates while they are
still in the clinical trial phase, including the Pfizer-BioNTech and Moderna mRNA

vaccines.
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May 1, 2020 to May 20, 2020

FDA issues an EUA for the use of the antiviral drug Remdesivir for the treatment
of suspected or confirmed COVID-19 in people who are hospitalized with severe
disease.

CDC develops the “PPE Burn Rate Calculator,” a spreadsheet-based model made
to help healthcare facilities plan and optimize the use of PPE for the COVID-19
response and publishes it on the Apple and Android App stores.

CDC launches the SARS-CoV-2 Sequencing for PHE Response, Epidemiology
and Surveillance (SPHERES), a national network to provide real-time genomic
sequencing data to public health response teams investigating COVID-19 cases,
allowing them to track the SARS-CoV-2 virus as it evolves.

As some countries discuss reopening, WHO convenes the International Health
Regulation Emergency Committee for a third time and declares that the global
COVID-19 pandemic remains a PHEIC.

FDA authorizes the first COVID-19 test with the option of using home-collected
saliva samples.

President Trump holds a briefing in the White House Rose Garden to claim that
anyone who wants to get a coronavirus test can get one and encourages businesses
around the country to reopen. Dr. Anthony Fauci, the Director of the National
Institute of Allergy and Infectious Diseases (NIAID), testifies before the U.S. Senate
that experts believe more people have died from COVID-19 than have been offi-
cially reported and warns against “re-opening” too quickly.

CDCs Chief Health Equity Officer officially joins CDC’s COVID-19 response.
This is the first time in the agency’s history that a senior leader within the incident
management structure has the sole purpose of advocating for greater health equity
across an entire emergency response.

HHS awards states, territories, and local jurisdictions $11 billion in new funding
to support testing for COVID-19: CDC will provide $10.25 billion to states, ter-
ritories, and local jurisdictions through CDC’s Epidemiology and Laboratory
Capacity for Prevention and Control of ELC and the Indian Health Service (IHS)
will provide $750 million to IHS, tribal, and urban Indian Health programs to
expand testing capacity. Navajo Nation now has the highest COVID-19 infection
rate per capita in the United States.

May 21, 2020 to May 31, 2020

AstraZeneca! receives more than $1 billion from the USG in funding for the
development of the AstraZeneca/Oxford University COVID-19 vaccine,
with the first doses due to arrive in September 2020. The Lancet publishes a
large study showing that COVID-19 patients who received the anti-malaria
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drug hydroxychloroquine die at higher rates and experience more cardiac
complications than COVID-19 patients who do not receive the drug. This
study will shortly be retracted due to data misuse, but multiple other studies
have since shown that hydroxychloroquine is neither harmful nor beneficial in
the treatment of COVID-19. (Note: Even the best intentions can be side-lined by
misuse of data.)

Navajo officials implement a series of mitigation efforts including extended
weekend lockdowns, curfews, stay-at-home orders, masking, and checkpoints, as
younger generations of Navajo begin to launch grassroots social media campaigns
like “Protect the Sacred” to provide health information and help defend their people
and cultural heritage from COVID-19—the Navajo becomes a model for implementing
a unified pandemic response.

On May 28th, the recorded death toll from COVID-19 in the United States
surpasses 100,000.

June 1, 2020 to June 30, 2020

HHS announces new laboratory data reporting guidance for COVID-19 testing
to include demographic data on race, ethnicity, age, and sex. The Lancer and the
New England Journal of Medicine retract the two publications that halted global
trials of the antimalarial drug hydroxychloroquine for the treatment of COVID-19
after investigations found inconsistencies in the data. The World Bank states that
the COVID-19 pandemic will plunge the global economy into the worst recession since
World War I1.

The number of confirmed COVID-19 cases in the United States surpasses
2 million.

CDC releases consolidated guidelines for COVID-19 testing—including for nursing
homes, long-term care facilities, and high-density critical infrastructure workplaces, like
Jfood production facilities.

HHS announces that COVID-19 vaccines will be provided free of charge to
older adults and other groups experiencing disproportionate impacts from the
COVID-19 pandemic.

CDC expands the list of people at increased risk for severe COVID-19 illness
by removing the specific age threshold, instead noting that risk increases with age.
CDC also includes people experiencing chronic kidney disease, COPD, obesity,
serious heart conditions, sickle cell disease, and type 2 diabetes, and those who are
immunocompromised from solid organ transplants.

Dr. Anthony Fauci warns a Senate committee that the number of new COVID-
19 cases in the United States could soon rise from 40,000 to 100,000 new infections
every day, likely overwhelming an already burdened healthcare system.
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m More than 200 scientists sign an open letter asking WHO to update its
COVID-19 guidelines to include warnings about airborne transmission.

The number of confirmed COVID-19 cases in the United States surpasses
3 million.

The United States begins the process of withdrawing from WHO. WHO
announces that the SARS-CoV-2 virus that causes COVID-19 can be transmitted
through the air and is likely being spread by asymptomatic individuals.

CDC again calls on all people to wear cloth face masks when leaving their homes
to prevent the spread of COVID-19, calling masks “a critical tool in the fight against
COVID-19.”

Many states, including California, Michigan, and Indiana, postpone reopening
plans as COVID-19 case numbers rise.

The U.S. reports a record number of COVID-19 infections in a single day, with
75,600 new cases reported and the CDC extends the no sail order for all cruise ships
on September 30, 2020.

The Department of Defense (DOD) and HHS reach a deal with Pfizer BioNTech
for the delivery and distribution of 100 million doses of the Pfizer BioNTech COVID-
19 vaccine candidate in December 2020, upon confirmation that the vaccine is safe
and effective.

CDC releases resources for school administrators, teachers, parents, guardians, and
caregivers to help build appropriate public health strategies to slow the spread of
COVID-19 in a school environment.

August 1, 2020 to August 31, 2020

A study finds that more than 50% of all people living in rural areas in the United
States have no ICU beds available (only 3% of the communities with higher incomes
had no ICU beds). High rates of COVID-19 infections, chronic health conditions,
limited testing, and inadequate access to healthcare could all lead to significant
COVID-19 mortality among people living in rural communities. NOTE: This is
one of the major issues that North Woods Community Medical Center will face. See Case
Study for this chapter.

Obesity is found to increase the risk of mortality from COVID-19 disease,
especially among men and younger people—even when isolated from racial, ethnic,
or socioeconomic disparities. CDC reports results from a representative panel
survey on mental health conducted among adults across the United States in June
of 2020: 41% of responders reported struggling with mental health and 11% had
seriously considered suicide recently. Essential workers, unpaid caregivers, young
adults, and racial and ethnic minority groups were found to be at higher risk for
experiencing mental health struggles, with 31% of unpaid caregivers reporting
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considering suicide. CDC releases data indicating that most COVID-19-positive
people are infectious to others for up to 10 days after symptoms first appear, but that
individuals with severe illness or who are immunocompromised may be infectious
for up to 20 days.

EDA issues an EUA ro the Yale School of Public Health for its rapid diagnostic test for
COVID-19 SalivaDirect. The test uses a new and more flexible method of containing
and processing saliva samples when testing for COVID-19, allowing laboratories to
increase capacity and efliciency in testing.

COVID-19 becomes the 3rd leading cause of death in the U.S. Deaths from
COVID-19 now exceed 1,000 per day and nationwide cases exceed 5.4 million.
After CDC studies show that American Indians and Alaska Natives are among the
racial and ethnic minority group at higher risk for severe COVID-19 outcomes,
CDC provides more than $200 million in COVID-19 funding to Indian countries.

FDA issues an EUA for use of convalescent plasma (the liquid component of
blood that, when taken from someone who has recently recovered from an infec-
tion, can contain antibodies to that illness) to treat people hospitalized with severe
COVID-19. The first documented case of COVID-19 reinfection is confirmed by
the University of Hong Kong,.

FDA issues an EUA for Abbott’s BinaxNOW COVID-19 Test Kit—a rapid
antigen test that can detect a COVID-19 infection in 15 minutes using the same
technology as a flu test.

September 1, 2020 to September 30, 2020

The United States and China decline to join the COVID-19 Vaccine Global Access
Facility, or COVAX, a global program spearheaded by WHO that aims to develop and
distribute COVID-19 vaccines worldwide—more than 170 other nations sign on.

The Journal of the American Medical Association and WHO now recommend
the wuse of steroids for the treatment of severe COVID-19 disease after multiple studies
find that steroids like dexamethasone, hydrocortisone, and methylprednisolone—a
group of cheap and widely available drugs that reduce inflammation and immune
response—can reduce mortality in severe cases of COVID-19 by up to 36%.

CDC releases data in a Morbidity and Mortality Weekly Report (MMWR) showing
that because of concerns about COVID-19, an estimated 41% of U.S. adults had
delayed or avoided secking medical care, including urgent or emergency care.
Unpaid caregivers for adults, people with underlying medical conditions, Black
adults, non-White Hispanic adults, young adults, and people with disabilities are
the most affected.

Pfizer BioNTech expands phase 3 clinical trials of its COVID-19 vaccine to
44,000 participants—increasing the trial population diversity to include adolescents
as young as 16 years and people with chronic, stable HIV, hepatitis C, or hepatitis
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B infections. The Pfizer/BioNTech vaccine is a 2-shot series given three weeks apart
and must be stored at a temperature of~70°C (or—94°F).

CDC releases an infographic guide to help schools mitigate COVID-19 transmis-
sion in schools.

HHS announces a plan to make COVID-19 vaccines free in the U.S. Johnson
& Johnson begins phase 3 clinical trials of its COVID-19 vaccine with 60,000
participants. The J&J vaccine does not need to be frozen and may require just one shot.

HHS and CDC award states, territories, and local jurisdictions $200 million from
the CARES Act in new funding to support vaccine distribution for COVID-19.

The reported death toll in the United States from COVID-19 surpasses 200,000.
The reported death toll from COVID-19 reaches more than 1 million worldwide—
in just ten months.

CDC wupdates its “How COVID-19 is Spread” guidelines to acknowledge the
potential for the airborne spread of the COVID-19 virus—even when 6 feet of social
distance is maintained if the area is poorly ventilated or enclosed and activities occur
that require heavy breathing, like singing or exercise.

October 1, 2020 to November 30, 2020

FDA issues an EUA for Eli Lilly’s drug Bamlanivimab, a monoclonal antibody
treatment that mimics the immune system’s response to infection with SARS-CoV-
2 and appears to protect patients at increased risk from a COVID-19 infection
progressing to more severe forms of disease.

Two weeks after large groups gathered for Halloween celebrations, COVID-19
case numbers spike across the United States.

Phizer-BioNTech’s COVID-19 vaccine is found to be 95% effective in their
44,000-person trial.

As COVID-19 case numbers in the U.S. surge past 11 million, CDC recommends
that Americans stay home for Thanksgiving and avoid contact with all people not
living in their household for the last 14 days.

CDC revises the Travel Health Notice system for COVID-19; adding a fourth
alert level (low, moderate, high, and very high) and recommending that all travelers
test 1-3 days before and 3-5 days after all international air travel in addition to
staying home for 7—14 days after travel to avoid transmitting the SARS-CoV-2 virus.

FDA grants an EUA for a COVID-19 antibody treatment manufactured by
Regeneron. In a clinical trial of 800 people, the drug significantly reduced virus
levels within days.

Advisory Committee on Immunization Practices (ACIP)? recommends that
healthcare professionals and older people living in long-term care facilities be offered
a vaccine first in the initial phases of the COVID-19 vaccination program. CDC also
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notes that people ages 70 years and older who live in multi-generational households
should be given priority as soon as more vaccine doses are available.

FDA issues an EUA for the Pfizer-BioNTech COVID-19 vaccine. ACIP
recommends the Phizer-BioNTech COVID-19 vaccine for all people ages 16 years
or older for the prevention of COVID-19.

December 1, 2020 to December 31, 2020

The recorded death toll from COVID-19 in the United States surpasses 300,000.
The United Kingdom announces the detection of a new and more contagious
COVID-19 variant, B.1.1.7.

CDC records the highest number of drug overdose deaths ever in a 12-month period
ending in May 2020 in the United States—more than 81,000. Overdose deaths
involving synthetic opioids (primarily illicitly manufactured fentanyl) increased by
38%, methamphetamines by 35%, and cocaine (likely linked to co-use or contam-
ination of cocaine with illicitly manufactured fentanyl or heroin) by 27%.

FDA issues an EUA for the Moderna COVID-19 vaccine. ACIP recommends
the Moderna COVID-19 vaccine in persons ages 18 years or older for the preven-
tion of COVID-19.

CDC releases a report in MMWR outlining the ACIP’s recommendations for
the “phases” of COVID-19 vaccination allocation while supply is still limited in the
United States. The suggested model for efficient and equitable vaccination distribu-
tion: phase la—pbealthcare personnel and residents of long-term care facilities; phase
1b—essential workers and all persons ages 75 years and older; phase 1c—all per-
sons ages 65—74 and all persons ages 16-64 with a medical condition that increases
their risk of severe disease from COVID-19; phase 2—all persons ages 16 years and
older not already recommended in phase 1. The Trump Administration announces
the purchase of 100 million additional doses of the Pfizer-BioNTech COVID-19
vaccine.

More than 1 million COVID-19 vaccine doses have been administered in the
United States in just ten days: healthcare workers and older adults living in long-
term care facilities are the first to be vaccinated with the goal of vaccinating every
person as soon as enough vaccine doses are available. The Trump Administration
signs the second COVID Relief Act into law. The bill includes $900 billion in funding
for enhanced unemployment benefits, business loans, the purchase and distribution
of COVID-19 vaccines and testing kits, and direct cash payments of $600.icon.

Proof of a negative COVID-19 test taken within 72 hours of departure is
mandated for all foreign national travelers entering the United States from the
United Kingdom due to the highly transmissible COVID-19 B.1.1.7/“Alpha”
variant circulating in the United Kingdom. The first case of the COVID-
19 B.1.1.7/“Alpha” variant is detected in the United States by the Colorado
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Department of Health. The Oxford University/AstraZeneca COVID-19 vaccine
is authorized for emergency use in the United Kingdom. Within a week, 530,000
doses are available for care-home residents, adults ages 80 years and older, and
healthcare workers.

One year anniversary of the first reported case of COVID-19 to WHO,
2.8 million people in the United States have received a COVID-19 vaccine dose—
far short of the nation’s goal of 20 million.

January 1, 2021 to February 28, 2021

HS and CDC announce plans to provide $22 billion in funding for states, localities,
and territories to support expanded COVID-19 testing and vaccine distribution from
the Coronavirus Response and Relief Supplemental Appropriations Act.

Amid vaccine shortages, scientists at Pfizer-BioNTech, Moderna, and the
National Institutes of Health (NIH) look for ways to double the supply to pre-
vent future shortages. CDC expands the COVID-19 negative test requirement to
include all air passengers entering the United States. CDC continues to recommend
that people test again three to five days after arrival and stay home for seven days
after traveling to help slow the spread of COVID-19. The reported death toll from
COVID-19 in the United States surpasses 400,000.

Dr. Rochelle Walensky begins her term as the director of the CDC with the
goal of rapidly accelerating COVID-19 testing, surveillance, and vaccination, while
confronting the public health challenges posed by suicide, substance use disorder
and overdose, chronic diseases and the tolls caused by social and racial injustice and
inequity.

This is the first anniversary of the first laboratory-confirmed case of COVID-19
in the United States from samples taken in Snohomish County, Washington and
of CDC activating its Emergency Response Center (EOC) to respond to the novel
coronavirus.

The Biden Administration announces the National Strategy for the COVID-
19 Response, an outline of seven goals to restore trust, vaccinate, test, and treat
COVID-19 while protecting schools, businesses, and workers in addition to advan-
cing health equity and building the nation’s preparedness for future pandemics,
calling it “a wartime undertaking.”

CDC releases data in MMWR on the emerging and more transmissible COVID-
19 B.1.1.7/“Alpha” variant—now detected in more than 30 countries and in 12
U.S. states. CDC recommends universal and increased compliance with mitigation
strategies, like social distancing and masking, and higher vaccination coverage to
protect the public. The first case of the COVID-19 P1/“Gamma” variant, first iden-
tified by scientists in Brazil, is detected in Minnesota.
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More than 23 million COVID-19 vaccine doses have been administered in
the United States. The number of recorded COVID-19 cases worldwide surpasses
100 million. The first case of the COVID-19 B 1.351/“Beta” variant, first identified
by scientists in South Africa, is detected in South Carolina.

As part of the Biden Administration’s Executive Order on Promoting COVID-
19 Safety in Domestic and International Travel, CDC requires face masks to be
worn by all travelers while on public transportation and inside transportation hubs
to prevent the spread of COVID-19 effective February 2, 2021.

The Biden Administration, with the U.S. DOD, HHS, and CDC, reaches a
$231.8 million deal with the Australian company Ellume to supply rapid at-home
COVID-19 tests in the United States, committing to ship 100,000 test kits per
month February through July.

Vaccine distribution is disrupted in several states, including Texas, Missouri,
Alabama, and New Hampshire, due to severe winter storms.

The recorded COVID-19 death toll in the United States surpasses 500,000.

FDA approves an EUA for Johnson & Johnson’s one-shot COVID-19 vaccine
for all people ages 18 years and older. CIP recommends Johnson & Johnson’s
COVID-19 vaccine for all people ages 18 years and older.

The Biden Administration directs all states to make pre-K—12 teachers, school
staff, and childcare workers eligible for COVID-19 vaccinations and to prioritize
this group during the month of March within the Federal Retail Pharmacy Program.
After this directive, the number of states where these essential workers are eligible
to be vaccinated increases by more than 50%. CDC recommends that people who
are fully vaccinated against COVID-19 can safely gather with other fully vaccinated
people indoors without masks and without socially distancing.

March 1, 2021 to March 31, 2021

First anniversary of WHO declaring COVID-19 a global pandemic.

The Biden Administration announces plans for all adult Americans to be eli-
gible and able to receive a COVID-19 vaccine by May 1, 2021. They plan to make
COVID-19 vaccines accessible by delivering vaccines to 700 community health centers
in under-resourced communities, doubling the number of pharmacies providing
COVID-19 vaccines and the number of federally run mass vaccination centers,
deploying more than 4,000 active-duty troops to support these efforts, and by
launching the “Find a Vaccination Website” and a 1-800 Number.

The Biden Administration signs the $1.9 trillion American Rescue Plan into
law. The stimulus bill includes funding for expanded unemployment benefits, rental
assistance, and COVID-19 vaccinations, as well as extending the child tax credit
for one year and providing direct cash payments of up to $1,400 per person. The
Biden Administration announces a $1.75 billion investment in expanding genomic
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sequencing to identify and track new variants and $50 billion to expand the nation’s
testing capabilities.

More than 100 million COVID-19 vaccine doses have been administered in the
United States.

Ireland, Iceland, Denmark, and Norway suspend distribution of AstraZeneca’s
COVID-19 vaccine as the European Union (EU) investigates if the shot may be
linked to reports of blood clots.

CDC announces $2.25 billion in spending over two years to address COVID-
19-related health disparities for people living in rural areas and racial and ethnic
minority groups.

The United States announces it will send 4 million unused doses of AstraZeneca’s
COVID-19 vaccine from its stockpile to Mexico and Canada.

After 13 European countries halt distribution of the AstraZeneca COVID-19
vaccine pending review, the European Medicines Agency (EMA) announces that
they did not find any evidence that the vaccine causes blood clots, and while they
were unable to definitively rule out a link between rare blood clots events and the
vaccine, the AstraZeneca COVID-19 vaccine is still considered safe, is effective, and
the benefits of this vaccine still outweigh its risks.

CDC updates its guidance on social distancing in K—12 schools: most elementary
students can safely socially distance from at least 3 feet instead of 6 feet inside the
classroom with universal masking, but middle and high school students should still
maintain at least 6 feet apart in communities where the transmission level is high.

CDC announces $300 million in funding for states, localities, territories, tribes,
and tribal organizations for community health worker (CHW) services to address: (1)
disparities in access to COVID-19-related services, such as testing, contact tracing,
and immunization; (2) factors that increase risk of severe COVID-19 illness, such as
chronic diseases, smoking, and pregnancy; and (3) community public health needs
that have been exacerbated by COVID-19, such as health and mental healthcare
access and food insecurity.

CDC announces a plan to provide the patients and staff of dialysis clinics easy
access to COVID-19 vaccinations on-site. People with chronic kidney disease on dia-
lysis who contract COVID-19 are at higher risk of severe adverse health outcomes—
half require hospitalization and 20%-30% die. Additionally, advanced-stage chronic
kidney disease disproportionately affects African Americans, non-White Hispanics,
American Indians, and Alaska Natives. To date, only 35% of healthcare workers in
U.S. dialysis centers have been vaccinated.

A CDC study finds that mRNA COVID-19 vaccines, Pfizer-BioNTech and
Moderna, are highly effective at preventing infection with the SARS-CoV-2 virus in
real-world conditions among healthcare personnel, first responders, and other essen-
tial workers (groups that are more likely than the general population to be exposed
to the virus because of their occupations), reducing their risk of infection by 90%.

CDC, in collaboration with the NIH, launches the community health testing
program called “Say Yes! COVID Test” in Pitt County, North Carolina, and
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Chattanooga/Hamilton County, Tennessee, providing 160,000 residents with access
to free, at-home COVID-19 tests to use up to three times a week for one month
in an effort determine if frequent self-testing can reduce community spread of

COVID-19.

April 1, 2021 to July 31, 2021
CDC announces $3 billion in additional funding for expanded COVID-19 vaccin-

ation programs.

More than 200 million COVID-19 vaccine doses have been administered in the
United States.

ACIP and FDA recommend the continued use of Johnson & Johnson’s COVID-
19 vaccine for all people ages 18 years and older in the United States, following a
thorough safety review after the use of the vaccine was paused when 6 cases of rare
and severe type of blood clots were reported.

In March 2021, according to data from the Census Bureau, 18 million adults
(16% of Black adults, 16% of Latino adults, and 6% of White adults) and up to
8.8 million children, over one-fifth of Black and Latino children, lived in a house-
hold without enough food sometime in the last seven days.

The COVID-19 B.1.617.2/“Delta” variant, first identified in India, becomes the
dominant variant in the United States. The variant begins a third wave of infections
during the summer of 2021.

CDC releases data in MMWR showing that while most COVID-19-associated
hospitalizations occur in older adults, severe disease requiring hospitalization can
occur in all age groups—including adolescents ages 12—17 years.

CDC’s National Breast and Cervical Cancer Early Detection Program reports
that the total number of cancer screenings decreased by an average of 87% for breast
cancer and 84% for cervical cancer during early 2020 due to the COVID-19 pan-
demic, putting individuals at risk for delayed diagnoses and poorer health outcomes.
Access to medical care among racial and ethnic minority groups and people with
lower incomes declined the most during this period: breast cancer screenings
declined 98% among American Indian and Alaskan Native women.

American Indian and Alaska Natives had some of the highest rates of hospital-
ization and death in the United States early in the pandemic, but American Indian
and Alaskan Native vaccination campaigns are succeeding. CDC’s COVID-19 data
tracker shows that American Indians and Alaskan Natives have the highest COVID-
19 vaccination rate of any racial or ethnic group in the United States.

‘The Lancet reports that more than 1.5 million children worldwide have lost their
primary or secondary caregiver due to the COVID-19 pandemic.

Amid a Delta variant surge, CDC releases updated masking guidance
recommending that everyone in areas with substantial or high transmission wears
a mask indoors.
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CDC releases data in MMWR showing an increase in breakthrough infections
of COVID-19 in Barnstable County, Massachusetts, in July of 2021. The early
data showing high viral loads in people infected with the Delta variant of COVID-
19 suggests a concern that, unlike with other variants, vaccinated people infected
with Delta can transmit the virus to others. This MM WR becomes the most wildly
circulated report in the agency’s history.

August 1, 2021 to September 30, 2021

Amid a growing surge of the Delta variant, CDC Director Dr. Rochelle Walensky
signs an eviction moratorium in areas of substantial and high COVID-19 transmis-
sion in recognition that eviction moratoria, like quarantine, isolation, and social
distancing, can be effective public health measures taken to prevent the spread of a
communicable disease like COVID-19.

CDC announces a new center, the Center for Forecasting and Outbreak Analytics
(CFA), which aims to improve the nation’s ability to forecast and model emerging
health threats, including pandemics like COVID-19, using data analytics.

HHS, CDC, and FDA release a statement concluding that booster shots of the
Pfizer-BioNTech, Moderna, and Johnson & Johnson COVID-19 vaccines will be
needed to protect against severe disease, hospitalization, and death in the coming
months.

FDA fully approves the Pfizer-BioNTech COVID-19 vaccine for all people ages
18 years and older. Full FDA approval further reinforces that the Pfizer-BioNTech
COVID-19 vaccine has been shown to meet the agency’s high standards for safety,
effectiveness, and consistent quality in manufacturing.

CDC releases a digital toolkit for individuals with Intellectual and Developmental
Disabilities (IDD) and their caregivers to navigate the COVID-19 pandemic, with
communication resources like videos, stories, posters, and interactive activities about
getting tested, vaccinated, masking, and social distancing. To date, CDC has also
released more than 40 videos and 25 web resources in American Sign Language
(ASL) on COVID-19.

CDC announces an additional $300 million in funding for CHW services to
support COVID-19 prevention and control.

The Biden Administration, working through CDC, invests $2.1 billion in
funding for state, local, and territorial public health departments to give them the
resources needed to prevent infections in healthcare settings, detect and contain
infectious organisms, enhance laboratory capacity, and combat infectious disease
threats, including COVID-19.

CDC releases three studies in MMWR looking at the COVID-19 pandemic’s
effect on education. Despite school closures in some areas, around 96% of K-12
schools have remained open for in-person learning and schools without universal
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indoor mask mandates were more than three times more likely to have COVID-19
outbreaks than the K—12 schools that required universal masking from day one.

WHO publishes a clinical case definition of “post COVID-19 condition” or
long COVID. The symptoms of long COVID include, but are not limited to,
fatigue, shortness of breath, and/or cognitive dysfunction that persists for at least
two months and impacts everyday life, three months from the onset of an initial
COVID-19 infection.

More than 140,000 children in the United States have lost their primary or sec-
ondary caregiver to the COVID-19 pandemic. One of every 168 American Indian
and Alaska Native children, 1 of every 310 Black children, 1 of every 412 non-White
Hispanic children, 1 of every 612 Asian children, and 1 of every 753 White children
have now experienced orphanhood or the death of caregivers.

CDC adds mental health conditions to the list of risk factors associated with
severe illness from COVID-19.

ACIP recommends Moderna or Phizer-BioNTech’'s COVID-19 vaccine boosters
for all people ages 65 years and older and all people ages 18 years and older who
are residents of long-term care settings, have underlying medical conditions, and
who live or work high-risk settings to be given least six months after their primary
vaccination series. ACIP also recommends booster shots for everyone who received
Johnson & Johnson’s COVID-19 vaccine more than two months ago.

CDC announces $26 million in funding for CDC’s new CFA.

On the sixth annual One Health Day, a global campaign that highlights the
interconnected relationship between people, animals, and their environment, CDC
releases a statement on the COVID-19 pandemic, noting that more than 400
different animals have been found to be infected with COVID-19 and, as a zoonotic
virus, SARS-CoV-2 can spread between people and animals.

All non-citizens who are traveling to the United States will now be required to
be fully vaccinated and provide proof of their vaccination status to fly to the United
States. All travelers will continue to be required to show a negative pre-departure
COVID-19 test taken no more than three days before they board their flights.

CDC and WHO report that more than 22 million infants missed their first dose
of the measles vaccine in 2020. This is the largest global increase of unvaccinated
children in two decades and is due in-part to the disruptions the COVID-19 pan-
demic has had on healthcare and immunization.

October 1, 2021 to December 31, 2021

WHO designates the COVID-19 “Omicron” variant, first identified by scientists in
South Africa, as a “variant of concern.” Changes in the spike protein of the Omicron
variant of the SARS-CoV-2 virus concern scientists around the world due to the
potential for increased transmissibility and decreased vaccine protection.
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FDA revises the EUA for Eli Lilly’s two monoclonal antibodies, Bamlanivimab
and Etesevimab, to allow the drugs to be used together for the treatment of mild-
to-moderate COVID-19 in all pediatric patients, including newborns, who
have a positive COVID-19 test and are at high risk for progression to severe
COVID-19.

FDA issues an EUA for AstraZenecas Evusheld, a treatment of two monoclonal
antibodies for the pre-exposure prevention of COVID-19 in adults and children
ages 12 years and older who weigh at least 88 pounds and have moderate to severely
compromised immune function or a history of severe adverse reactions to COVID-
19 vaccines.

CDC and FDA expand COVID-19 booster recommendations to include
everyone ages 16 years and older. The recorded death toll from COVID-19 surpasses
800,000 in the United States. One in every 100 people ages 65 years and older in
the United States has died.

CDC releases two reports in MMWR highlighting the use of test-to-stay practices
to help keep students in school during the COVID-19 pandemic.

CDC updates its recommendations for the isolation and quarantine periods for
healthcare workers, decreasing their isolation time after infection with COVID-19.
Asymptomatic healthcare workers can now return to work after seven days with a
negative test and healthcare workers who have received all recommended COVID-
19 vaccines doses, including a booster, do not need to quarantine after a high-risk
exposure.

January 1, 2022 to February 28, 2022

ACIP recommends that moderately or severely immunocompromised children ages
5—11 years receive an additional primary dose of the Pfizer-BioNTech COVID-19
vaccine 28 days after their second shot.

CDC updates guidelines on masks to emphasize fit, comfort, and consistent wear.

To help meet the demand for testing during the Omicron surge, the Biden
Administration purchases 1 billion COVID-19 tests and creates an online portal
where people can order free ac-home rapid antigen COVID-19 tests through the
U.S. Postal Service (USPS).

FDA further revises the EUA for Eli Lilly’s two monoclonal antibodies,
Bamlanivimab and Etesevimab, to limit their use after the treatment is shown to
be ineffective against the Omicron variant. FDA revises the EUA for Regeneron’s
monoclonal antibody, REGEN-COV to limit its use after the treatment is shown to
be ineffective against the Omicron variant.

FDA fully approves the Moderna COVID-19 vaccine for all people ages 18 years
and older. Full FDA approval further reinforces that the Moderna COVID-19
vaccine has been shown to meet the agency’s high standards for safety, effectiveness,
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and consistent quality in manufacturing. To date, COVID-19 vaccines are estimated
to have saved at least a quarter of a million lives and prevented more than 1 million
hospitalizations.

'The number of recorded deaths in the United States due to COVID-19 surpasses
900,000.

CDC releases data in MMWR showing that the Omicron variant rose from
1% of all infections in the United States to 99% of all infections in just 6 weeks
(compared to 18 weeks for Delta).

CDC releases two reports in MMWR on pediatric emergency department visits
during the COVID-19 pandemic and recommends increased awareness of the
health concerns among children and adolescents that could arise due to delayed
medical care and heightened emotional distress, especially for adolescent girls (ages
12-17 years).

CDC updates the “COVID-19 Community Level,” showing that more than
90% of the U.S. population is in a location with either low or medium COVID-19
community transmission level.

The United States has now donated more than 480 million COVID-19 vaccine
doses to 110 countries.

More than 10 billion people have received a COVID-19 vaccine, with WHO
reporting that 10,704,043,684 COVID-19 vaccine doses have been administered
wortldwide. About 56% of the world is now fully vaccinated, but many regions still
lack access, especially on the African continent where less than 20% of the total
population is currently vaccinated.

On CDC’s recommendation, the Transportation Security Administration (TSA)
extends the mask requirement for all public transportation and transportation hubs
through April 18, 2022.

The number of recorded deaths due to COVID-19 surpasses 6 million world-
wide, with WHO reporting 6,019,085 confirmed deaths. The true number is likely
much higher.

The number of recorded COVID-19 cases surpasses 450 million worldwide,
with WHO reporting 450,229,635 confirmed infections. The true number is likely
much higher.

Two-year anniversary of WHO declaring COVID-19 a global pandemic.

CDC updates the “COVID-19 Community Level,” showing that more than
98% of the U.S. population is in a location with either a low or medium COVID-19
community transmission levels.

In the United States, 92% of all children ages 511 years now live within 5 miles
of a vaccine provider.

CDC releases data in MMWR showing that school districts in Arkansas with
universal mask requirements had a 23% lower incidence of COVID-19 among

staff and students compared to districts without mask requirements during August—
October 2021.
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Several regions in China face new lockdowns under the “COVID Zero”
policy when cases of the Omicron variant are found. Tens of millions of people
are required to stay inside their homes, key technology manufacturers like Foxconn
and Unimicron close factories, and the production and distribution of goods are
disrupted throughout the world.

CDC oudlines its goals for the third year of a global COVID-19 response: to
increase vaccination levels around the world, reduce spread of COVID-19
and its impact, expand scientific knowledge of the SARS-CoV-2 virus, and
strengthen public health leadership while improving long-term health security
worldwide.

At the World Trade Organization (WTO) meeting the United States, the EU,
India, and South Africa forge a preliminary agreement on a COVID-19 vaccine
intellectual property (IP) waiver, hoping to expand access to vaccines around
the world.

CDC and FDA both recommend a second mRNA COVID-19 vaccine booster
for immunocompromised individuals and all adults ages 50 and older four months
after their last booster dose. CDC recommends that all adults who received a primary
vaccine series and booster dose of Johnson & Johnson’s COVID-19 vaccine receive
a second booster dose with an mRNA COVID-19 vaccine. CDC recommends
that all adults who received a primary vaccine series and booster dose of Johnson
& Johnson’s COVID-19 vaccine receive a second booster dose with an mRNA
COVID-19 vaccine.

The number of recorded deaths due to COVID-19 reaches 976,229, with more
than 79,853,683 total reported cases of the virus in the United States.

CDC releases data from the Adolescent Behaviors and Experiences Survey
(ABES) showing that from January 2021 to June 2021 among high-school-aged
adolescents: 44% report feeling persistently sad or hopeless; 55% report emotional
abuse in the home; 11% report physical abuse in the home; and 29% report job
loss by an adult in the home. Lesbian, gay, bisexual, and female youth reported the
poorest overall mental health, the most emotional abuse by a parent or caregiver, and
actempted suicide more their peers during the COVID-19 pandemic.

CDC announces the termination of Tide 42, an Order that suspended the
right to introduce migrants into the United States due to the public health risk of
COVID-19, effective May 23, 2022.

April 1, 2022 to June 30, 2022

CDC’s mask mandate for indoor public transportation is struck down by a judge in
Florida. The DHS extends the COVID-19 vaccine requirement for all non-citizens
entering the United States—in addition to the requirement that all travelers show a
negative antigen test taken within one day of departure.
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For the second year in a row, COVID-19 was the third leading cause of death in
the United States—after heart disease and cancer.

The Biden Administration purchases 20 million doses of Pfizer’s oral anti-
viral drug Paxlovid as part of the Test-to-Treat initiative—2,200 locations where
Americans can receive free COVID-19 testing and, if needed, treatment. These
doses will also be used to double the number of pharmacies with Paxlovid stocked
from 20,000 to 40,000.

Data from CDC’s National Commercial Laboratory Seroprevalence Study
estimates that, as of February 2022, approximately 75% of children and adolescents
showed infection-induced antibodies to SARS-CoV-2 (evidence of a previous infec-
tion with SARS-CoV-2—also called seroprevalence) and that, since December 2021,
approximately one-third have become newly seropositive.

The current proportion of the U.S. population fully vaccinated against COVID-
19 broken down by age group is as follows: 5-11, 28%; 12—17, 59%; 18-49, 69%;
50—64, 80%; and =65 years, 90%.

CDC recommends that everyone continues to wear a mask while in indoor
transportation hubs to prevent the spread of COVID-19—but this is no longer
legally enforceable.

WHO estimates that there have been approximately 15 million direct or indirect
deaths (also called “excess mortality”) globally from January 2020 to December
2021 that were caused by the COVID-19 pandemic. South-East Asia, Europe, and
the Americas accounted for 84% of the excess deaths.

During the COVID-19 pandemic, there has been a 35% increase in the
firearm homicide rate, resulting in the highest firearm homicide rate in more
than 25 years. Firearm homicide rates are the highest among males, adolescents,
young adults, and non-Hispanic Black and non-Hispanic American Indian and
Alaska Native people. Rates of firearm suicide remained high, increasing most
notably among American Indian and Alaska Native males ages 10-44, and are
highest in rural areas.

The number of recorded deaths due to COVID-19 in the United States reaches
1 million (1,000,000).

Researchers from Brown University School of Public Health, Brigham and
Women’s Hospital, and Harvard T.H. Chan School of Public Health, estimate
that approximately 50% of COVID-19 deaths in the United States were vaccine-
preventable deaths.

ACIP recommends Pfizer-BioNTech’s COVID-19 vaccine boosters for everyone
ages 5—11 years to be given at least five months after their primary vaccination series.
ACIP also recommends everyone ages 12 years and older who is immunocomprom-
ised and those ages 50 years and older should receive a second booster dose at least
four months after their first to prevent severe disease, hospitalization, and death.

The weekly average of new COVID-19 infections in the United States is now six
times higher than it was in 2021. Currently, there are 119,725 new cases reported
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each week—a number that is “grossly underreported” according to experts—
compared to May 28, 2021, when there were 17,887.

The United States has recorded a total of 84,145,569 COVID-19 infections and
1,003,571 (more than 1 million) deaths from COVID-19.

The global market for N95 masks is predicted to reach $11.8 billion by 2026.

ACIP recommends Moderna and Pfizer-BioNTech’s COVID-19 vaccines
for everyone ages six months to five years, expanding vaccine eligibility to
over 20 million additional children in the United States. All people ages six
months and older are now cligible for COVID-19 vaccination in the United
States. ACIP recommends Moderna’s COVID-19 vaccine for everyone ages
6-17 years.

New York Department of Health recommends that all people should wear N95,
KN95, or KF94 masks in all public indoor settings and when in crowded outdoor
areas due to high community transmission of COVID-19.

FDA fully approves Pfizer-BioNTech’s COVID-19 vaccine for everyone ages 12—
15 years. Full FDA approval further reinforces that Pfizer-BioNTech’s COVID-19
vaccine has been shown to meet the agency’s high standards for safety, effectiveness,
and consistent quality in manufacturing.

2023

Based on current COVID-19 trends, the Department of HHS is planning for the
federal PHE for COVID-19, declared under Section 319 of the Public Health
Service (PHS) Act, to expire at the end of the day on May 11, 2023. Our response
to the spread of SARS-CoV-2, the virus that causes COVID-19, remains a public
health priority. Taken place over the last two years was the largest adult vaccination
program in U.S. history, with nearly 270 million Americans receiving at least one
shot of a COVID-19 vaccine.

As a result of this and other efforts, since the peak of the Omicron surge at the
end of January 2022:

B Daily COVID-19 reported cases are down 92%,
B COVID-19 deaths have declined by over 80%, and
m New COVID-19 hospitalizations are down nearly 80%.

We have come to this point in our fight against the virus because of our historic
investments and our efforts to mitigate its worst impacts. Addressing COVID-19
remains a significant public health priority for the Administration, and over the
next few months, we will transition our COVID-19 policies, as well as the current
flexibilities enabled by the COVID-19 emergency declarations, into improving
standards of care for patients. We will work closely with partners, including state,
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local, tribal, and territorial agencies, industry, and advocates, to ensure an orderly
transition.

The following are continuing efforts:

Access to COVID-19 vaccinations and certain treatments, such as Paxlovid and
Lagevrio.

Partners across the USG are developing plans to ensure a smooth transition for the
provision of COVID-19 vaccines and treatments as part of the traditional healthcare
marketplace and are committed to executing this transition in a thoughtful, well-
coordinated manner.

Importantly, this transition to more raditional healthcare coverage is not tied to
the ending of the COVID-19 PHE and in part reflects the fact that the federal gov-
ernment has not received additional funds from Congress to continue to purchase
more vaccines and treatments.

When this transition to traditional healthcare coverage occurs later this year,
many Americans will continue to pay nothing out-of-pocket for the COVID-19
vaccine. Vaccines recommended by the ACIP are a preventive health service for
most private insurance plans and will be fully covered without a co-pay. Currently,
COVID-19 vaccinations are covered under Medicare Part B without cost sharing,
and this will continue. Medicaid will continue to cover all COVID-19 vaccinations
without a co-pay or cost sharing through September 30, 2024, and will cover ACIP-
recommended vaccines for most beneficiaries thereafter.

Out-of-pocket expenses for certain treatments may change, depending on an
individual’s healthcare coverage, similar to costs that one may experience for other
drugs through traditional coverage. Medicaid programs will continue to cover
COVID-19 treatments without cost sharing through September 30, 2024. After
that, coverage and cost sharing may vary by state.

Major Medicare telehealth flexibilities will not be affected. The vast majority of
current Medicare telehealth flexibilities that Americans—particularly those in rural
areas and others who struggle to find access to care—have come to rely upon over
the past two years will remain in place through December 2024 due to the bipartisan
Consolidated Appropriations Act, 2023 passed by Congtess in December 2022.

Many COVID-19 PHE flexibilities and policies have already been made per-
manent or otherwise extended for some time. However, HHS continues to review
the flexibilities and policies implemented during the COVID-19 PHE to deter-
mine whether others can and should remain in place, even for a temporary dur-
ation, to facilitate jurisdictions’ ability to provide care and resources to Americans.
Still, others will expire. Below is a list of some of the changes people will see in the
months ahead.

Certain Medicare and Medicaid waivers and broad flexibilities for healthcare
providers are no longer necessary and will end. During the COVID-19 PHE,
Center for Medicare and Medicaid Services (CMS) has used a combination of
emergency authority waivers, regulations, and sub-regulatory guidance to ensure
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and expand access to care and to give healthcare providers the flexibilities needed
to help keep people safe. States, hospitals, nursing homes, and others are currently
operating under hundreds of these waivers that affect care delivery and payment
and that are integrated into patient care and provider systems. Many of these
waivers and flexibilities were necessary to expand facility capacity for the healthcare
system and to allow the healthcare system to weather the heightened strain created
by COVID-19; given the current state of COVID-19, this excess capacity is no
longer necessary.

CMS developed a roadmap for the eventual end of the COVID-19 PHE, which
was published in August 2022, and has been sharing information on what healthcare
facilities and providers can do to prepare for future emergencies. This includes facil-
ities returning to normal operations and meeting CMS requirements that promote
the safety and quality of care they provide. CMS will continue to provide updated
information and is also offering technical assistance to states and engaging in public
education about the necessary steps to prepare for the end of the COVID-19 PHE.

For Medicaid, some additional COVID-19 PHE waivers and flexibilities will
end on May 11, while others will remain in place for six months following the end
of the PHE. But many of the Medicaid waivers and flexibilities, including those that
support home and community-based services, are available for states to continue
beyond the PHE, if they choose to do so. For example, states have used COVID-19
PHE-related flexibilities to increase the number of individuals served under a waiver,
expand provider qualifications, and other flexibilities. Many of these options may be
extended beyond the PHE.

Coverage for COVID-19 testing for Americans will change. Medicare bene-
ficiaries who are enrolled in Part B will continue to have coverage without cost
sharing for laboratory-conducted COVID-19 tests when ordered by a provider, but
their current access to free over-the-counter (OTC) COVID-19 tests will end, con-
sistent with the statute on Medicare payment for OTC tests set by Congress. The
requirement for private insurance companies to cover COVID-19 tests without cost
sharing, both for OTC and laboratory tests, will end.

Reporting of COVID-19 laboratory results and immunization data to CDC will
change. CDC COVID-19 data surveillance has been a cornerstone of our response,
and during the PHE, HHS has had the authority to require lab test reporting for
COVID-19. At the end of the COVID-19 PHE, HHS will no longer have this
express authority to require this data from labs, which may affect the reporting
of negative test results and impact the ability to calculate percent positivity for
COVID-19 tests in some jurisdictions. CDC has been working to sign voluntary
Data Use Agreements (DUAs), encouraging states and jurisdictions to continue
sharing vaccine administration data beyond the PHE. Additionally, hospital data
reporting will continue as required by the CMS conditions of participation through
April 30, 2024, but reporting may be reduced from the current daily reporting to a
lesser frequency.
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Certain FDA COVID-19-related guidance documents for industry that affect
clinical practice and supply chains will end or be temporarily extended. FDA
published several dozen guidance documents to address challenges presented by the
COVID-19 PHE, including limitations in clinical practice or potential disruptions
in the supply chain. FDA is in the process of addressing which policies are no longer
needed and which should be continued, with any appropriate changes, and the
agency will announce plans for each guidance prior to the end of the PHE.

FDA’s ability to detect early shortages of critical devices related to COVID-19
will be more limited.

Public Readiness and Emergency Preparedness (PREP) Act liability protections
for may be impacted. Currently, the amended PREP Act declaration provides
liability immunity to manufacturers, distributors, public and private organizations
conducting countermeasure programs, and providers for COVID-19 counter-
measure activities related to a USG agreement (e.g., manufacturing, distribution,
or administration of the countermeasures subject to a federal contract, provider
agreement, or memorandum of understanding).

The ability of healthcare providers to safely dispense controlled substances via
telemedicine without an in-person interaction is affected; however, there will be
rulemaking that will propose to extend these flexibilities.

So, the pandemic, while we are continuing to return to some normalcy after
many years of concern, is not over. There will be continuing issues that we will have
to deal with. Projects will need to be undertaken to address these future issues. An
annual vaccine may be needed. How will we integrate that into the existing immun-
ization process, flu shots for instance? Will it be a shot, combination of shots, or
maybe an oral vaccine or nasal spray? How do we protect against across border risks?
Will there be affects from “long covid,” the residual or long-term effects? Those are
but a few. I am sure you can think of many more future projects that will be needed.
Keep in mind that the pandemic and its associated projects are primarily healthcare
issues.

Note: I have not included a “Key Review” section for this chapter. The focus
of this chapter is to point out the opportunity and need for projects and project
management in the environment of the pandemic. For further information about
what can be expected from COVID going forward, please search for COVID In
2023: Here’s What Experts Expect, from the Huffington Post.

Notes

1 My wife was in AstraZeneca’s vaccine trial starting in December 2019. Once the
Moderna and Pfizer vaccines were available, she was told whether she received the actual
vaccine or a placebo. She had received the actual vaccine.
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2 The Advisory Committee on Immunization Practices (ACIP) comprises medical and
public health experts who develop recommendations on the use of vaccines in the
civilian population of the United States. The recommendations stand as public health

guidance for safe use of vaccines and related biological products. It is under the auspices
of the CDC.



Chapter 19

Sustainability and Green
Efforts in Healthcare

Sustainability and green efforts are two concepts that are gaining in both popu-
larity and substance. Certainly not new concepts, serious sustainability and green
efforts began in 1970 with the creation of the National Environmental Policy Act.
It “established as a national goal the creation and maintenance of conditions under
which humans and nature can exist in productive harmony, and fulfill the social,
economic and other requirements of present and future generations of Americans.”!
Also, in 1970, the Clean Air Act was enacted, followed by the Clean Water Act in
1972. There have been many updates to those acts since. The impetus to be sustain-
able and green became regulatory driven, to some extent. In the eight years or so
I have been teaching in the healthcare environment, I have seen marked improve-
ment in the efforts of healthcare facilities and healthcare professionals to strive for
a more sustainable and greener environment. I believe that by nature, healthcare
organizations and professionals strive for sustainability, that of prolonging and pre-
serving an individual’s quality of life. But recently, sustainability efforts aimed at
facilities, processes, and procedures are being instituted in greater numbers.

There are some solid reasons for healthcare organizations to consider their
“green” or sustainability efforts. According to an article by Brett Willis,? there are six
economic benefits gained by “going green”:

1. Direct cost savings—saving energy, for example
2. Increased customer loyalty and attraction
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3. Increased employee attraction and retention

4. Ability to grow—saving resources and gaining efficiencies

5. Innovation and development of new technologies

6. Increased profitand shareholder value—not for profits still need to make money

When you think about the business you are in, these benefits can easily apply.

Sustainability

Sustainability is about the long-term view. It is about working in the present, and
doing what we can to not sacrifice the future by our efforts. The first question you
should ask is, do we have an environmental policy? If the answer is, “I don’t know,”
then the next step is to find out. If the answer is, “No,” then the next step is to work
to institute one. This can be one of the more important contributions that a project
manager can make.

Here are some basic questions to ask yourself about whether or not your facility
is acting with sustainability in mind:

B When doing new construction or renovations are we using
- The most energy-eflicient design?
- The most energy-efficient materials?

m Are we considering the greenality® of our vendors/suppliers?

B Have we read and considered the Natural Step Framework and the Four
System Conditions?*

B Are we doing everything we can to redesign our process and procedures to
make them more sustainable?

B Are we reusing what we can, realizing that there are things that just cannot be
reused safely?

B Are we reducing what we are using and recycling what we cannot reuse?

More and more project stakeholders are making sustainability and green efforts
priorities in their decision-making process. Indices have been developed to help con-
sumers decide whether or not an organization is being responsible when it comes to
sustainability. The Roberts Environmental Center at Claremont McKenna College
in Claremont, California, publishes the Pacific Sustainability Index. The index scores
are reported by industry. While they have yet to include healthcare providers, I am
sure they are on their radar. There is a score for the pharmaceutical industry and
medical device manufacturers (see Figure 19.1). According to the index, Bristol-
Myers Squibb (U.S.) to Merck (U.S.) are in the “A+ to A -7 range, and the others
scored lower, digressing to Forest Laboratories with an “F” rating. For the full report
details, go to www.roberts.cme.edu/PSI/PDF/Pharmaceuticals2009.pdf. Dow Jones
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Company Rankings

Bristol-Myers Squibb 61.26
60.10
Abbott Laboratories 56.17
Johnson & Johnson
Merck

AstraZeneca

Sanofi-Aventis

Roche Group
GlaxoSmithKline
Wyeth
Schering-Plough Corporation
Pfizer

Genzyme

Novartis

Amgen

Barr Labaratories, Inc
Eli Lilly

Cephalon

Gilead Sciences

Mylan Laboratories
Hospira

Watson Pharmaceuticals
Biogen Idec Inc

King Pharmaceuticals
NETY

Forest Laboratories

Figure 19.1 Overall large pharma rankings (analysis 8/11/2008-4/14/2009).

Source: Pacific Sustainability Index Scores, www.roberts.cmc.edu/PSI/PDF/Phar
maceuticals 2009.pdf.

also has a sustainability index (www.sustainability-index.com/). Reporting since
1999, the index allows investors to evaluate companies on the basis of their sustain-
ability. The Global 100 List (www.global100.org/annual-reviews/2010-global-100-
list.heml?sort=company) is another index that presently includes big pharma and
medical device manufacturers. Of course, there are many more indices out there,
and it won't be long before there are indices or lists for sustainability on the order of
U.S. News and World Report list of the “best hospitals.” The question then becomes,
“As a stakeholder and being more and more concerned about sustainability and the
environment, would I choose a medical facility that has a high sustainability ranking
over one with a lower ranking?”

The Greening of Healthcare

With healthcare reform, the challenge will be to remain competitive, cut costs, and
increase the bottom line without reducing the quality of the care provided. One of
the ways that will happen is by finding efficiencies in the existing system. Some of
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these efficiencies will come from better management of the resources available, which
is a focus of project management. According to a blog post® from GreenNurture™,
author Kevin Rose uses the example of Fletcher Allen Healthcare of Vermont and its
efforts to save costs by

creating various streams of cost savings through increased efficiency in
energy consumption, their food service program and more. Starting
with energy, Fletcher Allen Healthcare was able to partner with their
local utility provider while investing $2.2 million in facility upgrades
to lighting and HVAC systems. By reducing electricity consumption by
350,000 kilowatt-hours and natural gas usage by 4,000 kilowatt-hours
annually, the $2.2 million invested was paid back in energy savings in
just 3 years. Most importantly the energy reductions have been a source
of added available capital for the hospital ever since. In addition, the
organization has put forth quite a bit of effort in increasing the efficiency
of their food service program. The facility now features a roof garden,
growing its own fruits and vegetables to serve for consumption by both
staff and patients. Various natural herbs are also being grown for medi-
cinal purposes in the garden, as well as their first honey harvest produced
in 2009. Fletcher Allen has also been specific in where the remainder of
their food provided comes from. By sourcing all food locally from a var-
iety of growers and ranchers, they have been able to see even further cost
savings from their food service program.

Mandy Weist, a floor nurse with NCMC, has noticed that whenever
she goes into the nurses’ lounge the lights are on, even during days
when there is plenty of ambient light shining through the windows. She
proposes the idea to Dr. Chimers, the Medical Director, that if 2 motion
sensing, photoelectric switch was installed in the lounge, it would save
a sufficient amount of energy to cover the cost of the switch in a very
short time, therefore saving energy costs in the long run. In addition to
that, she proposes that energy efficient light bulbs (CFLs) be installed.
Dr. Chimers likes the ideas and asks Mandy to investigate the cost
savings. (Mandy has just become an accidental project manager.)

Upon further investigation, Mandy discovers that the cost savings of
those two simple fixes will pay for the installation of the switch and the
bulbs within 2 months. Dr. Chimers asks that Daniel North, Director
of Housekeeping and Facilities, institute the changes as soon as practical
and asks Mandy to monitor the cost savings for six months.

There are many ways healthcare project managers can green up their facility,
organization, processes and procedures, and themselves. It is certainly on everyone’s
mind these days because not only can it save precious resources (dollars, for instance),
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but it is also the right thing to do. You might ask yourself, “I'm only one person,
what can I do?” All it takes is one person to start a snowball down a hill before it
becomes an avalanche.

The Organization

How do we use paper? Remember, it is redesign, reduce, reuse, and recycle, in that
order. Can we redesign our communication processes to use less paper? Perhaps we can
use more electronic media, like iPads or Kindles™. If we must use paper, is there a way
to use both sides of the paper? Is there a way we can reuse some of the paper? Once we
have finished using the paper do we recycle i? If it is sensitive material, we can shred
it before recycling it? Yes, that will use more electrical energy, which is a consideration.

What about our IT Department? Does our computing facility have a large phys-
ical footprint? If it does, can we reduce the footprint? There are many options avail-
able to reduce a computing footprint. Using virtual servers or shared hosting is one
way. While I realize that there is sensitive data that needs to be protected, there are
other methods of protecting data other than behind your own firewall. Electronic
Medical Records (EMRs) are the wave of the future. Not only will they be neces-
sary for instantaneous record retrieval, there has to be a way to access those records
remotely. If I were injured in California and in an emergency room and unconscious,
I would like to have a way for the emergency room doctor to know if I have any
conditions that will affect my treatment.

Another advantage of moving data servers out of your facility is the decreased
need for administrative personnel to manage the data center. Scarce resources
(money) can be reallocated to patient care.

If the facility has its own data center, the following questions can be asked:

m s there a survey of power use?

B Are we taking advantage of external air for heating and cooling?

B Can we recycle some of the heat produced by the servers?

B When upgrades are considered, is potential growth taken into account?
B Is power management software installed on the servers?

The following questions can be asked about the computing environment:

m s there power management software installed on all computers?

B When we upgrade can we purchase laptops rather than desktops, because
laptops require less power?

B Do we run our laptops on battery as much as possible to both reduce power
grid consumption and to extend battery life?

B What kinds of ink are we using: natural inks or toxic inks?

B Do we recycle our ink cartridges? If we do, how are we getting compensated
for that?
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How does the organization do business? Do personnel attend a lot of conferences?
If your organization does do a lot of traveling, perhaps virtual meetings (at least
some) are the answer. With increased bandwidth and reliability, webinars and other
Web-based meeting protocols are almost as good as being there and reduce the
carbon footprint as well as giving back all that travel time. Additionally, some of the
social media tools mentioned in Chapter 7, as well as wikis and intranet documents,
can also save time and money. Caution, however, should be exercised when using
these tools. They take the “personal” out of personal communications. Time must
be set aside for the occasional face-to-face or video teleconferences, and interactions
like “ice breakers” can help team members get to know each other, even in a vir-
tual environment. If you have to fly to a meeting or conference, take direct flights.
While it may cost a little more, direct flights use less fuel. Takeoffs particularly are
fuel intensive.

The Facility

Saving energy costs seems to be the number one topic on people’s minds these days.
Some of the things that you may want to consider are as follows:

m s the lighting in areas that are not used 24/7 on motion sensors?

Are computers and other equipment, as appropriate, turned off when not in
use? Are they unplugged to save “phantom power” when appropriate?

Are we using natural light when possible?

Are we using energy-efficient lighting?

Are we using low-flow bathroom fixtures?

Are the appliances used ENERGY STAR' rated?

Are we using as much locally produced food supplies as possible? (Twofold
advantage: saves transportation [energy] costs and adds to local economy.)

While I believe that there are many ways to save energy, I also believe in being
reasonable. Some facilities are older and cannot be compliant with the latest energy-
saving technologies until the facility is upgraded, and that is expensive.

If the campus is large, as with some major hospital complexes, or spread out
over several city blocks, are there ways to get around the facility without driving?
For instance, some organizations, like Google, provide shared bicycles to get from
building to building. Other ways I can think of are electric golf carts, solar-powered
vehicles, and scheduled bio-fuel shuttles, based on organizational needs.

Other questions to ask and consider in the facility are as follows:

B Are we using water coolers and encouraging reusable water bottles when prac-
tical and safe?

B Are we using environmentally friendly packaging? Are our vendors using
the same?
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Deidre Imus, wife of radio personality Don Imus, has been interested in greening
hospital environments for the main reason that it is healthier for the patients. Her
Web site, www.dienviro.com/, has a number of tips, tools, and techniques to use to
green a hospital’s environment. She founded the Environmental Center for Pediatric
Oncology” at the Hackensack University Medical Center in New Jersey. The mission
is “to identify, control and ultimately prevent exposures to environmental factors
that may cause adult, and especially pediatric cancer, as well as other health problems
with our children.”” In addition, there is a myriad of information relative to the
“Greening the Cleaning Program and Products,”® a program designed to remove
caustic and toxic cleaning products from the hospital environment.

Another effort that is occurring in healthcare facilities is recycling. The following
questions can be asked about recycling efforts:

m Do we have one?

m What are we recycling?

m What are we not recycling that we could be (eyeglasses, cell phones, waiting
room magazines)?

B Is the recycling effort we have “easy to use,” convenient?

m We have sensitive data that needs to be shredded. Is that shredded material
being recycled? Do we use it as packing material when we send samples out
to labs?

Your Team

While many of the facility questions can be asked of your team, some additional
questions to consider in the team environment to minimize environmental impact
are as follows:

m Are they turning off their computers when they leave work?

m Are they turning off equipment and lighting when not needed?

m Did I consider people’s schedule when I put my team together to minimize
overtime or have people come in when they aren’t scheduled to save energy
and resources?

B Do we have some small incentives available to reward green efforts?

B Do I provide suggested Web sites, books, or articles to help my team members
understand and appreciate green efforts?

Your Project

Projects can be a great source for mining green efforts. Suggestions include the following:

B Just-in-time equipment and supplies to save inventory resources. Of course,
critical items must be stocked.
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m Look to books like Green Project Management’® for information, tools, tips, and
techniques for managing projects.

B When deciding on projects or how to pursue a project, consider the environ-
mental impact.

B Work toward instituting green thinking in brainstorming sessions, project
suggestions, and all project communications.

Yourself

There are many things that you can do for your own green efforts, some of which
I am sure you already do.

B Bring your lunch in reusable containers.

m Use old printouts as notepaper. Run it through a paper cutter for convenience.

B Use reusable mugs for coffee and take them with you to your favorite store or
café and have them filled rather than using single-use items.

m Encourage children to take part in green efforts. The Web site www.greenal
lowance.org offers a unique way to involve children in the effort.

There are a variety of things that you can do for your organization, facility, team,
and yourself to participate in and encourage green efforts. It is not only good for the
bottom line, but it is good for the environment, and as stated in the assertions at
www.carthpm.com, “A project run with green intent is the right thing to do, but it
also helps the project team do the right thing.”1?

Sustainability and The Sustainability Wheel

In 2010 Rich Maltzman and I co-authored the 2010 Cleland Award winning
book Green Project Management, as mentioned earlier. Since writing this book on
Healthcare Project Management, Rich and I followed Green Project Management with
Driving Project, Program, and Portfolio Success: The Sustainability Wheel (see endnote
10) (DPPPS). While Green Project Management covered the basic of sustainable pro-
ject management, and worth a read for those interested in “green,” I find that the “7he
Sustainability Wheel” has some very relevant aspects that I will briefly introduce here.

The Sustainability Wheel

The Sustainability Wheel is a graphic representation of our concept and identifies six
interrelated dimensions of sustainability integration. Said another way, it identifies
the dimensions necessary for a project to be fully integrated into the overall organ-
izational sustainability mission. More about that later.

Building outward, the “hub” represents the sustainability philosophy of the

organization (Respect). It is respectful or true to the organization’s mission, vision,
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Figure 19.2 The sustainability wheel.
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Figure 19.3 Sustainability breakdown structure. (Source: From Driving Project,
Program, and Portfolio Success — The Sustainability Wheel (DPPPS).)
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and values. Adjacent to the hub is organization’s description of how that philosophy
is conveyed internally, the “spokes” (Reflect). If you are a bike rider, you know that
the spokes need to be strong and tight. This would include the channels that connect
the hub with the organization. Specifically, it would include looking at the organiza-
tion from the “Enterprise Environmental Factors” (PMBOK' Guide, 6th Edition, pg.
38.), developing the communications channels appropriate to the organization’s cul-
ture, structure, and how it is governed, as well as considering the internal and external
audience. The outer ring, or tire, “where the rubber meets the road,” is the externally
facing dimensions; how external stakeholders view the organization (Connect). This
is how the organization identifies, analyzes, and responds to external threats to its sus-
tainability (Detect), how the organization eliminates inefliciency and waste (Reject),
and how the organization identifies, develops, and measures their opportunities and
converts them to projects and programs aligned with their central mission.

Browsing through an on-line bookstore, Northwoods Community
Health Center board chairman, William Worthy, saw a book on pro-
ject sustainability that he thought interesting. Sustainability has always
been of interest to him, and now with “green” movements taking hold,
he thought it was about time that NCHC looked closely at project
sustainability. NCHC was continuing with their sustainability efforts,
so why not PM. He bought copies for all his key players and asked
them to read the book, then bring him ideas as to how NCHC could
better understand sustainability and project management. Besides,
their project manager had retired after many years of exemplary ser-
vice and their new PM, Alyse Carnoe, would be happy to take on the
challenge. Two weeks after handing the book out to his key players,
Bill called a meeting. In attendance were Dr. Chimers, the Medical
Director, Maryann Lords, Director of IT, and Alyse Carnoe, the new
project manager. Because she wanted a strong connection between
project management and sustainability Alyse, with the blessing of
the executives, took on the lead role. She began with the following
approach of looking for the organization’s mission statement, using
that statement to develop an Environmental Management Plan
(EMP), and then effectively implementing the EMP. The following are
some brief hints on how to accomplish that.

Have a Good Mission Statement

In order to be sustainable, the connection needs to start with the mission/vision
statement. Not every organization has a great (or even good) mission statement.
Some are too brief to convey the true values of the organization. Some are too ver-
bose and hard to understand by those who need to execute on it. When we were
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researching DPPPS, we found that some mission statements were vague, incom-
plete, unfocused, and lacked the crucial value statement. Some simple questions will
help to make a better mission statement.

According to Forbes online!! there are four questions that need to be answered
to “Get a Good Mission Statement”

1. What do we do?

2. How do we do it?

3. Whom-or what-do we do it for?
4. What value do we bring?

Develop an Environmental Management Plan

An environmental management plan (EMP) is a necessary part of any sustainability
plan. “The EMP is the framework that can help direct an organization’s efforts to
achieve environmental goals and objectives. This is the planet part of the 3 p’s,
people, planet, profits: and may also contain elements of the other two p’s, people and
profits. Through this framework, an organization is better able to define, institute,
and manage their long-term commitment to achieve those goals and objectives.”!?

If there is an EMP, great! If there isn’t one, develop it.

Some of the things to look for or used to develop a good environmental are as
follows: (1) reviewing the organizations environmental goals and objectives tested
against a “best practice” in the industry; (2) analysis of the organization’s actual
environmental impact; (3) review of legal obligations including adherence to the
Clean Water Act of 1972, the Clean Air Act of 1970, and all amendments to those
acts as well as standards and best practices like the ISO-14000 family; (4) set goals
and SMART" objectives based on analysis and review; (5) connect with employees
and other stakeholders; and (6) dont stagnate, but continue to improve on your
goals and objectives.

There are always several layers to these processes; enterprise, portfolio, program,
and project. The top layer is the enterprise layer. This is where the organization’s
mission/vision/values roll up into a commitment to do something. If there isn't a
something, then the mission/vision/values are just words. There is no substance.
These organizations are just giving lip service to sustainability and have no inten-
tion of doing anything to further, let alone lead sustainability. Because of the lack of
commitment, there is no need to continue the quest to see sustainability efforts of
the organization. To ascertain whether there is a connection between the mission/
vision/values of the organization, one can look at whether the culture, stricture, and
governance support sustainability and sustainability efforts. Are the regulatory and
environmental (working) conditions within government boundaries? What is the
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sustainability “political climate” in which the organization does business? Is there an
effective communications channel to communicate the sustainability efforts to the
stakeholders? If there is a sense of commitment, then the next layer to peel back is
the portfolio level.

An organization’s portfolio is its collection of projects. These projects may or may
not be related to each other, but they do forward the mission/vision. That collection
of projects, which are really the “life-blood” of the organization, should be managed
in a way to gain maximum benefit of organizational assets and overall sustainability.
One thing to look at is whether the portfolio and its management meet, not only the
organizations mission/vision, but also the sustainability mission/vision. Sustainability
should be one of the factors in the equation for the decision-making process.

It gets more interesting for the project manager in the next two processes;
program and project levels. More interesting because the project manager is more
involved (or should be) with the decision-making process. Remember, programs are
a group of related projects. The relationship between programs and projects is the
effort to maximize organizational resources including the planet, people, and profits,
the “three p’s.” Similar questions from the portfolio level could be asked at this level.
Does the portfolio meet the strategic needs of the organization including the sus-
tainability mission/vision?

Finally, the project level, where the rubber meets the road. This is where the pro-
ject manager has the most involvement and the most influence. While sustainabilicy
efforts seldom succeed without the executive (enterprise) layer, a project manager
may be able to start a grassroots movement to “educate” those at the executive level
about sustainability. At the worst, the PM may be able to garner support from his or
her direct team and then seek buy-in at the enterprise level. The project level is also
the most vulnerable level for the project manager. The risks are high and could put
the project in jeopardy, which in turn may put the PM at risk. Issues to watch out
for are as follows: (1) purchases from unethical vendors; (2) frivolous (or bordering
on frivolous) lawsuits; (3) fines; and (4) loss of credibility.

Summary

Sustainability is more than being green. It is allowing an organization to continue
to thrive in the business environment. It is about efliciencies, evaluating risks, and
thinking out of the box about “human” as well as technological sustainability. To be
a bit corny and steal a line from Jerry MaGuire, “you complete me.” That is how
important sustainability is to an organization, it completes it. It will directly feed the
bottom line by accessing the environmental impact (using those terms broadly) and
taking the most efficient route.

In the case of Northwoods Community Health Center, while reviewing
the mission/vision statement, new project manager, Alyse Carnoe, found
that NCHC was very concern about protecting the local, fragile aquifer.
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As part of her new Environmental Management Plan (EMP), she was
able to greatly reduce the amount of water just by installing low flow
toilets in common areas, increase the maintenance schedule for the older
fixtures in the medical center, and instituted compostable dishware and
utensils in the cafeteria.

Key Review Questions

1.

(SN

What is the most important document you can refer or create if it is not
available?

. Should sustainability be viewed as a short-term goal or a long-term one?

. What are the “3 P’s?”

. How can The Sustainability Wheel help your project?

Notes

1

10

11

12

13

U.S. Environmental Protection Agency, Sustainability: Basic Information. www.epa.gov/
sustainability/basicinfo.htm last updated 1/2/2024.
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Chapter 20

Application of Agile
in the Healthcare
Environment

Dr. Chimers met Alyse Carnoe, new project manager for Northwoods
Community Medical Center, in the elevator one day. “What is this Agile
Project Management and how would it relate to our projects?” said
Dr. Chimers. Alyse relied “From what I understand it is a very effective
way to develop software, but I will look into it.”

In Chapter 16 I touched on Agile for iterative development as a process to help
develop products for pharma and medical device manufacturing. Since interest in
Agile Project Development has significantly increased since I first wrote this book,
I am providing some additional detail. It is still only fundamental information.
Should you be interested in further study, there is ample literature and courses on
Agile Project Management.

Understanding the Agile Process

There are many excellent resources available to help understand the Agile pro-
cess. In the past several years there has been increasing emphasis on Agile pro-
ject management, so much so that there is a Project Management Institute Agile
Certified Practitioner (PMI-ACP)® Certification. See PMI's Web site www.pmi.org
for detailed information about this certification. The application of Agile to the
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healthcare environment may be more complicated than other industries. A closer
look at the Agile process is necessary to understand whether it is applicable to the
healthcare environment in whole or in part.

One of the best articles I have read about the Agile process is from Forbes
Magazine online by Steve Denning, www.forbes.com/sites/stevedenning/2019/08/
13/understanding-the-agile-mindset/#1£1ae4905¢17. It is important to understand
the Agile mindset in order to determine whether Agile is right for the healthcare
environment.

Practitioners are thus said to have an Agile mindset when they are
preoccupied—and sometimes obsessed—with innovating and delivering
steadily more customer value, with getting work done in small self-
organizing reams, and with collaborating together in an interactive nes-
work. Such organizations have been shown to have the capacity to adapt
rapidly to a quickly shifting marketplace

according to the above-mentioned article. Mr. Denning continues

By contrast, managers in traditionally run organizations are often said
to have a bureaucratic mindset when they are primarily preoccupied with
making money for the company and its shareholders, when they are organ-
izing work according to rules, roles and criteria that they determine, and
when they are operating the organization as a top-down hierarchy with
multiple layers and divisions.

This is where the conflict occurs between Agile project management and
waterfall project management, Agile management and bureaucratic management
in healthcare. Rules, roles and processes (criteria) and a top-down hierarchy are
requisite for a successfully run healthcare facility. While creativity is encouraged,
too much deviation from the established rules and roles can lead to unintended
consequences when one is dealing with life and death. It is not that I am saying
that there isn’t a use for Agile in a healthcare environment; on the contrary, Agile
can be a very effective method when working directly with customers in a rapidly
changing environment.

An easy way, probably too simplistic of a way to look at the criteria, when
choosing Agile over traditional project management methodology is as follows:

1. Is there a marked uncertainly in project requirements?
2. Are the end results well understood?

3. Are frequent changes anticipated?

4. Is it impractical to execute the project sequentially?
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If the answer to those questions is yes, then the Agile Methodology is more prac-
tical. However, in the healthcare environment, these answers tend to be no. Most
of the project requirements are fully vetted, sometimes ad nauseum. What is being
accomplished is well understood. Changes, although will happen, should not be fre-
quent because of the first two. The project will follow the plan, do, check, act policy;
plan the project well, execute it as a pilot program, test it, and then fully implement
organization wide.

Buct it does help the project management to have some understanding of Agile
and on what it is based. At this point I may take some liberties.

Agile Basics

One of the biggest differences between traditional or “waterfall” project manage-
ment and Agile project management is the way projects are viewed. With traditional
project management, the project is viewed as predictable. It can be detailed to a
degree where solid plan can be created. This is the method I am most familiar with
because of the industries I worked. Telecommunications, healthcare, and outdoor
sports were industries where projects could be predicted and planned with some
degree of certainty. The standards of developing a set of requirements, turning them
into a project plan, executing on that project plan, and then closing out the project
with the proper documentation was straightforward. Additionally, project planning
can be accomplished using archives and artifacts from previous projects when pos-
sible. The project manager is directly involved with the planning, execution, and
control of the project. It is a more of a directive/supportive role.

The other major difference between traditional and Agile project management
is how risk is treated. In the traditional method, risks are known, for the most part.
What I mean by that is because the requirements are detailed, the risks associated
with those requirements have been documented and a risk management plan will be
put into place.

Agile projects are viewed differently than traditional projects. The planning and
development of Agile projects are much looser. I don’t mean that they are uncon-
trolled, just that the project plans are much more fluid. Requirements are much less
defined. It is a working arrangement between those who want something and those
who will deliver. One of the advantages (or traditional project managers think it is
a disadvantage) is that those who want something may not be clear as to what they
want. Not just an inability to communicate the need, but rather they are unsure of
what they need. This can be very disconcerting for a traditional Project Management
(PM), and very exciting for the Agile PM.

On Agile projects, risks are a way of life, not that they aren’t on traditional projects.
It is just that on traditional projects, risks are identified upfront, as thoroughly as
possible. Risks on Agile projects are expected to change because the planning effort
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is being done in real time. I believe that the word “planning” on Agile projects is a
misuse of the word. The effort of planning, developing, and delivering of an Agile
project is all wrapped up into one. Risks are expected to occur and occur. Again,
that expectation is troubling to a traditional project manager, and exhilarating to the
Agile project manager.

One other point of difference between Agile PM and traditional PM is the way
projects are controlled. In a traditionally managed project, the PM has a lot of power
and responsibility for the project. In an Agile project, the team, including the cus-
tomer, is more self-managed.

I like the analogy used in the Agile Project Management Handbook'

the difference between traditional project management and agile pro-
ject management is like comparing a railway journey to a sailing trip.
The railway journey (traditional) is predictable and can be planned in
advance in detail, on the understanding that it is expected to run to plan.
The sailing trip has a starting point and an end goal (an overall plan) but
does not try to predict every point in between on detail. The skill of a
good sailor is knowing where she or he is now and adjusting the course
all the time within the overall plan to ensure arrival at the end point.

Lean Project Management

The roots of Agile come from several sources. One of those sources is Lead Six
Sigma. I relate this source with the principle of Lean Project Management. The
first criterion is to focus on the customer. The second is to identify and under-
stand how the work gets done; what is the value stream? How can we improve
and/or smooth out the process flows? Remove any steps in the process that do not
add value or are considered waste in the process. Use measurements to manage
processes to reduce any variations. Constantly communicate to keep stakeholders
informed and involved. Finally, continually improve. Just because everything is
going well, doesnt mean that it can’t get better. Getting better is a choice, it is
proactive.

To put it another way, the following is from Using DMAIC in Lean Six Sigma
Business Transformation,* by Roger Burghall, Vince Grant, and John Morgan:

B Define: Projects start with a problem that needs solving. Make sure everyone
involved knows their role, why you're doing the project and what you're trying
to achieve with the project.

B Measure: The work you've done in the Define stage is based on what you
think the problem is. During the Measure stage you need to clarify things by
seeing how the work gets done and how well.
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B Analyze: Now you know what’s happening, it’s time to find out why, but don’t
jump to conclusions. Manage by fact to check out the possible causes and get
to the root cause.

B Improve: Okay; you know about the process and the problem, and the
Improve stage is where you need to find a way to address the root cause, so
come up with some ideas, select the best one and test it out.

B Control: You need to ensure you achieve and hold the gain youre looking for.
Putting a control plan in place is vital to ensure that the process is carried out
consistently.

Summary

Agile Project Management is an effective way to manage certain types of projects.
Because of the increased use of technology in the healthcare environment, for some
of those technological projects, Agile PM is the best way to go. However, for most
of the projects initiated in healthcare, the traditional, “waterfall” method is probably
the most effective. When one looks at the typical healthcare project, fundamentals
like a good set of project requirements and taking the necessary time to properly plan
the project are unavoidable. There is a multitude of information for those interested
in learning more about Agile Project Management, particularly online, including
certification.

Notes

1 Craddock, Andrew, Roberts, Barbara, Stapleton, Jennifer, and Godwin, Julie, Agile
Project Management, AMPG-International, published by DSDM Consortium,
Ashford, Kent, 2010.

2 www.dummies.com/careers/ project-management/six-sigma/using-dmaic-in-lean-six-
sigma-business-transformation/


http://www.dummies.com
http://www.dummies.com

Appendix A

A New Way to Think

about Planning
Set the Stage and Tailoring

Set the Stage

Planning is one of the most important processes that a project manager can under-
take. It sets the stage for everything that comes next. In Chapter 1 we discussed the
project life cycle: planning, organizing, and controlling a project. The change in
thinking about planning centers on a shift in the traditional method of planning.
By nature, project managers are “control freaks.” That is not a slam, but rather a
statement of fact. The job of the project manager is to have control of the entire life
cycle of the project. Many times the project manager isn't in the project loop until
the project becomes reality, thus the discussion of the “accidental project manager”
in the Introduction to this book. Whether you are brought in from the begin-
ning or inherited the project, you will still have some planning to do. Because of
that opportunity, you can provide some guidance. As Sir Francis Bacon said, “He
that will not apply new remedies must expect new evils; for time is the greatest
innovator.”!

We've all been there. The typical planning session can be unfocused, devoid of
leadership, and sometimes just a waste of time. Nothing seems to get done until indi-
viduals take on the effort. But there is a way to “lead” the session, and that requires
getting away from “groupthink,” a term coined by social psychologist Irving Janis
(1972), which occurs when a group makes faulty decisions because group pressures
lead to a deterioration of “mental efficiency, reality testing, and moral judgment”

(p- 9).
Groups affected by groupthink ignore alternatives and tend to take

irrational actions that dehumanize other groups. A group is especially
vulnerable to groupthink when its members have similar backgrounds,
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when the group is insulated from outside opinions, and when there are
no clear rules for decision making.?

Janis also defined eight symptoms of groupthink that are detrimental to good

planning.

1. Hlusion of invulnerabilitcy—Creates excessive optimism that encourages taking
extreme risks.

2. Collective rationalization—Members discount warnings and do not recon-
sider their assumptions.

3. Belief in inherent morality—Members believe in the rightness of their cause
and therefore ignore the ethical or moral consequences of their decisions.

4. Stereotyped views of out-groups—Negative views of “enemy” make effective
responses to conflict seem unnecessary.

5. Direct pressure on dissenters—Members are under pressure not to express
arguments against any of the group’s views.

6. Self-censorship—Doubts and deviations from the perceived group consensus
are not expressed.

7. llusion of unanimity—The majority view and judgments are assumed to be
unanimous.

8. Self-appointed “mindguards”"—Members protect the group and the leader

from information that is problematic or contradictory to the group’s cohesive-
ness, view, and/or decisions.?

While the new method removes groupthink from the process because of the
above-stated reasons, it doesn’t remove team from the equation. Rather, it increases
team power while reducing individual power. It moves the project manager from
authoritarian to cofacilitator, sharing the duties with an individual focused primarily
on reducing risks (as outlined in Chapter 9).

Prerequisites and Assumptions

Team members need a thorough understanding of the projects goal and
objectives. (See Chapter 3 for more information on goals and objectives.)
Team members become stakeholders.

It is a team-focused environment (see Chapter 11).

The project manager, while being the team leader, needs to listen more than
direct.

Focus more on the work breakdown structure (WBS) and all of the tasks to
complete the project.

Team dynamics will play an important part in the success of this environment
(see Chapter 11).
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The Planning Session

The planning session now includes two leaders: the project manager and an indi-
vidual who focuses on the sole purpose of meeting the goal and objectives of the
project, while the project manager concentrates on the global view of the project and
the team dynamics. That second individual may be someone who is not associated
with the project but rather is an objective outsider.

The second key to a successful planning environment is to have all of the key
players available as the planning team. Those key players functions are directly
associated with the project. One thing to remember, however, is that the more
key players there are, and the more diversity there is within the team, the greater
the chance that more focus on team dynamics will be needed. Additionally, with
an increase in outsiders, like customers and suppliers, again, more focus on team
dynamics will be needed. I have found that the more homogeneous the group is, the
less focus on team dynamics is needed, and vice versa. Clearly defined roles for those
individuals from more diverse backgrounds may help (see Chapter 7, Planning for
the Team).

Advantages of Co-Facilitation Environment

m Coaching/mentoring—The ability of the project management to focus on the
team dynamics allows them to more easily identify those individuals who may
need coaching or mentoring. Everyone can use some coaching and mentoring
from time to time; this allows the project manager more freedom to work with
individuals.

B Because the key stakeholders are available to the team, there is a better chance
that the WBS will be more accurate. Also the two views by the co-facilitators,
the global and the focused, will help ensure that each task is as complete as
possible.

B Because so much of the project’s success is based on the WBS (see Chapter 3
for information on the WBS), the above focus and effort will allow a more
accurate time as well as budget estimate.

Role of Co-Facilitators

B Focusing on the specifics, the global view, and the ability to mentor and coach
will allow for more informed and therefore better decision-making.

B Providing the team with better information about decision-making processes
(see Chapter 2).

B Clarifying expectations.

m Conflict management during idea generation.

m Team building.
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Enthusiasm, especially during idea generation.
Feedback providers.

Advantages to the Project

More focused approach, leading to a project plan in less time.

Varied points of view for better decisions, risk identification, and problem
resolution.

More commitment from stakeholders by being part of the process.

By having the people who actually do the work help define the project, the
resulting WBS will be more accurate and even may reduce budgets and time
because of any duplication of effort uncovered by the stakeholder review
and input.

With direct involvement, issues will be quickly captured, action plans accepted,
and lessons learned easier to document.

Other resources (capital purchases, for example) can be quickly verified by
having the team members available, perhaps, again, saving project resources.
Once jointly defined and agreed to by the team, the scope of the project will
be more accurate because of the diverse and timely team inputs, and it will be
more easily executable because of the inherent buy-in by the members.

Part of the process will be agreement on change control, escalation, and jeop-

ardy (see Chapter 8).

Disadvantages of Co-Facilitation Environment

There are two schools of thought: project management is a portable discipline.
Once learned it can be transferred to any industry as long as the project man-
ager learns the technology. The second philosophy is that you must learn the
technology first, and then become a project manager. I'm not going to get into
the debate, but the common thread in each philosophy is learning the tech-
nology. When a project manager does not understand the technology involved
with the project, the team can get discouraged. The co-facilitator is outside of
the project and therefore is no help here.

Along with the philosophies of technology is the issue of organizational culture.
If the project manager does not understand the organization’s culture, team
members can become easily frustrated. The real disadvantage could come in
the improper handling of conflict resolution and the way team members may
anticipate resolution methods. Even though the co-facilitator is outside the
project, the project manager must ensure that the co-facilitator understands
the organizational culture to be as sensitive as possible.

Without the proper skills of conflict management, leading, motivation, team
building, and communication, the project manager and the co-facilitator will
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be at a disadvantage (see Chapters 7 and 10). It is not necessary to be an expert
in all of these skills, but a level of proficiency is needed.

In order to be truly effective, the planning process as described is accomplished
in a relatively short timeframe. Team members and co-facilitators therefore
have to dedicate time to the effort. It cannot be “whenever I get a chance.”
While it is being co-facilitated, the effort still involves people, and because of
the compressed timeframe, miscommunications could cause people to divide
jobs and rush to get them done. Additionally, errors in judgment in both time
estimation and cost estimation can occur in the rush to get the job done.
Related to the previous item is the fact that in most cases, the team is not
“hand selected” but rather inherited. In this case there will be different levels
of expertise to properly estimate time and costs.

If some of the steps required of the co-facilitators and the process, specific-
ally the goal and objectives, are not well defined, issues can arise, tasks can be
missed, and therefore the WBS will not be accurate.

Planning for Planning

To get the benefit of the advantages and minimize the impact of the disadvantages,
careful planning of your session is required. The more effort invested in the upfront
planning, the greater the likelihood of a successful session and the greater chance
for project success. After all, there is no guarantee of project success; we can only do
what we can to give it the best chance to succeed.

Step 1

Focus on identifying all of the key stakeholders (resources) required and
desired. This may result in two completely different lists, depending on the
number of resources available to you.

Identify a contingency plan in case required resources in the previous item are
not available.

Identify session goal and objectives.

Prepare a session agenda.

Include a clear purpose for the planning session: what is being requested to be
accomplished?

Identify topics.

Identify the order of importance for discussion.

Allow time for conflict management and discussion.

Identify the co-facilitator.

Prepare a letter of commitment and obtain signatures for team members.
Understand the technology.*

Understand the project management discipline.*
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B Review skill sets required to properly facilitate the session.*
B Clearly identify the roles of the co-facilitators.
B Prepare an “ice breaker” for the purpose of introducing each other.
*If any of these are in doubt, the session and the project will be in serious jeopardy.

Step 2

B Identify the dates of the session with sufficient notice for all involved.

B Determine the location of the session. Sometimes when very intense planning
needs to occur, it is better to move the meeting to an off-site location that is
easier to control. Participants will not as easily be able to return to their desks
during downtime; therefore, they may be more available.

B Ensure that the session has all the necessary tools: paper, pens, Post-It notes,
and string for “cards-on-the-wall” exercises (see Chapter 3).

B Ensure that there are snacks and meals available. If these are provided, there is
a chance that the participants will have a “working lunch or dinner,” thereby
devoting more time to the task at hand.

B DPrepare and send notices to participants.

Step 4

B Ensure that there are snacks and meals available. If these are provided, there is
a chance that the participants will have a “working lunch or dinner,” thereby
devoting more time to the task at hand.

B Prepare and send notices to participants.

Step 5

B Ensure that there are snacks and meals available. If these are provided, there is
a chance that the participants will have a “working lunch or dinner,” thereby
devoting more time to the task at hand.

B Prepare and send notices to participants.

Implementing the Planning
What Needs to Be Available?

B Agenda—formulated in the previous stage (see Figure A.1)

m WBS

B Project Organizational Structure—to determine what communications and
resource request channels are available (see Chapter 2)

m List of all team members, contact information, and their functions

B The Project Charter (see Chapter 3)
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Introduction of participants and ice breaker exercise
+ Discussion of the session goals and objectives

+ Explanation of roles and responsibilities

+ Discussion of how the planning sessions will work

+ Group work if appropriate

« Return to full group if group work

+ Questions, issues, and action register discussion

Figure A.1 Sample agenda for planning session.

Project Goals and Objectives (see Chapter 3)

Signed Commitment from team members

Preliminary Budget (may be identified in Project Charter)

Draft or “first pass” requirements including contractual obligations, if any
Other draft documents that may be available (i.e., design)

Other information that may be available (i.e., prototypes or mock-ups)

How Do I Capture the Information Once
the Planning Session Starts?

B Identify scribe for tasks like:
- Cards-on-the-wall transfer to a spreadsheet or project management tool
(i.e., Microsoft Project).
m Action Item List—for items that cannot be resolved in session. Includes
issue, who is charged with resolution, and timeframe for resolution.
B Meeting minutes.
- Video/audio equipment for recording sessions.

Tailoring
The Project Management Book of Knowledge (PMBOK) 7th Edition, introduces a new

concept “railoring.” “Tailoring is the process of referencing framework documents,
standards and other relevant sources and utilizing those elements that provide
processes, tools and techniques that are suitable for that particular organization”.*
While the information included in the PA/BOK is neither a framework nor a meth-
odology, the introduction of tailoring, as the name implies, presents a process that
enables project managers and by extension, their organizations, to develop their own
“tailored” methodology. It has always made sense to me that each project is unique.
After all, a project is something new, has a schedule, uses limited resources. The key is
something new. Projects will be different from one another. What worked with a
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previous project may not work with a future project, but it may. Therefore, the pro-
ject manager is free to choose processes that are relevant for a particular application,
regardless of what happened in the past. However, as part of tailoring, processes
from previous projects should still be considered. One example of a consideration is
lessons learned.

Tailoring, as defined by Project Management Insticute (PMI), is complex and a
new essential tool for successfully managing a project. The extent of tailoring is also
commensurate with the size and scope of the project. Since the ultimate responsi-
bility for a project lies with the project management, the project manager should
determine the depth of tailoring. An excellent article on the subject is written by
Sean Whitaker,® referenced below.

Summary

It is critical to the planning process that you set your own stage. Whether you utilize
the model proposed in this appendix or have one of your own, a planning process
will greatly enhance the possibility of a successful project. It ensures that key areas
of the process are included: clear objectives, explicit roles and responsibilities, and
necessary project artifacts, for example. As I said before, nothing guarantees project
success. We can only do everything possible to aid in that endeavor.

Notes

1 Bacon, Sir Francis (1561-1626), English philosopher.
Janis, Irving L., Groupthink: Psychological Studies of Policy Decisions and Fiascoes, 2nd
edition, Houghton Mifflin, New York, 1982.

3 Janis, Irving L., and Mann, Leon, Decision Making: A Psychological Analysis of Conflict,
Choice, and Commitment, Free Press, New York, 1977.

4 The Guide to the Project Management Book of Knowledge, 7th Edition, Project Management
Institute, Newtown Square, PA, 2022.

5  Whitaker, S. (2014). The Benefits of Tailoring: Making a Project Management
Methodology Fit. PMI White Paper.
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Reports Report

This is the title of a memorandum I issued in 2000 when I thought that my boss at
the time had me writing more reports than I wanted to write. I thought a lot of them
were frivolous and unnecessary. I was right; there were many redundant reports that
wasted my time and the time of people who had written them. There is, however, a
minimum set of reports that project managers should embrace to provide a record,
keeping stakeholders informed of project progress. Stakeholders have differing needs
and therefore differing requirements for communications. It can be just as detri-
mental to project success to not inform the right stakeholder with required infor-
mation as it is to miss a major milestone. (See Chapter 11 for more information on
project reporting.)

Informational Reports
The Project Report

This is a report that contains information about the project’s scope and objectives, as
well as costs and time targets. It is written in a more conversational style and is less
detailed than either the project charter or the scope statement. The purpose of this
report is having a high-level summary of the project available to those stakeholders
who may want to know about the project, but who may not need the detail of
other reports. Additionally, once the Project Report is built, it can be customized for
particular stakeholders’ needs. Suzanne Robinson! points out that there are many
stakeholders who are not “producers,” or who “decide the details of precisely what
the product will be and then work together to build it so it satisfies the requirements.”
Those producers need a different level of reporting. The Project Report should also
include a summary of significant milestones and their scheduled completion dates.

There will also be information on the project financials separated into year-to-
date, estimate to completion (see Chapter 5), expected revenues versus expenses,
and contingency allowances (see Chapter 5), if any. The business goals will also be
included in this report as a baseline to compare whether or not the business object-
ives are being met during a gate process (see Chapter 12), for instance.
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Executive Summary

An important consideration in the Project Report is the executive summary. The
intended audience is obvious, although executive can be defined loosely, from your
immediate supervisor to the CEO. It should also be in narrative form. It describes
the overall status of the project and provides the summary of any issues that have
occurred. It should highlight schedule, escalation, jeopardy, missed milestones, any
upscope,” financial issues, customer relations issues, personnel issues, technical issues,
engineering status, construction status, and installation status, if those processes are
part of your project. Also consider any other area of concern. Remember, projects
should be run in an open-communication environment. This report is intended to
be a true picture of the project, good or bad.

Supplemental Reports

There are some reports that you should consider as very important, not just nice to

have. They include the following:

m High-Level Schedule Summary—A graphical (Gantt) representation of pro-
ject activities. As the project progresses, the actual versus planned can be
compared.

B Detailed Schedule—Again, a graphical report, but with the day-to-day
schedule management in mind. This is the “working” schedule from which
you will be managing the project. It will contain percent complete and actual
versus planned, so that a quick glance of the report will reveal if there is a
potential problem in the schedule. For large projects with thousands of tasks,
a scheduler should be assigned to manage the schedule.

B Jeopardy Report—In Chapter 12 we talked about the jeopardy process. This
is a living document that will be updated as jeopardies are added or cleared.

B Escalation Report—Again, in Chapter 12 we talked about the escalation pro-
cess. As with the Jeopardy Report, this is a living document.

m Earned Value Report—In Chapter 13 we detailed earned value management.
This is a report that summarizes a snapshot in time of earned value. You may
want to have specific times to do this, either a timeframe, weekly, monthly, or
triggered by an event, like a major milestone. The importance of this report
is that it is a view of the present status of tasks: the work expected compared
against the expected time and expected costs of those tasks. More importantly,
it allows you to calculate the cost performance index and the schedule per-
formance index from the information. That information is then presented in
the Earned Value Report.

B Business Case Report—A living document that monitors the status of the
business case. Granted, there are many reasons for projects to be undertaken
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other than financial gain, but the Business Case Report will at least capture the
effort against the plan. It is necessary for the gate process anyway.

m Risk Report—Another one of those living documents that will be updated
continually throughout the project. Risks captured early in the project
become resolved, and new risks occur. Some of these risks include risks to
quality, safety, schedule, costs, and configuration, among others. It keeps sig-
nificant risks visible to the team, as well as any actions affecting the project
that are being taken and any resolution. (See Chapter 13 for more information
about risk.)

m Contract Report—If the project involves a contract, then this report would
track the project deliverables against the contract deliverables to insure com-
pliance with the contract. It would also consider any contract issue escalations
or jeopardies and monitor compliance not just to the body of the contract,
but also to any contract clauses attached. It is better to have an ongoing report
than to have any surprises at close-out. (See Chapter 9 for more information
about contracts.)

m Change Control Report—Whether there is a change control committee, as is
sometimes the case in large projects, or a committee of one, the project man-
ager, with smaller projects, a summary of the changes to the project is neces-
sary. These changes can include scope changes, including up scope, schedule
change, cost change, or quality change. Scope changes can also include project
configuration changes. For instance, if a project encounters an obstacle that it
cannot overcome, like obsolescence, the project may need to change direction,
be reconfigured, or even be abandoned. (See Chapter 12 for more information
on change control.)

B Products or Services Status Report—In some instances, your project may
include externally provided products or services. A good way to monitor those
items required for your project is to have this type of status report available. At
a glance it can give you the status of delivery or production of those products
and services. While most of the larger items required for a project are visible
to the project team, some of the smaller items may not be. This report will
keep all of the products and services required visible. Information in the report
should include what the deliverable is, the party responsible for delivery,
the team member(s) responsible for accepting delivery, when the delivery is
planned, the actual view of the delivery date, the actual delivery when made,
and the effect on the project if delivery is not made, i.e., impact of shortages.

Other reports that you may want to consider are as follows:

B Project Personnel Reports—show how effectively you are using project and
extended team resources, both administrative and technical resources
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m Inventory, Accounting Reports—If you are responsible for accounts receivable
or payables or inventory

These reports may look overwhelming enough for you to write a memo about
“reports report,” but a structured approach to your report making can make your
project management more effective. Everyone is overly busy. It has become standard
operating procedure to “do more with less.” If these reports are visible to you, you
don’t have to worry about missing something in this busy world. There are plenty of
project management tools to help, from a simple spreadsheet to sophisticated project
management software. There are a variety of Web sites that supply free templates to
help the report process. All you have to do is search the Web for them. Once you
decide on the best templates and they are populated, for consistency, they can be
reused for every project. The advantage of standardizing your reports is that who-
ever needs to see them begins to become familiar with the reports and knows exactly
where to look for information, saving you countless calls and e-mails.

Project managers are required to access and report on the progress of their
projects. Projects need to be managed. Reports are more than just reporting out to
the stakeholders; they are effective tools to help manage projects. The easier we can
make them to use and read, the better for effectively managing our projects.

Notes

1 Robinson, Suzanne, Project Sociology: Identifying and Involving the Stakeholders, The
Atlantic Systems Guild Ltd., 2000, p. 2. www.systemsguild.com

2 Up scope—anything identified by the project team that could positively affect the cus-
tomer deliverable, but also needs to go through the change control process because it can
adversely affect the schedule, quality, or costs.
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Appendix C

The Importance of
Communication and
Risk Management

One of the keys to a successful project is being able to engage anyone and everyone
who is impacted by your project as eatly in the process as practical. Be a sponge. Take
input from wherever you can get it, again, as early in the process as possible. One of
the key areas of engagement is during decision-making. As Will Rogers once said,
“Even if you are on the right track, you will get run over if you just sit there.” Be
proactive in seeking input, especially in the pre-planning stage of a project. The more
information you can gather about a project, the better your decision-making will be.
Keeping your stakeholders informed as to the progress (or lack of it) is, from a
credibility standpoint, crucial. It has to be timely, too. One of the worst situations
you can have is to sit on negative project information. Because when it comes out,
the first question that will be asked is, “How long have you known about the situ-
ation?” I like to say, if you feel you've communicated enough, communicate more!
You know as well as I do that once is not enough. Information needs to be repeated
to fully understand a situation. The more critical the issue, the more it needs to be
understood, the more it needs to be communicated, and perhaps, the wider the dis-
tribution. Deciding the frequency of communicating using the various methods of
communication is difficult, and the core team may have some ideas.

Methods of Communicating

The three representational systems we talked about in Chapter 11 are visual, kines-
thetic, and auditory. Your communications need to take into consideration that we
all are not in the same representational system when it comes to communicating.
Some people, the visuals, do better with written communications, including e-mail,
while others, the auditory, need the story to be told to them. Web-hosted confer-
ence calls, phone, and in-person are the best ways to connect with people in that
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representational system. The kinesthetic people respond to movement and color.
So adding color to your written communications and perhaps a visual element,
like video conferencing, to your Web-hosted conferences can help ensure that the
message is getting across. Here are some specific ideas to help with your message for
those in the different representational systems.

Visuals

Newsletters

Executive summaries
Road shows

Web site posting
Video teleconferencing

Person-to-person

Auditory

Phone calls
Person-to-person
Teleconferencing
Webinars

Kinesthetic

B DPerson-to-person (you must move about)

B Video teleconferencing (you must move about)
B Road shows

m Color brochures

m Web sites with motion

Successfully implementing an effective communications plan greatly reduces risk
on projects. Risk mitigation is probably the number one reason for developing an
effective communications plan. The reason behind this statement is that projects are
all about change. By human nature, change is unpopular.

Selling a Change and Reducing Project Risk

Projects fail because people don't want to change. It is the job of communications to
convince stakeholders that they want to change and that change is good. Remember,
the change could be a change in the way projects are planned, organized, and con-
trolled. The stakeholders in this case could be the project team. Although a “directive”
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from the top is “nice to have,” it is not very motivating for stakeholders. It may, in
fact, be a demotivator, increasing the risk of project failure. A better way to commu-
nicate is to provide information that changes the mindset from being unwilling to
change to desiring to change.

B Why the change is important to you.
B Why the change is important to the organization.

The communications must be convincing so that the stakeholders believe the
change’s importance to themselves and to the organization. Even though I said that
the top-down directive approach to change may be demotivating, top-down support
of change is a must that has to be communicated.

Targeted communications are the most effective form of communications to
reduce project risk. They accomplish two things: (1) focusing on the issues of select
stakeholders and (2) making those select stakeholders feel that they are getting spe-
cial treatment.

Some of the concerns that have to be addressed to specific stakeholders using
targeted communications are as follows:

B What is my job situation if this change occurs? (employees)

B Howdoes this change affect the organization’s future? (employees, stockholders)

B How will this change affect the way I use the product/process/procedure?
(employees, end users [patients, community])

m What kind of transition support will I have? (employees, end users [patients,
community])

Another way to reduce risk by communicating change is to use focus groups
and sub-teams involving targeted stakeholders. With groups in place, the project
manager can design communications with the information relevant to those groups
and deliver targeted information to the targeted groups. A major advantage of this
strategy is that there is also targeted feedback that will be very helpful to the project
team going forward.

Summary

Project managers tend to err on the technical side of things. We focus on conveying
technical information about how we are meeting requirements and specifications.
That mitigates one risk, but sometimes we forget about the human side of
communications. There are stakeholders who are more concerned with the personal
issues of change: “How will this affect me?” In order to use, we need to focus on
select groups of stakeholders, satisfy their needs, and consider the human side and
the different representational systems they manifest.
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Answers to Key
Review Questions

Chapter 1

1.

2.

3.

Define a project. A project is something that is new, has both a beginning and
an end, and uses limited organizational resources.

Define project life cycle. A project life cycle is the evolution of a project from
start, plan, implement, close, and ongoing activities.

What is the most compelling reason that the healthcare environment is different
from that of other industries? The biggest difference between the healthcare
industry and most other industries is the strong “people” orientation.

. What are the four major types of management within an organization, and how do

they differ from each other? The four types of management are as follows: stra-
tegic, operations, crisis, and project management.

. Define project management. Project management is the application of the skill

sets required to successfully manage a project.

Chapter 2

1.

2.

Four reasons why projects are initiated in healthcare. Financial, competitive,
safety, regulatory.

The two most common ways to organize a healthcare enterprise. Matrixed and
functional.

. How can expert judgment help in decision-making? Someone who is familiar

with the type of issue to be decided can provide significant insight.

. What is the difference between brainstorming and consensus building?

Brainstorming is used for issue identification and consensus building is a deci-
sion made by majority rule.
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Chapter 3

1. What is a primary reason for projects to fail? Project fail because of poor
communications, poortly set expectations, objectives not SMART, lack of a
sponsor, etc.

2. What is the function of a project charter? The initial defining document for the
project.

3. What can be done to minimize scope creep? Clearly defined project requirements.

4. What is the most important document the project manager can produce? The
Work Breakdown Structure.

Chapter 4

1. What are three of the forms thar lessons learned can take? Action register,
contained in the project schedule, informal project documentation.

2. What is the precedent diagramming method? A tool that is used to prepare a
project map using the preceding and succeeding relationships of project tasks.
Used to determine the critical path of a project.

3. Why is project float not cumulative? When a preceding task is delayed, it affects
the float on the successor task.

4. What is the difference between fast tracking and crashing? Crashing means
adding more resources, fast tracking means that tasks planned to be sequential
are done in parallel.

Chapter 5

1. What are key questions that need to be asked prior to estimating project costs?
Who and what are needed, who and what can do the work, who and what are
available, etc.?

2. Give an example of each of the following: direct cost, variable cost, and indirect
cost. Direct costs: software, training manuals—variable costs: media used to
provide software—indirect costs: security guard, executives.

3. What are the three types of estimating and their accuracy ranges? Order of mag-
nitude, —25% to +75%, Budget, ~10% to +25%, Definitive, —5% to +10%.

Chapter 6

1. Why should quality be planned in rather than inspected in? It is a “pay me now
or pay me later” scenario. Planned quality costs the organization, but not
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as much as not planning. Not planning can result in increased warranty
payments, rework, and waste.

. What are the three fundamentals of quality management according ro the Project

Management Institute? Project planning, quality assurance, quality control.

. What is the key difference between quality control and quality assurance? Quality

control looks at the details of the product and the processes. Quality Assurance
checks the accuracy of quality control.

. Name four quality management tools and explain their uses. Explain any four

of the following; flow charts, cause-and-effect diagrams, check sheets, Pareto
charts, histograms, control charts, or scatter charts.

. Name two quality approaches and explain their key differences. Explain any

key difference between a transcendent approach, product-based approach,
user-based approach, manufacturing-based approach, or value-based
approach.

. What is the difference between an attribute and a variable? Attribute is some-

thing inherent, never changes. Variable is a data point that can change.

. What are the three costs of quality? Prevention costs, appraisal costs, and rework/

failure costs.

Chapter 7

1.

2.

In a face-to-face conversation, as a percentage, how much are the actual words of
your message worth? About 10%.

Name five barriers to communication. How would you overcome each one?
Preconceived notions, lack of interest, multi-tasking, distrust, information
overload. Discuss each.

. What can you do to improve your communication skills? One of the things is to

practice assertive communications.

. Does your organization use social media? If so, whar social media does it use? If

not, should it, and why or why not? Discuss your organizations use or non-use
of social media.

Chapter 8

1.

What is a way to minimize the impact of a change? Increased communications.

2. Peaple think of change in three buckets. What are they? The no bucket, the let’s

make a deal bucket, and get out of my face bucket.

. Explain the gate process as an effective tool to manage change. Intermediate checks

on where a project stands. Meet the requirements to pass through a gate.
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What are the five key areas of a change control request form? Identify the pro-
ject, identify the project issue, document and justify change, identify project
impact, and document impact to project if change is not accepted.

In a paragraph, explain why project managers are change agents? In fact, projects
are change (expand on this).

Chapter 9

1.

2.

In your own words, define risk. Among other things, it is a probability of a
threat.

What is a make/buy decision and why is it important to risk management? Decide
whether to make something or buy it. May not have expertise if make, vendor
may not have capacity if buy.

. What are the four risk categories? Know/known, known/unknown, unknow/

known, and unknow/unknown.

. What are the three ways to deal with risk? Avoid, mitigate, and accept.
. What are three ways ro proactively manage risk? Identify early, put plan in place,

and execute on plan.

. In a paragraph, explain why risk management is considered an art and a science.

Briefly, the execution of plan is science, getting to the plan is art.

Chapter 10

1.

2.

3.

What are the principle external and internal reasons for project closure? Externally,
it closes customer requirements. Internally, it closes the project for the team.
Why is it important to properly close out a contracr? Can save organizational
resources.

Why is it important to close out the team? Acknowledgment, celebration, lessons
learned.

Chapter 11

1.

In a paragraph, explain what Mayo and the other motivational gurus found
when they studied the motivational factors of workers.

. What are the five stages of team development and how do they differ?
. Which stage of team development is the best for actually working on the

project?

. What is a critical task performed by the project manager to help achieve pro-

ject success?
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Chapter 12

1. Discuss whether leaders have an innate quality that makes them a leader, or
can anyone become a leader? This is a personal discussion. People will have
varying views.

2. Name and define a formal power. Positional power granted by the organization.

3. Name and define an informal power. Referent power is having power over
people merely by who they are.

4. Define a “flat” organizational structure. No hierarchy and usually a sharing of
responsibilities.

5. What can limit your power? Organizational structure.

Chapter 13

1. List and explain the five necessary elements of a contract. Offer, acceptance,
exchange, capacity, legality.

2. What are the ways an organization can organize for contracting’ What are
the advantages and disadvantages of each? Centralized and decentralized.
Explain each.

3. What are the steps in the procurement process? Pre-purchase, purchase, and
post-purchase.

Chapter 14

1. Define a win-win situation and explain how it affects the strategy of your approach.
Finding a solution that satisfies both parties. Everyone takes something they
want away from the table.

2. Define a win-lose situation and explain how it affects the strategy of your approach.
One party walks away with what they want, the other doesn’t.

3. Whar is the best way to gain consensus: accommodating, competing, com-
promising, or collaborating? Why? Collaborating, because it is a “working
together.”

4. If you were the moderator of a meeting and a “know-it-all” was trying to hijack it,
how would you handle it? Stand your ground and ask for other’s input to help
defuse the situation.

Chapter 15

1. What is the major difference between program management and project manage-
ment? Programs are a superset of projects.
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. List the five disciplines of the core program management team. Program director,
engineer, planner/scheduler, site project manager, clerk.

. What is the primary responsibility of the planner/scheduler? Establish “cradle-to-
grave” program timeline.

. Define the integration checklist? List of defined customer program deliverables.

. What is the key element of the close-our phase? Accumulation and filing of all
program documents.
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