18

NN T e T T T

Stewardship

Drip, drip, drip....
Hear that? It’s the sound of money leaking out of your organization.

It happens every day. Millions of dollars, yen, and euros. The problem is so extensive
that it barely gets a raised eyebrow. It’s just the way things work.

Where do many of these drips come from? Easy—from the departments responsible for
delivering performance improvement solutions.

Why? Also easy. Because those departments often focus on the wrong results—happi-

ness, activity, and organizational size. You’ve seen the symptoms.

= Happiness: “Hey, my course got a student rating of 4.6 out of 5!”

= Activity: “l know it’s not the right solution, but that’s what the VP wants.”

= Organizational Size: “Yep. This year they increased my budget by $2 million. | must
be a player.”

When a company is flush with money and revenue is pouring in, it’s easy to accept—
or at least overlook—these comments. We want people to like us. That’s not a bad thing.
But often it gets in the way of the end results required for organizational health. Also,
in a kind of a locker room approach, people often associate organizational power to the
size of one’s resources. The more money and headcount managers have, reasoning goes,
the more important they must be.

Making Our Profession Shine

Sometimes the money drips overtly, other times, less so. But the culprits are always the
same: undefined, ill-advised, and poorly selected solutions. The leaking can deflate an
organization. Within many industries over the last three years, companies have been
clawing for every dollar, but the internal leaks persist. When money is tight, revenue is
down, and costs are called into question; this behavior causes severe pain, particularly
when several managers are doing it across a company. The behavior is tough to stop
because, by that time, organizational norms have been established and the activities
have become ingrained as usual ones. We know that spending because we have, or buy-
ing because we want, needs to halt. Yet there’s no method for stopping it.
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As performance leaders we need to pause and regroup.
If we are a party to these “performance improvement”
approaches, we are not helping. In fact, with little argument,
it’s clear that if we engage in the above monologues, we are
damaging our profession, not to mention our organizational
and personal reputations.

We often hear that people are our greatest resource. But
when layoffs occur, it’s likely that many of the first people
to disappear are the trainers and knowledge managers.
This isn’t funny. It’s happened many times over the past
three years—even multiple times in the same organiza-
tions. Unfortunately, these internal organizations are often
well known for their leakage. Still, their reductions only
exacerbate the leaking as remaining managers redouble their
efforts to create happiness and activity in an attempt to
show value.

Someday, hopefully soon, we will come to realize that we
are the stewards of our organizations’ resources. We will
cringe when managers refer to “their people,” “their organi-
zations,” or “their budgets.” Those assets are not theirs.
They belong to the shareholders. As resource managers, our
sole responsibility is to create additional wealth with the
assets we’ve been provided and, as stewards, we must focus
on results. If we don’t, the assets entrusted to our care will
be taken back. And us? We’ll be gone.

The Conversation We Need to Start

At this precise economic moment there is a desperate need
for a method of having a performance-oriented conversation
with senior leaders that they find refreshing—a conversa-
tion in which the initiator can say, “Hey boss, there’s a
methodology that can help us with our core issues—and
save us money.” If the speaker of that promise is even mar-
ginally regarded, the boss’s response will almost certainly
be, “Tell me more.” That response ensures we are on the
path of stewardship.

Where’s the Return on Investment?

We know from a wide range of studies that most perfor-
mance problems have their roots in organizational defects,
rather than in problems with individuals. Many researchers
suggest that 85% of issues are at the organizational level.
When we align the causal data with the behavior engineer-
ing model, we see similar indications.

We also know that each year Fortune 200 companies spend
between $300 and $900 million on training. Government
and military organizations spend far more. Of all that train-
ing, typically less than 10% transfers to actual on-the-job
performance, and in some cases, students on average, forget
more than 80% of presented material within just nine weeks.
In any other field, that type of return would be grounds for

termination. For some reason—probably because training
providers do a good job of responding to managerial
wants—we accept the poor return in order to get the imme-
diate gratification of seeing people sitting in classrooms.

Developing Three Abilities

If we want to increase our value to our organizations as per-

formance improvement professionals, we need the ability to

do three things as organizational physicians:

1. Figure out what’s causing pain.

2. Write accurate prescriptions.

3. Effectively communicate in a way that causes a follow-
through reaction.

We often hear that people are
our greatest resource. But
when layoffs occur, it’s likely
that many of the first people
to disappear are the trainers
and knowledge managers.

Performance technologists have unique approaches that
tend to work when we diagnose correctly and our recom-
mended prescriptions are followed. In fact, our solutions
are so effective that as we fix an organization’s performance
ills, we are likely to reduce their training, process and gen-
eral intervention budgets between 30% and 50%.

Giving Up Budget

Some readers just thought, “Uh-oh. Why would | want to
give up my budget?”

From one perspective, you may not need to give up budget or
people. If you are a performance improvement professional,
you are likely much broader and deeper than a single inter-
vention. By telling your organizational leadership that you
can help fix critical issues, you are also taking responsibility
for doing it. Rather than spend an entire budget on training
that produces little, you will have the power to deploy mul-
tiple solutions that will create massive impact. You will also
have the power to say no to managerial requests for activities
that either won’t work or aren’t a high enough priority.

Still, if giving up resources is the right thing to do, you
ought to do it. The fact is that unless you are a sole propri-
etor or the single shareholder of a company, no organization
is “yours.” You are a steward—working on behalf of the
shareholders and at the pleasure of senior leadership or the
board of directors.
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Opportunistic Consultants

Another contributing cause of financial leakage is predatory,
or opportunistic, consultants: those who mask themselves
as performance consultants but, at the end of the day, are
actually hawking some other money maker such as generic
training, process development, or organizational redesign.
They often offer “custom solutions,” which mostly means
changing the name of the client on the cover page of the pro-
ject plan. Cynical? Maybe. Accurate? Take a look at some of
your recent custom work on leadership, team building, and
competencies. Then ask the provider for samples of similar
work from other clients.

The sad part of this is that there are few pure “performance
consultancies,” or those whose main capability is their ana-
lytical capability. As a result, companies that need help cry
out to a wide range of performance improvement organiza-
tions that often have, in actual fact, a single solution with
which they are waiting to pounce. The client receives a review
of its problems masked as analysis and is then informed that
its primary “need” just happens to be the sole solution offered
by the consulting organization. Drip, drip, drip...

The Medical Field as Exemplar

We have an example of a respected analysis capability that
works—our medical counterparts. They are performance
improvement consultants. Within their ranks, general practi-
tioners mostly analyze, recommend, refer, and prescribe basic
medication. They also dispense certain medications, although
these tend to be low risk and topical. Specialists reconfirm
analysis, prescribe more serious medications, supervise treat-
ments, and monitor progress. Some specialists also perform
surgery. Pharmacists dispense prescriptions. They do not ana-
lyze the situation, but they know what amounts and combi-
nations work. If there seems to be a problem with the
prescription, they check with the prescriber, not the patient.

Like a general practitioner, a pure performance analysis con-
sultant provides benefit to the organizational steward as an
honest broker, an extra set of eyes, and as an in-depth
reviewer. On behalf of the steward, these consultants ana-
lyze problems, looking for the root cause of performance ail-
ments. When they find ailments, they report them and then
recommend the right solutions. They probably don’t have
the capability to design and develop these solutions, but
they make the recommendations anyway, knowing they are
the right things to do. At that point, the patient knows what
should be done and has the ability to choose a specialist or
a pharmacist who can implement the solution.

Living by a Code

Over the past few years, the board and membership of the
International Society for Performance Improvement have
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Guidelines—Consulting and
Audit Canada

Conduct as Professionals Providing Services to

External Clients: [T]he key characteristics of a professional relation-
ship with clients include being qualified to do the work, serving the
best interests of the client, [and] being objective in our judgments....

Qualifications: [A]ccept only those assignments that we are
qualified to carry out by virtue of our knowledge, experience, skills,
and abilities.

Client Interest: [A]ccept only those assignments that we believe
to be of real benefit to the client.

worked hard to develop a practical Code of Ethics. Those
who have recently completed their certification applica-
tions are familiar with this Code of Ethics. While this set of
ethics works, once in a while it’s valuable to see what other
professional societies expect of their members. In addition
to the medical code of ethics, one should also consider some
of the guidelines offered by Consulting and Audit Canada,
an organization dedicated to improving public sector man-
agement and operations (see sidebar above).

Serving Whose Needs?

A few months ago, | met the CEO of a publicly traded com-
pany who said he had strategic planning problems. Over the
past two years, revenues had significantly declined. Morale
was low due to the severe personnel reductions necessary to
keep the company near profitability. | visited his organiza-
tion and over a two-hour conversation he laid out in great
detail his vision and the future needs of the company. |
asked him if his leadership team knew everything that he
had just shared with me. He simply replied, “no.”.

Regardless of his answer, this would have been a great
opportunity to sell some strategic planning. A consultant
could initiate a few executive team meetings, throw in some
Myers-Briggs stuff and a few team-building exercises, come
up with a value proposition, and offer some Big Rules.

Wow! Combined, it was an easy $100K-$200K opportunity.
I could have even asked the team to attest to the value of my
work and gotten a little closer to my CPT re-certification
requirements.

The problem, however, was not a lack of strategy. It was a
lack of sales. When the top 10 global sales leaders assembled
soon after, | was fortunate enough to receive an invitation to
the meeting. Each regional leader provided a 30-minute
summary of his or her recent results and plans for the



upcoming quarter. Except for a single manager, no one used
a number—this in a sales update! It was fairly evident that
no one had a goal or was being measured against a defini-
tive goal. Customers had recently purchased a “substantial
amount” of product. Another customer was “likely” to pur-
chase a “large quantity” in the next “few months.”

As it turned out, the issue was caused by a lack of expec-
tations and feedback, plus a lack of a mechanism for track-
ing progress. After some additional work developing a
goal-setting method, a forecasting model, and a tracking
system, they began to see improvement. Sales increased
and within eight months the company’s stock had more
than doubled.

Doing What'’s Right—Even Delivering Painful News

As adjunct stewards of organizational resources, perfor-
mance consultants must be able to deliver bad news and
tough love. If we can’t truly fix the problem, or if we can’t
look the client in the eye and give the diagnosis—no matter
how painful—we’re in the wrong field and we are doing
harm. For our profession to succeed, grow, and excel, we
must improve our ability to render truth.

A few years ago, my dad lay in the hospital, once again felled
by a cancer that he could not shake. He was a strong guy, a
huge guy, yet he was not winning this fight. Over the previ-
ous few years he had been in and out of the hospital. The
doctors had taken various small chunks of his body, and
applied the chemical and radiological regimens typical for
managing the disease. One winter day, | received a phone
call and was told to get home quickly. This time it was bad.

After traveling 2,000 miles, | got there the next day. My dad
was conscious and very aware of his surroundings. He was
on a respirator and couldn’t talk, but he ably communicated
by weakly jotting a few notes on a scratch pad. All of the
family members were there, milling around as folks tend to
do in situations where they want to do something but there’s
nothing that can be done.

I went to meet the specialist. The doctor described the size
of the mass, which was huge, and its location, which as dif-
ficult to access. Inoperable. He went on to say that once off
the respirator, the end of my father’s life would likely come
in a matter of hours. | asked how long we could keep him on
the machine and whether more time and more radiation
would help. Speaking in non-technical terms that | would
understand, the doctor said, “More radiation won’t help
and, as for the respirator, you can basically keep him on it
forever. The question you really should be asking is what
quality of life you want for him.”

It was my turn to deliver bad news, first to my mom and
brothers who were waiting for me in the hall, then to my

dad. | went in to his room. He was alone, listening to some
music. “Dad, we need to take you off the machine,” | said.

He knew exactly what | was telling him. He and my mom
had some private time together and then the medical staff
did what they needed to do. In less than 18 hours, he passed
quietly away.

The doctor had done precisely what was required. He had
told the hard truth, outlined the options, and presented
likely outcomes. My dad had a great insurance policy.
Surely the hospital and the doctor could have milked it for
a little more. But that was not the right thing to do. As my
dad lay still, doctors, nurses, and family all stood over him,
each with teary eyes and muffled sobs. This was a tough
decision. No one liked the outcome, but it had been the right
thing to do.

Performance Technologist as Physician

As we continue to build our profession, we are going to have
to step up to the plate. It’s easy to be the organizational
physician when the patient has a cold. It’s a lot harder when
we find a more serious ailment. Who is going to break the
news? Who is going to prescribe the aggressive regimen
required for improvement? We will. We must. It is our duty.
And what if we don’t have the skill to fix the problem? Are
we professional enough to make the hand-off to those who
can? We must. It is our duty as stewards.

Diagnosis is our first step. In the medical profession there
are analytical methods that consistently lead to the correct
identification of the problem. Within our own profession,
we must stick to the science. Haphazard analysis harms our
patients and our profession.

Once the tests are complete and the answers are reviewed,
physicians consult a book of treatments and issue the rec-
ommended prescription. Only in the case of malpractice do
we hear of physicians who defy the diagnosis and institute
their own unqualified treatments. It virtually never hap-
pens. In the case of surgery, professionals look for the least
invasive method. They don’t cut because they can; they cut
because it’s necessary.

For problems to get fixed, there needs to be a combined
effort between the physician and the patient. However,
patient wants and their long-term noncompliance often dis-
rupt the treatment.

Wants. Some patients want certain things from their doc-
tors. In some cases, they may want a certain prescription. In
other cases, they may desire certain surgeries although no
health issues are at stake. Doctors are not swayed by these
requests. They won’t work. As for elective surgery, there are,
indeed, certain physicians who set up practices to respond
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to cosmetic requests, but the large majority of their work is
unnecessary and very costly.

As attending organizational physicians, we can easily pre-
scribe the unnecessary. But we shouldn’t, for two reasons:
First, we have professional reputations that we don’t want
to tarnish with inappropriate treatments. Second, most
patients trust our judgment and, rather than having them
suggest solutions, we should coach them to seek us out for
corrective action and recommendations. It's not easy the
first time. Organizational patients have been burned too
many times. But this is the path we must take as we grow
our organizational health care practices.

Noncompliance. Physicians still run the risk of their treat-
ments being ineffective. Why? According to the American
Medical Association, the major reason is patient noncompli-
ance. In the medical field, noncompliance causes more than
125,000 deaths annually in the United States and leads to
upwards of 25% of all nursing home admissions. That’s
380,000 patients at a cost of more than $31.3 billion. In addi-
tion, it is estimated that 10% of all U.S. hospital admissions
are due to noncompliance—more than 3.5 million patients at
a cost of more than $15 billion (Schering Report X, 1987)!

We must help our organizational patients complete their
treatments and remain on the alert for situations in which
they are not following the prescribed regimen. If we deliver
and depart, we’re not helping. Remaining a part of the over-
sight team, even if we are not the solution provider, helps
ensure the organization completes the prescription.

Saying “No”

To No Return. We all have examples of where a lack of
analysis led to huge expense and no return. I’'m reminded of
the invitation | received from one of the world’s largest tech-
nology companies to a demonstration of its new knowledge
management system. This company’s leadership expected
that each of its 120,000 employees would register in the new
third-party system and provide a detailed summary of their
skills and knowledge.

The thought for this particular company was that the col-
lected information could be accessed when new project
teams were being formed. The hope was that this would
support the creation of highly productive teams of moti-
vated and knowledgeable participants. The reality was that
the information provided had more to do with hobbies than
with professional abilities. So, after investing millions of
dollars, only about 8,500 employees registered and the sys-
tem was found to be absolutely magnificent...for forming
bowling teams. This is not the work of stewardship.

Consider that, although, according to a report by the
Cambridge Information Network (1999) and another related
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report by KPMG (2000), virtually no companies think that
their knowledge management investments have been success-
ful, and about 36% label them clear failures. Yet money often
pours into these systems, despite the few results produced.

To New-Age Medicine. To a large degree, managerial wants
are very similar to the wants of medical patients. They
drive the development of new-age treatments. Within the
medical industry, alternative care is booming. However,
much like new age performance consulting, medical
research doesn’t show much positive in the way of results.
In a much-cited 1990 study at the Harvard Medical School,
later published in the New England Journal of Medicine,
researchers found that one in three Americans had used
some form of alternative therapy during the previous year.
A National Institutes of Health report gave similarly dra-
matic information. In 1992 alone, 425 million visits were
made to alternative health practitioners, compared to 388
million visits to conventional physicians. What’s more,
there were more visits to chiropractors, acupuncturists,
homeopaths, and herbalists than to all primary care physi-
cians combined (Your Family’s Health, 2003).

Even more impressive is that the cost of all those trips to
alternative caregivers—an estimated $14 billion—was
mostly paid out of pocket, because those treatments tend not
to be covered by insurance plans.

Not to be deprived of this revenue opportunity, some tradi-
tional physicians are adding acupuncture, herbal and botani-
cal remedies, and various mind and body techniques to their
list of services. At the same time, they are accusing alternative
practitioners of selling unscientific and ineffective therapies.

Great marketing, for certain, but why are these solutions
popular? Three reasons. The first is that some pharmaco-
logical treatments come with unwanted side effects—by
fixing one part of the system, something else is harmed.
There’s a lack of a systemic solution. Second, patients think
they know better. They believe there’s a better treatment; all
they have to do is find it. Third, traditional practitioners
don’t have the time to really know their patients. So, even
though the doctor may not fix the patient’s problems, at
least the patient feels that someone is listening. As perfor-
mance professionals, we need to remain on guard against
similar phenomena.

We Cannot Bend

Regardless of patient or organization wants, we cannot bend
to prescribe what organizational patients truly require. As
organizational stewards we subscribe to a higher order. We
cannot advocate or support patient wants or their use of
untested, untried solutions. Our best defenses are accurate
diagnoses, precise prescriptions, and the ability to instill
confidence in the organizational leaders who must keep



their teams on track. When we do these three things, orga-
nizational productivity will skyrocket, costs will plummet,
and our profession will thrive. M
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