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From Hub to Leader: How Dosimetrists Can
Improve Workflow

Teams - Power - Psychology - Performance — A Dosimetrist's Field Guide

mance — emotional intelligence, self-awareness & the Big




Human Condition, Hanna Arndt

et 2 i HANNAH ARENDT: 3 LEVELS

labor, work, and action.”

N - Hannah Arendt = A FRAMEWORK FOR MEANINGFUL WORK =

The activities we perform
© LABOR i KEY PONTS
Sphere of It is eyclical, necessary, V' Provides income and stability
. and ~ending.
"“ei"tﬁ and LS V' Supports health and family
sustenance.
S W @ ﬁ ~ V' Offers professional status
54
v/ Foundation for a good life
Basic Survindl Garki ot Repeats
L needs self & others dally
$
The activities that build
@ WORK i s i KEY POINTS
Spherasof things we use and rely on V' Ppples knowledge and skil
% It produces somethin
m;:ﬁ?ﬂ;‘"d dur:ble and m[m;,[g_g Lo V' Creates something of value
@ 57 v il V' Contributes to patient outcomes
0]
@ﬁ Creates Bilds 3 Quality & Leaves o . . z V' Takes pride in eroftsmonship
value designs mastery  durable impact
The activities through (
e ACTION which we appear before KEY POINTS
others, speak, initiate, V' Influence without authority
lSph;:e of i and create together. /' Voiees ideas and concerns
plurality an It is unprediclabl, 7 Bkt it
political freedom. irreversible, and creates V' Shapes dacisions informall
o history. apes decisions informally
—_— . ' Creates cutture and trust
L8 o @ /' Enables callecive progress
Speaks & Buids Sh Changes th —— |
L Tt ks dradion_ cammon werd J

afds  LABOR ‘ WORK | < ACTION | i % ?(L;LR TEFLF‘I‘LRLEIN';EEDED
(EE5T  gives security. jves meaning, > gives freedom. > &
== ¢ Y 4 na 3 PROFESSIONAL LIFE.

Human Condition, Hanna Arndt

Action is important in life and politics

TG Friday




Reinventing Organizations

Time has changed, but management is same

ANCIENT ORIGINS

=
el

© POWER WAS HELD BY FEW.

MODERN PERSISTENCE

I i =
! 1 7 ‘@' EFFORT WAS DEMANDED.
DIRECTION CAME FROM ABOVE.

% o STRUCTURES CHANGED. &
- P @ TOOLS EVOLVED. 5
& BUT POWER STILL SITS ABOVE.

£

AL AN

Scientific Management— F Taylor 1912

A 100-year-old management method is still in place!

COMMAND-AND-CONTROL

F. W. Taylor (early 1900s)

Managers think. Workers execute.

BELIEFS:
(@ Break work into tasks
(©) Measure and control
@ Standardize behavior
@ Trust is low

RESULT:

EMPOWERED KNOWLEDGE WORK |

Modern mindset

People closest to the work
help improve the work.

Let's improve
this together.

We can
make it
better.

BELIEFS: -
© People have judgment
@ Teams solve problems
(@ Leaders remove barriers

@ Trust enables change

|

Slow change

Low morale

Dependence No ownership

RESULT:
N
1.0 IRCERS
Ownership Motivation Innovation Adaptability




Joint Commission 2025 report

Patient Safety status

—— The Joint Commission Annual Review ——

YifF

N 3 y
@ 1,575 REPORTS @ MOST COMMON EVENTS © outcomes 0 IMPORTANT CAUTION
& Fls 176 (49%) ‘“ 490 - -
i Q 1 b = =
/ Wrong sufgery 127 (8%) o 4 Severe harm -
’ g Delay in treatment 126 (8%) y- p OWOMES ; o J Reporting to The Joint
Commission is voluntary.
0 ) .Su.icide/ self-inflicted 122 (8%) e
¢ 12/" above 2023 O injury death s " 21 7 These data should not be
ﬂ Retained forignojec 198%) || @ putr 54 o used to infer actual national
© Moderate harm 21% Death event frequency or trends
Reported sentinel events @ Vidlencesrelited 65 (4%) @ Mild harm 5% over time.
received in 2024 @ Psychological harm 2% ‘Il
L B8 No harm 2% L) 3 A
=

Serious safety i a® i O
events continue ! % E;L[sd:;?:;:t ' o:’ ‘- O
i to reveal system | :
. vulnerabilities | N\ reported category | (-~ @

WHAT THIS MEANS

Learmng should i
focus on systems,
1

communication,
and shared
understanding

7 Use the data
" to learn —
not to blame.

Source: The Joint Commission. Sentinel Event Data 2024 Annual Review (2025). ————

Why should we care?

ACTION GIVES &

WORK MEANING

=

WHAT SHOULD WE DO NEXT? H
OPTION A
Adjust |
Lﬂll AN ‘
[ (o)-

y » Let's choose
Option B and
reassess.

The level where people

make decisions about their

own work is where
meaning lives.

L Arendt J

When /}pple

was a

i’
e,

\ Laloux

OUR STRUCTURES
CAME FROM
ANOTHER ERA

0] (8
q _H_._'
K“":ha Aﬂ”fl

They were designe.d ’co
coordinate effort from
above — not judgment

When Amazon
was a river

uit

B

poLicy
[ cHeckusTs
@ compLiaNCE

POLICY-LED SAFETY
HAS NOT CLOSED
THE GAP

(REPORTING)
A

m%%@%%%

SEVERE HARM

N

2004

After twenty years of
policy-led safety work,
severe harm is still rising.

-+ Mymmission

Before Google

was even a word
Wasjieven.asword




Power & Influence

Th Jthority affec npathy, a

without a title

LUKES, 1974 — POWER: A RADICAL VIEW

Power is not just who makes the call.

@

Power that shapes the agenda by
controlling what gets discussed.

FIRST DIMENSION

SECOND DIMENSION
(VISIBLE POWER)

(HIDDEN POWER)

Power that is exercised openly
in decision-making.

We've decided.
This is the plan.

We don’t
talk about...

\ _ @ Open decisions

[ — e Visible authority

~

 Easy to see and challenge

¢ Controls the agenda
o Limits options
® Questions don’t get asked

Some things
stay off
the table.

THIRD DIMENSION

@ (INVISIBLE POWER)

Power that shapes beliefs, values,
and what people think is possible.

This is just

Speaking up
how things

There’s no

alternative. won't change

anything.

¢ Shapes beliefs and norms
© Limits imagination
* Keeps the status quo in place

and announced.

EXAMPLE: A policy is decided by leadership EXAMPLE: Staffing levels are never discussed,
so workload issues persist.

] [ EXAMPLE:

“We've always done it this way”
stops ideas before they start.




FRENCH & RAVEN, 1959 — SOCIAL BASES OF POWER

Only 3 of 6 require a title.

(2) [ RewarD_PoweR |

Power that comes from the ability
to provide rewards.

reat work! V)
Here's a carrot. D

| LEGITIMATE POWER |

Power that comes from a
position or role.

My badge says
boss, so here's

© Comes from a position or role ® Comes from the ability to reward

o Official authority ® Can motivate and encourage

® People comply because they have to ® People comply because they want to
[ REFERENT POWER |
Power that comes from being liked,

tod

[ EXPERT POWER |

Power that comes from knowledge,
skills, or expertise. 1y + admired, or resp

Here's how it
really works. @

-
People like working
with me—lucky me!

(3) [_coeraivE POWER |

Power that comes from the ability

_—

N te punish.
P

- —

Mess up again
and it's gonna

hurt. ®

o, -
© Comes from the ability to punish
® Can force compliance
© People comply because they fear

[ INFORMATION POWER |

Power that comes from controlling ¢'
or possessing valuable information.

Reinventing Organization

Who is doing the work?




NETWORK THEORY — GRANOVETTER, 1973

The most valuable node isn't always the most senior.

RADIATION
ONCOLOGIST * Defines goals
* Prescribes treatment

* Reviews and approves

RADIATION
THERAPISTS

2

+ Commissioning

+ QA oversight

* Independent
dose check

* Deliver treatment

« Verify patient setup
* Provide patient care

+ Patient assessment
+ Education & support
+ Symptom management

+ Complex plan design
+ Optimization support
+ Plan evaluation

DOSIMETRIST
The Hub

ADMIN /
COORDINATOR * Imaging
* Scheduling 4 * Surgery
» Documentation + Social Work

+ Communication * Palliative Care

* And more

everything we do.

The Ethics of Power

Neuroscience and p gy of power




NEUROSCIENCE OF POWER — GALINSKY ET AL., 2006

Power Changes what we are!

I’'ve got the power

NEUROSCIENCE OF POWER — GALINSKY ET AL., 2006

When Power Goes To Your Head, It May Shut Out Your Heart

POWER CHANGES THE OBSERVER

How status can alter perceptlon judgment, and connection.

CERTAINTY
Lo /J[® GROWS

@ ATTENTION
NARROWS

vl
7y Power changes \

Status can inflate

what we notice. confidence.
(@ FEEDBACK b
‘FNEAKE?JS Distance weakens ﬁ B _ﬁ
ewerspeaple connection.

tell you the truth.

PRIORITIES SHIFT , A4

Other people’s concerns
can feel farther away.




Moral Maze, Robert Jackall 2009
Corporate morality
1. THE MAZE OF POWER || Z. POWER CHANGES || 3. POWER CHANGES
WHAT YOU SEE WHAT YOU HEAR
7
V)
ﬁéstorf;d Blind S\i/[:i’éceesd Leoldtion acctﬁi:::;?lity
vision © spots
You gain power. Perspective narrows; Feedback weakens;
You can get lost in the maze. risk becomes harder to see. truth travels poorly.
4. POWER CHANGES 5. POWER CHANGES 6. POWER CHANGES
WHAT FEELS URGENT WHAT YOU JUSTIFY WHO You ARE
m:m S T yud : e \\\ Y /’ ";: ..
I fiffig Q A = - &)
o 7 Z Ego inflation "J
o i o [ 2> 9 Identity fusion
Shifting Disconnected Rationalization Justifying
priorities from impact the means B A
“ear of scalating
Urgency shifts; consequences You explain away what losmpg Pmrb comm'tme"lt
feel farther away. once felt wrong. h OWer: ecmes{ PTFSFEail
changing course feels like loss.

The Hierarchy Asks for These Tools.
Now Use Them to Level the Field.

Huddl eer R

plin ns - Pol edure —
h




Compliance vs Alignment

—| ILS USED FOR COMPLIANCE ONLY] —W ~ [_ILS USED FOR IMPROVEMENT [——

BOSS T B0SS = DR
UP THERE v Policies exist UP THERE gy V' Policies exist
V' Training done

v/ Training done
v Audits done

v Audits done
V' Check the box V' Check the box

DONE. DONE.
FRONTLINE = FRONTLINE —
DOWN THERE (" WHAT HAPPENS DOWN THERE WHAT HAPPENS

() Archived, no feedback
@ Fixes make a difference

® No learning ,
) Same risks remain @ Risks go down

® Just compliance PROCESS RCA i @ Learning every day
w | les) (-
® Checkboxes ticked &3 A~ @ Issues surfaced early
e ML @ RCA finds root causes

-

\.
,," LOOKS GOOD ON PAPER. J GETS BETTER EVERY DAY.
RISKS STAY IN PLACE. 7 PATIENTS ARE SAFER.

N COMPLIANCE IS THE GOAL. \ S IMPROVEMENT IS THE GOAL. -
- PROTECTION IS THE PRIORITY. | PATIENT SAFETY IS THE PRIORITY.

1N
iy

Utilizing Process mining, M Bakhtiari PLOS Health 2025

Safety and Quality Tools in Healthcare
1. DAILY HuDDLE 2. PEER REVIEW 3. QI MEETING

Share risks. Plan together. Learn from each other. Improve systems. Track impact.

6. POLICY & PROCEDURE

4. INCIDENT LEARNING SYSTEM 5. MULTIDISCIPLINARY TEAM

REVIEW & ANALYZE LEARN &

IMPROVE
:: it
= APlY
— i
= Y=

o/

Report safely. Learn together. Different skills. One purpose. Clear, consistent, fair.
e ——

20



Utilizing Process mining, M Bakhtiari PLOS Health 2025

Safety and Quality Tools in Healthcare
1. DAILY HUDDLE

Share risks. Plan together.

2. PEER REVIEW

Learn from each other.

4. INCIDENT LEARNING SYSTEM

REVIEW & ANALYZE LEARN &
IMPROVE

= _\/_
J

_‘ !-) v

Report safely. Learn together.
s edn T TRl

5. MULTIDISCIPLINARY TEAM

Different skills. One purpose.

3. QI MEETING

Improve systems. Track impact.

6. POLICY & PROCEDURE

Clear, consistent, fair.
Bt et as el Ll

21

[ FROM THE FRONTLINE |

WE WRITE IT TOGETHER

We know the work.
We see the gaps.
We solve the problems.

L8 s

We own the solutions.

NOT THIS...
—_,__ () Top-down decisions
e (] ) Limited buy-in \

® Easy to override

’ 'g ) Doesn't last
N
PR " i

POLICY & PROCEDURE — CO-AUTHORSHIP AS A POWER-BALANCE TOOL

A P&P written by everyone is harder to override by one.

t has everyone’s voice.
SENT T0 FToeo
v/ It's built on ownership.

LEADERSHIP

VTt reflects real work.

\
v It requires consensus to change.

HARDER TO OVERRIDE \

STRONGER TOGETHER.

N ”~
= SAFER TOGETHER. =
“ BETTER TOGETHER.

[RE @

Stronger

Safer Better Sustainable
commitment care workflows improvement

22



Rapp, Tammy L, Organizational Dynamics (2025): 101174

1. Rank Parity 2. Leader Speaks Last 3 Al Meas Welcome

Every role. Equal voice.

Hear the team first.

4. Structured Voice 5. Co-Authored 7

One at a time. Listen fully.

We build it together.

Visible. Revisit. Hold us accountable.

23

Rapp, Tammy L, Organizational Dynamics (2025): 101174

Meeting charters

| WITHOUT A CHARTER

WITH A CHARTER

MEETING CHARTER
ZEETING CHARTER
L PurposE

7 GoaLs

F RoLes

T AGENDA

LT DeCision process
LT Time

& Norms

b g,
H A ® ¢ 2
® UNCLEAR () SIDE ®) HIERARCHY

(®) DISENGAGED  (X) WASTED @ cLErR () INcLusive
PURPOSE cmvemnnns DRIVEN TIME PURPOSE

@ SHARED @ EFFECTIVE @ BETTER
PARTICIPATION OWNERSHIP DECISIONS OUTCOMES




Rapp, Tammy L, Organizational Dynamics (2025): 101174

j TEAM CHARTER |7 ﬂ POLICIES & PROCEDURES]Z

A foundational, collaborative document Top-down, standardized rules and
defining a team's purpose, goals, step-by-step instructions.
and operating norms. Our guardrails for safe, consistent care.

Qur social contract.

r&%

NORMS

Z -~
V< Ve
N / @ o= {C}}
-

e SAFETY COMPLIANCE CONSISTENCY

POLICIES &
PROCEDURES

¥ .=

°

@ Co-created by the team @ Created by the orga.nizntion/experts

& Builds trust, ownership and alignment & Ensure compliance and reduce risk

J Guides how we work together & Provide clear step-by-step guidance

(& Lives and evolves with the team (& Standard across the organization
Aligns people around shared purpose Protects patients and ensures consistency
so we can deliver better care. so we provide safe, reliable care.

25

Operational Risk Management, Chapter 8, Philippa X. Girling 2022

Policy and Procedure

| THE BIG PICTURE 1 rYOUR ORGANIZATION / DEPARTMENT LEVEL ]

— = W F B
POLICY T PROCESS T PROCEDURE (P&P) JOB AID

(GOVERNMENT / (WHAT & WHY) (How) (QUICK REFERENCE)
HIGHER ORGANIZATION LEVEL)

These are often

. all called
* O =2 - 0 “policy” in
conversation.
PO ——— N e —— Now you know
= Describes the end-to-end Step-by-step instructions Tools and resources the difference!
Sets the direction and flow and key steps. to perform the process to help do the work
requirements. Bkt consistently. accurately and
Applies across all xznmhs WkE. Bagpem Who does what, when, efficiently.
organizations. gncTwny: and how.
¥ - 4
— 'S
COMES FROM: ] CREATED & MANAGED BY YOUR ORGANIZATION / DEPARTMENT | TR oty sets

o Government laws & regulations the guardrails.

= Accreditation bodies // Process shows
* National / state agencies \ EII the path.
¢ Health authority Procedure gets

the work done.

“ n Designed for your Makes the policy Ensures consistency, Improves efficiency
Se.:ls ttllebmu;l ::s work environment practical and safety, quality, and supports Job aid helps
:J:n-negot?:l;‘{: i J and patients. actionable. and compliance. better outcomes. you do it right.
- : L J

26



Operational Risk Management, Chapter 8, Philippa X. Girling 2022

Policy & Procedure

THE STRUCTURE (WHAT) THE CHARTER (HOW)

What we develop and maintain How we work together in any meeting

8 MEETING CHARTERS
are required to develop
or update any of these.

Equal voice (rank parity)

Everyone has a voice.

N

Required for

A t t

STANDARDS Pt

VLR &
e

Leader speaks last
Encourages openness.

Structured dialogue
Disagree well. Stay curious.

update any —

level
PROCEDURES
= Psychological safety
——
Safe to speak up. Safe to challenge.
¢ Clear purpose & follow-up

Q@) o3P

Align, decide, own, and review.
_ i,

27

STRUCTURED VOICE TOOLS — REPLACING OPEN DISCUSSION

Open discussion is not neutral. Highly Paid Person Opinion (HiPPO) effect.

| THE PROBLEM | [ THE BETTER waY ]

OPEN DISCUSSION
@B Director speaks — 3 min N /
@ Ssenior physician agrees -

LET'S HEAR
EVERYONE OUT

HiPPO wins. Best idea never surfaces.

ANONYMOUS POLL
@B Director: 1 vote

@B Physician: 1 vote ~ G Q
@ RTT:1vote @ More wvoices. Better insights.
@ New dosimetrist: 1 vote ® Groupthink goes up. @ Stronger decisions.

Best idea wins. Regardless of who had it. () Better solutions get missed. @ Everyone contributes. Everyone wins.

® Ideas get shut down early.

LEADERSHIP ISN'T ABOUT BEING HEARD FIRST.

IT'S ABOUT CREATING SPACE FOR THE BEST IDEAS TO EMERGE.

28



Rapp, Tammy L, Organizational Dynamics (2025): 101174

Huddle charter/P&P

DAILY SAFETY HUDDLE

See risk early. Communicate clearly. Act together
o y 7
@ How [ © TEAM AGREEMENT
4 Y
o || 288 Q| ]G D e
) P rel ©@ Noblame
e Align priorities 10 min All relevant Same Standing Rotate
® ONE PERSON TALKS . ———— staff place Fasilitaton 838 One team
® HIERARCHY DRIVES ( ; . e — @ Speak up
® ISSUES HIDDEN L Discuss —> Decide = Assign = Escalate - Follow UPJ O Closw ik o
® REACTIVE CULTURE L )
= OUR HUDDLE FLOW =
YESTERDAY =5 TOMORROW
] ) Patient
® ONE PERSON TALKS - ¢ yehﬂtzd:;d w‘:rflrz\m:rrisks ® Scheduled changes
— P n? - 5y .
== | ° What is still f;:f;‘:\inzrgaps AtGpatelicks
® HIERARCHY DRIVES — @ .. = B o Needs and support

issues

(0 ISSUES HIDDEN
(X) REACTIVE CULTURE

=l. DECIDE @® @ ASSIGN
¥ set act - ;
et action ﬂ . Owner + time

ESCALATE
if needed - @ FOLLOW UP
Bring forward Check progress

8
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Rapp, Tammy L, Organizational Dynamics (2025): 101174

QUALITY IMPROVEMENT MEETING CHARTER

— A staff-led, data-driven forum for solving pa’nen’c—safefy and workflow problems. =

) )
[ RUN CHART

CORE PURPOSE

© Surface important problems ] /Nf
® Prioritize by impact L !
® Learn and improve together 3

7 QUALITY IMPROVEMENT
PLAN DO STUDY ACT ||

| PARETO CHART

OPERATING RULES
! ] @ Pre-meeting input
g Staff submit issues before the meeting

@ Agenda by priority
Top-voted items are discussed first

s \‘ © Rotating facilitator

‘K_, g Leadership participates, not dominates
mln @) Decision + follow-up
3:10 Each action gets an owner and update
= _J

30



Risk Assessment

(@ 1. PoLicy

® Assess risk proactively
® Prevent harm

Rapp, Tammy L, Organizational Dynamics (2025): 101174

= (_FMEA IN 6 STEPS )<

- @ -6 -8 -6 —-&

® Prioritize action DEFINE ‘ IDENTIFY IDENTIFY EVALUATE PRIORITIZE ACT &
e Learn before failure SCOPE FAILURE CAUSES & RISKS FOLLOW UP
reaches the patient MODES EFFECTS @ @
- = 0 /
323 2. PROCEDURE N 3
e e A
® Select the process D
: Et::;{:t;n:r;d:c;;}\lg;rgt:::m Set boundaries Find where Ask why it Score severity, Highest risk Reduce risk,
o Prioritize top risks and goals. the process happens and occurrence, gets attention assign owner,
| o Assign owners and timelines ) can fail. Wh::s&:':'ld and detection. first. verify results.
'3 ~ - = =
r 3. WHEN TO USE ) = HOW PRIORITIES ARE SET <= oL
B = X X HIGHER
® New process or equipment R P N S O D RPN
® Process change @ § i =
® Incident or near miss SEVERITY | OCCURRENCE |  DETECTION HIGHER
® Repeated safety concern How serious E How likely is it i How hard is it to PRIORITY
e Annual review is the harm? ! to happen? i detect before
! i harm occurs?
_ P S S

31

TG-100, Huq et all

Risk assessment

1. THE INCIDENT (LONG TIME AGO)
Electron therapy patient.
No dosimetrist available

2. REACTIVE RESPONSE
N:;:;;:‘T‘ A reactive manager ordered:

We have to wait.

EVERY DAY
o AEVEST .

Blanket rule
MON | TUE | WED | THU | FRI A B 3

@ Bring to attention ——
of QI team

We had delays in
electron cases when
dosimetry input was

S)
- ©

@ Risk assessment —
(Using TG-100 mindset)

Severity

RPN (0x$xD) - VERY LOW
Risk is conditional, not constant. it

for consult. T Dosimetrists. A High cost
& on-site. i
fore
3. QI TEAM TAKES IT FORWARD W

— (@) Better, Smarter Solution
‘ ‘ Process-based control instead of blanket rule.

@ Root Cause (Better RCA)

Oecrence; | IDetactabiliy, Daily huddle Electron case IF electron +
© ‘ (0 - €€ Not: No dosimetrist — includes flagged in complexity -
| —_ present. next-day cases advance dosimetrist present
@ ' '@ P at simulation
High = But: No anticipatory TOMORROW

process for identifying
electron cases that
need dosimetry support.

casES
(Epgirn 9

(visible at W
scheduling stage)

Medical
Physicist

St

one-size-fits-all by these who do the job @ FRight time
> ? e Right cases

2 [ “ )\
Dosimetrist ~ RTT Physician ¢ BN © Better care

et Foue Pt

-
(6) POWER SHIFTED TO WHERE THE WORK IS

FROM: Top-down TO: Shared ownership @ Right support

@ Sustainable system

Yy

32



IHI 2026

RCA2: Utilizing tools to address issues

—_ —
EVENT HAPPENS AGAIN % TEAM LOGS IN ILS
& MANAGER REACTION

(9 5 WHYS IN QI MEETING i

Capture the event Find the root cause.

Same electron delay as a signal. Why did the delay happen again?

Tomorrow’s schedule

next day. 1 l was ot reviewed.
Didn't ; $ 5 Why was it not reviewed?

ay so? [ ) : i
Y DEPARTHENT L o i 4 e e

Event Type:

ELECTRON Why not consistently?

Workflow /

START DELAY

Depends on facilitator memory.
Why memory-dependent?

stricter No structured checklist.

control!

\ T i ) - WHYZ] Wy no cheekist?
ROOT CAUSE: Huddle process not standardized
8 No checklist to ensure review at that level.
Just data. of tomorrow’s schedule.
i 918 5
-

(e INTERVENTION ]

-
UPDATE P&P&OWNERSHID 6 PDSA CYCLE

Fix the system gap. Make it standard. Test, learn, and improve.
O PLAN
I N Add checklist
| Huddle checklist
| HUDDLE CHECKLIST to huddle.
I | and P&P updated. f O
ll O Review patient list TRIGGER / RULE ACT \
Hl O Review new starts || | If special modality Adjust as DO
L | v ey needed.
| & Review tomarrow's = 2"3"‘*"[2? el Standardize Tmplement
| schedule L simuason. ( what works. in huddles.  Fewer misses.
| (Flag special cases: S Better consistency.
electrons, SBRT, etc.) || K STUDY 1 Safer care. :

Track missed cases
L and outcomes.

Reviewed by multidisciplinary QI team.
Shared ownership. Not top-down.

S e

33

Dare to Lead, Brene Brown

Vulnerability is power not weakness

A LEADER SHOULD BE VULNERABLE.

— BRENE BROWN

)

NOT THIS B THIS

I DON'T HAVE

ALL THE ANSWERS.

I NEED YOUR
PERSPECTIVE.

LET'S FIGURE
THIS oUT
TOGETHER.

(X) Pretends to be certain
(X) Hides doubt
(X) Creates distance

@ Acknowledges uncertaltg

@ Shares openly
L (¥) Builds connection and trust

34




Utilizing Process mining, M Bakhtiari PLOS Health 2025

Safety and Quality Tools in Healthcare

| THE OLD WAY: ANNUAL REVIEW | 7 | THE RIGHT WAY: CONTINUOUS IMPROVEMENT |
) PUT IT SOMETHING ENTER IN DISCUSS IN UPDATE
Review once a year. IN PRACTICE HAPPENS ILS HUDDLE / QI

Often rushed.
Often disconnected
from reality.

— |__THE PROBLEMS |
% ® Qutdated before it's even used. DRIVEN BY REALITY

RESULTS

PLAN

Reality changes daily. ) What can Implement
@ . 4 4 M i?& Staff experience we improve? the change. Safer care
Staff work around it. #\
1) Compliance drops. ‘ Q Patient impact |- f:?c?_EA = = l/i/l Better outcomes
. i I ACT STUDY
éﬁ ® M|s.sed opportunities ‘ Safety events Adjust and What &3& Stronger teamwork
to improve safety and quality. hafhered?

improve.

() Treats documents like paperwork, @ I::;ﬁal:, Sa-u

Eﬂﬂ Data & trends
8

A

not tools for care.
* J
~ Small changes. Often. _
Result: Documents don’t work. =z Big impact. Always. ~
People stop trusting them.

35

Emotional Intelligence

Leading a ifference — how CQ sh: er, more effective healthcare teams




EURICH, 2018 — INSIGHT RESEARCH

Most of us think we're self-aware. Most of us are wrong.

= EMOTIONAL INTELLIGEN(E; 75, i

The Hidden Driver of Performance

[ 1. SELF-AWARENESS GAP | [ 2. WHAT THIS MEANS | 3. SUPPORTING STATS |

Accordmg to Daniel Goleman:
The least self-aware

Most people think
they are self-aware.

In teams:

explained by EI.

5 O o/ Emotional
person creates the S ele

biggest risk. ) Technical skills
% 25 A (expertise)

Believe they

%ﬁo are self-aware
Actually are In healthcare: S 1Q (coaniti
, B - 0 cognitive
Blind spots — @ 25 A ability)

o (externally
(O\' validated)
£ | decision errors —
SaurceseAsshaiEimschiiHaniard BsinesstRevie{2018) patlent risk. Source: Goleman, D. (1998). What Makes o Leader?
Harvard Business Review.

Leaders with low
self-awareness
create high-risk systems.

self-aware.

37

How Emotions Are Made: The Secret Life of the Brain

Emotion Intelligence is not suppressing your emotlon

— - . N
" 2
o oy 2

SKY BLUE CERULEAN BLVE COBALT BLUE
A Ao
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GOLEMAN'S EIl FRAMEWORK — FIVE DOMAINS

RIS R pe R\
© wHAT IS IT?

EMOTIONAL INTELLIGENCE

= Goleman's 5 Components =
Understanding
ourselves and others
to make better o e 9 e e SOCIAL
choices. SELF- SELF- MOTIVATION EMPATHY SKILL
AWARENESS REGULATION

R o S
€) WHY IT MATTERS

@ Better decisions

n Stronger

relationships

Connect and
O Gre_éter Know your Manage your Stay driven and Understand el
resilience emotions i f d th e
8 emotions. ocused. QENers. with others.
—— — ~
AT WORK ® Awareness ® Self-control ® Purpose ® Perspective ® Communication
® Adaptability © Achievement © Compassion ® Teamwork
EI helps us lead, \ _
collaborate, and
eive: ———— HOW EIl SHOWS UP EVERY DAY THE IMPACT
Notice how Pause before ’ Focus on what | Try to understand Speak and listen Stronger teams
I'm feeling. I react. matters. others.

with respect.
Healthier culture

:— Better outcomes
J q' Sustainable

success

EI is not about being nice. It's about being aware, in control, motivated, empathetic, and @ @ O@
socially effective — especially when it matters most. Al Ja
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Dare to Lead, Brene Brown

Empathy

I'm with you.
Let’s get through
this together.

ﬁ 1) ®@ 1.,

© O T understand
bad for you. ﬁ m

how you feel.




er, more effective healthcare teams

Culture Map, Erin Meyer

Cultural Intelligence is the ability to work effectively across cultural differences.

_
€ CommunicaTING

Low-context €———> High-context

JAPAN

IT WouLD BE
GOOD IF WE COULD
ALIGN TIMELINES
A BIT MORE 3
CLOSELY...

E MESSAGE. ONE SAYS IT.
OTHER HOPES YOU NOTICE IT.

i

(@ Decione

Consensval €——> Top-down

UsA

1 MEETING...
DECISION!

+
A e e B

EVERYONE ALIGNED...

DECISION! /
v

" 72\, SOME CULTURES TAKE FOREVER TO DECIDE....
g AND THEN EXECUTE PERFECTLY. OTHERS DECIDE

“  INSTANTLY... AND SPEND MONTHS FIXING IT.

@ EVALUATING (FEEDBACK) \

Direct €————> Indirect negative feedback |

USA

THIS IS GREAT...

MAYBE JUST

A TINY TWEAK !
P

AMERICANS SANDWICH CRITICISM.

DUTCH PEOPLE SKIP THE BREAD.

(

@ PERSUADING

Principles-first €«———> Applications-first

USA

LET'S START
WITH THE
PRINCIPLES. ..
HERE 1S THE
THEORY...

HERE'S THE
SOLUTION.
HERE'S THE ROI.
DONE. ¢

rean | I
Aster | €
s 2

@srers | §

|‘ @ ONE CULTURE WANTS THE EQUATION. |
|’RX3Y THE OTHER WANTS THE ANSWER.

(@ Leabing

Egalitarian €———> Hierarchical

SWEDEN

IN SOME CULTURES, THE BOSS IS
FIRST AMONG EQUALS. IN OTHERS,
~ HE'S... JUST FIRST.

(@  Trusting }

Task-based €——> Relationship-based

BRAZIL

|
" |
LET'S HAVE |
DINNER FIRST... |
THEN WE CAN
-

TALK BUSINESS.

A2 ‘

v IN SOME CULTURES, YOU EARN TRUST
~|

BY DELIVERING RESULTS. IN OTHERS, %7,
BY SHARING A MEAL. @ ‘

b
@ DisacreEING
Confrontational €—— Avoids confrontation

FRANCE
1 TOTALLY
\ DISAGREE!
N | \_HERE'S WHY!
H

IN SOME CULTURES, ARGUING MEANS

\ G57) You CARE. IN OTHERS, IT MEANS
N=/ SOMETHING HAS GONE VERY WRONG.

(@ scHepuLing

Linear-time €————> Flexible-time

IN LINEAR CULTURES, TIME IS MONEY.
IN FLEXIBLE CULTURES... TIME IS
=~ NEGOTIABLE.
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Psychological Safety

can include, learn, contribute, and

Fearless Organization, Amy Edmondson

Psychological Safety
< Four Stages of Psychological Safety =

0 INCLUSION SAFETY 9 LEARNER SAFETY 9 CONTRIBUTOR SAFETY 0 CHALLENGER SAFETY

T feel accepted, respected, We can ask, try, and My work and ideas T can challenge
and that I belong. learn without fear. make a difference. ideas respectfully.

Let’s test it I seeit
I belong here. differently.

What I do

matters.

® Respect for everyone ® Questions are welcome ® Roles are clear o Disagreement is welcome

® Different voices are heard ® Mistakes become learning © Effort is recognized @ Challenge ideas, not people

® No one is left out ® Feedback helps us improve ©® People are trusted © Respectful accountability
to add value

‘& Belongmg ‘ @ Learning @ Engagement O@ Better decnswns

J
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Our Iceberg Is Melting

Kotter's 8-Step Model for leading change — through the lens of a penguin colony

Our Iceberg is Melting-John Kotter

Change Management

THE QUICK DECISION
Decided, for the pesple, without the. pesple.

CONTOURING TAKES @ MANAGER THINKS, RESULT: SAME DECISION.
700 LONG. WORKLOAD “Al CONTOURING 1S EXPECTING DIFFERENT
IS RISING. THE ANSWER.” RESULTS?
@ —
EXPECTING |
DIFFERENT
= RESULTS? ||
T e e ___________’_A¢ ______________ t _________________________
(@) whar HAPPENS NEXT. S

Need.s lots
of edttmg

No trauung/
support

RESULT: FRUSTRATION. REWORK. WASTE.

WASTED WASTED e @ RUSTRATION | — - ¢ WORKAROUNDS
TIME ‘ MONEY ‘ \ BLETARN. | e

46



Our Iceberg is Melting-John Kotter

Change Management

N

rd

>d The Systems Approach to AT Contouring

with Kotter’s 8-Step Overlay
The people closest to the contouring work understand the workflow.

7\

Log the issue in ILS / QI
Kotter 1 — Create urgency

Enter the concern into
the ILS or QI agenda.

Form a small
9 working group:

=
Gather input from

the right people
Kotter 2 — Build a coalition

N
Compare vendor options
Kotter 3 — Form a vision
Compare different AI contouring vendors
to find the best fit for our context
(patient mix, disease sites/case types, +

~
Compare against what matters

Kotter 4 — Enlist support
Volunteer frontline users can help evaluate the
options using practical criteria: accuracy, editing
burden, site coverage, integration, QA

Contouring burden, physicians, workflow, and resources). transparency, and cost.
ot S CRITERA OPTIONA | OPTIONB | OFTIONC
variation, delays, and dosimatrists, OptionA " Option B 7 Option C ACCURACY w 7 x
rework are increasing. ;"flmsl&/ > = EDITING BURDEN v W X
apists/smg. () SITE COVERAGE v W X
and IT as needed. (WY INTEGRATION v W X
oA x W X
7 A * CosT $ 5 $58
- N _ A % BEST FIT y
~ , ¥ ~ 5 ; o =
@ Decide together and Pilot the best-fit option o Refine and expand Anchor the new workflow
remove barriers @ Q @ Kotter 6 — Create short-term wins Kotter 7 — Sustain acceleration Kotter 8 — Anchor the change
5:: s;:h;:;:ﬁ. ﬁ:w & , = Pilot selected sites. T rL o4 Use feedback from e - Make the new = |"
use it. Address training “ P Measure contour the pilot to improve workflow part of
trust, coverage, workhiw R A quality, edits needed, [ the workflow, expand policy, onboarding,
integration, and exception 5 time saved, and carefully, and update QA, QT review,
handling. ﬁ user experience. training and QA. ’ and culture.
’
A M J P J
N /ﬂ. G

"
1

[
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What Makes Teams Work

1ts that

group of prof als from a




Tuckman, B. W. (1965). Developmental sequence in small groups

Tuckman's Stages of Group Development

(D FormiNG (2) sTormING (@) NormiNg (%) perrormiNG | (5) ADJOURNING

Getting to know Differences surface. Understanding grows. The team works well Task complete.
each other. Tension rises. Ways of working emerge. together and gets results. Transition ahead.

Great work
together!

~--- FOCUS -==-~ | ,~——- FOCUS ----+ | ,~—-- FOCUS —---+ -——- FOCUS - -+

‘ === [FOCUS ===y
| @ Orientation f | Address conflict [ I'e Build trust : | ® Leverage strengths ] | ® Celebrate wins 0
| @ Clarifying goals ; | ® Encourage healthy | | ¢ Define roles : | © Stay adaptable I | ® Capture lessons 1
t ® Building initial I : debate “ : ® Create team norms : © Keep communication : : ® Plan the transition :
| connections I | © Establish respect 1 & J g J| 3 J:
Uncertainty Dtscomfort Alignment Focus drives Close well.
is normal. creates clarity. builds momentum. high performance. Carry forward.
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COMPONENTS OF TEAM EFFECTIVENESS — QUANTIC, 2022

— AT — — W — — R 7 N—
OCOHESION @) COOPERATION Ocomnumm O TRUST

“We belong together.” “We pull in the “How we talk shapes “I can rely on you.”
same direction.” performance.”
The bond that helps Confidence in each other’s
: Shared goals, clear roles, Clear, respectful : 3 el
people feel like one team. il S“PPE rt under pressure. communicat?on helps intentions and reliability.

teams succeed.

® @ @ EKICKE

Belonging  Connection  Interdependence Shared goals  Role clarity ~ Support Listening Clarity Speaking up Reliability Good Consistency
intent

L Do we feel like a team? J Are we aligned? l‘lc?:":zﬁicﬁgf - Can I count on you?

N o N N A
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MIT HUMAN DYNAMICS LABORATORY — PENTLAND, 2012

@ WHAT MATTERS MosT R

COMMUNICATION —
NOT 1Q, SKILL, OR
INDIVIDUAL TALENT

INDIVIDUAL
ALENT

e —
Interaction patterns beat

1Q SKILL

__

individual traits. J

~

€) Eneray

Frequent,
rich exchange.

THREE KEY FACTORS

=

€D ENGAGEMENT

Everyone
participates.

€ cxpLoraTION

Reach beyond
the core team.

-

(« : .
>y How a team communicates matters more than what any one member knows. - '
L
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TRUST IN PROFESSIONAL TEAMS — EDMONDSON, 1999

(" @Y COMPETENCE TRUST
“I trust your ability.”

YOM can do wha‘t 90“ Sﬁy gou can dD.

@’@(Ou

You do what is right,
even when it costs you

[ @ INTEGRITY TRUST |

“I trust your character.”

[ €) BENEVOLENCE TRUST |

“I trust your intentions.”

You want good outcomes
for me too.

Skill Reliability Humility Honesty Transparency  Consistency Advocacy Credit-sharing Support
L Can you deliver? PR Can T rely on your principles? » Y Do you care about my good? )
— " 7
S Trust grows in three layers: ability, character, and care. D = j
= - ?
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KNOWN FAILURE MODES OF TEAM DECISION-MAKING

Every team is vulnerable to these — including yours.

(1) GROUPTHINK

The team suppresses dissent
to preserve harmony.

Isee a
risk... but
T'll stay

(2) SOCIAL LOAFING

People exert less effort when
responsibility is shared loosely.

Someone else
probably
checked it.

(3) THE ASCH EFFECT

People conform to group judgment
even when they doubt it.

I think it's
wrong... but
everyone
agrees.

[ Trig ger: Leader signals the answer early

Trigger: Confident majority opinion J

[ Fix: Cognitive diversity ]

‘ Trigger: No clear owner 1

‘ Fix, Assign named owners

Fix: Independent input before discussion

The Evidence Arsenal




WHY EVIDENCE CHANGES THE CONVERSATION

You are not proposing something radical. You are proposing what the

evidence already requires.

[ THE HIERARCHY (NO EVIDENCE) |

[ THE EVIDENCE-BASED TEAM |

Decisions are based on opinion, power,
and “that’s how we've always done it.”
Challenge is punished. Change is resisted.

Decisions are based on best available evidence,
expertise, and shared responsibility.
We speak up. We check the facts. We improve care.

I decide.
Bring me results,

Here’s what the
evidence shows.
Here's what it

means for us.

not excuses.

@ No data.
® No context. ;
® No accountability.
® High risk.

® Poor outcomes.

THE RESULT

WE USE EVIDENCE FROM
AaAh Science. Education,
(517] AAPM

Patient safety.

A\ BR Quality standards.
Appropriate care.
ASTRO Clinical guidelines.
Evidence-based practice.
Fesms  Research that im
proves
AHRQ LT
Coverage. Quality.
} (ems i

,l;\, AAMD Professional practice.

Quality dosimetry.

‘l JC  Sefety standards.

Better outcomes.

THE RESULT

(® Burnout and turnover.

Al ®

Stuck in Higher Paor Team i I‘ i
the past risk outcomes frustration Stronger e
team outcomes

Continuous Team
improvement pride

Lad&dd & %

Best available
evidence

Shared
accountability

Better decisions
Lower risk
Better outcomes
Stronger team
Higher trust

Better care for
patients
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When They Say It — What You Can Say
Back




Safety Differently, Sydney Dekker

What they say, what you can say

i AUTHORITY & SILENCING - PART 1 0F 2 E

When hierarchy decides whose concerns count.
EVIDENCE-BASED RESPONSE

AHRQ TeamSTEPPS
Two-Challenge Rule
overrides authority
gradient for
patient safety.

WE HEAR THIS...

"That’s above

your pay
grade.”

Using tenure as a

“You are a newbie”
/ “You are
outdated.”

@ silencing mechanism
m is a safety culture

failure pattern.

AHRQ’s PSNet reguires
near-miss reports
regardless of

attached solutions.

Just Culture specifies
the burden of proof
runs toward safety,

not away from it.

“Bring me
solutions, not
problems.”

“Prove to me
there is no
snfetg issue.”

5] AUTHORITY & SILENCING - PART 2 oF 2

When the concern gets redirected instead of addressed.

EVIDENCE-BASED RESPONSE

. WE HEAR THIS...

IOM calls for
“You can be right, evidence-based,

but they decide.”

decentralized

decision-making.

“Don’t make this
bigger than it
needs to be.”

TJIC requires escalation
of safety concerns
through a defined

process.

CMS CoP includes
the right of staff

to raise concerns

“Your email /
comment was
inappropriate.”

without retaliation.

TJC PI standards
require safety
discussions to be
documented and
traceable.

“Let’s take
this offline.”
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Safety Differently, Sydney Dekker

What they say, what you can say

RODUCTION & SPEED - PAR@
F

When throughput becomes the reason safety can wait.

WE HEAR THIS... EVIDENCE-BASED RESPONSE

IHI data shows a
10-minute daily huddle
reduces downstream
communication failures
by up to 40%.

“We don't have
time for that.”

i PRODUCTION & SPEED - PART

When the system failure gets transferred to the individual.

EVIDENCE-BASED RESPONSE

WE HEAR THIS...

CMS QAPI §482.21
requires tracking the
cost of quality failures.

"We can't afford

to slow down.”

CMS Conditions of
Participation and
TJC accreditation
standards contain
no budget qualifier.

“Safety is as high
as affordable.”

AHRQ identifies
=) @ normalization of workload

concerns as a precursor

It's just a few

hours / not
that much work.”

to burnout and error.

[OM's Crossing the
Quality Chasm names
production-first cultures

"We need to
focus on
production first.”

as a primary driver of
preventable harm.

IOM established that
94% of failures are
system failures, not

individual ones.

“Just make
it work.”

IOM identifies
schedule pressure as
a failure mode, not a

“We need to
keep the ship
on schedule.”

safety feature.

“We'll fix it Deferred correction is a
later.”

latent condition accumulator

per Reason's Swiss cheese

model.
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Safety Differently, Sydney Dekker

What they say, what you can say

NORMALIZING RISK - PART 1@
k

When familiarity gets confused with reliability.
WE HEAR THIS...

EVIDENCE-BASED RESPONSE

ﬂ TJC requires continuous
9 review of safety culture,

u not preservation of it.

“We've
ﬂl.wﬂHS dO’IB

it this way.”

Diane Vnughan's
normalization of deviance
research shows widespread
practice predicts

“Evergone
does it."

unchallenged risk.

IOM identifies absence of
reported harm as a lagging
evidence, not evidence

of safety.

“It's never

before.”

HRO theory defines safety

as a dynamic non-event

“We are

already safe.” requiring active

maintenance.

NORMALIZING RISK - PART 2 OF 2

When the organization stops looking for what it hasn't found yet.
WE HEAR THIS... EVIDENCE-BASED RESPONSE

AHRQ distinguishes leading

_) 4 indicators from lagging

indicators; fine numbers may

The numbers
look fine.”

mask under-reporting.

THI requires frontline workers

“We don't see i
on improvement teams because
any other N e

= leadership’s view is structurally
solutions.

narrower.

“We know you
don't like it, but
this is the only

Wﬂy.

CMS QAPI requires
identification of improvement
opportunities from

all levels.

Compliance is the floor,

The inspectors

not the ceiling; the real
will look for this.”

question is whether the
practice makes patients safer.
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Safety Differently, Sydney Dekker

What they say, what you can say

LEARNING & ACCOUNTABILITY AVOIDANCE - PaRT 1 oF 2

When fixing blame replaces fixing the system.
WE HEAR THIS... EVIDENCE-BASED RESPONSE

I0M: 94% of errors are
system failures. Just Culture
distinguishes human error
from recklessness.

“People don't always
do what they're
supposed to do.”

“If you 40'}"- B Documentation-centric cultures
docur::nt :t: .9 suppress verbal near-miss
You haven't reporting.

“Overthinking” in safety
contexts is called vigil.unce;

“Let’s not
overthink this.”

\ penalizing it is inconsistent
" with HRO standards.

HRO research distinguishes

_) trust in people from trust in
systems; trust without system

design isn't a safety strategy.

our people.”

s J

LEARNING & ACCOUNTABILITY AVOIDANCE - PART 2 oF 2

When the feedback loop gets closed before it can teach anything.
WE HEAR THIS... EVIDENCE-BASED RESPONSE

Just Culture: the goal is identifying

_) the system failure, not assigning
blame — but applied to system
analysis, not people.

m TJIC requires ongoing data analysis,
We already - not one-time. review. PDSA requires
reviewed that.” u repeated cycles

AHRQ identifies qualitative signals
9 as leading indicators that precede
e measurable events by months.

“Let’s not
point fingers."

“If you can't
measure it, you
can't improve it."

IOM calls for local adaptation
where evidence supports it;
mandated consistencg may serve
administrative convenience over
safety.

“We need to be
consistent across

all sites.”
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"= FROM HUB To LEADER - -

LV 8 Beyond Taylorism — From +as|< doer to trusted leader, W Wy »
5 iz ;
2 [ Tavorim ) Not Just EXPERTISE + REFERENT STRUCTURED LEARNING SHARED :
¢ Task assignment PLANNING INFORMATION POWER V0|CE TooLs LEADERSHIP 2B B - %‘
i ETTI

¢ One-way
¢ Top-down

' @@@ (’Hunpm\ sl FWUREE) &

@ EXPERTISE, INFORMATION & REFERENT POWER
ARE ESSENTIAL IN POWER DYNAMICS.

i + BETTER CARE
V' SAFER SYSTEMS

v MEANINGFUL WORK | =%
v/ FULLER LIVES i

\ S g ) /' — % L’\% :
M ‘ The people closest to Jrhe work %“ﬁ\n :
~ should help shape ’rhe work — and the fufure,

Bzvono N\
- Jask-ONLY
M IDENTITY /




