
Case Study #1 

Unintended Medical Exposure



Leadership and Management for 

Safety 

• Requirement 2: Demonstration of 
leadership for safety by managers

• Managers shall demonstrate leadership 
for safety and commitment to safety

• 3.2. Managers at all levels in the 
organization, taking into account their 
duties, shall ensure that their leadership 
includes:
– (a) Setting goals for safety that are consistent 

with the organization’s policy for safety, 
actively seeking information on safety 
performance within their area of responsibility 
and demonstrating commitment to improving 
safety performance 



Learning Objectives

• Setting goals for safety, including:

– Dealing effectively with competing goals

– Effectively seeking information as a leader 

– Making decisions for safety 

– Communicating the basis of safety relevant decisions 
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Profile of the Hospital

• The Hospital has services in:
– Radiotherapy

– Nuclear Medicine

– Diagnostic Radiology

• The Radiotherapy Service is 
provided with:
– Teletherapy equipment with cobalt 60 

radiation sources

– High Dose Rate (HDR) brachytherapy 
equipment with iridium 192

– 3 Linear Accelerators

– 2 CT (Computer Tomography) for 
planning of teletherapy treatment

– Conventional X-ray equipment for 
positioning in brachytherapy treatments



Profile of the Hospital cont’d 

• The number of patients at the 
Hospital is high as it is the only 
service in the country

• Two 5-hour shifts to operate the 
Co-60 teletherapy equipment

• Hospital has a License for the 
relevant facilities and activities 
issued by the Regulator a 
renewal period of 5 years
– Biennial inspections are conducted 

and no violations have been 
detected to date 



December 2016November 2016September 2016

Rise in demand of Co60 

treatment

➢ Patients complain 

about the 

unavailability of 

Co60 treatment

➢ Director of the 

Hospital requests 

additional 

resources from the 

Ministry

➢ Biennial inspection 

completed by the 

Regulator, no 

major findings

➢ Regulator informed 

over coffee of the 

rising pressure for 

more Co60 

treatment; he 

stressed that the 

5-hour timeframe 

should not be 

increased for the 

shifts

➢ Ministry rejects 

request for 

additional 

resources and 

requests that the 

Director find a 

solution within 

available budget 

constraints

➢ Director together 

with the Chief 

Accountant 

reassess available 

resources 



Mid-January 2017Beginning of 

January 2017

December 2016 

cont’d

Introduction of the third shift

➢ Director requests 

that Marion 

introduce a 

“reduced” 3rd shift 

with a single 

radiotherapy 

technician 

➢ Marion makes 

arrangements  

➢ RPO and NRA not 

informed

➢ 3rd shift begins 

operations with 

Mark as the sole 

radiotherapy 

technician

➢ Patients allocated 

randomly to 3rd 

shift

➢ Marion receives 

some patient 

complaints 

concerning their 

preference for 

additional staff on 

the 3rd shift to 

ensure proper 

treatment

➢ Complaints 

dismissed with no 

action taken



February  2017End of January  

2017

Operation of the third shift

➢ Carlos, a 

Radiotherapist, informs 

the Director via phone 

of a case of 

mistreatment during an 

evening shift, which he 

quietly fixed 

➢ No formal investigation 

of the case

➢ RPO, NRA, and (most 

importantly) Marion not 

informed

February 2017

➢ Director receives complaint for a patient’s wife 

concerning the wrong treatment being given to her 

husband

➢ Marion requested by Director to investigate

➢ Mark interviewed by Marion and it is discovered 

that the wrong treatment was due to an erroneous 

identification of the patient

➢ Patient rescheduled to the morning shift and Mark 

is told to be more careful

➢ Again, RPO and NRA not informed



April 2017

Bad Publicity

➢ Rumors begin circulating about the decrease in 

patient care within the Radiotherapy Services of 

the Hospital

➢ Investigative reporter publishes an article in the 

popular local newspaper accusing the Hospital of 

mistreatment and lack of care



Leadership Considerations

• What were the main issues or tensions that created 
problems within the case?

• What actions were taken (or not taken) in response to these 
issues or tensions?

• What could have been done differently?

• How do you perceive Marion as a decision-maker in relation 
to safety and what would you do differently in her role?

• What lessons do you expect David to learn from this case 
and what would you suggest for the Regulator’s leadership 
for safety role?

• Why do you suppose nobody questioned the decision to 
introduce a third shift from the very beginning and also after 
problems began to appear?



Instruction for group work

• You have all received a list of your groups with a room for group 
discussion 
– Please form your teams in your designated location

• Discuss the case in terms of the Leadership Considerations
– Reread the case if necessary

– Consider the Learning Objective

– Facilitators will circulate

• Following the break we will reconvene 
– Each group is expected to bring their thoughts, ideas, and opinions to the 

group discussion

• Please do NOT concentrate on technical matters
– The purpose of the case is to focus on leadership for safety in practice 

– Consider the learning objectives from time to time


