
 

 

HPT Dharma Wheel 
 

 
 
 
The HPT Dharma Wheel is obviously important, because it has been on my whiteboard at 
home for over a month now, and I have procrastinated and utterly refused to write it down. 
 
Finally, I have to write it down so I can rub it off, because I am sick of looking at it. 
 
It forms the basis of our 'Below Ten Thousand Medical' modus operandi for introducing 
change into the clinical setting, and it seeks to encourage innovators to involve and 
empower other clinicians in the finding of lasting solutions to 'systems of work' problems. 
 
It takes us from 'idea' to 'goal' in an inclusive and collaborative way, engineering trust and 
ownership into the change process. 
 
 
Perhaps it is “Idea” to “Outcome” rather than goal.  Through feedback we can evaluate if it 
was achieved or not and what we have to do to make it better or change?? 
 
 



 

 

Phase 1: 
 
 
 
The light hand of management is merely to facilitate the process, to touch  
but not to stamp on the process. 
 
From the generation of an idea, the process takes us through the magic question:  
"So, what would such a thing LOOK LIKE?".... 
 
....The next task of reverse engineering the process, uses the contextual experience of 
those actually DOING the work. 
This phase, Phase 1, is the birthing phase.   
 
Or perhaps it’s the Demise Phase if an idea proves untenable.   
Individuals who work every day at the coalface know the true limiting and enhancing rules, 
regulations, behaviours.   
Coalface workers must firstly give them selves the authority to critique their own practices 
and that of their peers, and secondly they must GIVE A DAMN!!!   
They have to WANT to be the vehicles of the change THEY want to see, not to wander 
around and believe that MANAGEMENT WILL make or change rules for the better. 
 
It drives to the creation of humanistic and sustainable decision-making trees which are 
mindful of outcome, and depends on the presence or creation of trust and the willingness 
to invest in the workplace and those who work in it.  
 
This is engagement, just in case we need to spell out what ENGAGEMENT really means. 
 
That is, and this is an important distinction: engagement in fact! Not just in appearance! 



 

 

Phase 2: 
 
Once you have a handle on the proposed process, the next phase, Phase 2, is to build 
collaboration and thus ownership of the solution. 
 
Here we build the solution to its most architecturally sound and effective form. 
 
In terms of 'Below Ten Thousand', we started off with the assumption that we wanted 
'immediate unquestioned quiet'.  
 
Through collaboration we matured that assumption. 
 
We found that what was required was the immediate creation of a problem solving 
environment, which included not just ‘noise and distraction abatement’, but situational 
awareness and a high performance team environment which sometimes involved cross-
disciplinary communication and exchange of ideas and information. 
 
Same general idea, but with a stronger, more strategic and empowering purpose and 
outcome. 
 
Also, buy-in from other people increases ownership of the idea, creates discussion, and 
essentially coaches collaboration because, having done it once, we can do it better, 
stronger and faster the next time around. 
 
The 'fear' barrier to change has been broken, since change mechanics at the clinical level 
now includes participation and terms of reference, not just imposition. 
 
We incorporated into Phase 2 the cycle of: 
 
Plan         (L)   Locate the situation. 
Do           (U)   Undo all the complexities and distractions around it. 
Check      (B)   Build with less. 
Build……….. (E)      Evaluate . 
 
I don't need to spell it out, because it is simple. 
It is what it says it is. 
Because at each cycle, you build on what you had before, and check that it works. 
 
The skill in this building process is the understanding of what we call 'uncompl3xity', or the 
engineering of elegance into the process. 
 
You know when you are finished, not when there is nothing left to add, but when there is 
nothing left to take away. 
 
The final result is fluid, do-able, effective, efficient, solid, and maximally respondent to 
downstream systems flow. 
 
There is no futility. And just in case you need the BTT definition of futility:  
'Process dismissive of outcome'. 
 



 

 

Phase 3: 
 
 
Now that we have the finished product, replete with inbuilt ownership established through 
collaboration, we now move into the next phase which is incorporation of the idea into 
practice and its perpetuation into culture. 
 
This is the 'building capacity and resilience into your team' part, and we know the idea will 
never stall, because ownership ensures that it will be passed on to each new wave of 
clinicians as they pass through on their clinical journey. 
 
In this, we have achieved our goal and created dynamic team resilience.  
Because if they can solve one problem, they can solve another. 
 
Arriving at a goal demands celebration. 
 
Not of you, silly, but of THEM! 
 
They created the change, and achieved a goal! 
 
It might seem the long way around, but it is a SUSTAINABLE result. 
 
 

 



 

 

It seems like a helluva long way 'round! 
 
The temptation to take the short cut, from a manager's perspective, is great. 
 
The temptation to go the wrong way around the wheel, straight from 'idea' to 'goal' without 
all the clinician input! 
 
Less effort; Maximum delegation. It feels so right. 
 
But that is building 'command and control', which is not as good as building 'trust'. 
 
And maybe building a body of "Because I said so's" rather than building a body of 
'empowerment' mindful of the ultimate ‘shared’  goal.  
 
So is uncertainty and confusion on the work floor generated by multiple disenfranchised 
changes, impositions and imperfect communication?  
 
“Was that this week’s “Said So”, or last week’s  “Said So”?” 
Sometimes, even if you win, you still lose. 
 
It is scary stuff, because it flies in the face of our understanding of the idea of "being a 
'strong' leader" 
 
But at the end of the day, if, as high performance teams, clinicians are sustainably 
solving clinical flow dilemmas, then each solution becomes one less 'fire' you will have to 
put out tomorrow, which frees up more time to manage and lead and develop better 
contingency strategies and identify and grow talent and plan for the future. 
 
It is, in the end, building process, culture and authenticity from the ground up, which is a 
damn sight better than distrust, disengagement, hypocrisy, disconnect and chaos. 
 
Move forward to a more mature and strategic future. If you are game! 
 
Finally! Now, where's that bloody whiteboard cleaner? 


