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S

trong direction from a competent leader especially skilled at
leading individuals and teams
is a well-established expectation in
business. 1 Moreover, the core set of
principles embedded in the emotional
intelligence (EI) model are valued for
business leaders, with data showing that
organizations with successful leaders
score high on EI.2,3 Translating these
strengths from the business world to
medicine, however, is no easy task—
especially when a changing medical
landscape, with new models of delivery

and payment, demand high levels of inter-professional collaboration.4
Traditionally, healthcare leaders
have been chosen for strength in their
discipline rather than in leadership
skills and competencies.5 This is compounded by the fact that few undergraduate/graduate training programs
exist in medicine with a longitudinal
leadership curriculum, and even fewer
with an EI foundation. In the multidisciplinary field of radiation oncology
(RO), team-based skills are particularly
important; yet current U.S. training
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programs do not specifically incorporate these elements. Educators have
indicated the need for discussion about
a leadership curriculum for residents at
the national level.6 This is a significant
opportunity for the field of RO to set
the bar for leadership training in graduate medical education.
Recently, Turner et al reported on a
global radiation oncology leader curriculum with 20 leader competency skills
defined after an international Delphi
consensus study.7 These competencies
were housed in 3 broadly defined categories: contributing to the improvement of cancer care delivery in teams
and wider health systems, engaging in
stewardship of cancer care resources,
and demonstrating elements of leadership in practice. In the last category,
the development of self-awareness was
incorporated by attention to strengths,
weaknesses, values, drivers, behaviors,
and impact on others. This study demonstrated that developing a global leadership curriculum for radiation oncology
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Table 1. Twelve Core Competencies Forming the Emotional
and Social Competence Inventory (ESCI)
SELF

OTHER

Self-awareness:
Emotional self-awareness

Social awareness:
Empathy, organizational awareness

Self-management:
achievement orientation,
adaptability, emotional self-control,
and positive outlook

Relationship management:
Coach and mentor, inspirational 		
leadership, influence, conflict
management, and teamwork

is feasible, and is actively being initiated
in Canada, Australia and New Zealand.
Next year at the annual European Society for Radiotherapy and Oncology
(ESTRO) meeting there will even be a
new course teaching the principles of
leadership for radiation oncologists at the
ESTRO educational school.
A resident curriculum in RO for enhancing interpersonal and communication skills as well as professionalism is
not well-defined, despite data showing
that better doctor-patient communication has been associated with fewer patient complaints8 and medical errors.9
Moreover, while nearly 10 years have
passed since The Joint Commission
issued its Sentinel Event Alert cautioning that disruptive behaviors of healthcare personnel can compromise patient
safety, 10,11 many radiation oncology
residency programs still struggle with
how to incorporate curricula to improve these skills in an already tight
agenda.
The value of EI as an essential leadership competency in healthcare has
been growing, but data are still mixed.12
For medical students, EI has been associated with building leadership and empathy skills,13,14 and interest is growing
in developing a leadership curriculum
in undergraduate medical education.
December 2017

While some evidence suggests that
leadership training that includes EI can
benefit family medicine residents,15,16
others have not shown a benefit to incorporating EI.10 Thus, the question
we address in this article is whether an
EI-based leadership curriculum has a
potential role in the postgraduate medical training of U.S. radiation oncology
residents.

Potential EI Model Benefits for RO

Several models describe and assess
EI, with perhaps the best known deriving from the work of Goleman and
Boyatzis. In this model, EI consists of
4 quadrants: self-awareness, self-management, social awareness, and relationship management. Although many
tools assess EI, one used in business
and graduate business education for
over 20 years has been the 360-degree
survey, the Emotional and Social Competence Inventory (ESCI). The ESCI
is comprised of 12 core competencies
that form the basis of EI. (See Table
1.) In the self-awareness quadrant is
emotional self-awareness. Within
self-management are the competencies
of achievement orientation, adaptability, emotional self-control and positive
outlook. Social awareness is comprised
of empathy and organizational aware-
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ness. Finally, 5 competencies form
relationship management: conflict management, coach and mentor, influence,
inspirational leadership and teamwork.
Goleman has proposed that EI can
be learned, as the potential exists for
practice-based learning beyond an
individual’s intrinsic genetic capabilities.17 This potential resides in the
brain’s limbic system, which governs
feelings, impulses, and drives that can
be “rewired” with practice. This model,
thus, has the potential to be “taught”
to radiation oncology residents with
practice-based learning.
Effectively teaching EI to RO residents could yield multiple downstream
benefits. Data at the medical student
level have shown poorer specific and
overall communication skills as rated
by standardized patients in students
whose reflections indicate higher
emotional withdrawal18 and poor decision-making. 19 Since emotion is
closely intertwined with the journey of
oncology patients and their families,
the multiple opportunities for radiation
oncology residents to develop empathy
during 4 years of training could offer
extensive immersion in practice-based
learning. At the faculty level, data reported by Pollak et al have shown that
when oncologists respond to patients
APPLIED RADIATION ONCOLOGY
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with statements classified as “continuers” that allow them to express emotion,
patients report less anxiety and depression as well as greater satisfaction and
adherence to therapy, yet oncologists
responded in this manner only 22% of
the time. 20 Continuer statements allowed the physician to state the patient
emotion, empathize with the emotion,
praise the strength of the patient, show
support, and explore with the patient
more of the emotion being expressed.
If RO residency training incorporates
the first EI quadrant, trainees could not
only benefit themselves but also their
patients.
In parallel with EI training in
self-awareness, developing self-management competencies could yield
significant benefits. With accelerating
changes in healthcare, increasing feelings of burnout among faculty and resident radiation oncologists have been
reported, often attributed to concerns
regarding documentation, reimbursement, and patients’ health insurance
coverage. 21 A study evaluating academic chairs of radiation oncology
programs22 noted that major stressors
were budget deficits and human resource issues. Additionally, a recent
study of academic radiation oncology
chairs found that higher EI correlated
with low rates of self-reported burnout,23 reinforcing the idea that resident
training on self-management, time management, and stress response within
the consistent framework of the EI
model could help programs nationally
decrease burnout within training and
prepare residents for resilient postgraduate careers.
As residents gain confidence in recognizing and managing their emotions,
the broader context of social awareness
may not only lead to the development
of empathy with patients, but also with
others in the healthcare team. Moreover, the organizational structure of
oncology, both in the clinical and research domain, is bathed in a dynamic
10
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interplay of multiple disciplines interacting daily. Clinically, residents interact with faculty and staff in the related
oncology, surgical and medical subspecialties as well as with colleagues
in pathology, radiology, internal medicine, and infectious disease in a variety
of settings ranging from tumor boards
to inpatient units. During residency,
however, trainees are often not exposed to formal training in relationship
management.
On the research front, such social
awareness and management are no
less important, especially given the
high-achieving residents who pursue
active research projects during training. Recent data show that over 90% of
radiation oncology residents perform
retrospective research while 20% lead
prospective clinical trials, and 50%
participate in translational projects.24
These projects immerse residents in
teams comprised of other physicians
both internal and external to radiation
oncology, as well as biostatisticians,
basic scientists, computer engineers,
mathematical oncologists, and epidemiologists. During such collaborative
work, conflicts may arise due to factors
such as differences in power dynamics
as well as difficulties in team members
learning to collaborate, negotiate conflicts, resolve differences, and work
effectively in the team environment.
However, training in these essential
skills is lacking within the traditional
radiation oncology resident curriculum.
In the current cancer continuum, the
pace of translating discoveries from
bench to bedside is exponentially increasing as disruptive technologies
continue to evolve with contributions
increasingly coming from those in
nonbiomedical fields such as computer
science and engineering. 25 Nationally, there is parallel interest in fostering cross-disciplinary collaboration
among health scientists to promote the
types of scientific teamwork that can
improve population health. 26 Recent

data support the trend of increasing
collaboration in science, with more
grant submissions and publications
from cross-discipline collaborators vs.
within-discipline collaborators.27 In
oncology, pairings of basic scientists
with clinicians are seen as important
foundations to an integrated academic
culture to accelerate discovery and
innovation.28
With the future inviting more opportunities for collaboration, radiation
oncology residents may be in a unique
position to serve at the forefront of developing EI-centric leadership competencies. Long term, this has the
potential to expand the representation
of radiation oncologists in prominent
leadership roles at the organizational/
institutional level, rather than just the
RO departmental level, thus widening
the range of the voice of RO as a specialty. Given the smaller class size of
residency programs, trainees across all
4 years are in the same lectures, journal clubs, and case conferences. Built
into training is the capacity for role
modeling of the first-year residents observing the performance of older residents. There is also the “safety” net of a
same-discipline cocoon in which trainees can develop skills through engaging
role play.
The challenge is how U.S. programs could incorporate such curricula within the confines of an already
packed schedule. The structure of the
4-quadrant EI model may potentially
provide the best fit in this setting. Such
structure could be reinforced with
practice-based learning environments
in the context of the clinical content
taught that day. At the medical student
level, simulation labs with standardized patients have fostered clinical
skills, and are being used for specifically developing and assessing students’ EI competencies as well. This
simulation-based medical education
(SBME) has been shown to improve
patient safety and, with appropriately
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structured learning objectives, can
focus on individual or team-based activities with attention to communication, collaboration and teamwork, and
decision-making.29
With some format modifications, the
SBME program could potentially apply
to RO residency training in the existing
content modules. For example, a tumor
board scenario could be designed that
would integrate case workup and review as well as journal articles. The faculty lead could assign each resident an
appropriate journal article and position
to defend. The senior residents could
play the roles of medical and surgical
oncologists and engage the first year in
a conflict scenario. First-year residents
would later write a reflection on how
they felt when their position was questioned and how they managed their internal response. Senior residents would
write a reflection on how their role affected how they spoke to the colleague
and what strategies they used to influence the tumor board group to their
position. As such, the senior residents
would be practicing not only conflict
management skills, but also their ability to influence the team. Integrating an
EI-centric approach may thus enhance
the engagement of the residents and potentially enrich their understanding of
the material since they would have to
actively assimilate the scientific journal content to best articulate their position to the group. The simulated tumor
board group environment could be
maximized in the context of case conferences and journal clubs.
The 4-quadrant EI model also has the
foundation for integrating it as a coaching tool. Residency programs featuring
a coaching approach have traditionally
done so with a faculty/resident pairing,
with qualitative data suggesting that
such coaching dyads during postgraduate training can breed physician leaders
who can improve the clinical practices
in which they work.30 At the faculty
level, peer coaching has been reported
December 2017

to positively impact those who coach
as well as those who receive the coaching by contributing to professional development by encouraging reflection
time and learning.31 The specifics of the
type of dyad model to consider in RO
training would need further testing, but
given the small numbers of trainees,
both the faculty/resident and senior/junior resident may have a role.
An EI-centric approach to leadership
training for RO residents may provide
a systematic approach to accomplish
many of the competencies espoused
in the global Delphi consensus study.
With respect to improving cancer care
delivery in teams and wider health systems, training programs may decide to
engage coaching pairs in quality improvement (QI) projects for the department. By working in pairs, the residents
would need to seek engagement for the
appropriate stakeholders, which would
allow them to practice communication
skills with staff both inside and outside
the department. They would have the
opportunity to manage a project, meet
deadlines, run meetings, and lead themselves to successful completion. At the
end of each year, the projects could be
presented orally to the faculty, which
would also allow them to practice professionalism skills. To engage residents
in cost and resource stewardship, basic
training in finance could be taught so
projects could have appropriate budgetary metrics to meet. Finally, these
yearly projects may provide the opportunity to demonstrate competency in
elements of leadership. To complete the
project, the resident pairs would need
to add other advisors to their team and
learn how to influence different stakeholders to accomplish their goal.

Conclusion

The changing healthcare landscape
offers increasing opportunities for specialists in radiation oncology to become
effective physician leaders in larger organizational settings, spanning both the
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clinical and research environments. The
4-quadrant EI model has been associated with superior achievement in the
business community but has not been
validated in RO residency training. A
global Delphi consensus study has now
defined a leader role curriculum for RO.
Further evaluation of an immersive
EI-centric leadership training curriculum would be feasible for U.S. residents
in radiation oncology.
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