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The War Story

Kenji had been with Precision Flow Systems for six years. He ran the second-shift quality team
and, by any reasonable measure, ran it well — his team's defect rates were consistently in the
bottom quartile, their first-pass yield was a full four points above plant average, and he had
personally identified and resolved two recurring nonconformances that had stumped the day-
shift team for months.

He found out about the new inspection protocol from a laminated sheet posted near the time
clock.

The protocol had been developed over three months in a cross-functional working group that
included two day-shift quality leads, the plant engineer, the process improvement manager, and
the quality director. The group had met eleven times. They had piloted the new approach on first
shift for four weeks. They had documented lessons learned, revised the procedure twice, and
prepared training materials.

Kenji and his second-shift team were introduced to the finalized, piloted, revised protocol on the
day it went live — via laminated sheet.

The implementation on second shift went poorly. Three of the new inspection steps conflicted
with second shift's station layout in ways that would have been obvious to anyone who had
spent an hour on that floor. Two of the defined measurement intervals were physically
impossible to achieve with the gauging equipment second shift used, which was older and
slightly different from first shift's. The nonconformance rate spiked for eleven days before the
plant engineer could be pulled in to troubleshoot.

When Keniji raised these issues, his quality director said something that would become a fixed
point in Keniji's thinking about the organization: 'l didn't realize second shift had different
equipment. We should have looped you in earlier.'

We should have looped you in earlier. Past tense. Acknowledged as an error. Not treated as
one.

The same working group reconvened eight weeks later to address a process improvement
initiative on line three. Kenji was not invited. He found out from a laminated sheet.

Deliberate exclusion rarely announces itself. It arrives as an oversight, a
scheduling conflict, a ‘need-to-know' judgment. The person excluded
experiences all three the same way: as a message about their standing in the
organization.

Name the Failure: The Two Kinds of Exclusion
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Exclusion in organizations operates on a spectrum, and understanding where a given pattern
falls on that spectrum determines both how to diagnose it and what to do about it. At one end is
inadvertent exclusion — genuine oversight, poor process design, or insufficient attention to who
needs to be included. At the other is deliberate exclusion — the intentional withholding of
information, meeting access, or decision involvement to preserve control, avoid challenge, or
limit the influence of specific individuals or groups.

Both are damaging. They are not equally culpable. And they are not always easy to distinguish
from the outside — which is precisely what makes deliberate exclusion so durable. It can almost
always be framed as the inadvertent kind.

Exclusion Type How It Presents The Tell The Organizational Cost

Inadvertent Key stakeholders missed When named, it is Rework, misalignment,
from distribution lists, genuinely corrected implementation failures.
meeting invites, or — the person is Correctable once identified.
working groups due to included going
poor process, habit, or forward, the process
failure to map affected is updated
parties

Deliberate Specific individuals or When named, it All of the above, plus: the
groups are consistently recurs — the excluded person
absent from discussions correction doesn't understands the message.
where their input would hold, the same Engagement collapses. The
be inconvenient, person is absent best contributors leave.
challenging, or likely to from the next
complicate the preferred relevant discussion
outcome

Structural Entire categories of The exclusion Organizational blind spots
people — by shift, role, pattern is consistent that compound over time.
level, location, or across different The people closest to the
demographic — are decision-makers and  work have no path to
systematically excluded different decisions. influence. Improvement
from decision-making No single person is initiatives consistently fail
through process design responsible, but the because the people who
rather than individual outcome is the understand the work weren't
choice same. in the room.

Keniji's situation contained all three. The initial exclusion from the protocol working group was, in
the plant engineer's framing, inadvertent. The second exclusion — from the line three initiative
— happened after the problem had been explicitly named and acknowledged. That recurrence
is the tell. When the same exclusion happens twice after being named once, it is no longer
inadvertent. It is a policy.

The Need-to-Know Rationalization: How Exclusion Becomes Culture
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'Need to know' as an information-sharing standard originates in legitimate operational security
contexts — military, intelligence, certain regulated industries where information exposure carries
genuine risk. In most corporate and manufacturing environments, it has been borrowed as a
general principle of information management without inheriting any of the rigor that makes it
appropriate in its original context.

In practice, 'need to know' in a manufacturing or service organization functions as a control
mechanism: it places the decision about who needs what information entirely in the hands of the
person who holds it. That person's judgment about who 'needs to know' is shaped by their own
interests, assumptions, and comfort — not by any systematic analysis of who the information
would enable to contribute.

The Five Ways ‘Need to Know' Gets Weaponized

» Control maintenance: 'lf | share this data, others will have opinions about it and I'll lose
control of the decision.' The information is withheld not because others don't need it but
because they might use it to challenge the preferred conclusion.

+ Challenge avoidance: 'If | include Keniji in this working group, he'll raise the second-shift
equipment issue and complicate the timeline.' The exclusion is specifically targeted at the
person most likely to surface a problem. This is the most damaging form because it is the
most precisely aimed at the organization's early warning system.

+ Status signaling: information access is used as a proxy for status — those in the know are
those who matter. Exclusion communicates organizational standing more efficiently than
any title change. The person excluded understands exactly what their access level says
about their perceived value.

 Efficiency rationalization: 'We can't include everyone in every meeting — it would take
forever.' This is sometimes legitimate. It becomes a rationalization when 'everyone' means
'the people we'd have to respond to' rather than 'an unmanageably large group.'

* Demographic pattern: certain roles, shifts, locations, or demographic groups are
consistently absent from decisions, not because of any single decision-maker's intent but
because the process was designed around assumptions about who matters. Keniji's
second shift is an example — the working group was built from day-shift participants
because day-shift participants were the ones the process designers thought of first.

The Cost That Doesn’'t Appear on the P&L

When the people closest to the work are excluded from decisions about the work, the
organization pays twice: once for the implementation failures that result from decisions made
without ground-level knowledge, and once for the disengagement of the people who understand
the gap between the decision and the reality. The second cost is larger and slower-moving. It
accumulates in the form of people who stop raising their hand, stop offering ideas, and
eventually stop showing up — to the job if they have options, and to the work if they don't.

The Toyota Way: What 'Respect for People' Actually Demands
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The Toyota Way is organized around two foundational pillars: Continuous Improvement and
Respect for People. Of the two, Respect for People is the less operationalized in most
organizations that attempt to adopt Toyota principles — partly because it sounds softer than
improvement tools and partly because its implications are more demanding than they first
appear.

In Toyota's framework, Respect for People does not mean treating employees with politeness,
though it includes that. It means taking seriously the principle that every person in the
organization has knowledge, judgment, and capability that the organization requires in order to
improve — and that systematically excluding any of those people from the decisions that use
that knowledge is not merely impolite. It is a form of waste: the waste of underutilized human
capability, which Toyota's lean framework treats with exactly the same urgency as material
waste or production downtime.

Taiichi Ohno, the architect of the Toyota Production System, was explicit: the person on the
factory floor is the expert on what is happening on the factory floor. Not the engineer. Not the
manager. Not the working group in the conference room. The improvement initiative that
excludes the operator has, by definition, excluded the person with the most relevant knowledge.
'Respect for People' is not a sentiment in Toyota's framework — it is an epistemological
commitment to where organizational intelligence actually lives.

Applied to the exclusion problem, Respect for People translates into a specific set of operational
demands that are considerably more concrete than 'be inclusive':

» The people who do the work are the first source of process knowledge — not a secondary
input consulted after the decision is designed.

» Decision quality is measured by whether it works for the people implementing it, not by
whether it satisfied the working group that designed it.

* Inclusion in improvement work is a default, not an exception. The burden of justification
falls on exclusion, not on inclusion.

» The leader's role is to surface and use the knowledge that lives at the front line — which
requires creating conditions in which that knowledge can travel upward, not conditions in
which it stays where it is.

The Fix: Five Practices for Structured Inclusion

The antidote to exclusion is not inviting everyone to every meeting — that is neither practical nor
useful. It is designing decision and improvement processes that systematically identify who
holds relevant knowledge and create structured paths for that knowledge to enter decisions
before they are made. Here are five practices that accomplish this.
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Practice 1: Stakeholder Mapping Before Working Group Formation

Before any working group, improvement project, or decision-making process begins, explicitly
map the stakeholders: who is affected by this decision, who implements it, who holds
knowledge that would change it, and who is excluded at their own risk. This mapping is not a
formality — it is a quality gate. A working group formed without a completed stakeholder map is
a working group that has not yet defined the boundaries of its own blind spots.

For the protocol working group at Precision Flow, a stakeholder map that took thirty minutes
would have identified second shift's different equipment configuration, different station layout,
and different workflow — and would have made Keniji's inclusion an obvious conclusion rather
than an afterthought revealed by eleven days of elevated nonconformances.

The Stakeholder Mapping Question

For any significant decision or improvement initiative, ask: '"Who will implement this, and have
we included someone who knows their environment?' Not 'someone who knows the process in
the abstract' — someone who knows the specific conditions in which the change will be
executed. In manufacturing, this almost always means someone from every shift, every line,
and every relevant function. In service environments, it means someone from the point of
delivery, not just the point of design.

Practice 2: Gemba First — Decisions After the Floor

In Toyota's framework, 'Gemba’ (the real place) is the foundational principle that decisions about
work should be informed by direct observation of the work, not by secondhand reports or
working-group assumptions. Before a significant process change is designed, the people
designing it should have spent time in the actual environment where it will be implemented —
watching, asking questions, and understanding the gap between how the process looks on
paper and how it operates in reality.

Gemba visits for the inspection protocol working group would have revealed second shift's
equipment differences in the first week. They would have revealed the station layout conflicts
before the procedure was drafted. The eleven days of elevated nonconformances would not
have happened, because the problem would have been part of the design process rather than a
discovery during implementation.

Gemba is not a site tour. It is a structured inquiry: What does this process actually look like?
Where does it break down? What do the people doing it know that the design doesn't account
for? The leader's job on Gemba is to ask questions and listen — not to explain the planned
change or defend its rationale.

Practice 3: The Inclusion Default and the Exclusion Standard

Flip the default assumption in decision and improvement processes from 'who should we invite?'
to 'who have we excluded, and why?' The first question produces a list that reflects the working
group's existing network and assumptions. The second produces an audit of the gaps.

Establish an explicit standard: any stakeholder identified in the stakeholder map who is not
included in the working group requires a documented reason — not a social reason ('they'd
complicate the timeline') but a legitimate operational reason ('this decision doesn't affect their
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process area' or 'they'll be consulted in the implementation phase instead'). Reasons that don't
survive scrutiny are not reasons. They are rationalizations.

Practice 4: Multi-Shift and Multi-Site Piloting Before Full Deployment

Implementation failures that result from exclusion are most visible at the pilot stage — if the pilot
is designed to test across the full range of implementation environments. A pilot conducted only
on day shift, only on the primary line, or only at the flagship location is not a pilot of the change.

It is a pilot of the change in the most favorable conditions available.

Design pilots explicitly to include the most challenging implementation environments — the shift
with older equipment, the line with the highest process variability, the site furthest from the
design team's assumptions. Problems surfaced in the pilot are discoveries. The same problems
surfaced during full deployment are failures.

Practice 5: Formal Feedback Loops from Excluded Stakeholders

Even when full inclusion in working groups is genuinely impractical, the knowledge of excluded
stakeholders must have a structured path into the decision. This is not a suggestion box — it is
a defined process: before finalization, the proposed decision or change is reviewed by a
representative from each affected stakeholder group not present in the working group, their
input is documented, and the working group is required to respond to each substantive concern
— either by incorporating it or by explaining why it wasn't incorporated.

The response requirement is what separates this from performative consultation. If stakeholder
input is solicited but the response to that input is never explained, the consultation was theater.
The people whose input was not incorporated will know — because the change will fail in
exactly the ways they predicted, and their prediction will not have been recorded anywhere that
anyone will read.

From Need-to-Know to Need-to-Share: The Culture Shift

The structural practices above address the process failures that produce exclusion. The cultural
shift required to sustain them is simpler to describe and harder to execute: moving the
organization's default information-sharing principle from 'who needs to know this?' to 'who would
be better at their job if they knew this?'

The first question is restrictive. It places the burden on justifying access. The second is
expansive. It places the burden on justifying withholding. They produce systematically different
organizations.

Need-to-Know Culture Respect for People Culture

Information is shared on a pull basis — others Information is shared on a push basis — holders
must ask for it are responsible for distribution
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Need-to-Know Culture Respect for People Culture

Decisions are made, then communicated to those = Those who will implement are consulted before

who will implement decisions are finalized

Working groups are formed from the leader's Working groups are formed from a stakeholder

existing network map that explicitly identifies affected parties

Pilots are conducted in favorable conditions; Pilots are conducted in the most challenging

failures appear at deployment conditions; failures appear before deployment

Exclusion is explained as operational efficiency Exclusion requires documented justification;
inclusion is the default

The people closest to the work are the last to The people closest to the work are the first

know about changes to it source of knowledge about changes to it

This culture shift does not require every person to be in every meeting. It requires that the
people with relevant knowledge have a reliable, structured path into decisions before those
decisions are made — not a laminated sheet after they are implemented.

A Word for the People Who Are Kenji Right Now

Being systematically excluded is one of the clearest signals an organization sends about how it
values your contribution. It is also one of the most difficult to respond to, because the exclusion
is rarely explicit enough to be directly challenged and the 'oversight' framing makes naming it
feel disproportionate.

Name it specifically and early, the first time it happens. 'l noticed | wasn't included in the
working group for the inspection protocol. My shift has different equipment and a different
station layout — both of which turned out to matter. How do | make sure I'm included in
the next one?' This is specific, behavioral, and forward-looking. It is considerably harder to
dismiss than a general complaint about not being included.

Document what you know and share it proactively. If you aren't being invited to the table,
put your knowledge in writing and send it to the people who are. 'In advance of the line
three initiative, here is what second shift's experience with similar changes has been, and
here are the three things that would affect implementation on our floor.' This positions you
as a contributor rather than a bystander and creates a record that your input was available
before the decision was made.

Find the allies who have access. In every organization, there are people in the room who
would include you if they remembered you existed. Build those relationships deliberately
— not to complain about exclusion but to be genuinely useful to them in ways that make
your inclusion natural the next time.

Assess whether the exclusion is correctable or structural. Some organizations can be
moved by direct feedback and good process advocacy. Others have organized
themselves around patterns of exclusion that are too entrenched to be shifted from below.
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Assessing this accurately — without wishful thinking and without cynicism — is the most
important career judgment you can make in a situation like Kenji's.

After the first implementation failure: 'We made a process error by not including your shift in the
working group. That's not an oversight we'll repeat — I'm adding a structured stakeholder
review to every improvement initiative going forward, and second shift will be represented by
default in any working group that affects production processes. I'd also like to schedule an hour
with you this week to understand what else we're missing by not having your floor's perspective
in these discussions.' That response would have cost thirty minutes. The alternative cost eleven
days of elevated nonconformances, Keniji's disengagement, and the second exclusion that

followed.

Quick Reference: The Inclusion Audit

Audit Question Yes /| No — Gap Action

Before any working group or decision process begins, is
a stakeholder map completed that identifies all affected
parties by role, shift, location, and function?

Does your pilot process include the most challenging
implementation environments — not just the most
convenient ones?

Is there a documented justification requirement for any
stakeholder identified in the map who is NOT included in
the working group?

Do excluded stakeholders have a formal feedback path
into decisions before they are finalized — with a required
response to substantive concerns?

Has any stakeholder been excluded from a decision or
working group more than once after the exclusion was
named? If yes, was it treated as a recurrence requiring
root cause analysis?

Do leaders regularly conduct Gemba visits to the

environments affected by their decisions, before those
decisions are designed?

The Bottom Line

No — Make stakeholder mapping a
formal first step; treat working groups
formed without a map as incomplete

No — Redesign pilot scope to include
highest-variability environments before
full deployment

No — Establish an inclusion default;
require documented reasons for
exclusion

No — Build a structured pre-finalization
review step with response accountability

No — Treat recurring exclusion as a
process failure, not an oversight; assign
ownership and corrective action

No — Establish Gemba visits as a
required step in any significant process
change initiative

Keniji transferred to a competitor fourteen months after the laminated sheet. His exit interview
cited 'limited growth opportunity' — the phrase that covers, in most exit interview datasets, a
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vast range of things people don't say out loud in rooms where their final paycheck is being
processed.

In his first week at the new company, he was invited to a process improvement working group
for a new inspection procedure that would affect his shift. He was asked to review the draft
procedure before it was finalized, to flag any conflicts with his floor's equipment or layout, and to
participate in the pilot design. He sat in that first meeting trying to calibrate whether the inclusion
was real or performative. He flagged two equipment conflicts. Both were incorporated. He
flagged a layout issue. It was discussed and resolved in the next session.

He told his wife that night that he had forgotten what it felt like to be in a room where they
actually wanted to know what he knew.

That feeling — of being in a room where your knowledge is genuinely wanted — is not a perk. It
is the precondition for the kind of engagement that produces real improvement. Every exclusion
erodes it. Every genuine inclusion rebuilds it. The organizations that build it systematically —
through stakeholder mapping, Gemba, inclusion defaults, and structured feedback loops — are
the organizations that actually know what is happening on their own floors.

The person closest to the work holds the organization's most valuable
operational intelligence. Whether that intelligence reaches the people who
make decisions about the work is entirely a function of what the organization
does with it — and to them.

Coming Up in Issue #4

Double Standards: The Quiet Killer of Team Trust — Rules, processes, and accountability that
apply differently based on seniority, favorites, or convenience. Lessons from Juran's Quality
Trilogy and how to enforce one standard for all.

Corporate Taboos Vol. Il is written for leaders who prefer honest diagnosis over comfortable denial.
Forward it to someone who needs it. You know who they are.
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