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Preface
In the fifteen years since the first edition of this book

appeared, its basic premises have not changed. First,

conflicts and differences are an inevitable part of your work

and relationships in health care. Second, how you handle

those differences affects what you can and cannot

accomplish as a person and as a professional. Third, to

benefit from those differences, you must not only be

prepared to change what you do, you must also be ready to

examine and perhaps shift the very assumptions that impel

you to do it.

Much, however, has changed. New treatments,

technologies, business models, and regulations have

tangibly transformed the substance of health care

negotiation. The United States is coming to grips with the

massive health care overhaul legislation that became law in

2010. The human elements of health care—the training and

work of nurses, doctors, administrators, researchers,

technicians, and others as well as the expectations of

patients—have also evolved as new discoveries have

become available and as demographics shift. And even

though the substantive questions about which people

negotiate and find themselves in conflict have fluctuated,

the presence and importance of these very human sides of

the enterprise have not.

Health care work is a constant negotiation. You are

continuously engaged in making decisions, taking actions,

and selecting options—sometimes on your own and many

times under the direction of others. You exchange

intangibles such as information, expertise, opinion,

knowledge, and skill as well as tangibles such as money,

equipment, space, supplies, and personnel. Because your

responsibilities are so closely intertwined with those of

others, orchestrating mutual involvement is largely a matter

of negotiation. That differences and sometimes conflict



emerge along the way is to be expected. The effectiveness

of your work is dependent on the proficiency of those

exchanges and interactions.

In your hands is a set of tools in the shape of a book. Its

purpose is to provide you, as a health professional, with a

range of choices for what you negotiate and how you go

about negotiating it. These tools are designed to fit the

specific circumstances of your work: what it is you strive to

accomplish set in parallel with that of others. As health and

health care are increasingly team endeavors, the necessary

balance of expectations among people working together is

achieved using models and methods intended to construct

pragmatic collaboration. And for those circumstances when

differences ignite into disruptive conflict, there are

strategies presented that will guide you toward resolution

or, when necessary, toward a dignified exit affording you

minimum pain.

This book is entitled Renegotiating Health Care. Why

renegotiating? Because the changes emerging in health

care today require us to do much more than improve our

day-to-day negotiations. These changes are affecting the

very premises, expectations, relationships, and motivations

that have influenced the way health care has been

conducted for many years. The ground rules that guided

associations between clinicians and managers, managers

and insurers, and also patients and clinicians, to name but a

few, are all changing. Demands for higher quality and lower

costs are bringing a closer examination of every element in

the system. Orthodoxies are being challenged and

assumptions being questioned at every turn. New behaviors

and incentives are being negotiated to satisfy the mutual

expectations of all those who have a stake in the process.

These new ground rules then become the basis for

continued negotiation. The intention here is to speak to the



change, the renegotiation, mindful of the ways in which this

transformation affects ongoing negotiation.

The subtitle, Resolving Conflict to Build Collaboration,

points to our fundamental purpose as health professionals.

That is, conflict resolution, as a process, is considered here

not only as a method for cooling a boiling dispute but also

as a regular function of your work. You negotiate your

differences every day. Some of these differences are

resolved routinely, without much notice. In other cases

these very same issues can explode into major

confrontations. Such confrontations usually have their

beginnings in simple negotiations that might have been

better handled. Conflict resolution therefore is viewed as an

integrated aspect of what you are continually doing to

balance the array of expertise, values, and aspirations

attending even the simplest of decisions.

The word collaboration in our subtitle refers to the

combined activity of the host of individuals and

organizations necessary for the work of health care. In the

emerging health care reality, those groups and enterprises

most likely to succeed are those best able to achieve

efficient and effective collaboration. Whether it be two

organizations forming a partnership, three physicians

devising a primary specialty care alliance or a floor of

nurses creating a better-coordinated work environment,

those people who do collaborate—and do it well—are those

who are most likely to survive and thrive. These successful

collaborations foster quality, enhance productivity, improve

patient safety, reduce health disparities, and cultivate

satisfaction both for those who provide health care services

and for those who receive them. Technology is already

beginning to enable collaboration between professionals in

different cities, states, and even regions of the world.

Outcome data are being aggregated to help better inform

decisions. The capacity to work together will distinguish



those able to leverage wider advantages and benefits from

those who will not.

You need to build collaboration because negotiation is an

ongoing process that you formulate and reformulate every

day. The set of negotiation tools this book offers will serve

your building process.

Who Should Read This Book

Because the purpose here is to highlight aspects of

negotiation and conflict resolution particularly germane to

health care and to present a model that fits its unique

demands and dimensions, this book is written primarily for

those who work in the field. Nonetheless, those who are

consumers of health services will likely also find the insights

useful, just as those who are interested in general aspects

of negotiation and conflict resolution may find the dynamics

of health care to inform general theoretical and

methodological understanding.

How This Book Is Organized

This work is really three books in one. First, it is a guide to

the concepts, methods, and techniques of negotiation and

conflict resolution. This discussion ranges from the

theoretical to the practical, with an emphasis on how you

can build interest-based negotiation into your everyday

professional repertoire.

Second, the text examines major, long-term trends that

will shape the context in which you practice, from advances

in technology to changes in the workforce, in patients, and

in the system. This material is found mainly in Part Four,

which is completely new to the second edition, and it

incorporates the perspectives of a range of health care

stakeholders, from frontline nurses and doctors to hospital



CEOs and policymakers. The four chapters in this part are

not designed to inform you about the scope and advances

for each topic that they cover: changes are continual and

occurring too rapidly for a comprehensive cataloguing of

them here. Rather, these chapters are designed to expand

your understanding of particular tectonic shifts and their

potential to reframe negotiation, generate conflict, and offer

fresh opportunities for collaboration and growth.

Third, this book contains a “novel”—a set of parables that

play out in the context of the typical dilemmas, conflicts,

and negotiations that face people working in health care

settings. These stories are interwoven throughout the text

and are the greatest departure from the standard format of

a textbook.

People often seem compelled to create neat lists,

categories, cases, and concepts to describe and understand

matters of negotiation, mediation, and organization. In this

organizing process it is easy to forget that each of these

activities is essentially about people—what they say and do,

how they feel and react, and what complex and sometimes

fluky interactions they have with each other in the course of

elaborate and highly consequential decision making. An

approach that turns people into precisely defined objects

risks creating further confusion and misunderstanding. Our

novel is here to remind you of the inherently human aspects

of negotiation, to illustrate those human aspects, and to

inspire you by example.

A word of caution about reading the novel—it is not

intended to illustrate or represent the typical nurse, doctor,

manager, patient, or policymaker. It is also not intended to

idolize, impugn, or trivialize any particular profession or

type of person. Rather, it is intended to place into a

plausible human dimension the considerations, problems,

and consequences that arise as people work together in

health care environments. Earlier, we called these sections



parables, that is, brief and fictitious stories meant to

illustrate ideas and principles. Read them as such. Do not

take them too literally. Instead, ponder, contemplate, and

perhaps discuss with others the insights you find in these

stories and how you can generalize from them to your own

situations. Because you will be reading the novel serially

rather than straight through, to help you recall who's who in

the various episodes, each character's first and last names

alliterate (for example, Artie Ashwood). Remember, look for

the meaning and allow yourself to engage with these

characters both for who they are and for what they

represent. The Appendix is a list of characters in the novel.

There is much more that is new in this second edition. For

example, we have added a chapter on meta-leadership, as

we find that people at all levels of organizations are

increasingly being called upon to demonstrate leadership.

Leadership certainly is a critical component of both

negotiation and conflict resolution, and the meta-leadership

framework can assist you in building the collaboration and

the leverage necessary to accomplish a wider connectivity

of effort. At the same time, we have, of course, kept the

first-edition material that is still relevant and useful.

Why We Wrote This Book

We view the human condition as a continuous process of

evolution, shaped by individuals' many intersecting

journeys. We each can contribute or detract from that

evolution in the paths we pursue and in the manner we

conduct ourselves in our travel. This passage through life is

one of exploration, discovery, learning, convergences, and

departures. We make our contributions; we impose our

costs. We cast our goals, set our destinations, and fulfill our

aspirations. The trip sees its accomplishments and its

disappointments.



Our life's journey will be marked by its many meetings:

intersections with others defined by our negotiations. All our

origins are varied, just as our destinations are different. The

question is whether we can constructively conduct those

meetings so they enhance and do not detract from the

virtues we each hope to attain.

As a health care professional, you have chosen a special

path for your work. You will deal with life and the quality of

life. The society and the people who come for service will

depend upon you to do well, to extend and enhance the

value of their own journeys.

Our own work has brought us into contact with everyone

from world-renowned specialists pushing the frontiers of

medicine to paramedics who hit the lonely streets each

night ready to serve whenever and wherever called. This

has given us an appreciation for the immense breadth and

depth of this endeavor called health care as well as for the

character, dedication, intelligence, and caring ability of

those who embrace it as their life's calling.

We hope this book nourishes you for your journey and

helps you to progress through intersecting pathways in

ways that enhance the ongoing process of health care

change and evolution.

Happy travels.

October 2010

Cambridge, Massachusetts

Leonard J. Marcus

Barry C. Dorn

Eric J. McNulty
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Part One

Conflict



Chapter 1

Why Conflict?

When your work is health care, your daily routine requires

constant negotiation and involves some measure of conflict.

Decisions affecting a number of people have to be made.

Competing priorities have to be balanced. There is the

pressure of time and the need for constant vigilance that

the job is done correctly.

Health care work is accomplished via an intricately

structured and constantly evolving set of relationships.

Formal and informal rules determine who speaks to whom,

who makes what decisions, who has and who does not have

what information. People are organized and decisions are

aligned in a cautiously defined order. The most important or

momentous information, person, or decision gets the

uppermost attention, and the rest trails behind. This

sequence is intended to yield systematic and value-based

decision making.

Most important, the work is done by people and for

people. There is perhaps no endeavor more intimately tied

to who you are, your identity, than the duties you perform

or the care you receive through the health system. Health

care is on the cusp of life and death and the quality of life.

Whether you are in the role of patient, provider, or manager,

your values, beliefs, and personality are exposed and

interlocked with the values, beliefs, and personalities of

others amid the interpersonal proximity of health care

decision making, negotiation, and conflict. And if your role is

in the realm of health policy, service regulation, or finance—

far removed from the immediate point of care or population



served—values, beliefs, and personality remain just as

important even though the impact may appear far more

abstract. What you do affects how—and sometimes even

whether—others live.

What if this complex puzzle does not smoothly fit

together? What if there are differences about what or who is

more important? What if a mistake occurs? What if there is a

clash of personalities among people who must closely

interrelate? What if there is dissonance between the policies

and procedures and the people who inhabit these

relationships? What if various professionals are working

under different incentives? How will this affect what you do

and how you do it?

Consider the following scenario.

It is another hectic night in the emergency department of Oppidania

Medical Center. A frenzy of activity centers at the desk, where nurses,

residents, attending physicians, and emergency medical technicians

gather to exchange information, tell stories, and take a rare break.

Nearby, Artie Ashwood, a twenty-four-year-old graduate student,

moans in one of the beds. The monitors and machines surrounding him

are beeping, flashing, and filling him with life-saving fluids. He has an

enlarged heart, arrhythmia, and shortness of breath. It has been three

hours since he came in, and it is time to decide where he should go

next. In the visitor's room, his mother, Anna Ashwood, and girlfriend,

Cindy Carrington, nervously await news of his condition.

The attending physician, Dr. Beatrice Benson, oversees the work of the

medical residents. On crazy busy nights, she sometimes has to remind

herself, “The emergency department is for triage—not treatment.” She

has to remember that their job is to assess the patient and decide the

next step. If the problem is life threatening, they admit to intensive

care. If the patient doesn't need to be in the hospital, they discharge

with a treatment plan and instructions. If the problem is someplace in

between, then they admit for observation and treatment. So, if it's an

admission, the question is to which service?

A small cluster of staff have gathered to discuss Ashwood's condition.

It defies a conclusive diagnosis: his young age is a concern. His

symptoms could signal a dangerous situation. Hoping for more

information, they hold him in the emergency department, waiting for

stabilization. Nurses and residents are constantly monitoring his

condition, but nothing changes.



Suddenly, Charlotte Chung, the triage nurse at the desk, announces

the impending arrival of a patient with multiple gunshot wounds. The

door to the specially equipped trauma room opens, and the staff move

to their places around the gurney that will hold the seriously injured

man.

Benson talks by telephone with the paramedics in the ambulance to

assess the incoming patient's condition and prepare for briefing the

staff. As she turns toward the trauma room, Chung suggests that the

young man with the enlarged heart be admitted to one of the floors in

the hospital, because it is looking like a busy night.

Preoccupied, Benson says, “Good idea,” and walks off with no further

instruction. Chung snaps a pencil in two as she watches Benson head

toward the incoming patient.

There are, so far, three people in our story. Artie

Ashwood's fate is in the hands of the people who surround

him. He is in great pain. He is frightened. He does not know

what is happening to him and what it might mean for the

rest of his life. People are asking him questions, many of

them repetitive. Some of those who speak to him seem

genuinely concerned about how he is doing. Others seem to

be asking rote questions from a prescribed list. He is afraid

of being lost in this loud mass of people. He overhears that

a gunshot victim is on the way. Might the hospital explode in

shots if the attackers come here to finish the job? Even

more frightening, might the nurses and doctors who have

been at his side forget him once someone sicker arrives? He

has been waiting for a long time. Can't they just fix him up

and move him along already? He is intimately dependent on

people who now seem otherwise occupied.

As the attending physician in the emergency department

(ED), Dr. Benson oversees and has responsibility for the

work of the ED medical residents and physicians. She

simultaneously tends to many constituencies and concerns

and is interdependent with many parts of the system. She is

vigilant on behalf of the patients, watchful over the

residents, and in touch with others in distant departments.

When she asks, “Is intensive care backed up?” she hears a



variety of answers: “Yes, we can accept a patient severely

cut in an accident at work.” “No, we are not taking a nine-

months-pregnant, cocaine-addicted woman being dumped

by a suburban hospital.” By its very nature, her work is in

the short term: her responsibility is to keep the flow of

patients moving. She sees patients for a matter of hours

before they disappear into the labyrinth of the hospital or

out to discharge. She rarely sees them again. The long term

is an abstraction. She has some power and influence,

though others in the hospital understate the authority she

believes is hers. There is, however, no underestimating

when it comes to responsibility. For a miscalculation, the

attorneys will chase Dr. Benson with their lawsuits, the

administrators will challenge her wastefulness, and the

patients will complain about their delayed or inadequate

care. She is constantly negotiating and continually trying to

keep the many parts of the system in balance.

Ostensibly, as the triage nurse in the ED, Charlotte Chung

has the role of screening patients and determining the

severity and urgency of their conditions. In fact her function

is to create order among the unpredictable and sometimes

chaotic flow of patients arriving at the ED. That order must

align with the contingent of nurses, physicians, and other

personnel staffing the shift. It is a matter of creating a fluid

balance. Patients arrive at the hospital in pain or discomfort

and are all anxious to be seen at once. Family or friends who

accompany them advocate, question, and worry. It is up to

her to decide who will be seen when, by whom, and where:

she holds the criteria and judges each case accordingly.

Physicians, nurses, technicians, and housekeeping

personnel scurry to keep up the pace, caring for one patient

and preparing for the next. They depend on Chung to make

the right calls, to hold off patients who cannot yet be seen,

and when the staff are overloaded, to focus on only the

most severely ill. Her desk is like a lightning rod for conflict.



She mediates among the needs of patients, the capacity of

the staff, and the personalities who may explode under the

pressure and stress of the decisions she is required to make.

Her greatest sources of irritation are the obstacles erected

by those, especially physicians, who hold greater authority

but who carry far less perspective and understanding than

she does.

Each of these people is part of the same reality, yet their

perspectives are very different. The question is whether

their distinct responsibilities, concerns, and decisions can

combine in a congruent manner, allowing each to

satisfactorily achieve his or her reason for being in the ED

this night. If they can, the interaction will be productive and

mutually beneficial. If they cannot, friction is inevitable.

Conflict often has its roots in common experiences seen

from different perspectives and with expectations that are

seemingly at odds.

Different Purposes

The complexity of health care interaction and decision

making can be illustrated by the simple analogy of the cone

in the cube (Figure 1.1). Two people peer into different holes

in an otherwise opaque cube. Their task is to determine

what is inside. The person peering into peephole A, on the

side of the cube, sees a circle. The person peering into

peephole B, on the top of the cube, sees a triangle. They are

both viewing the same shape but from very different

perspectives.

Figure 1.1 Look in the Cube



The person peering into peephole A points to his extensive

education and expertise, declaring, “Do you realize how

smart I am? If I say it's a triangle, then it's a triangle!” The

person peering into peephole B counters, “I don't care how

smart you think you are. I control the budget in this

institution. If I say it's a circle, it's a circle!” Although this

analogy is simple, it is emblematic of the failure to account

for the multiple dimensions of a problem. Whether those

involved are physician and nurse, patient and clinician, or

administrator and payer, there are myriad ways for people

to get mired in different perspectives and positions on the

same problem. Achieving an integrated perspective is at the

heart of the health care negotiation and conflict resolution

process.

We often begin our health care negotiation and conflict

resolution course with a classic game theory simulation

exercise called Prisoners' Dilemma. (For a discussion of

Prisoner's Dilemma and game theory, see Luce & Raiffa,

1957; Goldberg, Green, & Sander, 1987; Rahim, 1992.) This

exercise demonstrates the difficulty of negotiating when

people have little opportunity for direct or prolonged

interaction, like prisoners in different cells trying to

communicate. Each participant in the exercise is part of a

foursome divided into two pairs. The two pairs sit with their


