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Abstract

Introduction: Given the prevalence of conflict between physicians and patients and families, it is crucial that trainees build the skills to
manage clinical conflict. Mediators employ an approach that can be applied to clinical encounters to prevent conflicts from escalating.
This workshop introduced trainees to techniques commonly used by mediators to manage disputes. Methods: Medical students in a
virtual workshop (cohort A) and clinical fellows in an in-person workshop (cohort B) were presented with a mediator’s approach to
interpreting patient and family behavior viewed as challenging. Trainees were introduced to two specific techniques designed to facilitate
the resolution of clinical conflict. After an interactive large-group discussion of each method, small groups practiced applying the
technique to a sample clinical case. Finally, participants completed an assessment of their perception of the workshop’s effectiveness.
Results: In early 2022, 15 medical students (cohort A) participated in a virtual workshop and 10 clinical fellows (cohort B) participated in
an in-person workshop on clinical conflict management. Eight medical students from cohort A completed the postworkshop assessment
(response rate: 53%); six clinical fellows from cohort B completed the assessment (response rate: 60%). Cohort A gave the workshop an
overall evaluation of 4.6 out of 5.0; cohort B gave the workshop an overall score of 4.7 out of 5.0. Discussion: In both the virtual platform
and the traditional in-person format, this workshop introduces a set of tools for navigating bedside conflicts with patients and their families
that participants believed would better prepare them for such challenging interactions.
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Educational Objectives Introduction

By the end of this activity, learners will be able to: Conflict with patients and their families is a pervasive problem

in clinical practice for providers. Research on physician-patient
interactions indicates that 15%-60% of patients are considered
difficult by their clinical providers.'* While that is a broad range,
it represents a substantial portion of patients, even at its lower
end. Many clinical encounters are fraught with disruptive conflict,
enervating interactions, and intense frustration. Patient and family
behaviors often include discourtesy, verbal abuse, and offensive

1. Reframe patient and family behavior that is viewed
as challenging to enable more constructive
collaboration.

2. ldentify the sources of provider-patient conflicts by
discovering the view from everywhere.

3. Formulate a distinction between positions and interests to

refocus the conversation on the underlying reasons for the language. Patient and family behaviors that are considered

conflict. challenging are not limited to abusive language. Clinical teams
often experience threats of physically aggressive behavior, and
reports of violence in the clinic are becoming more common.*
There is a robust literature demonstrating the consequences of
Citation: clinical burnout and psychological distress generated by these
Fiester A, Stites S. Using a mediator’s toolbox: reducing clinical dysfunctional interactions.>®

conflict by learning to reconceive the "difficult" patient or family.

MedEdPORTAL. 2023;19:11324. . .
https://doi.org/10.15766/mep_2374-8265.11324 Given the prevalence and impact of the problems caused by

challenging clinical interactions, physicians and trainees may
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benefit from learning conflict management skills.>'® Although
physicians in every specialty might benefit from mediation
techniques, there may be a heightened need in high-intensity
units such as the ICU, emergency room, and psychiatric
settings.'’2° While some publications describe verbal and
nonverbal communication techniques, conflict de-escalation
approaches, and skills for managing patient anger that can assist
clinicians with challenging clinical encounters,'? 4162122 they
are very brief and succinct descriptions of approaches fitting
within the parameters of a typical-length medical journal article.
Few educational materials offer clinicians step-by-step training
workshops in specific mediation techniques that can address
challenging physician-patient conflict.>>?° Three recent training
workshops in MedEdPORTAL provide structured resources

for learning mediation techniques, each focusing on discrete
aspects of conflict management to address different physician
concerns. One centers on conflicts among providers from
different disciplines and/or different stages of training to assist
in navigating power hierarchies.?® Relatedly, a second training
module, recognizing gender as a factor in power dynamics, is
designed to empower women in health care (nurses, physicians,
trainees) to communicate effectively and build productive teams
in order to improve their wellness.?* A third focuses directly on
patient-provider conflicts, borrowing insights from business
management settings, with an emphasis on articulating shared
goals, clarifying respective roles in patient-provider interactions,
and assessing the quality of the interpersonal skills needed for
productive interactions.?®

We developed our resource to introduce physicians to a facet
of conflict management that has not been addressed by the
other resources, namely, the task of accurately determining the
precise nature of the conflict. For 40 years,?® mediators have
understood that one of the most important steps in effective
conflict management is framing the problem in a way that aids
constructive conflict resolution. This involves conceptualizing
the problem so as not to sabotage opportunities for successful
intervention. Research on the “difficult” patient demonstrates that
physicians frequently conceptualize the problem of disruptive
patients exclusively from their own clinical perspective.?’?% The
most prevalent explanatory framework for the “difficult” patient
is the presence of a psychiatric disorder. One early study on the
“difficult” patient concluded, “The difficult or frustrating patient
... often has unrecognized psychiatric problems.”?® Another
study about physicians’ perspective on patients considered
challenging listed a range of psychiatric diagnoses as the
explanation for the disruptive behavior including “comorbid
psychopathology, hostility, suicidality, aberrant drug behavior,

and chronic noncompliance.”?° From a mediation perspective,
this way of defining the problem of challenging interactions
undermines a mediator’s ability to improve patient-provider
dynamics and generate more satisfying clinical interactions.
Because interactions are interpersonal, that is, between people,
the definition of a problem must be multiperspectival, rather than
one-sided. Otherwise, the mediator will only be able to solve one
party’s problem rather than the problem that exists between the
parties. Some physician research teams have begun to employ
this insight from the field of conflict management, calling for a
better understanding of the patient’s or family’s perspective in the
service of improving strained doctor-patient relationships.'%-30-32
The literature provides examples of physician behaviors that can
engender patient-provider or family-provider conflict, such as
poor communication, interaction styles viewed as arrogant or
patronizing, perceived bias or discrimination, and paternalism in

medical decision-making.3%34

Conflict management specialists view the imperative to
understand the perspective of all parties in the conflict as part

of the conflict diagnosis.®?® Adequate conflict diagnosis includes
investigating how various stakeholders understand the problem,
its scope, and its sources. Untangling the misunderstandings,
mischaracterizations, and misperceptions of the stakeholders is
essential for an accurate conflict diagnosis. Grasping the reasons
why the parties take the stances and exhibit the behavior they
do is of paramount importance for the prospects of attitudinal
and behavioral change. Only brief descriptive training resources
exist for physicians and trainees in this specific aspect of conflict
analysis,®'®"% though conflict management experts agree on the
need for mastery of conflict assessment.>2®

Our workshop offers specific training in how to avoid a flawed
conflict analysis by providing step-by-step instruction in two
techniques employed by mediators to secure an accurate
conflict diagnosis: (1) ascertaining the view from everywhere
and (2) distinguishing between positions and interests.

Both these conflict management tools have the potential to
enhance clinicians’ ability to remediate dysfunctional clinical
relationships and mitigate patient or family behavior that is
considered challenging. These two devices have the potential
to enable health care providers to troubleshoot conflict as it is
emerging and potentially to reduce the frequency of conflicts
occurring in the first place. While our workshop was offered to
trainees, this training could be valuable to clinicians at different
stages of practice. These conflict management skills have the
potential to reduce workplace stress and enhance professional
satisfaction.
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While the training in our module could be helpful to a clinician

in dealing with patients or families viewed as challenging (or in
preventing conflict from escalating in the first place), there might
be times when it would be necessary to have third-party mediator
work with the parties to resolve very entrenched or inflamed
conflicts. A hospital’s ethics consultation service frequently

has the resources to assist clinicians in such circumstances.'®
Additionally, our workshop offers a process for managing
conflict that arises from differences in perception or opinion
between patients, families, and providers, but this approach is
not appropriate for instances where there is an altered mental
status (e.g., intoxication or psychosis) in the patient or family.

Methods

Borrowing the conceptual framework first developed by Fisher
and Ury in the Harvard Negotiation Project in 1981,%° we
introduced core concepts in mediation theory to offer a tool for
conflict assessment. The workshop was implemented on two
occasions with different participants (cohort A and cohort B),
using different platforms (virtual and in person). The workshop
for cohort A was an elective for fourth-year medical students
during a mandatory weeklong intensive in medical ethics at a
mid-Atlantic medical school; it was conducted virtually.
Participants in cohort B were clinical fellows from a wide variety
of clinical specialties who were enrolled in a small master’s
program in health policy in a mid-Atlantic academic medical
center; it was conducted in person. Although the two iterations
of the workshop differed by learner groups (medical students
vs. fellows), length (60 minutes vs. 90 minutes), and format (in
person vs. virtual), the workshops were essentially the same in
structure and content. The key differences were the amount of
time participants had available for the group exercises and the
absence of breakout sessions in cohort A. The reason why the
workshops had identical content despite differences in learner
groups was that none of the participants in either cohort had
any prior experience with conflict management training, despite
significant differences in medical training and experience. The
workshop was designed for conflict management novices, and
participants in both groups were beginners.

For cohort A, we presented the workshop in a 1-hour,
synchronous, virtual format with no small-group breakout
sessions. The workshop was originally planned to be in person,
but due to an increase in cases of COVID-19, all classes at the
medical school were moved to an online platform shortly before
the course took place. Because of the change in platform, the
workshop was shortened, and small-group breakout sessions
were not possible due to the time constraints. Fifteen students

in the fourth-year medical school class chose to take the

extra elective. For cohort B, we presented the workshop in a
90-minute in-person format with two small-group breakout
sessions. Our workshop was conducted during one of the
regularly scheduled professional development sessions. Ten
clinical fellows participated in the second workshop. The students
did not need any prior background or preparation for the
workshop.

The facilitator for both workshops was a medical ethics scholar
and expert in conflict management with hands-on experience

in mediating conflict, as well as substantial experience training
health care providers in mediation techniques. Although the
workshop facilitator had extensive experience as a trainer in
conflict management techniques, the educational materials for
the workshop (the PowerPoint presentation and handouts) were
designed to be used by facilitators with no conflict management
expertise. The materials were created to function as a group-
guided modality for students motivated to master new techniques
for use in clinical practice. The target audience was medical
trainees at two different stages of training: medical students and
fellows.

The workshop was designed to be used with small-group
breakout sessions, but the small-group breakout sessions for
cohort A had to be omitted when the workshop was moved to
the virtual platform due to COVID-19. Both workshops used
the presentation in Appendix A. In the in-person workshop,

the facilitator assigned three small groups of five participants
each. In the in-person setting, handouts (Appendices B-D) were
printed prior to the workshop and distributed at the appropriate
time. Each participant was given a copy of each handout for
the breakout session (Appendices B and C). A cue for the
timing to distribute the appropriate handout was embedded

in the PowerPoint presentation. The workshop assessment
(Appendix D) was distributed at the end of the session and then
collected.

In the virtual platform, there were no small groups, so Appendices
B and C were not used. The workshop assessment (Appendix D)
was linked through the Chat function and, once completed,
scanned or emailed back to the facilitator.

For the in-person setting, the workshop included the following
materials:

e Audiovisual equipment (computer and projector)
e PowerPoint presentation (Appendix A)
e Handouts (Appendices B-D)
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e Pens (to fill out the workshop assessment [Appendix D] at
the end of the workshop)

e Table and chairs set up to accommodate the desired
number and size of the small-group breakout sessions

Workshop Structure
Workshops were structured as follows:

e Introduction (Appendix A, slides 1-2): introduction of the
facilitator, review of the session’s objectives (5 minutes).
The facilitator gave a self-introduction. Attendees in both
cohorts A and B already knew each other, so introductions
were not necessary. Participants were provided with an
overview of the workshop’s objectives.

e Stage Setting: The “Difficult” Patient (Appendix A, slides
3-8): background context and research on the “difficult”
patient (10 minutes). The facilitator provided an overview
of the research on patients viewed as disruptive or
challenging in the clinical context, including the negative
consequences on providers, conventional interpretations
of the cause of disruptive behavior, recent scholarship
challenging the conventional view of the “difficult” patient,
rationale for getting accurate conflict diagnosis, and the
introduction of the mediator’s toolbox.

e Technique 1: View From Everywhere (Appendix A,
slides 9-24): description of the first technique in the
mediator’s toolbox, ascertaining the view from everywhere
(10 minutes). The facilitator introduced the case study
employed throughout the session. Then, the facilitator
described the first step in generating an accurate conflict
diagnosis: pursuing the view from everywhere.

e Group Activity 1: View From Everywhere (Appendix A,
slides 20-22): all-group practice in determining the
perspectives of all stakeholders (10 minutes). The
facilitator led a large-group discussion using the tool of
cognitive empathy to uncover the perspectives of the main
stakeholders in the conflict.

e Small-Group Activity 1: View From Everywhere
(Appendix A, slides 23-25; Appendix B): practice employing
technique 1 in breakout groups of two to five, using the
case study of Appendix B (10 minutes). The facilitator
introduced the case study for the small-group exercises
and distributed Appendix B. In their small groups,
participants used the tool of cognitive empathy to distill the
perspectives of the two parties in the case study conflict.
(Omitted with cohort A.)

e Technique 2: Positions vs. Interests (Appendix A, slides
27-33): description of distinguishing between positions and
interests, the second technique in the mediator’s toolbox

(10 minutes). The facilitator described the second step in
generating an accurate conflict diagnosis: distinguishing
between a stakeholder’s positions and their interests.

e Group Activity 2: Positions vs. Interests (Appendix A, slides
34-38): all-group practice in determining the interests of
the stakeholders involved in the workshop case study
(10 minutes). Using the case study introduced in technique
1, the facilitator led an all-group exercise, with prompts
presented on slides 42 and 44, in determining the possible
interests of the conflicting parties.

e Small-Group Activity 2: Positions vs. Interests (Appendix A,
slides 39-40; Appendix C): practice employing technique
2 in breakout groups of two to five, using the case study
of Appendix C (10 minutes). The facilitator reintroduced
the case study used in the first small-group exercises and
distributed Appendix C with the prompts for the breakout
session discussion. In their small groups, participants used
the prompts in Appendix C to determine the possible
interests of the two parties in the conflict. (Omitted with
cohort A))

o Workshop Wrap-up (Appendix A, slide 41): review
of workshop takeaways, Q&A, and list of references
(15 minutes). The facilitator gave an overview of the
concepts and techniques learned in the workshop and
reviewed the references used in the presentation so that
participants could explore the relevant literature. The
facilitator used the remaining time for questions from and
discussion with the attendees.

Assessment

Participants completed a workshop assessment that was
distributed at the end of the session. For both cohorts A and

B, attendees were emailed a link to the survey by the session
organizers (not the facilitator/authors) following the workshop.
The platform utilized for the workshop assessment was Qualtrics.
Participants were emailed the survey by the session organizers at
the request of the institutional review board to provide complete
anonymity for survey respondents. Participants were informed

at the beginning of the workshop that they would be asked to
complete a voluntary survey delivered by email at the session’s
conclusion. Informed consent was obtained through language

on the actual survey. We obtained University of Pennsylvania
Institutional Review Board approval for this workshop through
expedited review; the workshop was considered not to be human
research.

The assessment (Appendix D) included 14 questions. Seven
captured the attendee’s impression of the workshop, four
evaluated specific segments and then the overall quality of the
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workshop, two were open-ended qualitative questions about the
workshop’s strengths and weaknesses, and one asked about
workshop length. Attendees responded to each of the seven
impression questions on a 5-point Likert scale (1 = strongly
disagree, 5 = strongly agree) and evaluated the workshop on
another 5-point scale (1 = poor, 5 = excellent). No demographic
data were collected except current and past degrees.

Results

In early 2022, 15 medical students (cohort A) participated in a
virtual workshop and 10 clinical fellows (cohort B) participated

in an in-person workshop on clinical conflict management. All
participants in each cohort completed the respective workshop
for completion rates of 100%. Eight of the 15 medical students
from cohort A completed the postworkshop assessment for a
response rate of 53%. Six of the 10 clinical fellows from cohort B
completed the assessment for a response rate of 60%.

Participants from cohort A gave the workshop an overall mean
evaluation of 4.6 out of 5.0 points. Those from cohort B gave

the workshop an overall mean rating of 4.7 out of 5.0 points
(Table). If given another chance to choose whether to attend

the workshop, most participants in cohorts A and B said they
would again choose to attend (mean ratings of 4.4 out of 5.0
points and 4.5 out of 5.0 points, respectively). In addition, most
participants found the length of the workshop to be satisfactory,
with 75% of cohort A and 83% of cohort B reporting the length of
the workshop session to be “just right.”

Participants in cohorts A and B felt the workshop would be
valuable to others in their field (mean ratings of 4.9 out of 5.0
and 4.8 out of 5 .0, respectively). Participants in cohorts A and

Table. Summary of Postworkshop Survey Results

B planned to use the techniques in working with patients and
families in the future (mean ratings of 4.6 out of 5.0 and 4.7 out of
5.0, respectively). Participants in cohorts A and B also felt better
able to diagnose the source of conflicts with families and patients
(mean ratings of 4.1 out of 5.0 and 4.7 out of 5.0, respectively).

Responses to the open-ended item that asked participants
to list areas of improvement for the workshop included
recommendations to add a one-page tips sheet, which would
feature suggestions from the workshop and sample language,
and to lengthen the duration of the workshop to 1.5 hours
instead of 1 hour in order to be able to engage in deeper
discussion of concepts. Responses to the open-ended item
that asked participants to list strengths of the workshop
included the use of real-world examples, perception that the
recommendations were actionable, and interactive teaching
components.

Discussion

This workshop was developed after a review of the existing
training resources for physicians working with challenging
patients. There is a paucity of curricula that focus on step-by-step
training in conflict management on this topic. Trained mediators
have a multitude of techniques and approaches that can enable
stakeholders to avoid conflict, prevent conflicts from escalating,
and de-escalate heated interactions. The goal of this workshop
was to provide clinicians and trainees with a set of basic tools
from the mediator’s toolbox that could be implemented to help
mitigate and even prevent challenging clinical encounters,
focusing on the crucial first step of mediation, namely,
accurately identifying the problem from the perspective of all
parties.

Cohort A (N = 8) Cohort B (N = 6)

Item M (SD) No. (%) M (SD) No. (%)

This workshop held my interest 4.5 (0.5) 4.7 (0.8)

This workshop would be valuable to others in my field 4.9 (0.3) 4.8 (0.4)

| plan to actively use these techniques in working with patients and families in the future 4.6 (0.5) 4.7 (0.8)

As a result of this workshop, | learned information that will help me be better prepared to work with patients and 4.5 (0.5) 4.5 (0.8)
families

If | could decide again, | would still choose to attend this workshop 4.4 (0.7) 4.5 (0.8)

As a result of this workshop, | am better able to diagnose the source of conflicts with families and patients 4.1 (0.8) 4.7 (0.5)

As a result of this workshop, | am better able to define positions versus interests 4.4 (0.7) 4.8 (0.4)

Didactic presentation 4.5 (0.5) 4.8 (0.4)

Activity 1: Pursuing the View From Everywhere? 4.3 (0.7) 4.8 (0.4)

Activity 2: Positions vs. Interests? 4.4 (0.7) 5.0 (0.0)

Overall workshop evaluation 4.6 (0.5) 4.7 (0.5)

Given the amount of content covered and the activities, rate the length of the session
Too short 2 (25) 0 (0)
Just right 6 (75) 5 (83)
Too long 0 (0) 1(17)

20ne person had missing data.
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We found that the two core techniques were perceived by
attendees to be of potential help in working with patients based
on the very high scores from cohorts A and B. Both cohorts
planned to use these techniques in working with patients

and families, and they believed they were better prepared to
work with patients and families in the future. We found that the
workshop was adaptable to both virtual and in-person settings.
We also found that the workshop was adaptable for use with
small-group breakout sessions and with merely large-group
discussion.

Though the group sizes were small, there may have been an
identifiable trend in the ratings indicating a preference for

a 90-minute session with breakout groups over the shorter
60-minute all-group session. The shorter virtual workshop (cohort
A) had slightly lower evaluations than did the longer in-person
session (cohort B). This difference in ratings could potentially
have been due to the difference in the workshop platform

(virtual vs. in person) or duration (60 minutes vs. 90 minutes)

or to the use of breakout groups versus an all-group format.

We do not have the data to tease apart these variables, but the
facilitator perceived the shorter workshop as rushed, which

might indicate a need for the extra 30 minutes. The trainees in
cohort A did not get the additional practice that cohort B received
through the breakout sessions, which we believe added value. In
running future workshops, we would schedule the workshops for
90 minutes and include the breakout sessions. Additionally, while
a majority of participants in cohort A viewed the length of the
workshop as just right, a 1-hour workshop may be too short in the
absence of an expert facilitator. A less experienced trainer may
require more time to achieve the goals of the workshop.

The difference in the workshop evaluations between cohorts

A and B might also be explained by the career-stage of the
participants. Cohort A comprised fourth-year medical students
who would have had limited experience managing complex
patient and family interactions on their own without direct
supervision from their residents, fellows, and attendings. Cohort
B comprised clinical fellows who, though still early in their career,
would have had more years of experience in managing disruptive
patients and families throughout their training.

In both workshops, participation levels were high, with most
participants actively engaging in the discussion and exercises,
despite the difference in format (in person vs. virtual). We believe
that the virtual format would pose additional challenges, however,
if the group were large. With only 15 participants, the facilitator
could see all the students on one screen. This enabled the
facilitator to monitor participation levels and actively engage the

more reticent students. If the group were larger, the facilitator
would not be able to view all members of the workshop at
once, which would reduce the facilitator’s ability to ensure
equal participation. We recommend that virtual iterations of the
workshop remain small enough so that all participants can be
seen on one screen.

While we did not include breakout sessions in the shorter virtual
workshop, we do not believe that this format precludes breakout
groups. Breakout groups can easily be assigned automatically
through the functions embedded in the common virtual platforms
(e.g., Zoom, Microsoft Teams, BlueJeans). In a virtual platform, the
participants could access the needed handouts (Appendices

B and C) through the Chat function via a link connecting to a
platform like Box or Dropbox. The facilitator could create this link
prior to the workshop and post it at appropriate times during the
session.

Our project was limited by the small number of participants, and
so, results cannot be generalized. We piloted this workshop with
medical students and clinical fellows; therefore, we do not know
how effective it would be with residents or attendings. While
there is overlap in the evaluations between cohort A (medical
students) and cohort B (fellows), we do not know if residents
would have a response similar to that of our participants, given
the different challenges and pressures residents face. Although
we anticipate that attendings could benefit from this workshop,
it is possible they may have already been exposed to conflict
management training and therefore would already have the core
skill set we teach.

Future work could expand the number of participants in the
workshop to achieve a larger sample size for assessment. We
collected no data from cohort B about medical specialty, and
future work might explore the possibility that different clinical
specialties have different responses and different needs with
regard to conflict management training. Future work could

also measure the efficacy of this workshop with participants
from a wider setting, including the two groups omitted in our
pilot studies, residents and attendings. Because conflicts can
occur in all health care settings, future work could customize the
training modules to particular types of providers and modify the
conflicts employed to be relevant to those subspecialties. Future
work could also design an assessment that could evaluate the
acquired skills or behavior change generated by the workshop. A
future training module could use a video clip of actors modeling
various aspects of the conflict management process, including
how the points of view of each stakeholder are solicited and the
way in which a skilled facilitator identifies the parties’ interests. A
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video clip could also be useful in depicting the conflict itself. The
field of conflict management employs a vast array of techniques
to resolve conflict, and future work could develop workshops
focusing on additional, more advanced mediation skills. For
example, a future training module could also include simulations
(perhaps using actors) so that attendees could employ these
techniques in mock conflict settings. Pre- and posttraining
evaluations could assess the efficacy of the the skill-building from
these simulations.

Our workshop does not address strategies for specifically dealing
with language or behavior that is racist, homophobic, sexist,
anti-Semitic, and so on. These types of hurtful and offensive
interactions present complex challenges, and a future training
model could be designed to focus exclusively on this important
subset of conflict management. Similarly, our workshop does not
include training on cultural competency, trauma-informed care,
or historical legacies of marginalized health care populations
and mistrust of health care systems, all of which can contribute
to physician-patient conflict. A future direction could be to build
a module that provides training in these important health care
contexts.

This project demonstrates that medical trainees perceive
potential value in being introduced to two core techniques
from the mediator’s toolbox, the view from everywhere and
positions versus interests, through a brief training session. The
pervasiveness of challenging clinical encounters establishes a
clear need for conflict management training. The evaluations of
this workshop suggest that teaching core mediation techniques
could provide potential tools for trainees in managing these
challenging clinical situations.

Appendices
A. Using the Mediators Toolbox Presentation.pptx
B. View From Everywhere Case Study.docx
C. Positions vs. Interests Case Study.docx
D. Workshop Evaluation.docx

All appendices are peer reviewed as integral parts of the Original
Publication.
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