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We examined health care confl icts through interviews with health care 
leaders, providers, and patients. Ninety-two medical providers, nurses, 
technologists, hospital leaders, and patients/families shared 156 confl ict 
stories. We identifi ed individual, interpersonal, and organizational 
factors contributing to interprofessional confl icts. Individual contribu-
tors included resource depletion (i.e., stress and fatigue), perceptions 
of others’ seemingly selfi sh motives, and judgment toward colleagues’ 
competence. Interpersonal confl icts involved prior unresolved confl icts, 
dehumanization, power diff erentials, or communication breakdown. 
Organizational factors included navigating within complex organi-
zational structures and noncompliance with group norms. Confl icts 
resulted in negative consequences for patients (safety, satisfaction), pro-
viders (career, relationships, satisfaction, morale), and organizations 
(performance, staff  turnover).

Confl ict in the workplace is ubiquitous in modern organizations. When 
it is unaddressed and unresolved, it has erosive and even devastat-

ing impacts on individual workers, teams, and organizational culture (de 
Wit, Greer, and Jehn 2012; Friedman et al. 2000). Prior research shows 
that unresolved team confl icts pose grave consequences for patient safety 
and quality of care (Azoulay et al. 2009; Catchpole et al. 2008; Christian 
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et al. 2006; Maxfi eld et al. 2005; Rogers et al. 2011). Confl icts in hospital 
settings occur within professions (e.g., nurse to nurse), interprofession-
ally (e.g., nurse and physician), and across professional teams (e.g., critical 
care unit and interventional radiology) (Otero, Nallamshetty, and Rybicki 
2008). Some of these confl icts can evolve to a serious level resulting in dis-
ruptive behaviors such as verbal outbursts, threats, or refusal of tasks, which 
the Joint Commission (2008) recognizes as an important threat to patient 
safety. In a large-scale survey of 3,604 medical residents who were trainees, 
those who personally experienced more than one source of confl ict involv-
ing another resident, a supervising physician attending, or a nurse were 
more likely to report both serious medical errors and adverse outcomes 
compared to those who reported either one or no confl icts (Baldwin and 
Daugherty 2008). Th e negative eff ects of poorly managed confl icts within 
health care organizations call for better understanding of the nature of 
workplace confl icts to allow targeted interventions. Yet studies examining 
confl icts specifi c to health care have lacked rigorous theoretical grounding 
and clear conceptual frameworks (Paradis and Whitehead 2015).

A conceptual framework of workplace confl ict emerging from the 
domain of business is the   confl ict-outcome moderated model, which 
describes moderating factors of confl ict and the impact on both proximal 
(e.g., trust, satisfaction) and distal (e.g., performance) outcomes (de Wit 
et al. 2012). In this model, confl icts are largely described as task or relation-
ship based (Barki and Hartwick 2004; Janssen, van de Vliert, and Veenstra 
1999; Simons and Peterson 2000). Task-based confl icts involve   workfl ow 
effi  ciency and quality of care, such as equipment needs or compliance with 
policies. Task-based confl icts may be heated, but typically they lack an 
emotional undertone. Relationship-based confl icts involve interpersonal 
dynamics such as personality frictions or diff erences in norms and values; 
examples are assigning blame to others or using disrespectful language. 
Th ese confl icts are particularly challenging in health care due to complex 
and rigid power hierarchies that may discourage providers from speaking 
up (Dankoski, Bickel, and Gusic 2014; Rogers et al. 2011).

In practice, task- and relationship-based confl icts often become over-
lapping (Jehn 1995; Pinkley 1990; Pinkley and Northcraft 1994; Yang and 
Mossholder 2004). Th e cognitive interpretations and emotional responses 
of individuals can lead to the escalation of a task-oriented confl ict into 
a personality-driven confl ict. As a result, mutual goal setting and con-
structive problem solving become challenging (Edmondson and Smith 
2006; Rogers et al. 2011). Th erefore, eliciting an individual’s frame for the 
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 confl ict and subsequently reframing the confl ict toward resolution is key 
to restoring trust in teamwork and ultimately promoting a culture of safety 
(Tversky and Kahneman 1981).

With funding from the health system of an academic medical center, 
we conducted a large-scale interview study that examined key contribut-
ing factors to health care team confl icts and the impact of confl icts on 
patient care and teamwork. Th e study was grounded in a long-term vision 
to develop a common language around health care confl ict and ultimately 
inform an organizational strategic framework for managing confl ict (Scott 
and Gerardi 2011) through development of targeted, eff ective confl ict 
interventions specifi c to health care.

 Research Methodology

Subject Recruitment

After obtaining approval from the institutional Human Subjects Division, 
we recruited subjects based on stratifi ed convenience sampling. We identi-
fi ed key contact points for recruiting four categories of participants across 
three local hospitals within a single health system in the Pacifi c North-
west: (1) recipients of care: patients and family members; (2) health care 
organization leaders: administrators and risk managers; (3) patient care 
team leaders: physicians including resident trainees, nurse practitioners, 
and physician assistants; and (4) patient care team members: nurses and 
other allied health professionals including medical technicians. Patient and 
family subjects were volunteer members from a hospital patient safety and 
quality council. Participants, excluding hospital leaders, received $25 as an 
incentive.

Interview Protocol 

 Phone and in-person interviews took place between August and Decem-
ber 2013. Using a critical incident method that was previously piloted for 
eliciting interviewees’ recall of memorable events associated with interpro-
fessional confl ict (Dejesse and Zelman 2013), the interview started with 
an open-ended question inviting the “story” of confl icts that interviewees 
had encountered. A detailed interview protocol is presented in Table 1. 
Participants were asked to recall the most recent confl ict they experienced 
with another provider or witnessed while providing (or receiving) patient 
care. Th is opening prompt was followed by probes to elicit information on 
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Table 1.  Sample Interview Protocol: Physicians and Nurses
OPENING

We are doing a study to learn more about confl ict within health care teams. We are 
interested in developing tools for helping health care professionals to address confl icts, 
particularly confl icts that threaten quality of patient care and safety. To help us develop 
these tools, we are conducting interviews with doctors, nurses, patients, and hospital 
leaders. Our goal for these interviews is to better understand the kinds of confl icts that 
occur within health care teams and how those confl icts are experienced by the various 
people who are aff ected. We plan to use this information to develop realistic teaching 
materials. 
Th is conversation is confi dential. We will not tape-record the interview, but will take 
notes. We will not write down any specifi c names or identifying information you might 
share. Specifi c details are not the focus of this research project. You are free to not 
answer any question. 
Th e interview should take about 30 minutes. Do you have any questions before we 
start? 
We are interested in hearing about an experience where you witnessed or became aware 
of confl icts among health care providers. Th e confl ict might have been between nurses, 
doctors, social workers, or others. It might have been between diff erent medical or 
nursing specialty groups. It might have been between two individuals or two groups. 
We are interested in situations where you were concerned that the confl ict might aff ect 
the quality or safety of the health care. Perhaps we could start by you telling me about 
the situation as you remember it. 
PROBES 

1.  What did the confl ict seem to be regarding? [An elaborating question may be: How 
did it aff ect the quality of care you or your family received?]

2. Who was involved in the specifi ed confl ict you witnessed?
3.  What were your specifi c concerns about the quality of care being delivered or the 

safety of the care provided to you or your family members?
4. Did the confl ict seem to resolve? If so, how? If not, why not? 
Further probing questions

1. In what way did the confl ict aff ect the rest of the health care team? 
2. Did you see other confl ict?
CLOSURE 

I really appreciated that you candidly shared your story today. Th ank you for taking 
your time today.

antecedents and consequences of these confl icts, such as, “What contrib-
uted to the confl ict?” and “How was the confl ict resolved or not resolved?”

An interprofessional team of interviewers (a physician, a nursing 
faculty, two nurses, and a medical educator) was trained by  having the 
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primary interviewer conduct initial phone interviews that other team 
members observed. Th is was followed by a debriefi ng where team mem-
bers shared feedback until consensus on the interview protocol was 
achieved. Th e Human Subjects Division prohibited audiotaping of 
interviews due to concerns with sensitivity of information, which could 
involve unprofessional or even negligent behavior. To address this meth-
odological challenge, we followed a similar protocol reported by Skjørs-
hammer (2001), who used fi eld notes for capturing participant data 
from health care providers. We took extensive notes during interviews, 
including quotes as much as possible, particularly to capture participants’ 
emotional reactions to confl icts. On a weekly basis, a master fi le of tran-
scribed notes was sent to the interview team for review and clarifi cations 
of unclear content. 

Analyses of Interview Field Notes 

Interview notes were analyzed using a directed content analysis approach 
(Patton 1999). Th e goal of this method is to validate, refi ne, or extend 
existing theory or prior research fi ndings. Th is method was appropriate due 
to the large body of work on confl ict in business, psychology, and health 
care. By beginning from an existing conceptual framework on confl ict (de 
Wit et al. 2012), we sought to refi ne the understanding of triggering fac-
tors and consequences of confl ict specifi c to health care environments. Th e 
process of analyzing interview narratives and developing the conceptual 
framework involved multiple stages of iterative coding (Figure 1). During 
Phase 1, a preliminary coding scheme was developed based on the business 
and psychology literature. Analyzing confl ict narratives in Phase 2 followed 
three separate steps designed to maximize credibility and confi rmability 
through triangulation of analysts and peer debriefi ng: (1) fi ve researchers 
reviewed 10 percent of randomly sampled narratives and revised the initial 
coding scheme; (2) following discussions that involved reading selected 
confl ict stories aloud, the team reviewed another 10 percent of narrative 
samples to refi ne the coding rubric; and (3) pairs were assigned approxi-
mately forty narrative sets that two team members coded. Coding agree-
ment was compared, and proposed changes to the coding schemes were 
compiled. In Phase 3, a confl ict management expert in the business school 
(R.F.) performed an external audit to increase the reliability of the data 
by reviewing the coding. Th is expert also off ered terms grounded in the 
business and psychology literature to guide labeling the identifi ed themes. 
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During Phase 4, two researchers (S.K., E.B.) applied the fi nal codes to the 
entire set of interview narratives and discussed diff erences to reach 100 
percent coding agreement. Th e fi nal results of confl ict triggers and conse-
quences were then synthesized into a conceptual framework. To illustrate 
our fi ndings, we linked theoretical underpinnings from the existing litera-
ture with the key themes in our conceptual framework and illustrated each 
component with examples drawn from our fi eld notes. 

Figure 1. Process of Finalizing Coding Analyses

Phase 1: Initial Coding Scheme

Initial coding scheme developed based on features of conflict 
associated with individual, team, and organizational characteristics 

from business and psychology literature.

Phase 2: Content Analyses and Coding Revision

Step 1
Five researchers 
applied coding 

scheme to 10% of 
randomly sampled 
conflict narratives.

Step 2
Researchers reviewed 

another 10% of 
randomly sampled 

narratives.

Step 3
Researcher pairs 
coded 40% of 
narrative sets 

Agreement levels 
were compared.

Phase 3: Finalization - Coding Scheme

A conflict management content expert in the business school 
reviewed proposed changes and finalized coding categories.

Phase 4: Finalization – Content Analyses 

Two researchers applied final codes to entire narrative sets.

Revision of Coding Scheme
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Results

Overview

Th ere were 108 respondents to e-mail invitations and 92 completed inter-
views (85.2 percent participation rate). Th e interviewees fell into four cat-
egories: (1) patient care team leaders: supervising physician attendings, 
residents, nurse practitioners, and physician assistants (39; 42.4 percent); 
(2) patient care team members: nurses and technicians (32; 34.8 percent); 
(3) hospital leaders, including medical directors and nursing leaders (13; 
14.1 percent); and (4) patients and family members from a hospital patient 
council (8; 8.7 percent). Participants shared 161 confl ict narratives. Six 
narratives were outside the scope of health care and thus were excluded, 
resulting in 156 confl ict narratives. Most confl icts (78.2 percent) were 
fi rsthand experiences by interviewees that took place on hospital wards, 
operating rooms, and emergency departments (see Table 2). In Figure 2, 
we present the overall conceptual framework of contributing factors and 
consequences of workplace confl icts that are organized by individual, 
interpersonal, or organizational level. 

Task versus Relationship-Based Confl icts

Th irty percent of stories were exclusively task-based confl icts (disagree-
ment over protocols, policies) and 17 percent exclusively relationship-
based confl icts (personality frictions, diff erences in norms and values). 
However, just over half of confl icts (53 percent) encompassed aspects 
of both task-based and relationship-based confl ict. Hence, the concept 
of task- versus relationship-based confl ict was validated in this sample of 
health care confl icts. In addition, task-based tensions were found to be a 
component in the majority of the confl icts, setting the stage for relation-
ship-based confl icts. 

Contributing Factors to Health Care Team Confl icts

Contributors to confl ict were identifi ed as factors that interviewees 
described as either causing the root confl ict or magnifying the intensity of 
the discord. While many confl icts had multiple contributors, only one or 
two key factors were identifi ed as problematic in some confl ict situations. 
We present an overview of the confl ict-triggering sources, with formal defi -
nitions that are grounded in the literature and quotes that have been made 
anonymous and paraphrased for the protection of participants.
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Table 2.   Characteristics of Confl icts Reported in Confl ict Narratives (N = 156)

Characteristics Number (% of 156 Stories)

Confl ict experienced or witnessed
Firsthand experience 122 (78.2)
Witnessed 26 (16.7)

Top three patient care settings cited in confl ict stories
Hospital ward 46 (29.5)
Operating department 22 (14.1)
Emergency department 16 (10.3)

Professional roles involved in confl icts
Attending–Nurse 45 (28.8)
Attending–Attending 21 (13.5)
Resident–Nurse 19 (12.2)
Nurse–Nurse 9 (5.8)
Attending–Resident/Fellow 8 (5.1)
Resident–Resident 2 (1.3)
Service–Service 23 (14.7)

Other (confl icts involving allied health providers such as 
medical assistants, certifi ed nurse assistants, technicians)

29 (18.6)

Individual Factors
We identifi ed three contributing factors at the individual level: a focus on 
self over others, being stretched by or succumbing to resource depletion, 
and suboptimal competence or integrity. A focus on self over others is rooted 
in tensions between self-concern versus other-orientation. Th is involves an 
individual’s choosing to look out for his or her own best interests over oth-
ers’ interests (De Dreu and Nauta 2009; Edmondson and Smith 2006). In 
our study, interviewees reported their perception that another provider’s 
motives were selfi sh and, as a result, other team members’ and patients’ 
interests were overshadowed. An overarching example was off ered by a 
hospital leader: “Confl ict arises when a service [e.g., orthopedic surgical 
team] jumps the queue by insisting that its patient takes priority over other 
patients who are waiting to undergo surgeries. Th e rationale for trumping 
the case is not always grounded in the high-acuity nature of the patient. 
It is perceived that this card is used over and over again by certain medical 
teams and at some point it feels manipulative.” 
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Being stretched by or succumbing to resource depletion is linked to 
reduction in an individual’s ability to use self-control to regulate one’s 
actions. When constraints are present in external (staff , facility, equipment) 
and internal (capacity to absorb stress) resources, we lose our ability to act 
in a socially acceptable way (i.e. without being angry, aggressive, sarcas-
tic, or defensive) (Kiefer and Barclay 2012; Maslach, Schaufeli, and Leiter 
2001; Muraven, Tice, and Baumeister 1998). Many confl ict narratives in 
our study involved situations that were aff ected by the physical, mental, 
and emotional resources of the individual health care provider: 

  “People are working thirty-hour shifts. When they are fatigued, 
respect goes down. It contributes to people not following up because 
they are too tired to care.” (physician)

  “Provider blew up at a nurse over a very minor incident after putting 
in long hours after a long day, and it became quickly evident that the 
provider was taking things out on her.” (nurse) 

Suboptimal competence or integrity stems from negative perceptions 
or judgments providers may make toward others’ professional competence 

Figure 2.   Overall Conceptual Framework of Confl ict in Health Care: Contributing 
Factors and Consequences
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and standards. Competence is defi ned by the perception that an individual 
possesses the technical and interpersonal skills required for a job. Integrity 
is defi ned by the perception that an individual adheres to a set of principles 
that the perceiver fi nds acceptable (Kim et al. 2004):

  “We were consulting on a surgical case and were told to obtain opin-
ions of another expert team. We believed we could handle this on our 
own for our patient. We felt insulted since we were competent to take 
care of this patient.” (physician)

  “It became clear in the middle of a case that an anesthesiologist was 
not able to provide proper care to the patient because of her unfamil-
iarity with the surgery. She should have said something, but probably 
felt that wasn’t an option.” (physician)

Interpersonal Factors
Four interpersonal contributing factors were identifi ed that involved inter-
actions between individuals: biased by prior relationship dynamics, dehu-
manization of colleagues, disempowered to bridge power diff erential, and 
failure to communicate. 

Biased by prior relationship dynamics involved the quality of prior 
interactions that shapes or distorts perception of individuals’ satisfaction, 
professional commitment, closeness, and trust toward colleagues (Fletcher, 
Simpson, and Th omas 2000): 

  “Th ere were prior professional interactions between a nurse and a 
resident trainee that contributed to the constrained communication 
from the start. Th is led to ego clashes. I wish I could have told the 
resident trainee that the nurse was actually trying to look out for the 
patient. Later I overheard the resident telling other residents negative 
things about the nurse.” (resident)

  “Because the confl ict was there on the unit for so long, there was 
just no communication. If that entrenched confl ict hadn’t been there, 
there might have been a diff erent patient outcome.” (nurse) 

Dehumanization of colleagues occurs when individuals perceive a per-
son or group as lacking humanity, such as ignoring a person’s individual-
ity and preventing others from showing compassion toward a stigmatized 
individual or group (Friedman et al. 2000; Haslam and Loughnan 2014; 
Leape et al. 2012). Interviewees reported incidents such as stereotyping 
another person, interacting inconsiderably, or ignoring the individuality 
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of colleagues. Th is theme appeared to be particularly challenging for inter-
viewees, including patients: 

  “A new nurse was taking care of me. A nurse supervisor walked in 
and laid into the nurse about what she was doing. Th is played out 
in front of my family. We were so uncomfortable by how the super-
visor handled the situation in a disrespectful manner. Th e new nurse 
looked horrifi ed.” (patient) 

  “Th e phone consultations can be abusive. When I call consultants, 
sometimes people can be a bit short with me. Th e phone call deper-
sonalizes the interaction. I prefer to communicate in person. When 
they see me in person, they are likely to interact with me more 
 respectfully.” (physician)

Th e disempowered to bridge power diff erentials factor stemmed 
from challenges that interviewees shared around speaking up against the 
power gradient. Power hierarchy in organizations is based on acceptance 
and expectations by less powerful members in organizations that power 
is distributed unequally, a perception that shapes the members’ responses 
to confl ict situations (French and Raven 1959; Hofstede, Hofstede, and 
Minkov 2010; Janss et al. 2012; Pinkley and Northcraft 1994). When shut 
down by those in power positions, individuals took circuitous routes to 
get their work done around the diffi  cult authority fi gures. Interviewees 
reported feeling caught between two power fi gures or choosing to escalate 
the confl ict up the chain of command for resolution:

  “I disagreed with a senior MD attending over a patient care plan. 
Th e senior attending made accusatory remarks and refused to make 
eye contact with me for a week. I decided not to confront this senior 
person directly out of fear that the confl ict may impact my academic 
career. Th e fear that I could be reprimanded by the senior attending 
lingered on.” (physician) 

  “While discussing with a physician my course of treatment, another 
physician came in and didn’t agree with the fi rst physician’s assess-
ment and said to me, ‘I think this may harm you [the patient].’ I felt 
the two physicians were in clear opposition with one another. I was 
caught in the middle of having to vote in favor of one provider over 
the other.” (patient)

  “After getting yelled at by an attending, I reported the incident in my 
evaluation after the training was completed. Looking back, I wish I 
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had the courage to let the attending know how unprofessional the 
behavior was. I refrained from speaking up because he was a senior 
fi gure. I did not want to receive a negative evaluation of my perfor-
mance.” (resident trainee)

Perhaps not surprising, experiencing a failure to communicate was 
identifi ed as a major contributor to confl icts. Rather than simple com-
munication failures such as physically not hearing or mishearing a word, 
these are complex communication failures involving unclear role expecta-
tions, mismatched understanding of situations, lack of timely feedback, or 
incomplete information transfer (Duff y, Ganster, and Pagon 2002):

  “I got into this ‘I am right; you are wrong’ situation with a nurse 
over what medication to administer to a patient. I felt the nurse was 
hounding me and I felt disrespected. Now that I am more experi-
enced, I try to listen to nurses, explain what I am doing, and ask 
for their input. I also try to use the phone to connect with them in 
person.” (physician)

  “An operating room team member was not part of a preplanning 
meeting and communication about a surgery case. During the case, 
this team member was unsure of his role and felt there was a general 
lack of respect. Th is individual felt marginalized. When the patient 
[oxygen] desaturated, there was fi nger pointing and blaming of the 
team member, and the confl ict quickly escalated.” (hospital leader)

Organizational Factors
Two factors at the organizational level contributed to confl icts. Diffi  culties 
with navigating and negotiating within complex organizational structures 
involved problems with roles and responsibilities, tasks, procedures, work-
fl ow, or resource constraints such as shortage of equipment, personnel, 
or facilities. Th ese challenges stem from organizational structure, includ-
ing specialization of teams, tasks, hierarchies, objectives, procedures, and 
resources (Bresman and Zellmer-Bruhn 2013; de Wit et al. 2012):

  “Residents typically are not able to provide the care needed due to 
the high volume of telephone calls they have to handle throughout 
the night. Th e next morning, teams that arrive at the hospital to pick 
up patient care duties where the night team has left off  are upset 
because they feel they had poor service overnight, which predisposes 
the conversation to go poorly. Both the patient and the staff  are upset 
with the night shift team.” (nurse)
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  “Nurses felt technicians were doing work that was outside of their 
scope [of practice]. Techs felt nurses were taking work away from 
them, leaving their esteem, pride, and worth wounded.” (hospital 
leader)

Disrespect for group norms involved behaviors and beliefs that con-
tradicted what group members regarded as established institutional guide-
lines. Th ese norms develop through interactions among group members 
who informally agree to them as acceptable and unacceptable behaviors 
(Cialdini and Trost 1998; Ehrhart and Naumann 2004):

  “I had a disagreement with a physician over a test order that I believed 
was the hospital standard. I felt the physician was dismissing the 
patient because of her socioeconomic status. I escalated the issue to 
my manager, who told me to directly communicate with the physi-
cian. Th e physician said to me, ‘I am the doctor. I make the medical 
decision. You are just the nurse.’” (nurse)

  “I overheard a patient yelling from his room. I saw the medical assis-
tant sitting at a computer cruising the Internet. Th en the patient 
pushed the button to alert a staff  to come to the room. Th e medical 
assistant still didn’t go. So I went to check in on the patient. After I 
saw the patient, I told the assistant that patients’ calls needed to be 
answered. He said, ‘Th at patient never wants anything.’ I said, ‘Even 
if he didn’t want anything, you cannot ignore him.’” (nurse)

Consequences of Health Care Team Confl icts

Negative consequences were discussed by all interviewees for the 156 con-
fl icts reported (Table 3). Th ey included real and feared consequences at the 
patient, provider, and organizational levels. Interviewees sometimes had 
fi rsthand knowledge of damaging outcomes and sometimes shared fears of 
negative consequences that had lingered for months or even years. While 
some of the consequences were tangible, such as a canceled surgery, some 
were less tangible, such as persistent tension in a working  relationship. 

Consequences to patients were particularly distressing and included 
negative impacts on patient safety and patients’ satisfaction with their 
health care: 

  “We can’t do things in a hurried manner. Surgeons stood behind the 
anesthesia team and said, ‘Go faster.’ As a trainee, it was very diffi  -
cult not knowing whether the hastened pace might jeopardize patient 
safety.” (resident trainee)
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  “I was in the emergency room, and it became clear that no one was 
taking care of me even when multiple folks were involved to fi gure out 
what I needed. Th e team discussed in raised voices what to do within 
my earshot. I was kept in the emergency room for hours before I was 
admitted. I am now scared to go to the emergency room.” (patient)

Interviewees also shared real and feared consequences for themselves 
including around their career success, collegial relationships, work satisfac-
tion, morale, and personal well-being. While some of the stories were rela-
tively minor such as, “After a confl ict with another attending who refused 
to negotiate changing the surgery case schedules, I stopped referring my 
patients to this individual” (physician), other consequences were profes-
sionally costly or damaging:

  “I started having run-ins with another colleague with whom I used 
to be close to. Th is staff  constantly reported that I wasn’t getting my 
work done. A mediated meeting somewhat improved the situation. 
However, I don’t feel that confl ict has completely resolved because I 
don’t trust the person anymore.” (allied health provider)

  “I overheard a nurse disagreeing with my decision to do a procedure. 
I said to the nurse, if you disagree with my clinical decision, it’s okay 
to disagree, but you need to tell me respectfully directly and not in my 
earshot. Th e nurse said: ‘I have nothing to say to you.’ Th at interac-
tion led to serious job dissatisfaction on my part.” (physician)

At the organizational level, interviewees described consequences of 
professional performance and employee turnover. For some interviewees, 
these organizational outcomes had been borne in silence. For others, they 
were a source of discouragement that seemed to border on burnout: 

  “I left my job after experiencing trauma following a diffi  cult encounter 
with a physician, who exploded at me in public at the nurse station. 
Everybody just left me there. I started crying, and it was humiliating. 
Nothing bad happened to the patient. I left the organization about 
a year and half later. I couldn’t accept being yelled at in that way.” 
(nurse)

  “Th ere was a catastrophic event. Nurses had to shoulder the respon-
sibility. In the process of holding parties accountable, I became 
disheartened when people were not held accountable to the degree I 
thought they should. I left the institution because of my professional 
standards and integrity.” (nurse) 
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Study Implications

Confl ict among interprofessional health care teams is a common and com-
plex problem. Our report from a large-scale, structured interview study 
makes unique and important contributions to deepen existing understand-
ing of workplace confl ict in health care settings. First, among the exist-
ing qualitative studies that have explored providers’ perspectives on health 
care confl icts (Brown et al. 2011; Jameson 2003; Jones 2006; Leever et al. 
2010; Nicotera and Clinkscales 2010; Phelan, Barlow, and Iversen 2006; 
Rogers et al. 2013a), Brown et al. reported the largest sample: 121 clini-
cians. In our study, hospital leader and patient voices were added to health 
care providers’ perspectives, which expanded understanding of the contrib-
uting factors and consequences of health care confl ict. 

Second, we extended the earlier work (Rogers and Lingard 2006), 
which identifi ed causes and consequences of confl ict in the operating 
room and applied our stratifi ed sampling across three hospitals and four 
categories of participants. In doing so, we were able to propose a unifying 
 conceptual framework that links confl ict narratives from health care to 
existing concepts from business and psychology. We found previously less 
explored concepts as confl ict triggers, such as the role of resource depletion 
at the individual and institutional levels. Furthermore, we off er insight into 
how simple task-based confl icts evolve into the more challenging relation-
ship-based confl icts. 

Our conceptual framework shifts the characterization of contributing 
factors of health care confl ict from generality (e.g., “Th at unit has a lot of 
confl icts”) to specifi city (e.g., “Th at unit suff ers from unresolved confl icts 
with the nurse manager,” a type of interpersonal confl ict characterized by 
bias from prior relationship dynamics). Th e nine contributing factors at the 
individual, interpersonal, and organizational levels may be useful to guide 
the development of confl ict interventions within a health care organiza-
tion. For example, confl icts arising from staff  shortages call for diff erent 
interventions from confl icts associated with perceived lack of competence 
among providers. While foundational communication skills are at the cor-
nerstone of teamwork, confl icts are triggered by diff erent root causes and 
need targeted strategies for successful problem resolution and restoration 
of professional relationships.

Th ird, the key fi ndings point to evidence of how confl icts break down 
the culture of safety that protects patients. We off er accounts of the cost 
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of confl icts to professionals, as well as the patients and families they care 
for. Far from being a benign irritation or minor nuisance, interviewees in 
our study described acute and sometimes long-standing, even gut-wrench-
ing, and occasionally dangerous confl icts among colleagues. At the center 
of confl icts, our interviewees described colliding interests, contradictory 
opinions, complex communication breakdowns, careless escalation up 
the chain of command, confusing workfl ows, and cues of disrespect and 
humiliation. Providers doubted their judgment and competence when 
confl icts arose. Th eir professional identities were threatened. Th ose with 
less power often felt caught in the middle when they could not speak up 
or reconcile confl icting instructions from providers in higher positions. 
Th ey circumnavigated diffi  cult personalities and situations even if it meant 
increasing their workloads. Patients and families were disturbed by con-
fl icts they witnessed between health care providers. Th ey felt obliged to 
ask providers to take a disagreement out of earshot so they could focus on 
recovering or caring for loved ones rather than on problems among mem-
bers of the health care team. 

Confl ict is a pervasive problem in health care and appears to be asso-
ciated with persistent power gradients (Janss et al. 2012). Th e majority 
of confl ict narratives shared by our participants refl ected their struggles 
with power diff erentials in the organization. But the methods participants 
chose to address confl ict were not always ideal. For example, our interview-
ees mentioned the hospital’s patient safety net (PSN) reporting system as 
leverage for bridging power gradients. Although the PSN was originally 
designed as an anonymous channel for reporting adverse events or medi-
cal errors, we found it had inadvertently become an outlet for providers to 
escalate unresolved confl icts with colleagues. Being “PSN’ed” had become 
a method to safely confront someone with more power instead of a person-
to-person dialogue. 

We note that the topic of power has not been satisfactorily addressed in 
the health care literature. A systematic review spanning six decades high-
lighted only 6 of 129 articles that addressed professional hierarchy, resulting 
in a call for more rigorous inquiry into examining the power gradient in 
organizations (Paradis and Whitehead 2015). Training in speaking across 
power gradients is much needed and has to be buttressed by leaders’ active 
role modeling of positive team behaviors, as well as an organizational culture 
that promotes employees’ timely and assertive willingness to address con-
fl ict (Greer et al. 2012; Rogers et al. 2013b). Without this concerted eff ort, 
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 organizations will treat legitimate concerns on the part of  employees as 
undiscussable. Silencing employees’ grievances and suppressing their authen-
tic voices in this way compromise a culture of safety (Dankoski et al. 2014).

Confl ict is a healthy and necessary part of health care, but teams must 
possess the skills to address confl ict in ways that allow them to air impor-
tant concerns, resolve inevitable disputes, and maintain positive profes-
sional relationships. Patient safety and quality of care depend on the ability 
not just to tolerate confl ict but to embrace its critical role in human inter-
actions and communication. 

Limitations of Study

Th is study had several limitations. First, participants were recruited from 
three hospitals across a single health care system. In an eff ort to increase 
generalizability, the interview protocol is currently being replicated at an 
academic medical center in Geneva, Switzerland. Second, concerns regard-
ing audiotaping interviews required using fi eld notes with potential biases 
stemming from interviewers’ interpretations. We addressed this limitation 
by adopting standard protocols for interview notes and regularly review-
ing compiled notes. Th ird, we presumed the credibility of the storytellers 
but recognize possible biases in their recounting of events and attributions 
of others’ intentions. Our story collection method did not allow us to tri-
angulate the content by verifying the nature of the confl ict with the indi-
viduals portrayed in the narratives. Fourth, interviewees may have recalled 
negative examples associated with confl icts more readily than positive out-
comes (Dejesse and Zelman 2013), such as strengthened relationships or 
clarifi cations of hospital standards. 

Conclusion

Th e conceptual framework we propose contributes to creating a common 
language around health care confl icts and points to future confl ict manage-
ment interventions. Much research is needed to examine the eff ectiveness 
of training interventions developed based on the recommended concep-
tual underpinning. However, studying health care confl ict goes beyond 
the domain of research inquiry. Eff ective handling of confl icts at the indi-
vidual, team, and organizational levels not only promotes patient safety 
but also honors the common aspiration that health care providers bring to 
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their workplaces: to deliver excellent care to patients and families as a well-
functioning, interprofessional team.

  Acknowledgments

We express our deep appreciation to all interview participants for their 
candid sharing of stories and ardent support for our study. Th is study 
would not have been possible without the vision of the University of 
Washington (UW) Medicine leadership to advance the institution’s com-
mitment to excellence in patient care and organizational culture. We also 
recognize Monica Wacker, a technician at UW Institute for Simulation 
and Interprofessional Studies, for her help with scheduling interviews, and 
Lindsay Boyd, a registered nurse in the cardiothoracic intensive care unit, 
who assisted with conducting interviews. Finally, we thank the follow-
ing individuals who provided critical reviews of the manuscript: Timothy 
Dellit, associate dean for clinical aff airs; Th omas Gallagher, professor of 
medicine, Division of General Internal Medicine; Marcia Rhodes, direc-
tor of Health Sciences and UW Medicine Risk Management; and Marj 
Wenrich, chief of staff  of UW Medicine.

We acknowledge the following funding sources: UW Medicine Patient 
Safety Innovations Program (PSIP) and George G. B. Bilsten Endowed 
Professorship in the Art of Communication with Peers and Patients. 

Ethical approval has been granted by the University of Washington 
Human Subjects Offi  ce (Reference No: 45175).

References

  Azoulay, E., J.-F. Timsit, C. L. Sprung, et al. 2009. “Prevalence and Factors of 
Intensive Care Unit Confl icts: Th e Confl icts Study.” American Journal of 
Respiratory and Critical Care Medicine 180:853–60.

Baldwin, D. C., Jr., and S. R. Daugherty. 2008. “Interprofessional Confl ict and 
Medical Errors: Results of a National Multi-Specialty Survey of Hospital Resi-
dents in the US.” Journal of Interprofessional Care 22:573–86.

Barki, H., and J. Hartwick. 2004. “Conceptualising the Construct of  Interpersonal 
Confl ict.” International Journal of Confl ict Management 15:216–44.

Bresman, H., and M. Zellmer-Bruhn. 2013. “Th e Structural Context of Team 
Learning: Eff ects of Organizational and Team Structure on Internal and 
External Learning.” Organization Science 24:1120–39.

Brown, J., L. Lewis, K. Ellis, M. Stewart, T. R. Freeman, and M. J. Kasperski. 
2011. “Confl ict on Interprofessional Primary Health Care Teams: Can It Be 
Resolved?” Journal of Interprofessional Care 25:4–10.



274 KIM, BUTTRICK, BOHANNON, FEHR, FRANS, SHANNON

Conflict Resolution Quarterly • DOI: 10.1002/crq

Catchpole, K. R., A. E. B. Giddings, G. Hirst, T. Dale, G. J. Peek, and M. R. de 
Leval. 2008. “A Method for Measuring Th reats and Errors in Surgery.” Cogni-
tion, Technology, and Work 10:295–304.

Christian, C. K., M. L. Gustafson, E. M. Roth, T. B. Sheridan, T. K. Gandhi, 
K. Dwyer, M. J. Zinner, and M. M. Dierks. 2006. “A Prospective Study of 
Patient Safety in the Operating Room.” Surgery 139:159–73.

Cialdini, R. B., and M. R. Trost. 1998. “Social Infl uence: Social Norms, Conformity 
and Compliance.” In Th e Handbook of Social Psychology, 4th ed., edited by D. T. 
Gilbert, S. T. Fiske, and G. Lindzey, vol. 2, 151–92. New York: McGraw-Hill.

Dankoski, M. E., J. Bickel, and M. E. Gusic. 2014. “Discussing the Undiscuss-
able with the Powerful: Why and How Faculty Must Learn to Counteract 
Organizational Silence.” Academy Medicine 89:1610–13.

De Dreu, C. K. W., and A. Nauta. 2009. “Self-Interest and Other-Orientation in 
Organizational Behavior: Implications for Job Performance, Prosocial Behav-
ior, and Personal Initiative.” Journal of Applied Psychology 94:913–26.

de Wit, F. C., L. L. Greer, and K. A. Jehn. 2012. “Th e Paradox of Intragroup 
Confl ict: A Metaanalysis.” Journal of Applied Psychology 97:360–90.

Dejesse, L. D., and D. C. Zelman. 2013. “Promoting Optimal Collaboration 
between Mental Health Providers and Nutritionists in the Treatment of Eat-
ing Disorders.” Eating Disorders 21:185–205.

Duff y, M. K., D. C. Ganster, and M. Pagon. 2002. “Social Undermining in the 
Workplace.” Academy of Management Journal 45:331–52.

Edmondson, A. C., and D. M. Smith. 2006. “Too Hot to Handle? How to Man-
age Relationship Confl ict.” California Management Review 49:6–31.

Ehrhart, M. G., and S. E. Naumann. 2004. “Organizational Citizenship Behavior 
in Work Groups: A Group Norms Approach.” Journal of Applied Psychology 
89:960–74. 

Fletcher, G. J. O., J. A. Simpson, and G. Th omas. 2000. “Th e Measurement of 
Perceived Relationship Quality Components: A Confi rmatory Factor Ana-
lytic Approach.” Personality and Social Psychology Bulletin 26:340–54.

French, J., and B. Raven. 1959. “Th e Bases of Social Power.” In Studies in Social 
Power, edited by D. Cartwright, 150–67. Ann Arbor, MI: Institute for Social 
Research.

Friedman, R. A., S. T. Tidd, S. C. Currall, and J. C. Tsai. 2000. “What Goes 
Around Comes Around: Th e Impact of Personal Confl ict Style on Work Con-
fl ict and Stress.” International Journal of Confl ict Management 11:32–55.

  Greer, L. L., O. Saygi, H. Aaldering, and C. K. de Dreu. 2012. “Confl ict in Medi-
cal Teams: Opportunity or Danger?” Medical Education 46:935–42. 

Haslam, N., and S. Loughnan. 2014. “Dehumanization and Infrahumanization.” 
Annual Review of Psychology 65:399–423.

Hofstede, G., G. J. Hofstede, and M. Minkov. 2010. Cultures and Organizations: 
Software of the Mind, 3rd ed. New York: McGraw-Hill.



 Confl ict Narratives from the Health Care Frontline 275

Conflict Resolution Quarterly • DOI: 10.1002/crq

Jameson, J. K. 2003. “Transcending Intractable Confl ict in Health Care: An 
Exploratory Study of Communication and Confl ict Management among 
Anesthesia Providers.” Journal of Health Communication 8:563–81.

Janss, R., S. Rispens, M. Segers, and K. A. Jehn. 2012. “What Is Happening 
under the Surface? Power, Confl ict and the Performance of Medical Teams.” 
Medical Education 46:838–49.

Janssen, O., E. van de Vliert, and C. Veenstra. 1999. “How Task and Person 
Confl ict Shape the Role of Positive Interdependence in Management Teams.” 
Journal of Management 25:117–42.

Jehn, K. A. 1995. “A Multimethod Examination of the Benefi ts and Detriments 
of Intragroup Confl ict.” Administrative Science Quarterly 40:256–82.

Joint Commission. 2008. Sentinel Event Alert, Issue 40: Behaviors Th at Undermine 
a Culture of Safety. http://www.jointcommission.org/sentinel_event_alert
_issue_40_behaviors_that_undermine_a_culture_of_safety/.

Jones, A. 2006. “Multidisciplinary Team Working: Collaboration and Confl ict.” 
International Journal of Mental Health Nursing 15:19–28.

Kiefer, T., and L. J. Barclay. 2012. “Understanding the Mediating Role of Toxic 
Emotional Experiences in the Relationship between Negative Emotions and 
Adverse Outcomes.” Journal of Occupational and Organizational Psychology 
85:600–25.

Kim, P. H., D. L. Ferrin, C. D. Cooper, and K. T. Dirks. 2004. “Removing the 
Shadow of Suspicion: Th e Eff ects of Apology versus Denial for Repairing 
Competence- versus Integrity-Based Trust Violations.” Journal of Applied 
 Psychology 89:104–118. 

Leape, L. L., M. F. Shore, J. L. Dienstag, R. J. Mayer, S. Edgman-Levitan, G. S. 
Meyer, and G. B. Healy. 2012. “Perspective: A Culture of Respect, Part 1: 
Th e Nature and Causes of Disrespectful Behavior by Physicians.” Academic 
Medicine 87 (7): 845–52. 

Leever, A. M., M. V. D. Hulst, A. J. Berendsen, P. M. Boendemaker, J. L. N. 
Roodenburg, and J. Pols. 2010. “Confl icts and Confl ict Management in the 
Collaboration between Nurses and Physicians: A Qualitative Study.” Journal 
of Interprofessional Care 24:612–25. 

Maslach, C., W. B. Schaufeli, and M. P. Leiter. 2001. “Job Burnout.” Annual 
Review of Psychology 52:397–422.

  Maxfi eld, D., J. Grenny, R. McMillan, K. Patterson, and A. Switzler. 2005. 
Silence Kills: Th e Seven Crucial Conversations in Healthcare. http://www
.silenttreatmentstudy.com/silencekills/SilenceKills.pdf.

Muraven, M., D. M. Tice, and R. F. Baumeister. 1998. “Self-Control as Limited 
Resource: Regulatory Depletion Patterns.” Journal of Personality and Social 
Psychology 74:774–89.

Nicotera, A. M., and M. J. Clinkscales. 2010. “Nurses at the Nexus: A Case Study 
in Structurational Divergence.” Health Communication 25 (1): 32–49. 



276 KIM, BUTTRICK, BOHANNON, FEHR, FRANS, SHANNON

Conflict Resolution Quarterly • DOI: 10.1002/crq

Otero, H. J., L. Nallamshetty, and F. J. Rybicki. 2008. “Interdepartmental Con-
fl ict Management and Negotiation in Cardiovascular Imaging.” Journal of the 
American College of Radiology 5:834–41.

Paradis, E., and C. R. Whitehead. 2015. “Louder Th an Words: Power and Con-
fl ict in Interprofessional Education Articles, 1954–2013.” Medical Education 
49:399–407.

Patton, M. Q. 1999. “Enhancing the Quality and Credibility of Qualitative 
 Analysis.” HSR: Health Services Research 34 (2):1189–1208.

Phelan, A. M., C. A. Barlow, and S. Iversen. 2006. “Occasioning Learning in 
the Workplace: Th e Case of Interprofessional Peer Collaboration.” Journal of 
Interprofessional Care 20:415–24.

Pinkley, R. L. 1990. “Dimensions of Confl ict Frame: Disputant Interpretations of 
Confl ict.” Journal of Applied Psychology 75:117–26.

Pinkley, R. L., and G. B. Northcraft. 1994. “Confl ict Frames of Reference: 
Implications for Dispute Processes and Outcomes.” Academy of Management 
 Journal 37:193–205.

Rogers, D. A., and L. Lingard. 2006. “Surgeons Managing Confl ict: A Frame-
work for Understanding the Challenge.” Journal of the American College of 
Surgeons 203:568–74.

Rogers, D., L. Lingard, M. L. Boehler, S. Espin, M. Klingensmith, J. D.  Mellinger, 
and N. Schindler. 2011. “Teaching Operating Room Confl ict Management to 
Surgeons: Clarifying the Optimal Approach.” Medical Education 45:939–45.

Rogers, D., L. Lingard, M. L. Boehler, S. Espin, J. D. Mellinger, N. Schindler, 
and M. Klingensmith. 2013a. “Surgeons Managing Confl ict in the Operating 
Room: Defi ning the Educational Need and Identifying Eff ective Behaviors.” 
American Journal of Surgery 205:125–30.

Rogers, D., L. Lingard, M. L. Boehler, S. Espin, N. Schindler, M. Klingensmith, 
and J. D. Mellinger. 2013b. “Foundations for Teaching Surgeons to Address 
the Contributions of Systems to Operating Room Team Confl ict.” American 
Journal of Surgery 206:428–32.

Scott, C., and D. Gerardi. 2011. “A Strategic Approach for Managing Confl ict 
in Hospitals: Responding to the Joint Commission Leadership Standard, 
Part 1.” Joint Commission Journal on Quality and Patient Safety 37:59–69.

Simons, T. L., and R. S. Peterson. 2000. “Task Confl ict and Relationship Confl ict 
in Top Management Teams: Th e Pivotal Role of Intragroup Trust.” Journal of 
Applied Psychology 85:102–11.

Skjørshammer, M. 2001. “Co-operation and Confl ict in a Hospital: Interprofes-
sional Diff erences in Perception and Management of Confl icts.” Journal of 
Interprofessional Care 15:7–18.

Tversky, A., and D. Kahneman. 1981. “Th e Framing of Decisions and the 
 Psychology of Choice.” Science 211:453–58.

Yang, J., and K. W. Mossholder. 2004. “Decoupling Task and Relationship Con-
fl ict: Th e Role of Intragroup Emotional Processing.” Journal of Organizational 
Behavior 25:589–605.



 Confl ict Narratives from the Health Care Frontline 277

Conflict Resolution Quarterly • DOI: 10.1002/crq

Sara Kim, PhD, is associate dean for educational quality improvement and 
research professor in the Department of Surgery, School of Medicine, Univer-
sity of Washington, Seattle.
Elizabeth Buttrick is director for educational quality improvement in the 
School of Medicine, University of Washington, Seattle.
Isaac Bohannon, MD, is a physician specializing in otolaryngology, Group 
Health Medical Center, Bellevue, Washington. 
Ryan Fehr, PhD, is assistant professor in the Foster School of Business, 
 University of Washington.
Elise Frans, RN, is a wound and ostomy clinical nurse specialist at the 
 University of Washington Medical Center, Seattle.
Sarah E. Shannon, PhD, is associate professor in the Department of 
 Biobehavioral Nursing and Health Systems, School of Nursing, University of 
Washington, Seattle.


