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The Patient’s Story
Mrs B was an 84-year-old woman with advanced dementia
who developed an aspiration pneumonia requiring an acute
care hospital admission to the intensive care unit. During her
recovery, she had difficulty during an informal swallowing
study. To provide nutritional support, her family agreed to
the temporary placement of a nasogastric tube, even though
she pulled it out twice. Physical restraints were used to pre-
vent further episodes of tube dislodgement. The hospital medi-
cal team recommended placement of a percutaneous gastros-
tomy for feeding. However, based on the patient’s previous
wish not to end up in the same state as a sister-in-law with
Alzheimer dementia, her husband and the rest of her family
believed that she would not have wanted a long-term feed-
ing tube, and she was transferred to a nursing home without
a feeding tube. The family’s hope for her nursing home stay
was for her to regain sufficient strength that she could re-
sume oral intake. They were uncertain if rehospitalization
would be appropriate at this point in her illness.

PERSPECTIVES
A Perspectives editor interviewed Mrs B’s husband, Mr B,
in December 2003, and the medical director of Mrs B’s nurs-
ing home, Dr Q, in January 2004.

MR B: My wife has been bedridden for the past 2 years and
during that time has needed special care and caregivers since
she has lost the use of both her arms and her legs. In March of
2003, she developed pneumonia, and we took her to the hos-
pital. The doctors repeatedly suggested . . . inserting a gastric
tube for nutrition. [This reminded me of] the story of my sis-
ter, who had had a gastric tube installed. She died a few years
ago, and the quality of her life for years was just nonexistent.

She was not really living, and the tube was all that kept her
going. We were a little disturbed by the frequency of the calls
for the gastric tube. [The doctors were] quite insistent. We in-
dicated that it was just out of the question.

DR Q: [When Mrs B was admitted], my understanding was
that she was on a do-not-resuscitate status. But, if need be, [she]

See also Patient Page.
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Physicians often assume that conflict is undesirable and
destructive, yet conflict handled well can be productive,
and the clarity that results can lead to clearer decision mak-
ing and greater family, patient, and clinician satisfaction.
We review the course of Mrs B, an 84-year-old woman
with advanced dementia and an advance directive stat-
ing no artificial hydration or nutrition. Over the course of
her illness, her family and physicians had conflicting opin-
ions about the use of short-term tube feeding and intra-
venous hydration in her care. We describe the conflicts that
arose between her physicians and family and a typology
of conflicts common in care of patients who are seriously
ill (family vs team, team member vs team member). Draw-
ing from the business, psychology, and mediation litera-
ture, we describe useful communication tools and com-
mon pitfalls. We outline a step-wise approach that
physicians can use to deal with conflicts and the use of
treatment trials as a strategy to address conflicts about the
use of life-sustaining medical interventions.
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could be transferred to an acute hospital. [Her family] told me
that she did not want any invasive measures. The more I talked
to the family, the more it became obvious that the patient’s
advance directives did state no IVs and no artificial feeding.

The medical, logistical, and emotional issues surround-
ing a dying patient are frequently complicated, and differ-
ences in perspectives of the patient’s loved ones and clini-
cians can easily result in conflict. Physicians usually assume
that conflict is undesirable and destructive—which is true
if the conflict is handled poorly. Yet conflict handled well
can be productive, and the clarity that results can lead to
improved decision making.

Although some empirical literature exists discussing con-
flict in medical settings,1-10 only one study empirically tests
a specific approach to conflict resolution.2 In this article,
we draw on evidence-based approaches used in other
fields11,12 and make recommendations for mediation in medi-
cal settings.13-17 We review the course of Mrs B’s care after
her transfer to the nursing home and identify missed op-
portunities for openly discussing and resolving conflicts that
arose between her physicians and family. We describe a ty-
pology of conflicts relevant to palliative care, pitfalls to avoid,
useful communication tools, and a step-wise approach to
conflict resolution. Finally, we discuss the use of treatment
trials as a strategy to address conflicts about the use of life-
sustaining medical interventions.

What Kinds of Conflict Occur and How Often?

Conflict in medical settings has been defined as “a dispute,
disagreement, or difference of opinion related to the man-
agement of a patient involving more than one individual and
requiring some decision or action.”3 Common sources of con-
flict are outlined in TABLE 1. This typology is based on the
available empirical studies of conflict, all of which involve
intensive care units.1,3 Although we acknowledge the lim-
ited potential for physician-patient conflict in this set-
ting—in which patients are frequently unable to commu-
nicate—our experience suggests that the typology is accurate
for palliative care.

Conflict occurs frequently. Breen et al1 examined conflict
associated with decisions to limit life-sustaining treatment in
6 intensive care units at an academic medical center and found
that at least one clinician described a conflict in 78% of 102
consecutive cases. Clinician-family conflicts were identified
in 48% of cases, and clinician-clinician conflicts in 48% of
cases. Studdard et al4 examined conflicts in 7 medical and sur-
gical intensive care units and identified conflicts involving
32% of patients with long stays (defined as �85th percentile
for that unit). One informal poll of physician executives in-
dicated that this group spent “at least 20% of their time” deal-
ing with conflict.9 In usual practice, conflict is probably un-
derreported. For example, a resident physician may believe
an attending physician’s treatment plan is inappropriate, but
given the power differential between them, the resident will
not articulate the conflict.18

Pitfalls in Handling Conflict
Mr B’s remark about feeling “disturbed” indicates that he
felt some degree of conflict with the hospital physician
about the need for a feeding tube. The physician’s
behavior—to make repeated telephone calls asking for
consent—gave Mr B the sense of being in an adversarial
situation, and neither Mr B nor the physician got a better
understanding of each other’s views. TABLE 2 describes
ineffective approaches that we have observed. The physi-
cian may have been reluctant to negotiate because of a lack
of self-confidence or skill in negotiation, constraints of time
or interest, or a belief that the way to preserve relationships
is to avoid conflicts or to suppress anger when conflicts do
arise. In addition, common physician personality attributes,
especially perfectionism, compulsiveness, and values about
scientific evidence, may contribute to reluctance to negoti-
ate and an avoidance of conflict.19,20 Yet habitual conflict
avoidance can increase stress over time rather than decrease
it,21 and a study of physicians responding to complaints
indicates that conflict carries strong emotional repercus-
sions.22 Another study of nonphysicians indicates that
replacing avoidance behaviors with open communication is

Table 1. Common Examples of Conflict

Family vs Clinician

Son prefers life-sustaining
treatment for patient

Physician thinks life-sustaining
treatment would increase
patient suffering

Husband is uncertain about
patient’s wishes

Physician finds the husband
is inconsistent when
discussing patient’s wishes

Husband does not trust that
clinician is acting in patient’s best
interests

Nurse thinks family is not acting
in patient’s best interests

Wife does not believe prognosis
given by clinicians

Physician believes wife is in
denial

Clinician vs Clinician

Specialist physician wishes to
continue interventions targeted
at disease

Palliative physician wishes to
focus on quality of life and
patient goals

Physician wants to continue
life-sustaining treatment based
on small chance of cure

Nurse wants to focus on quality
of life based on large chance
of treatment failure

Physician thinks that medical
decisions are his/her
responsibility

Nurse thinks his/her input is
excluded from decision
making

Attending physician gives resident
increasing responsibility

Nurse thinks that resident
decisions are inadequately
supervised

Family vs Family

Daughter thinks she knows patient
wishes best

Son thinks medical options have
not been exhausted

Wife has come to accept her
husband’s imminent death

Daughter has just arrived from
out of town, insists on not
giving up

Patient vs Clinician

Patient wants to try another
chemotherapy regimen

Physician thinks that more
chemotherapy is futile

Patient wants to live independently Physician thinks patient’s debility
requires assisted living
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better for relationships and for health,23 a finding that likely
generalizes to physicians.

The most important pitfall to avoid is trying to begin ne-
gotiations when the physician is angry or upset enough to
feel “flooded,” that is, consumed with defensive thoughts
and unable to focus on what the other person is saying. The
amount of time required to recover from this, derived from
research on marital fighting, is about 20 minutes.24,25 In this
situation, it may be best to identify the disagreement, avoid
being drawn into a discussion, take time to observe one’s
own emotional reaction, and identify negotiation tech-
niques.

Useful Communication Tools to Handle Conflict

The immediate issue facing Dr Q is how to understand the
conflict between the family and previous health care pro-
fessionals without becoming embroiled in it. Useful com-
munication strategies are outlined in TABLE 3. We recom-
mend that Dr Q leave aside the issue of whether a feeding
tube was appropriate to suggest for a patient with ad-
vanced dementia26 and instead explore Mr B’s perceptions
of the issue from a nonjudgmental stance. For example: “It
sounds like there was some discussion about the feeding tube
while your wife was in the hospital. I’d like to know your
perspective so that we can develop a way to work to-
gether.” This opening invites Mr B to discuss the issue, frames
the issue in a nonjudgmental way, enables Dr Q to under-
stand and explore Mr B’s perspective, and articulates an in-
terest in building a therapeutic alliance with Mr B. If the op-
ening is judgmental, “I heard that you didn’t want to follow
the hospital doctor’s recommendations,” Mr B is likely to
respond defensively.

A General Approach to Negotiating Conflict

DR Q: Initially, she was doing fine. She had a daily caretaker
provided by the family. Then the patient had an infection, went
to an acute hospital, and upon her return, started deteriorat-
ing gradually. Her oral intake [decreased to] less than 1000
[kcal/d]. In our discussions with the family, they knew that she
was not to be fed [artificially long-term], but [asked] if we would
“just try to bridge this phase.” I think that everybody rational-
ized by saying that it would be just for a very short period of
time.

Mrs B’s family had previously declined a feeding tube, but
this request marks a change in their thinking and an appar-
ent conflict with the patient’s advance directive and Dr Q’s
initial understanding of the family’s wishes. How should Dr
Q discuss this with the family? A key issue for Dr Q is de-
ciding what would constitute success. One definition of suc-
cess would be convincing Mrs B’s family that Dr Q under-
stands Mrs B’s true preference with regard to a feeding tube.
This definition creates a “them vs me” mentality that fo-
cuses on who is correct, resulting in winners and losers. A
better alternative might be for Dr Q to focus on interests
rather than positions and define success as developing a

Table 2. Pitfalls in Handling Conflict: Behaviors to Avoid When
Dealing With Conflict

Pitfall Consequences

Avoiding or denying conflict Issue may percolate, become worse;
in long term, avoidance or denial
creates perception of lack of
leadership

Assuming that you know the
whole story

Misses opportunity to improve
mutual understanding

Repeatedly trying to convince
the other party

Misses opportunity to understand
true concerns and annoys the
other person, who may stop
listening

Assuming you know the other
party’s intentions

Labeling other party’s character
rather than focusing on behavior
leads you to view him/her as
inflexible

Holding the other party
responsible for fixing the
issue

Resolution more difficult unless both
parties take responsibility for
finding reasonable outcome

Proceeding as if the issue can be
settled rationally or based on
evidence

Ignores emotions that have been
triggered by conflict

Declaring other party as ethically
questionable

Condescending and potentially
insulting to other party

Using anger or sarcasm as
coercive threat

Creates resentment and undermines
trust in relationship

Ignoring one’s own strong
emotions

Emotions tend to leak out and
become obvious to other party
and may complicate negotiation

Proceeding in the heat of the
moment

Strong emotions tend to narrow
perspective and reinforce existing
conflict

Table 3. Useful Communication Tools for Addressing Conflict

Tool Useful Phrases

Active listening: Turn full attention
to speaker rather than
focusing on your own
concerns or on
counterarguments and
provide feedback showing
that you have understood

“What I’m hearing you say is that you
want us to do everything
possible to prolong your father’s
life.”

“It sounds like you are concerned
about this patient’s suffering
being made worse.”

Self-disclosure: Reveal to listener
some aspect of how you are
feeling without blaming the
other party for your emotions

“I am worried that even the best
medical care will not be able to
achieve your hopes.”

“I need a few minutes to cool off
because I’m irritated; but later we
need to talk about the next
steps.”

Explaining: Provide listener with
information about which
aspects of the situation you
are most concerned about

“My view of this situation is that
providing intravenous fluid would
give her, at best, a 50-50 chance
of improving.”

Empathizing: Provide listener
with evidence that you
understand his emotional
state

“I can see that you care a great deal
about what happens to your
mother.”

“This just feels like a sad situation.”
“I think anyone would feel as worried

as you given the circumstances.”

Reframing: Describe situation as
a mutual problem to be
solved collaboratively

“Now I think we should look at the
issue of intravenous fluid as not
just ‘Do we do it?’ but as part of
the bigger picture of her care.”

Brainstorming: Propose potential
solutions without critiquing
them as a first step in
problem solving

“Let’s try to come up with a few
ideas about how to prepare for
her death and then pick a few to
work on.”
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working relationship with Mrs B’s family in which they could
collaborate to identify solutions that meet Mrs B’s values.
The shared interest in this case is protecting Mrs B’s well-
being and preferences for care. Fisher et al12 would de-
scribe this as “separating the people from the problem.” Ne-
gotiating a solution to a shared problem is easier and more
constructive than trying to convince Mr B that he is misin-
terpreting his wife’s advance directive or debating who knew
Mrs B’s wishes better. In this way, Dr Q can align himself
with the family, show that he understands their situation,
and is on their side.

A step-wise approach to dealing with conflicts, adapted from
Stone et al,11 is presented in TABLE 4. Step 1 is to notice that
there may be a conflict. Step 2 is to prepare for negotiation,
which involves examining 3 types of stories embedded in the
conflict: the “what happened?” story, the “feelings” story, and
the “identity” story. In this case, the “what happened?” story
is that Mrs B’s condition has deteriorated, and her family is
wondering if a new intervention (short-term tube feeding)
could stabilize her. A mistake that physicians sometimes make
in the “what happened?” story is to assume that they know
the truth and that the goal is to convince the family of their
wisdom. If the family remains unconvinced, physicians of-
ten view them as a “problem” and impute bad intentions or
psychological problems to explain why they don’t get it.27 Stone
et al recommend approaching the situation with curiosity
about the family’s “what happened?” story and seeking a new
understanding that embraces both parties’ views.

The affective aspects of a conflict are as important as the
cognitive analysis. Feelings of abandonment, guilt, or sad-
ness can be as important as the facts. If unacknowledged,
these emotions make it difficult to listen to the other party
and have a tendency to leak into the conversation. Thus,
mediation experts recommend that rather than ignoring feel-
ings, one should attempt to recognize and acknowledge both
disputants’ feelings. From Dr Q’s perspective, the feelings
story is about his feeling frustrated that this issue is being
reopened (he remarked “strange things influence the course
of treatment”). For Mrs B’s family, the feelings story is about
their sadness over her decline, guilt that they are not “do-
ing everything,” and frustration that the physicians are not
listening. If Dr Q can articulate an empathetic understand-
ing of the family’s emotions, he often would be able to de-
fuse a conflict, build trust, and facilitate negotiation.

The identity story focuses on how conflicts threaten our
personal and professional identity. The identity story for Dr
Q is that he thinks of himself as a good communicator and
strong patient advocate, and the idea of ordering a feeding
tube, which is contrary to Mrs B’s advance directive, threat-
ens his identity as an advocate. On the other side, the clini-
cal situation has prompted Mrs B’s family members to ques-
tion their identity as a loving family, and Dr Q’s hesitation
to place the tube is evidence that Dr Q does not understand
them. Stone et al11 recommend that participants in a con-
flict try to identify how the conflict may threaten their iden-
tity and to acknowledge that both parties are competent; that

Table 4. A Step-Wise Approach to Address Conflicts

Step Self-assessment Questions What to Say to a Family

1. Notice the conflict Am I feeling angry, or irritated, or bored, or having
my usual response to conflict?

This is an internal reflective step

2. Prepare yourself
Get into a “ready to negotiate” state

of mind
Am I too angry to listen fully?
Am I still rehearsing why I’m right?
Am I feeling punitive?

This is an internal reflective step

Examine the 3 stories11 What happened?
What are my feelings?
How does this involve my identity?

This is an internal reflective step

Decide on the purpose of
working through the conflict

What are the consequences of not addressing this
conflict?

What are my needs that should be addressed in
dealing with this?

This is an internal reflective step

3. Find a nonjudgmental starting point
for the conversation

What would an impartial third person say that this
conflict is about?

“Let’s start with the big picture about what we are
hoping for in Mrs X’s situation.”

4. Reframe emotionally charged issues How can I describe the issue so that it is something
that we both need to work together on?

Am I moving back into the me against you stance?

“For a lot of people, providing food is a way of
showing love. If that’s part of the issue, let’s talk
about other ways you can do that.”

“I don’t think of withholding intravenous fluid as
starvation. It’s a medical treatment that isn’t
always good for someone who is in the last
phase of life.”

5. Respond empathetically Have I given explicit feedback that shows that I
understand how the other person is feeling?

“I know that you would never want to feel that you
were starving your mother. These decisions
definitely require a lot of thought.”

6. Look for options that meet the needs
of both parties

Does this option address the other person’s
concerns?

Does this option address my concerns?

“How about if I describe a treatment trial and you
can tell me your reactions, both positive and
negative?”

7. If no satisfactory agreement can be
reached, get help

What resources exist to help us negotiate? “I think it would be helpful to have another impartial
person help us discuss what is best.”

DEALING WITH CONFLICT
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each may have contributed to a misunderstanding that caused
the conflict. For the physician, a helpful self-assessment ques-
tion is: “Why do I think the family is not hearing (or agree-
ing with) what I am saying, and why am I—a good, caring
clinician—not hearing (or agreeing with) what the family
is saying?”

Negotiating agreement is not the same as giving in or being
nice.28 Negotiation requires that the physician take a role
as mediator, identify shared understandings, invite the fam-
ily to collaborate, and acknowledge feelings without judg-
ment, blame, or attribution (Steps 3-6 in Table 4). The ob-
jective should be to find a solution that satisfies the needs
of both parties rather than to win the battle. Ideally, Dr Q
would achieve 2 goals in his discussions with Mrs B’s fam-
ily: first, all parties should feel that their perspectives have
been heard and respected; and, second, that medical deci-
sions are based on sound evidence, reasonable clinical judg-
ment, and respect for patient and family values.

TYPES OF CONFLICTS AND
THEIR DISTINCTIVE FEATURES
Physician-Family Conflict

DR Q: She had the NG [nasogastric] tube placed and the oral
intake improved to the point where we removed the NG tube.
After that, we said we would not place the NG tube back in.
She did relatively well. She would look at me and answer very
simple things—was she in pain, or not, things like that. Her
daughters told me that they had meaningful conversations with
her. I was never present [for these], so I really don’t know.

The distinctive feature of conflicts between physicians and
family members, in our experience, involves surrogate de-
cision making. The ability of families to report what a pa-
tient wants is only slightly better than chance,29 and their
decision making may be influenced by their emotions. Com-
plicating the situation, family members often complain that
health care institutions do not respect their role as care-
givers,30 that they do not get the information they need,31

and that their cultural values are ignored.32,33

Consequently, resolving conflicts between physicians and
family members often requires that the physician move from
trying to convince the family toward seeking to under-
stand why the family holds a particular view.34 Family mis-
understandings about medical facts are most likely due to
inadequate or ineffective communication.35-37 For ex-
ample, Dr Q could further explore the family’s sense of what
a meaningful conversation had been to deepen his under-
standing of the family’s view of Mrs B’s quality of life; then
he could reframe the issue: “In thinking about this issue,
I’d like to ask, ‘What would Mrs B say she wanted if she could
think clearly?’” One study showed that when families are
asked in this way, the surrogate decision maker was more
likely to accurately represent patient wishes.38 Finally, al-
though it is tempting for Dr Q to try to fix longstanding fam-
ily dynamics, he should recognize that he is not a family
therapist.

Physician-Physician Conflict
Suppose that Dr Z, a partner of Dr Q, stopped him in the
hallway and said: “I was covering over the weekend and I
have to tell you that it’s just ridiculous that Mrs B got a feed-
ing tube. Her advance directive clearly states that she didn’t
want it!”

Distinctive features of conflicts between physicians in-
clude different understandings of patients and family mem-
bers, especially since clinicians may focus on different as-
pects of illness; different domains of medical knowledge about
efficacy and outcomes of different treatments; incomplete
or inaccurate insight about the physician’s own views, val-
ues, and identity issues; and the ability to acknowledge the
professional identities and values of others.39,40

The Dr Z scenario illustrates how a physician may defuse
such an attack.11 Although the normal response to an angry
attack is “fight or flight,” this often escalates the fight or leads
to avoidance. It is possible to reframe a personal attack as an
attack on the problem. Dr Q might say: “Well, I can tell you
that dealing with Mrs B’s family has not been a simple pro-
cess and it has been frustrating for me as well.” Another strat-
egy would be to reframe the attack as a request for advice: “It
hasn’t been easy and if you have constructive suggestions I
would love to hear them.” A third strategy would be to offer
to explain: “The family and I have spent a great deal of time
considering the right course of action. Perhaps when you have
time I can fill you in on what happened.”

Physician-Nurse Conflict

Similarly, Mrs B’s nurse might disagree with Dr Q’s posi-
tion on the feeding tube. Studies indicate that physicians
do not always recognize nurses’ perspectives on con-
flict.41-47 In a study of conflict in intensive care units, nurses
identified nearly twice as many conflicts as were identified
by both the physician and the nurse.3 In a large survey, nurses
rated “physician value and respect for nurse input and col-
laboration” significantly lower than did physicians, sug-
gesting that physicians’ perceptions of the degree of col-
laboration are markedly different from the impressions of
their nursing colleagues. Finally, although another large sur-
vey indicates that nurses and physicians agree that their work-
ing relationships are essentially positive, when asked about
the most important element of a good working relation-
ship, physicians most often mentioned “willingness to help,”
whereas nurses emphasized “mutual respect and trust.”43

Although the same issues described above for conflicts
between physicians may be present in physician-nurse con-
flicts, there are often additional issues related to gender and
communication style.48 Tannen and Guarnashelli49 have de-
scribed how women tend to use conversation as a way to
connect by describing and responding to feelings while men
tend to use conversation to achieve or maintain social status.

In addition, physicians and nurses are trained to attend
to different aspects of patient care. The bedside nurse may
appeal to her specialized knowledge to convince Dr Q to
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change his mind (“She just lies there and moans. I can’t be-
lieve we are going to prolong her suffering. What are you
thinking?”). Although it would be easy for Dr Q to hear this
as a criticism of his expertise (rather than a comment about
her moral distress), he could redirect the conversation to
focus on the impact on the nurse. For example, Dr Q might
respond, “I’m gathering that this decision to place a feed-
ing tube in Mrs B has had some impact on you. I’d like to
understand your opinion and have you participate in the
next family meeting.” Dr Q’s objective would not be to pro-
vide an outlet for the nurse to ventilate her feelings but rather
to create a more collaborative relationship with the nurse.

Physician-Patient Conflict

In our experience, physician-patient conflict occurs less fre-
quently than the other types of conflict although this may
be related to patient reluctance to disagree openly with phy-
sicians. When physicians do perceive conflict, we find that
they frequently raise concerns about patient competence.
It is often easier to question a patient’s competence and abil-
ity to understand a complex situation than to elicit and un-
derstand the patient’s story.50 Yet a deeper understanding
of the patient’s story may reveal other issues; in a study of
the reasons patients left the hospital against medical ad-
vice, the majority of explanations offered by patients in-
volved personal issues.51

Treatment Trials as a Tool to Address Conflict

DR Q: [Mrs B’s] oral intake became less and less. At that point,
we discussed the possibility of temporarily hydrating her. My
idea at that time was to maybe give her a liter or two, because
she was clinically dehydrated. Her oral intake improved and
her mentation improved. After the family saw that she im-
proved, the next time her oral intake declined, they asked for
IVs again. So that same scenario was repeated a few times. To-
ward the end, maybe a month or two before she died, I was at
the point where I felt that she should not be getting any more
IVs. I think the way I put it was, “I don’t think that this is help-
ful anymore.” I think that [the family] realized that them-
selves, too. When it came down to really saying that it was time
to let her go, the family needed more time to settle in, and feel
that everybody was ready for that. In a way, they were thank-
ful for us. Thankful for us not pushing them to say, “Okay, no
more feeding, no more IVs, nothing like that.”

Treatment trials can be used to assess whether a particu-
lar intervention is meeting the goals of care. Thus, in Mrs
B’s case, the physician and family agreed that if she was not
mentally awake that medical treatments should be limited;
the question was whether it was “worth it” to try intrave-
nous hydration. Rather than engaging in a theoretical de-
bate over risks and benefits, a time-limited treatment trial
was proposed. In our experience, treatment trials work best
if they are explicitly structured (TABLE 5). The process of
developing agreement about the goals and structure of the
trial builds trust. Dr Q essentially conducted a series of in-

formal treatment trials of artificial nutrition and hydration
with Mrs B, and his practice reflects studies indicating that
physicians who use a process of deliberation should draw
on the patient’s medical condition and the family’s readi-
ness to withdraw.52,53 In our experience, explicit use of treat-
ment trials allows physicians to initiate discussions about
medical interventions of unclear value and it functions as a
mechanism to guide withdrawal of those interventions in a
dying patient. The value of structured communication about
life-sustaining treatments has been demonstrated in case se-
ries reports in an intensive care unit.54,55

Importance of Acknowledging Physicians’
Contributions to Conflict

DR Q: Once I did agree to leave the NG tube in, I think I could
not go back and say, “I’m taking the tube out.” Once I said okay,
the rest had to be negotiations. If I had said early on that we
had to respect Mrs B’s wishes, if I had given [as] a firm base
[the] end of NG tube and end of hydration treatments, she would
have succumbed to her disease much sooner. But I think that I
just could not go back once I said, “Yes, let’s try.”

Dr Q’s willingness to take responsibility for his role im-
proves his ability to negotiate. While Dr Q might be tempted
to project all the responsibility onto the family, this stance
would subtly contribute to an attitude that “if only the fam-
ily would change, my life would be easier.” Some ways that
physicians contribute to conflicts are so embedded in the
health care system that they are easy to miss. Examples in-
clude: avoidance of end-of-life issues until late in the pa-
tient’s course, changes in care plans related to rotating sched-

Table 5. Negotiating a Treatment Trial

What to Do What to Talk About

1. Include all the relevant people:
patient, family, staff in
discussion

How the treatment can meet the
patient’s values and goals

2. Define the purpose of the trial,
and the treatment
intervention

Procedures, monitoring, adverse
effects, time to likely response

3. Discuss milestones Parameters that will be monitored
and how they relate to treatment
response

Milestones that are evidence of
improvement

4. Discuss treatment success What treatment success would look
like, from the patient’s point
of view

What treatment failure would look
like

5. Check reactions of patient,
family, or both to the
treatment trial

How they are feeling now
How they might feel if the treatment

worked, and if it failed
Empathize—common issues are

anxiety related to uncertainty,
sadness about the patient’s
situation, frustration at lack of
improvement

6. Document steps 1 through 5
of the trial (above) in the chart

Mention to the family that you will be
sharing the purpose of the trial
and other details with other
clinical staff
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ules of physicians, and paternalistic physician attitudes that
undervalue collaboration.39 Building self-awareness about
these issues can enable physicians to develop a greater ca-
pacity for negotiation.56,57

When Conflict Cannot Be Resolved

The approach we outline will not enable physicians to re-
solve every conflict. Bringing in an outside person may help
defuse tension, depersonalize the issues, and identify new
solutions. Thus, step 7 in Table 4 involves seeking nego-
tiation assistance from ethics, risk management, or pallia-
tive care consultants.58 Empirical studies indicate that eth-
ics consultations can help deal with difficult conflicts and
the use of futile medical treatments,59,60 and even then some
conflicts will persist.61 If differences prove to be irreconcil-
able, it can be appropriate for the physician to transfer care.62

Here again, physician empathy for the experience of pa-
tients and families will help improve an inevitably difficult
situation. While irreconcilable differences invariably raise
physician concerns about lawsuits, it is worth keeping in
mind that physicians are more often sued over relationship
and communication issues than competence issues.63

CONCLUSION
In the end, we think that the intravenous hydration Mrs B
received supported the goals that Mrs B and her family had
for her medical care. A willingness to acknowledge conflict
and the use of a step-wise approach to conflict could have
helped the acute care physician (who made the repeated calls)
negotiate more effectively. For Dr Q, framing the hydra-
tion as a treatment trial could have engaged family mem-
bers in the decision-making process to a greater degree, mak-
ing the final decision to stop hydration more of a shared
decision.

Dealing with conflict is a critical skill for physicians. Rec-
ognizing and dealing with conflict can improve relation-
ships, shed light on complicated clinical situations, and help
guide family members, patients, and other clinicians through
difficult decisions. The rewards for physicians who acquire
and use these skills are also evident: a grateful family and a
personal sense of satisfaction.
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