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Appendix D: Examples of Conﬂict Management
Case Scenario: The Ripple Effects of Conﬂict
Background: a charge nurse brought forward a complaint regarding a relationship with Nurse X. The charge nurse
reported that over a period of six months, since her appointment to the unit, tension continued to escalate between the
two and at the time of the complaint the charge nurse indicated that she felt as though she were working in an unhealthy,
hostile environment.
The charge nurse could not identify when the conﬂict began but did recognize that an on-going deterioration of the
relationship had resulted and that a series of small events contributed to the problems. The individuals were no longer
speaking directly to each other unless absolutely necessary. The other staff members noticed that communication was
signiﬁcantly impacted and even information regarding patient care was shared with limitations.
The charge nurse reported that the two individuals had very different work styles and approaches to patient care. She
reported feeling that Nurse X was a strong personality that others avoided for fear of disapproval or reprisals. She felt as
though she were excluded from the group of seasoned employees because she was new to the unit, essentially an outsider.
She felt that a power imbalance existed and that the Nurse X held a great deal of inﬂuence over others, regardless of the
fact that she was in a leadership position. Additionally, the charge nurse believed that the respondent did not complete
her work and this perception contributed to the conﬂict.
Addressing the Conﬂict
The charge nurse indicated that she had ﬁnally come forward after signiﬁcant contemplation and a ﬁnal incident that
could be perceived to be rather insigniﬁcant but was yet another example of what she believed was a long series of
behavioural and code of conduct infractions.
When advised of the complaint, Nurse X indicated that the allegations of bad behaviour were unfounded and, that in fact,
she was the recipient of bullying behaviour.
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Nurse X agreed that there was an ongoing relationship issue and was preparing to forward documentation that would
support her allegations of harassment and bullying. She maintained that the charge nurse was known to be difﬁcult and
abrasive and that co-workers were fearful of her abusive verbal and non-verbal communication style and her position
of leadership. Nurse X disclosed that the charge nurse, in her position of leadership, had the authority to initiate policy
changes that impacted breaks and schedules. She stated that others did not come forward for fear of retaliation.
Nurse X also reported that the two had very different work styles, and communication abilities. Nurse X felt the charge
nurse was rude, overly directive and abrupt with patients.
Impact of the Conﬂict
Both parties began to accumulate signiﬁcant sick time and attributed the absenteeism, at least in part, to work-related
stress. Unfortunately, members of the unit knew about the difﬁculties and began openly discussing the peers involved. A
number of staff members had chosen a “side” to support and further relationship damage was the result. Unit division
was an identiﬁed problem. Leadership met in an effort to create a plan to mitigate damage and put an end to the gossip.
Close monitoring of any discussion regarding the relationship problems was required and occurred.
Mitigation of Conﬂict
Mediation was attempted without sustainable success. One of the participants reported that she was raised in a culture
whereby direct discussion of conﬂict issues was avoided, and therefore she found the process difﬁcult to participate in.
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An investigation was conducted by an external third party. The investigator explored competing bullying/harassment
allegations. The investigator concluded that allegations of bullying were unfounded. The investigator identiﬁed the
problem as one in which neither party took reasonable responsibility in an effort to resolve differences.
Management of Conﬂict
Ultimately the parties agreed to work with individual coaches that would empower them to ﬁnd a way to effectively
communicate their perceptions of the conﬂict, as well as to propose solutions for resolution. During this process a work
accommodation occurred and the parties were not required to have any contact.
The staff was asked by their administrators to collaborate, discuss and identify issues that negatively impacted the unit.
The group identiﬁed several issues that contributed to problems:
s 'ENERATIONAL ISSUES AND DIFFERENCES IN PERCEPTIONS OF WORK PRACTICES
s 'OSSIP
s ! PERCEIVED ADMINISTRATIVE FAILURE TO ACT ON REPORTED PROBLEMS AND AS A RESULT A LACK OF FAITH IN THE TIMELY
RESOLUTION TO SENSITIVE CONmICT RELATED ISSUES
s #OMMUNICATION DElCIENCIES BETWEEN STAFF
s )NFREQUENT OR INCOMPLETE COMMUNICATION BETWEEN STAFF AND LEADERSHIP
s $ElCIENT CONmICT RESOLUTION SKILLS IN INDIVIDUALS AND
s ,ACK OF KNOWLEDGE REGARDING FORMAL PROCESSES TO ADDRESS #ODE OF #ONDUCT AND OTHER POLICY BREACHES
The group agreed to work together on an ongoing basis to discuss potential initiatives and identify educational sessions
that would help address the identiﬁed areas or concern. The hospital recognized this initiative to be of priority importance and agreed to compensate the individuals for their time.
Education sessions regarding communication, conﬂict, workplace violence, harassment and bullying were scheduled and
occurred at various times to allow individuals to attend in small groups and at their convenience. Internal individuals,
removed from the unit, facilitated the education sessions.
The group began initiatives designed to identify staff members contributing to a positive team environment. Those members were nominated and recognized for their efforts. These members received unit recognition based on nomination.
Ultimately, positive behaviours began to receive more attention than the negative. Peer monitoring and recognition
resulted signiﬁcantly increased healthy interactions.
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The above scenario and setting has been adapted from an actual situation of conﬂict and is being used with permission of the
participants

Case Scenario: United We Stand, Divided We Fall
Background
A small unit in a hospital was staffed with two professional disciplines totalling approximately 14 people. This staff
on this unit had strong personal friendships with each other and often gathered socially outside of work. The hospital
implemented an initiative designed to improve work ﬂow and functioning which changed the standard duties of the two
professional disciplines. In fact, one group took over an integral role that replaced the need for the other group. Consequently, the second group lost the opportunity to acquire overtime, at the same level as they had in the past. Within
a span of three or four months, a number of individual concerns related to inappropriate behaviours and conﬂict were
brought forward.
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The supervisor of the group had been very involved in an initiative that took her away from the unit for signiﬁcant periods of time. The staff reported to be unclear about the roles and responsibilities of the interim leaders, and to whom they
should report complaints.
Impact of the Conﬂict
It became obvious that the conﬂict was not restricted to individual relationships and had spread unit-wide. Several
individuals were no longer speaking to each other, the groups would no longer sit in the lunchroom together, and many
reported daily stress and anxiety directly related to negative behaviours.
Addressing the conﬂict
Senior Leadership, Management and Human Resources met over a period of time in an effort to create an inclusive and
agreed-upon action plan.
Management met with the groups separately in an effort to hear perceptions of the problem. Antecedents to the conﬂict
were identiﬁed and documented. Staff were then met with individually and asked to share their perceptions of the nature
of the conﬂict. Individuals were assured that their observations would remain conﬁdential.
Mitigating and Managing the Conﬂict
As a result of the information shared, numerous practical recommendations were created for the individuals and management. These recommendations were brought back to Management for input discussion and dissemination to the staff.
Many of the recommendations were designed to bring staff together through various collaborative initiatives and create
opportunities for dialogue or to clarify roles.
Examples of these recommendations are found below.
1. What am I responsible for?
s -Y OWN BEHAVIOUR AND IN A RESPECTFUL MANNER HOLDING MY COLLEAGUES ACCOUNTABLE FOR THEIR OWN BEHAVIOUR
s !CTIVE PARTICIPATION IN MANDATORY EDUCATION REGARDING REmECTIVE COMMUNICATION ASKING QUESTIONS AND CONmICT
resolution.
s 3EEKING OUT A PEER MENTOR WHO WILL OFFER FEEDBACK AND SUPPORT WHEN ISSUES RELATED TO CONmICT PRESENT
themselves.
s 0ARTICIPATING AND PROVIDING FEEDBACK
!00%.$)#)%3

2. What is unit Management and Leadership responsible for?
s #REATING A COMMON UNIT WIDE MISSION STATEMENT AND GOALS WITH EQUAL INPUT FROM ALL
s $ElNING INDIVIDUAL ROLES AND RESPONSIBILITIES INCLUDING MANAGEMENT AND PHYSICIAN LEADERSHIP
s 2EVIEWING AND REVISING IF NECESSARY DUTY TASK LISTS
s $EVELOPING ISSUING AND COMPILING TOOLS DESIGNED TO MONITOR THE SUCCESS OF THE MEMORANDUM OF UNDERSTANDING
(MOU) and the move forward plan. (e.g. regular staff surveys, focus groups, and peer and team member
evaluations).
s #ONDUCTING ROUTINE PERFORMANCE APPRAISALS AND ENSURING THAT APPROPRIATE SUPPORTING RESOURCES ARE IN PLACE TO
improve performance where needed.
s 0RIORITIZING ACCOUNTABILITY AND TIMELY FOLLOW UP WHEN UNACCEPTABLE BEHAVIOURS ARE IDENTIlED
s 0OSTING AGREED UPON INAPPROPRIATE !.$ APPROPRIATE BEHAVIOURS
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3. How will the unit be managed?
s ! UNIT ORGANIZATIONAL CHART WILL BE CREATED
s 4HE GROUP WILL BE PROVIDED WITH INFORMATION THAT CLEARLY ESTABLISHES HOW AND TO WHOM COMPLAINTS SHOULD
be created and forwarded.
s $AILY @HUDDLES WILL OCCUR TO BUILD COMMON UNDERSTANDING OF THE hDAILY EVENTSv AS IS RELATES TO PATIENT
procedures, staff availability, supply management, bed availability, scheduling, information sharing and quality
indicator reporting.
s -ONTHLY STAFF MEETINGS WITH AGENDAS WILL INCLUDE ALL INTERDISCIPLINARY STAFF OF THE TEAM
s /PPORTUNITIES FOR GROUP COLLABORATION AND PROBLEM SOLVING WILL BE ENCOURAGED WITH INPUT FROM ANY MEMBER
wishing to contribute to the agenda of meetings.
s #LEAR PLANS FOR INFORMATION DISSEMINATION WILL OCCUR WHENEVER CHANGE OCCURS
s )NDIVIDUALS RESPONSIBLE FOR THE INFORMATION SHARING WILL BE IDENTIlED
s #LEARLY DElNED MECHANISMS WILL BE PUT IN PLACE TO DEAL WITH CLINICAL ISSUES ANDOR CONmICTING CLINICAL PERSPECTIVES
Additionally, a working group was formed with peer-nominated staff and physician participation. The purpose of the
working group was to come to agreement about speciﬁc behaviours that would be discouraged within the group and
other behaviours that would be encouraged. After much discussion, the group came to agreement. This process gave staff
the opportunity to consider and express what was important to them and the staff they represented. It allowed people to
dialogue about, and consider their perception of an “ideal, aspired-to workplace”.
The peer group then presented the information to the larger group for feedback and staff was asked to sign a document as
a demonstration of their commitment to the cultural improvement initiative.
This document became a Memorandum of Understanding. All staff of the unit was accountable for behaviours. By
creating the document, staff knew precisely what was expected within their unit, as well as those behaviours unacceptable
amongst group staff.
Examples
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%XEMPLARY AND %NCOURAGED "EHAVIOURS
s !CCEPTING ONES FAIR SHARE OF THE WORKLOAD
s 7ORKING COLLABORATIVELY DESPITE FEELINGS OF DISLIKE
s !DHERING TO DEPARTMENTAL POLICIES AND PROCEDURES INCLUDING BUT NOT LIMITED TO CALLING IN SICK REQUESTS FOR TIME
off, call in, overtime and following task lists
s &OSTERING COMMUNICATION THAT DEMONSTRATES POLITENESS GENUINE LISTENING AND RESPONSIVE REACTIONS SO THAT STAFF FEEL
safe invoicing opinions or concerns
s !CKNOWLEDGING A MISUNDERSTANDING AND APOLOGIZING WHERE NECESSARY
s &AIRNESS TO ANYONE IN AN INTERACTION TAKING INTO ACCOUNT ALL CIRCUMSTANCES AND EXPLAINING THE POSITION TAKEN AND
the reasons for the decision-making
s 7ILLINGNESS TO PARTICIPATE IN CREATIVE PROBLEM SOLVING WITHOUT FEAR OF CRITICISM ARTICULATING A DEFENSIVE POSITION
s $EMONSTRATING COMPASSION AND EMPATHY WHILE ENGAGING IN APPROPRIATE SOCIAL INTERACTION
s .EVER BE A SILENT WITNESS SPEAK UP WHEN A CO WORKER IS GOSSIPING CRITICIZING OR TALKING BADLY ABOUT A PEER
s (OLD YOURSELF ACCOUNTABLE AND SEEK OUT FEEDBACK FROM PEERS REGARDING YOUR OWN PERFORMANCE AND BEHAVIOUR
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5NACCEPTABLE AND $ISCOURAGED "EHAVIOURS
s "EHAVIOURS THAT HAVE THE EFFECT OF SUPPRESSING INPUT BY OTHER STAFF OF THE (EALTH CARE TEAM AND TEAM COLLABORATION
s 5NDERMINING OF PERFORMANCE REPUTATION AND PROFESSIONALISM OF OTHERS BY DELIBERATELY WITHHOLDING NECESSARY
information or engaging in passive non-cooperation
s .ON VERBAL CONDUCT SUCH AS CONDESCENDING EYE ROLLING OR STARING INTO SPACE WHEN COMMUNICATION IS BEING
attempted with a colleague patient or family member
s 2ELUCTANCE IMPATIENCE OR RUDENESS WHEN REQUIRED TO ANSWER A QUESTION OR PHONE CALL
s #ONTEMPTUOUS DISRESPECTFUL OR DElANT LANGUAGE OR DEPORTMENT THAT RESULTS IN ISOLATION OF INDIVIDUALS OR DAMAGED
relationships
s !RRIVING TO WORK LATE OR LEAVING THE UNIT EARLY WITHOUT THE APPROPRIATE SUPERVISORDIRECTORS PERMISSION OR OTHER
applicable authorization
s $ISCUSSION OF INTERDEPARTMENTAL ISSUES WITH COLLEAGUES AND OTHER (EALTH CARE PROVIDERS THAT HAS THE EFFECT OF
contributing to a negative perception of the unit
s 4HE USE OF PROFANE LANGUAGE OR UNPROFESSIONAL DISCUSSIONS IN THE PRESENCE OF TEAM STAFF PATIENTS AND FAMILIES
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The above scenario and setting has been adapted from an actual situation of conﬂict and is being used with permission of the
participants.
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