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This research report explores how the outputs of workplace mediation sessions 
in the National Health Service (NHS) can be useful for organisation diagnosis. 
The qualitative research is based on analysis of 40 cases, the bulk of which were 
undertaken over a two-year period. 204 parties were involved and were a mix of 
clinicians and non-clinicians. All data is confidential and based on documented 
outputs which are mostly ‘open’ documents. The majority of cases took place within 
Acute Trusts. Key NHS statistics are presented followed by examples of some of the 
recent events in health that have contributed towards shaping current culture. A 
number of examples are used to demonstrate how terms associated with health can 
also be used to offer a description of mediation. The data collection and thematic 
analysis offers a fascinating insight into the area. Included are aspects such as 
sickness and absence levels being 2.6% higher for the sample group. The average 
length of time taken from the initial spark of the conflict to the mediation session 
taking place was just over 19 months. The research identifies a conflict cost to the 
tax payer of over £0.5 bn. Critically, the research identifies eight areas which have 
the potential to prevent or reduce further conflicts arising in the NHS. These are 
identified as ‘The Essential Eight’. Ranging from Difficult Conversations training to 
Job Planning for Consultants, the eight areas are recommended as vital for health 
organisations who want to operate more effectively. 

The research points to a disparity in how medical issues are methodically and 
systematically diagnosed. The same application appears to be deficient for 
organisation dysfunction. A number of ‘outliers’ have also been identified as part 
of the research. These ‘outliers’ are presented as unintended consequences of 
conflict. These include characteristics such as cancelled patient operations, the costs 
of replacement staff and serious untoward incidents.  Issues such as current HR 
processes and practices are identified as not being always obliging and supportive 
in the desire to allow the mediation process to operate in an adult to adult way.  The 
research concludes with an examination of a model that can be followed to identify 
how knowledge from the outputs of mediation cases can be extracted to help 
organisation learning in an NHS setting.
   
The research represents fresh thinking in the area of applying mediation in a 
strategic context at an individual, team and organisational level. Patient care can 
also benefit as a result. 

1.0 Introduction
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The NHS is a UK publicly funded health care system. Founded 70 years ago, it serves the public by providing 
health services which are free at the point of use. With an annual budget currently exceeding £116 bn, the NHS 
is a complex organisation, highly regarded all over the world. When the NHS was launched in 1948, its budget 
was £437m – equivalent to £15 bn today (NHS England, 2016). Approximately 1.5 million people are employed by 
the NHS. This places it in the ranks of one of the top five employers on the planet. Other large employers of this 
magnitude include the US Department of Defence, McDonalds, Walmart and the Chinese People’s Liberation 
Army. Services are provided through a primary and secondary care system. 

The NHS deals with over one million patients every 36 hours. Over 22 million people visit Accident and 
Emergency each year. 

Some key statistics on the NHS:

Providers and Commissioners of NHS Services 

In England, there are currently;
 » 209 clinical commissioning groups
 » 154 acute trusts (including 101 foundation trusts)
 » 56 mental health trusts (including 44 foundation trusts)
 » 37 community providers 
 » 10 ambulance trusts 
 » 7,875 GP practices

NHS Staff

 » In 2015, the NHS employed 149,808 doctors, 314,966 qualified nursing staff and health visitors, 25,418 
midwives, 23,066 GP practice nurses, 146,792 qualified scientific, therapeutic and technical staff, 18,862 
qualified ambulance staff and 30, 952 managers 

 » There were 32,467 additional doctors employed in the NHS in 2014 compared to 2004
 »  51.5% of NHS employees are professionally qualified clinical staff. A further 26.6% provide support to clinical 

staff in roles such as nursing assistant practitioners
 » Medical school intake rose from 3,479 in 1997/98 to 6,262 in 2012/13 – a rise of 67%

Management

 » Managers and senior managers accounted for 2.35% of the staff population across the NHS
 » The number of managers and senior managers increased slightly in 2015 and 2014, having declined in each 

of the previous years
 » In 2008/9 the management costs of the NHS had fallen from 5.0% in 1997/98 to 3.0% 

(Key Statistics on the NHS - NHS Confederation, 2016)

Primary care includes and incorporates General Practitioners (GPs), secondary care includes acute 
hospitals and community service organisations. This research has been undertaken primarily within 
the secondary care sector. 

2.0 The National Health Service 
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There is a growing amount of useful literature we can draw 
on to help set the context for what is happening in the health 
sector. This section cites some useful academic literature to 
help us understand the background in more detail. The focus is 
across the three areas of the NHS, Mediation and Organisation 
Diagnosis. 

3.0 Literature Review 
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We have recently witnessed an increasing amount 
of tension within the NHS. Some examples include 
the Junior Doctors’ strikes of 2016, the events at 
Mid Staffordshire Hospital, nursing shortages, the 
Alder Hey controversy, Bristol Children’s Hospital 
heart cover-up and the Morecombe Bay scandal. 
Some thinking to try and address organisational 
challenges include The Francis Review, the 2015 
Carter Review and the ‘Better Leadership for 
Tomorrow’ paper written by Lord Rose to name just 
three. The consequences of failure can be huge. 
Dixon-Woods et al (2014) state, ‘A commitment to 
delivering high-quality, safe healthcare has been 
a policy goal of governments worldwide for more 
than a decade, but progress in delivering on these 
aspirations has been modest’.  As with any fast-
paced organisation, conflicts are likely to flare up 
from time to time.  NHS staff have the competing 
demands of providing ever better patient care in 
an environment of continual declining budgets. 
Pressure to achieve access targets led to a bullying 
culture in places such as the aforementioned Mid 
Staffordshire Hospitals (Department of Health, 
2015). There was a widespread perception that 
a key contributor to why this came about was a 
closed culture, where raising mistakes and serious 
problems was discouraged by a set of managerial 
priorities that saw quality as something to ‘get away 
with’ (Thorlby et al., 2014). It is hard to escape the 
conclusion from the Francis Report into care at Mid 
Staffordshire Hospitals, that the primary culprit at 
the heart of this latest NHS scandal is ‘the culture’ of 
healthcare organisations (Steward, 2014). 

A 2005 report by the National Audit Office indicates 
that up to 34,000 people are killed due to human 
error. It cites the overall number of patient incidents 
at 974,000. In acute care, one in every ten patients is 
killed or injured as a consequence of medical error 
or mistakes (National Audit Office, 2005). Mistakes 
occur due to a variety of reasons. It is argued in 
the discussion part of this research, that some 
of these mistakes could be linked to conflict. We 
know that our cognitive ability becomes impaired 
during conflict situations. Whenever one performs 
a task, one has to make sure that one selects the 
relevant information and does not get distracted 
by stimuli or thoughts that are irrelevant to the 

task. Such distraction might lead to inappropriate 
actions such as errors (Veen and Carter, 2006). 
Surgical performance results can be impacted 
with disastrous consequences. The additional 
knock-on effect of dysfunctional teams can include 
lengthened waiting times and delayed treatment 
and discharge for patients. 

There is a current drive to generate £30bn of further 
savings across the NHS each year until 2020/1. This, 
sometimes toxic mix of enhancing and improving 
quality whilst generating cost efficiencies becomes a 
recipe for sparks to trigger disputes at an individual, 
team and organisational level. The recent review 
by Lord Carter of Coles has identified where these 
additional savings might be made in relation to 
specific clinical disciplines. The most recent changes 
in the Health Service structure were the 2015 reforms 
which led to the bulk of the annual health budget 
being passed to GPs. Clinical Commissioning Groups 
(CCGs) have been introduced for doctors to handle 
the payment for health services that are being 
provided by secondary care organisations. Other 
reforms currently include redesigning the system to 
introduce seven-day working.  

Health organisations are also being persuaded to 
sign up to Sustainability and Transformation Plans 
(STPs). This latter initiative is encouraging county-
wide health stakeholders across the country to 
engage in dialogue with each other. NHS England 
has outlined a new approach to help ensure that 
health and care systems are built around the needs 
of local populations. To do this, every health and 
care system in England has been invited to produce 
a multi-year STP, showing how local services will 
evolve and become sustainable over the next five 
years. This is in line with the Five Year Forward 
View vision of better health, better patient care 
and improved health efficiency (Department of 
Health, 2015). This is good news as the areas of the 
health and wellbeing, care and quality and finance 
and efficiency gaps should all be addressed as 
a collective effort. Disputes can also rise at the 
organisational level in the NHS in relation to joint 
working and agreeing financial budgets across 
health organisations. This research does not look at 
this specific issue. 

3.1 The NHS

The VUCA Model 

VUCA is an acronym that stands for volatility, uncertainty, complexity and ambiguity. 
These are a combination of qualities that, taken together characterise the nature of 
some difficult conditions and situations. The term originated with the United States 
Army War College to describe conditions resulting from the Cold War. The VUCA 
concept has since been adopted throughout businesses and organisations in many 
industries and sectors to guide leadership and strategy planning. VUCA is a fitting 
model to use to help us understand more about the of the shape of the NHS. We 
have captured our perception within the VUCA model below. 

Table 1.0 
The VUCA Model
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‘Give us a name!’
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Patient Experience

Commissioners &
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change due?
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Mediation is a form of alternative dispute resolution 
(ADR). It has been practised in the UK since 1990. In 
mediation, a neutral third party (i.e. the mediator) 
assists the disputants in reaching a mutually 
agreeable solution to the issue at hand, (Nesbitt 
et al, 2012). The mediator facilitates a conversation 
between two or more parties in order to find 
settlement to a disagreement or conflict. Moore, 
(2003: 15) defines mediation as ‘the intervention in 
a negotiation or a conflict of an acceptable third 
party who has limited or no authoritative decision-
making power [and] who assists the involved 
parties to voluntarily reach a mutually acceptable 
settlement of the issues in dispute’. ADR evolved 
in the USA as an option for resolving disputes 
outside the courtroom or tribunal and in response 
to weaknesses in the adversarial legal system 
(Struthers et al, 2005). The decision to resolve the 
dispute rests firmly within the power of the parties. 
This is one of the key ways in which mediation varies 
from litigation where the power rests with the 
judge. Mediation is the most frequently employed 
ADR method because of the mediation process 
itself – when people feel a process is fair they are 
likely to be significantly more satisfied with the 
outcome (Bingham, 2004). Challenges faced by 
health organisations in resolving conflict at work and 
in particular concerns over the cost of managing 
individual employment disputes and the threat 
of litigation, have focused attention on alternative 
systems of dispute resolution. Prominent amongst 
these has been mediation (Latreille and Saundry, 
2014). There are principally three ways to resolve a 
dispute. One is power such as an individual with 
authority in a position of authority in an organisation. 
A second is to use rights such as litigation or internal 
organisational procedures. The third is to use 
interests such as establishing what parties want. It 
is on this third basis that mediation rests. Mediation 
is becoming a progressively more significant aspect 
of organisational integrated conflict management 
systems (Mckenzie, 2015). 

Mediation is increasing in use across the NHS. 
However, it appears there is some way to go for 
health organisations to move away from a culture of 
solving negligence claims by litigation for example, 

to a more collaborative model. Whether an internal 
mediation function or an external mediator is 
utilised to help resolve workplace issues, it is clear 
that mediation has a far greater reach than an 
employment tribunal in terms of prevention of 
future conflict (Lewis, 2015). Mediation is seen as 
a cheaper alternative to litigation. In this sense it 
is a timely intervention for the NHS with its ever-
increasing focus on managing costs. Whilst this 
research does not focus on mediation in the context 
of patient cases primarily, some of the mediation 
cases referred to do have links to patients. One of the 
advantages of mediation is that the process usually 
takes a day to complete. This is in comparison to 
internal grievance or performance management 
procedures which can take weeks or months of 
management time. The same is true of litigation 
which can be costly both in terms of time and 
the financial costs associated with it.  Likewise, 
mediation allows for the provision of accounts and 
explanations of actions; it is generally expected that 
mediation participants will listen and learn more 
about the other parties’ perspective (Nesbit et al, 
2012).

As indicated in table 2.0, mediation is based on the 
elements of physical, mental and emotional. In the 
physical aspect, two or more people can be involved. 
This aspect is important to note as mediation is 
appropriate for dispute and conflict amongst teams 
and multiple parties. Team disputes are on the 
increase – including within the NHS. The mental 
aspect encourages parties to engage in a full and 
frank discussion about the specific issues on which 
they disagree. This can lead to heated conversations 
as individuals get the opportunity to state their 
point of view. The mediator invites the parties to 
listen whilst opponents’ observations are aired. In 
a Court or Tribunal setting, this would be akin to 
submissions by the solicitor or barrister. The third 
element of emotion is where characteristics such 
as anger, fear, shame, embarrassment or jealousy 
are exhibited by parties. The mediator is trained 
to manage the process as parties vent and let off 
steam. In mediation, the parties are encouraged to 
talk about the issues that have led to the dispute.

3.2 Workplace Mediation

Table 2.0 
Elements of Conflict

Physical Mental Emotional

2+ people Point of difference Anger, fear, shame, 
embarrassment, jealousy etc.

To use a health analogy, parties often describe the mediation process as akin to going to see a chiropractor. 
In this sense, a patient approaches the chiropractor in great pain. The chiropractor applies his or her skill 
to identify the source of the pain and works to alleviate or reduce it. The patient hopefully leaves with all or 
a significant amount of the pain having been taken away. Conflict brings with it a tremendous amount of 
emotional and often physical pain. Metaphorically speaking, the role of the mediator is to analyse and apply 
skills in a similar way to the chiropractor. Achieving resolution brings an end to the pain. In another analogy, 
similar to a GP or Psychiatrist prescribing Zoloft, Paxil or Lexapro for anxiety or stress, mediation can or should 
be prescribed for situations of unsolvable discord. 

Mediation

As a form of 
palliative care

Providing 
ongoing 

treatment

As a type of 
Accident and 
Emergency 
department

Analogous 
to the role of 

Public Health for 
the prevention of 
future diseases

Helping to 
diagnose 
problems

A heuristic 
process

Table 3.0
Mediation Links and Synonyms with Health
 

There are four key principles that relate to how the 
mediation process works.  Firstly, mediation is voluntary 
in the sense that it takes place as a result of the parties 
agreeing to enter the mediation process.  It cannot happen 
if one or more of the parties refuse to participate, although 
it is quite possible that parties who initially refuse may 
agree to mediation at a later stage. For mediation to have 
any chance of a successful outcome, parties must be 
willing and committed to seeking a resolution (Seargeant, 
2005).

Recently, some non-voluntary mediations have taken 
place.  These happen in commercial disputes when parties 
are required by a court or contract to mediate before or 
instead of arbitration or litigation, and in other jurisdictions 
too such as family.

Mediation is non-binding unless and until an agreement is 
reached.  Until this point, parties may walk away from the 
mediation at any time, as entering the process itself does 
not tie any party to settlement. The parties’ statutory rights 
remain intact throughout the mediation process. 

The mediator is a neutral person who is there to assist the 
parties in their negotiations.  The mediator provides a clear 
head, impartiality, process management, encouragement, 
optimism, and above all, brings hope to situations that 
may seem hopeless, whilst always leaving the problem and 
the decision to settle it in the hands of the parties.  A 
skilled mediator does not necessarily need to be an 
expert or specialist in the field to which the dispute 
is linked, although it can be of great help. 
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The NHS diagnoses health conditions for vast 
numbers of people each year. Diagnosis is 
at the centre of why the NHS exists. Like the 
medical diagnostic process, the organisational 
diagnostic process should deal with objective 
and subjective data and involve wide-ranging 
spheres of knowledge that limit the ability of any 
one practitioner to be fluent with all the data and 
knowledge relevant to the diagnostic process (Fillen 
et al, 2013).  What has emerged during the period 
of research is that the same forensic application 
of identifying a health condition is not reassigned 
or applied to organisation illness. Those in the 
Human Resource (HR) function have been criticised 
for failing to work at a level where organisation 
diagnosis functions as a key part of their role 
(Lundberg, 2008).  There can be three aspects of a 
clinician’s role in diagnosing health conditions. One 
is to be able to state the problem itself. The second 
facet is to prescribe the appropriate medicine or 
treatment. The third can be to discuss changes 
a patient might have to make in order to ensure 
that the condition they have presented with does 
not return. In the research, stage one is identified 
by a line manager, HR professional or some other 
interested party. The second phase is the execution 
of the mediation process. The third phase is to 
analyse and examine a collection of cases across an 
organisation to look for trends. Once these trends 
have been identified an appropriate intervention or 
suite of interventions can be designed and applied 
to prevent further conflict.  

3.3 Organisational 
Diagnosis in the 
NHS

Dr John Hunter

John Hunter (1728-1793) worked as an assistant in 
the anatomy school of his elder brother William 
who was already an established physician 
and obstetrician. John learnt human anatomy 
and showed great aptitude in the dissection 
and preparation of specimens. Hunter was 
commissioned as an army surgeon in 1760. As well 
as developing new ideas on common ailments such 
as gunshot wounds and venereal disease, Hunter 
spent time collecting specimens of animals. His 
scientific work was rewarded in 1767 when he was 
elected a Fellow of the Royal Society. The following 
year he was elected Surgeon to St George’s Hospital. 
This move allowed him to arrange his collections 
into a teaching museum. Hunter’s lectures stressed 
the relationship between structure and function 
of all kinds of living creatures. Hunter believed 
that surgeons should understand how the body 
adapted and compensated for damage to injury, 
disease or environmental changes. He encouraged 
students such as Edward Jenner and Astley Cooper 
to carry out experimental research and apply the 
knowledge gained to the treatment of patients. By 
the 1780s Hunter enjoyed widespread recognition 
as the leading teacher of surgery of his time. He 
is remembered today as a founder of ‘scientific 
surgery’. He helped the sector shift from being 
described as one of butchery to medicine. He 
practised diagnosis in a thorough and methodical 
way. He was unique in seeking to provide an 
experimental basis to surgical practice. His museum 
is a lasting record of his pioneering work. We refer 
to the work of Dr Hunter to draw together the 
similarities of diagnosis. Whilst Hunter’s field was 
medical and surgical diagnosis we have explored 
organisational diagnosis within medical and 
surgical settings and the organisational benefits 
that can be derived by a deeper level of analysis and 
examination using the process of mediation. 

 
Organisation development practitioners for the 
most part are carrying out piecemeal activities using 
organisation design techniques and tools but are 
not involved in a system-wide change effect (Burke 
and Bradford, 2005). Mediation in the workplace 
is still largely seen as an HR led initiative. The 
mediation concept presents a real opportunity for 
HR professionals to exhibit how mediation programs 

can be used as a cutting-edge tool to enhance 
how organisations function.  Burke (1994) states 
organisation diagnostic models are intended to 
help HR professionals, organisational development 
practitioners and the wider organisation to:
 » Categorise data about the organisation
 » Enhance understanding about organisational 

problems
 » Interpret data systematically
 » Provide appropriate change strategies

Organisation diagnosis, or to be more precise, 
evidence-based organisation diagnosis, is one 
method that can be used to prove the worth and 
effectiveness of a mediation service within health 
settings. The Cambridge Dictionary describes 
evidence as ‘one or more reasons for believing 
that something is or is not true’. Organisation 
diagnosis is the critical first step in planning 
change interventions (Spector, 2007).  Applying 
evidence-based organisation diagnosis as part of the 
mediation process is likely to mean that organisation 
buy-in, particularly at executive level, is achieved far 
quicker and becomes far more compelling. Being 
able to identify issues, problems and provide long 
term solutions is extremely valuable. In the absence 
of a rigorous diagnostic process, consultants 
and organisational leaders are likely to address 
the wrong problems and/or choose the wrong 
solutions (Meaney and Pung, 2008). Misdiagnosis 
can occur when for example, individuals are moved 
in the event that difficulties arise or more financial 
resources are targeted at a particular problem. 
A more accurate diagnosis could reveal how the 
behaviour of certain individuals plays an increasingly 
important role in organisational disputes and 
the remedies that are required. The failure of 
organisations to carry out a well-planned diagnosis 
based on accurate data partially explains the high 
rates of failure of change efforts in organisations (Di 
Pofi, 2002).

Taking the foundation of this chapter, the research 
aims to connect the dots and identify how the 
process of mediation in health may or may not 
be useful for organisational learning. The current 
context in health coupled with the desire to find 
pragmatic ideas and solutions to generate efficient 
patient focused and quality of care make it an 
important time to conduct the research. 

The mediator also operates by a principle 
called ‘omni partiality’, which means being 
on both sides at the same time.  This is not 
an easy skill to develop, but can be built over 
time with experience. Mediation is private, 
conducted without prejudice and with total 
confidentiality.  This means in the event 
that the parties are unable to settle their 
dispute and they go to tribunal or some 
other recognised legal process, the content 
of the mediation cannot be discussed.  The 
mediator, however, should discuss with the 
parties how information from the mediation 
will be shared with the organisation.

These principles are designed to ensure 
that parties can have an adult to adult 
conversation within a process that they very 
much own. Many line managers prefer a more 
informal approach to handling discipline 
cases, and this could be seen, therefore, as 
implicit support for mediation. Mediation 
gives authority to the disputants to decide 
how their dispute can be best resolved 
(Bennett, 2013). 

Joint meetings take place, although parties 
have their own room where the mediator 
can have private conversations with them if 
needs be. Mediation can be used to facilitate 
conversations between clinicians and non-
clinicians alike. In the event a mediator is not 
a clinician, he or she will be trained to know 
how to ask appropriate questions to get to 
the heart of the issue. If specialist clinical 
knowledge would be helpful, the mediator 
might research this as part of the preparation 
stage.

In the UK there is also evidence of an 
upwards trend in the spread of mediation 
cases across organisations. Surveys of their 
members conducted by the Charted Institute 
of Personnel and Development (CIPD), 
claim that the percentage of responding 
organisations that had used mediation to 
resolve work problems rose from 42.7% in 
2008 to 57.3% three years later (CIPD, 2008, 
2011). Strikingly, the figure was substantially 
higher among public sector employers at 
82.8% (Latreille and Saundry, 2014).
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4.0 Research Design 
and Methodology
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The purpose of the research was to discover more 
about what could be learned from conflict situations 
and the outputs of workplace mediation sessions 
in healthcare settings. In particular, the objective 
was to learn what preventative measures should be 
considered to either; 
a. nip conflict situations in the bud quicker, or
b. avert conflict situations from escalating or 
c. improve organisation effectiveness. 

The premise was this: Whilst healthcare professionals 
spend considerable resources on identifying the 
root causes of medical illness and sometimes will 
suggest remedial interventions, these interventions 
are for the benefit of the individual patient and 
ultimately the tax payer. However, it did not appear 
during the research that the same or similar 
levels of analysis and examination are carried out 
in situations of conflict at the individual, team or 
organisational level.    

4.1 Purpose

The method of research undertaken has been 
qualitative. In order to answer the research 
question, a qualitative research approach was more 
advantageous than quantitative. This was partly 
because to be able to capture the richness and 
fullness associated with qualitative data, it cannot 
be collected in a standardised way. During analysis 
however, the non-standardised and complex nature 
of the data collected needs to be classified into 
categories before it can be meaningfully analysed 
otherwise the most that can result will be an 
impressionistic view of what it means (Saunders et 
al, 1997).

Table 4.0 
Distinctions Between Qualitative 
and Quantitative Data

Quantitative data Qualitative data

Based on meanings 
derived from numbers 

Based on meanings 
expressed through 
words 

Collection results 
in numerical and 
standardised data

Collection results in 
non-standardised data 
requiring classification 
into categories

Analysis conducted 
through the use of 
diagrams and statistics

Analysis conducted 
through the use of 
conceptualisation

Table drawn from Dey, 1993; Healey and Rawlinson, 
1994 Saunders et al 1994 

4.2 Qualitative Research 4.3 Convenience 
Sampling
Convenience sampling is the most common 
type of sampling where the only criterion is the 
convenience of the researcher (Dornyei, 2007).  
In convenience sampling it is critical that your 
sample is representative of the population.  It was 
a straightforward choice to review the output 
documents from mediation cases which had 
occurred over a two-year period. The documents 
provided fresh, rich data that had been supplied by 
those on the front-line of providing health services 
to the public. Mangal (2002) suggests it is quite 
unnecessary to approach every person fitting our 
research design. An obvious omission to conduct 
this research was to exclude output documents 
from outside the health sector over the same period. 
Tailor (2005) describes a sample as a subset of the 
population or universe. Population as described 
by Walliman (2011) does not just mean a number 
of people. It can also refer to total quantity of the 
things or cases which are the subject of one’s study 
(Farrokhi, 2012).  

The advantages of convenience sampling are that:
 » It is uncomplicated to carry out
 »  It may allow the collection of data that may not 

have been possible using other techniques
 » The time and cost required is minimal

The analysis of qualitative data involves a 
demanding process and should not be seen as 
an easy option. Yin (1994) refers to colleagues who 
leave the data which they collect unanalysed for 
periods of time because of their uncertainty about 
the analytical process required. The approach this 
research has taken involves disaggregating the 
qualitative data which has been collected and 
separating it into meaningful parts or categories. 
This is explained in a little more detail below under 
the heading of ‘thematic analysis’. Saunders et al 
1994, describe four stages to systematically and 
rigorously analyse the collected data. These stages 
should allow the researcher to transform the nature 
of the data which has been collected. 
The stages they discuss are:
1. Comprehend and manage it
2. Manage related data drawn from different 

transcripts and notes 
3. Identify key themes or patterns from it for further 

exploration
4. Develop and/or test hypotheses based on these 

apparent patterns or relationships
5. Draw and verify conclusions
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4.4 Data Collection

Data was collected from the output documents 
of 40 workplace mediation sessions over a two 
year period. Every workplace mediation case that 
concludes with a settlement incorporates an 
‘outputs of session’ document. This captures the 
key themes that have been agreed by the parties 
as part of the session. This was essentially what all 
had agreed the way ahead would look like. The bulk 
of cases took place throughout 2014-16. One took 
place in 2012. Of the 40 sessions, three took place 
within community health settings, one within a 
CCG, six took place within mental health settings 
and 30 sessions, took place within hospital  settings. 
22 cases involved two parties. The balance (18) were 
team sessions engaging at least four people and a 
maximum of 36. Across the 40 cases, the sample 
size was 204 people. 169 (83%) were clinicians and 
35 (17%) were non-clinicians. 130 (64%) were men 
and 74 (36%) were women. All cases were within 
England. The ‘population’ in this sense is those who 
work in the healthcare industry. In all cases, the 
data was captured as part of the mediation session. 
The information was provided by the parties as part 
of the facilitation of discussion. 

Table 5.0
Setting for Mediation Sessions Examined

Clinical departments included:
 »  Accident and Emergency (two)
 »  Oncology (three)
 »  Ophthalmology (four)
 »  Paediatrics (two)
 »  Pathology (two)
 »  Nursing (one)
 »  Obstetrics and Gynaecology (three)
 »  General and Old Age Medicine (two)
 »  Trauma and Orthopaedics (three) 
 »  Breast Surgery (two)
 »  Breast Screening (one)
 »  Palliative Care (two) 
 »  Psychiatry (one)

Non-Clinical Departments included:
 »  HR (three)
 »  Estates and Facilities (two)
 »  Finance and procurement (two)
 »  Secretarial and administration (five)
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Table 6.0
Characteristics of the Population

Table 7.0 
Number of Cases per Department 

The Chief Executive or Chair attended six 
of the sessions. 

The data which made up the ‘outputs of session’ 
documents was a summary of the key points 
that parties had agreed to. The parties involved 
in each case suggested what the actions should 
be attached to their case and these actions were 
captured. An example of these documents is 
included within Appendix One. These are the points 
used to analyse how these conflict situations could 
have been averted or prevented, in other words, 
the organisation diagnosis analysis. In all but two 
cases, the parties agreed for the documents to 
be ‘open’, in that, interested parties (such as HR) 
could view these documents. Of the 40 cases, 
33 (83.5%) concluded with written ‘outputs of 
session’ documents. No conclusion was reached 
in the balance of cases. In three of these, the 
relationship difficulties continued ten months 
after the mediation session. In at least one of these 
sessions that did not reach conclusion, the clinical 
lead moved back to a Consultant role with no team 
responsibilities. In other cases, two Clinicians and 
four Non-Clinicians left their respective Trusts. 
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In order to analyse the data, the output documents were reviewed for recurring 
themes. Thematic analysis is a poorly demarcated and rarely-acknowledged, yet 
widely-used qualitative analytic method (Boyatzis, 1998, Roulston, 2001). Qualitative 
approaches are incredibly diverse, complex and nuanced (Holloway and Todres, 
2003), and thematic analysis should be seen as a foundational method for 
qualitative analysis. Thematic analysis is a method for identifying, analysing and 
reporting patterns (themes) within data. It minimally organises and describes the 
data set in detail. It also helps to interpret various aspects of the research topic 
(Boyatzis, 1998).  

The stages as described by Saunders et al (1997) can include;
 »  Categorisation: Identifying labels which can be used to arrange the data. These 

labels can provide an emergent structure with which to analyse data further
 »  Unitising data: Allocating relevant parts or chunks of data which can be referred 

to as ‘units’ of data. These can then be linked to the relevant category that 
has been determined. A unit of data might be a series of words, a collection of 
sentences or a number of paragraphs

 »  Recognising relationships and developing categories: Generating categories 
and reorganising data, leading to a process of analysing data. This could lead to 
altering categories as part of the search for identifying meaning within the data 
set

 »  Developing and testing hypotheses to reach conclusions: At this stage any 
hypotheses can be tested to ascertain whether the appearance of an apparent 
relationship or connection exists

Thematic analysis is suitable for a wide range of research interests and theoretical 
perspectives. This is because it can work with a wide range of research questions 
such as people’s experiences. Secondly, it can be used to analyse different types of 
data including interviews and observations. This is particularly fitting for analysing 
the outputs of mediation sessions. Thirdly, it can work with any size or scale of data 
set.  In order for an issue to become a ‘theme’ a trigger point of four occurrences 
across the sample size, which represented just over 10% of cases, was set. 

4.5 Thematic Analysis 
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The findings fell into two categories. Firstly, there were the themes that emerged 
from the ‘output of session’ documents. Secondly, were the unintended 
consequences of what surfaced as a by-product of the conflict and tension.

Eight main themes emerged during the analysis. These are referred to as 
‘The Essential Eight’ and they are:
 »  Clinical and non-clinical staff inability, reluctance or fear to have a difficult or 

necessary conversation with a colleague. This was particularly prevalent in cases 
where it involved a more junior member of staff wanting to speak with someone 
more senior

 »  A lack of awareness with regard to current diversity and equality best practice
 »  Organisation processes such as the grievance and disciplinary process taking 

place instead of adult to adult conversations
 »  A perception that the way some people had been treated amounted to bullying 

and/or harassment
 »  Consultants being promoted to clinical lead posts without subsequent basic 

people management training
 »  A lack of understanding about the power of an apology
 »  Difficulties in completing the job planning process for clinicians
 »  Line managers lacking experience in carrying out return to work interviews with 

staff resuming work after a period of sickness

5.0 Findings 
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Difficult Conversations Requirement: The most 
prominent theme that the research highlighted was 
that in all cases, a conversation (albeit challenging 
or difficult), would have averted problems from 
escalating. It took on average, 19 months and two 
weeks from the initial conflict for the cases to go 
to mediation. The timescale ranged from five 
months to a maximum of eight years. All parties 
acknowledged that in future there should be a 
mechanism to ensure discussions are held quickly 
when relationships begin to spiral downwards. 
In 32 (80%) cases regular face to face discussions 
were captured as part of what would be required to 
ensure there would be no reoccurrence. The concept 
of constructive controversy did not appear to be part 
of NHS culture. 

Equality and Diversity Awareness: 13 (32.5%) cases 
featured some breach of an Equality and Diversity 
issue. Those that emerged most included sexual 
orientation, race, gender and religious belief. 
In the output sessions of these cases, six (46%) 
explicitly stated that Equality and Diversity training 
and briefing should be undertaken either by the 
parties themselves or other colleagues across the 
organisation. 

Weakness in Organisation Process: In eight (20%) 
cases the internal grievance process prohibited 
parties from having adult to adult conversations. 
In one particular case, this included refusing 
permission for a Consultant to engage in discussion 
with a deceased patient’s family. 

Bullying and Harassment: 26 (65%) cases featured 
some element of bullying and harassment, 
indicating line managers and staff would benefit 
from development in this area.

Clinical Lead Development: In seven (17.5%) cases, 
the line management capability of the Clinical Lead 
came into question. In all these cases the Clinical 
Lead had been promoted from their Consultant role 
and was required to manage a team. Most, if not 
all, had previously been peers. In just one of these 
cases was the Clinical Lead provided with training on 
appointment. 

An Apology: In 27 (67%) cases, the giving or 
receiving of an apology was crucial to reaching 
settlement. In five of these cases, only a written 
apology would suffice.  Much can be learned about 
the power of a genuine and congruent apology.
Job Planning: In nine (22%) cases, a failure to 

5.2 Narrative of Findings 

complete the Consultant job planning process 
contributed significantly to the conflict. Senior 
personnel need to be better equipped to conduct 
the job planning process fairly and consistently with 
all clinicians.  
Return to Work Interviews: In cases which involved a 
period of sickness and absence, line managers were 
overwhelmingly unwilling or unable to have a return 
to work conversation with the said member of staff. 
In the two cases where the line manager carried out 
the return to work conversation, this speeded up the 
process of flushing out conflict issues.

Job Planning: In nine (22%) cases, a failure to 
complete the Consultant job planning process 
contributed significantly to the conflict. Senior 
personnel need to be better equipped to conduct 
the job planning process fairly and consistently with 
all clinicians.   
Return to Work Interviews: In cases which involved 
a period of sickness and absence, line managers 
were overwhelmingly unwilling or unable to have a 
return to work conversation with the said member 
of staff. In the two cases where the line manager 
carried out the return to work conversation, this 
speeded up the process of flushing out conflict 
issues.

Table 8.0 
‘The Essential Eight’

Subject Frequency

Difficult Conversations 
Requirement

80%

Equality and Diversity 
Awareness

32.5%

Weakness in Organisation 
Processes

20%

Bullying and Harassment 65%

Clinical Lead Development 17.5%

An Apology 67%

Job Planning 22%

Return to Work Interviews Not captured

Outliers

Cancelled Operations on Day of Surgery: In one 
case involving a team of breast surgeons, the 
number of operations cancelled on the day of 
surgery rose by 176% over a three month period. 
The Consultant in question phoned in sick on 
the day as he felt unable to come in, prompting 
a need to cancel and re-book patients scheduled 
for elective procedures. It is not known whether 
these procedures were re-booked within the 28-day 
national standard timeframe.  

An Increase in the Number of Sick Days Being 
Taken: Although sickness and absence did not 
feature as a specific area of interest throughout the 
research period it became clear that a correlation 
between conflict and sickness exists. It was possible 
to analyse 17 cases for information about sick leave 
for those in conflict. Of these cases involving one 
hundred and 76 people, 69 (39%) took an average 
of three months and one week off sick. The highest 
was nine months, with the lowest being a few days. 
The cumulative number of days’ absence was 3020, 
giving an absence rate of 7.9%. This could mean that 
Trusts with higher levels of conflict and disputes are 
at risk of generating a higher absence rate of up to 
2.6% above the national average.  

The national annual absence target is 3.5% with a 
running average of 4.4%. (NHS Digital, July 2015). This 
sickness level for Trusts that were part of the sample 
group could add an additional £2m of costs per 
organisation.

The research led to epistemic curiosity as a number 
of other factors emerged. These are referred to as 
outliers. As indicated in the introduction, part of the 
purpose of the research was to discover what (if any) 
preventative measures could be put into place to 
stem the flow of conflict or stop it from happening 
in the first place. In analysing the documents 
which were produced at the end of each mediation 
session, the research also unexpectedly flushed out 
the impact on operational areas. This is significant 
as what is often spoken about as the ‘business case’ 
for dispute resolution tools such as mediation is 
arguably, yet to be proved in the healthcare sector. 
Alfassi, Boger and Ronen, (2009) say an outlier in a 
set of data is an observation (or set of observations) 
which appears to be inconsistent with the 
remainder of that set of data. The inconsistencies in 
the data were the factors which fell outside those 
directly resulting from the human interaction and 
information exchange of the parties involved.   

As an example, identified outliers included incidents 
such as:
 »  Cancelled operations on day of surgery (due to 

clinicians involved in the conflict not coming 
into work)

 »  An increase in the number of sick days 
being taken

 »  Significant backlogs in breast screening 
appointment slots for women 

 »  The cost of replacement staff
 »  Serious untoward incidents 

5.1 Outliers
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Table 9.0 
Sample Breakdown

Serious Untoward Incidents: Serious untoward 
incidents (SUIs) are incidents on a NHS site which;
 »  Result in death, serious injury or was life 

threatening
 »  Contributed to a pattern of reduced standard of 

care
 »  Involved a hazard to public health
 »  Caused serious disruption to services
 »  Involved the absconding of a patient detained 

under The Mental Health Act 
 »  Caused significant damage to NHS assets

Two cases (5%) involved an SUI linked to the first 
descriptive category. In the first, a unit of blood was 
administered to the wrong patient. In the second, a 
local anaesthetic was administered into the wrong 
side prior to a procedure. There is no categorical 
suggestion that there was a direct correlation 
between conflict situations and the human errors. 
The number of incidents was not high enough for 
this to be statistically proven. Episodes are listed 
as examples of events that took place. However, 
as indicated in the literature review, conflict can 
significantly impair one’s cognitive ability. Further 
research is needed to identify the degree to 
which there is a connection between conflict and 
individual mistakes. 

Significant Backlog in Breast Screening: In one 
case which involved a team of radiographers, 
patients were caught up in the knock-on impact. 
A breakdown in communication meant that 
many hundreds of women failed to receive a letter 
when, as part of the cancer reform strategy, the 
government extended the age of eligibility for 
routine screening to 47 from 49 and to 71 from 73. 
The task to clear the backlog continued for just 
under six months. 

The Cost of Replacement Staff: In a case involving 
a team in Emergency Care, locum doctors had to 
be drafted in at an average cost of £895 per day 
to provide coverage. In other cases, non-clinical 
temporary staff were brought in to cover staff illness 
or support where people had left the organisation 
as a direct result of the conflict. This was the case 
for two of the four non-clinicians who left the Trust. 
Research frequently cites that one of the key reasons 
people leave their employment is to get away from 
conflict (Slaikeu and Hasson, 1998).

39%

3.25

3020

7.9%

3.5%

£2m

People who took conflict-related sick leave

Average number of months taken off

Total number of sick days

Actual annual absence rate

NHS target annual absence rate

Additional costs per organisation per year
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As with any workplace conflict and dispute, the effect can be devastating. The added 
dimension in a healthcare setting can be the potential for the conflict to impact on 
a patient. In one example during the research period, a dispute existed amongst a 
team of paediatric clinicians, including surgeons. In this example, a complaint had 
been made against one by a member of the team. The line manager indicated to 
the accused that a complaint had been made against him. Despite waving the 
letter of complaint in front of the accused, the line manager refused to let him see 
the letter. The internal HR procedures prevented him from doing so. During the 
mediation, as part of a discussion held with the surgeon whom the complaint had 
been made against, he described the effect of the line manager’s actions of that 
day. The surgeon had to compose himself following the line manager’s intervention 
as within two hours he would be scrubbing up to commence a complex and 
intricate surgical procedure on a child.  He described how his line manager could 
learn something from the episode to prevent reoccurrence. On another occasion, 
as indicated earlier, a team of breast surgeons had become embroiled in conflict. 
Two members of the team were signed off with stress, the cause of which had been 
connected to the workplace dispute. The knock-on was that a number of patients 
with elective surgery appointments had to be cancelled and rebooked. In some 
cases, patients were cancelled on the day the surgery was due to take place. It was 
not possible to draft in Locum support for some of these cases. In 2009, Dr Stephen 
Boorman produced a report on Health and Wellbeing in the NHS. The report 
indicated that the costs of sickness and absence was some £555m. A percentage 
of this will directly correlate to staff taking time off sick due to issues of conflict and 
tension. The same report also indicated that staff are 33% less likely to be absent 
from work if they feel ‘listened to’ by their line manager. 

On a local level, in a discussion with a Finance Director of a hospital outside London, 
he calculated that for every 1% reduction in sickness and absence levels, there is a 
knock-on benefit of at least £1m to the bottom line for the hospital. The figure is 
used to calculate the £2m figure in the Outliers section.  

In a third case, a team from an imaging department had a colossal clash. The team 
of 36 individuals agreed to join together for a mediation session. A heated group 
discussion on the day of the session only came to a halt when a member of the 
team shouted at the top of her voice. When the room fell silent and she realised 
she had obtained the attention of the group, she proceeded to remind them of 
how they had cared for her during a difficult period of recovery from cancer. This 
intervention seemed to deliver a slap in the face to many in the room as they 
were passionately and intelligently reminded of the real reason they go to work. In 
the NHS, difficulties can emerge on a one to one, team or department level. The 
potential impact on patients, irrespective of the number of colleagues involved 
in the conflict can be very costly. Part of the cultural context is that the NHS often 
is not helped by the layers of hierarchy. The Agenda for Change grading system 
incorporates no fewer than 12 levels. This can mean that a grade six employee feels 
paralysed to tackle a colleague who is graded at the higher eight c level. Whilst 
issues associated with seniority are prevalent in any organisation, the sheer volume 
of people in the NHS exacerbate the problem. Attempts to address leadership and 
cultural issues have been undertaken. One such report on leadership is referred to 
in the literature review. As part of the recommendations, the report suggested that 
managers should frequently attend accredited courses to demonstrate experience 
and embed core behavioural competencies. This is a good idea. A link to the 
recognition that individuals need to be equipped with the skills to have challenging 
conversations with someone who may hold a more a more senior grade than them 
should be explored. This inability to address issues can mean that they get pushed 
to one side or only become addressed when problems swell to a size where they can 
no longer be ignored.

6.0 Analysis and Discussion  
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In a number of cases, the outputs of session 
documents captured that feedback needed to 
be passed back to the HR function in relation to 
the organisation’s ability to manage processes for 
employee relations. In one such case, a Consultant 
joined a hospital six years earlier. Soon after joining 
she developed concerns about the management 
style of the Clinical Director who had been promoted 
from Consultant to Clinical Director a few months 
prior. It took five years for the tense relationship 
to erupt. The animosity became a factor which 
led to both parties taking seven months of sick 
leave between them, allegations of bullying and 
harassment, a reluctance to engage in the appraisal 
process, resistance to take part in the job planning 
process and the withdrawal of further discretionary 
effort. It took a further year for a mediation session 
to be arranged despite both parties agreeing to 
take part in the process immediately after the fall 
out. The outputs of session document that was 
drafted following a successful day of mediation 
included a paragraph on how other colleagues 
could learn from engaging in a similar process. 
The document also included a section on how to 
feedback objectively to the HR function about how 
adult to adult conversations should complement 
the requirement for adhering to rights processes 
such as grievance procedures. The parties in this 
case were exasperated by their inability to work in 
a conflict-free environment. One of the outputs 
of this particular case was that the parties had 
the idea to engage an independent facilitator to 
navigate meetings between them for the six months 
following the session. This developed into other 
Consultants from the team joining these meetings. 
This process prevented further fall out and also 
helped the team scope departmental objectives 
and job plans. The view of the Medical Director on 
hearing about this process was that it was highly 
valuable. It allowed clinicians to engage in the 
content of discussions without having to think about 
the process.  The impact was significant enough for 
the Trust concerned to set up a facility for staff to 
be able to call on internal or external facilitators to 
support meetings. 

There was another intervention for this Trust. As 
a result of the outputs of the mediation session, 
a line management training and development 
programme was established for those in the 
Consultant role who would later take on line 
management responsibility. The Clinical Director 
involved in the mediation case expressed frustration 
at how he felt debilitated. He had notched up 
years of experience as a Consultant, developing a 
country-wide reputation for his skills and expertise. 
This almost came to nought as he took up line 

management responsibility for what he described 
as a ‘big headache with little relief for the pain’. 
By this comment, he meant a small amount of 
remuneration. Although the status of clinical lead or 
director can command a great deal of prestige, the 
additional responsibilities can weigh heavily. Clinical 
leads attract a modest additional salary payment. 
This is usually based on additional programmed 
activity (PA) hours. Challenges for those moving 
into a clinical lead role arose in 17.5% of cases overall. 
12 months into running a series of development 
programmes for clinical leads, HR reported that 
contentious employee relations issues for those 
reporting into this group had reduced by 63%. In 
another example, one Trust implemented a series of 
difficult conversation training sessions for staff with 
line management responsibility. The evidence was 
that the number of grievance cases reduced by 58% 
from 97 at the commencement to 56. Sickness and 
absence at the organisation also reduced from 5.8% 
to 4.6% over the same period.  

The business case is clear. With the exception of one 
case which ran on for 24 hours over two days, the 
average duration of a mediation session was seven 
hours. This compares to CIPD data which states that 
on average, it takes seven days of line management 
time and seven days of HR time to conclude a 
grievance case, (CIPD, 2011). The cost of this can be 
substantial. A mediation session on the other hand, 
commences and finishes within one day on average. 
This includes a series of aspects that individuals, 
teams and organisations can learn from.   

One other aspect of HR processes worthy of a 
mention is that of settlement agreements. In six 
of the cases the issue of continued employment 
was raised. As part of these discussions, the 
question of one or more of the parties leaving the 
organisation accompanied by a financial payment 
surfaced. Currently, the process for authorising such 
transactions requires Trusts to seek approval from 
the Treasury. This is seen as prohibitive and in all 
cases, the idea of leaving under such circumstances 
was not pursued. Whilst in reality, an employee exit 
could be beneficial for the taxpayer, there could be 
a discussion about whether levels of productivity 
decrease whilst issues such as engagement 
decreasing and presenteeism increasing occur as a 
result.

The issue of increasing costs for the NHS continues 
to make national headlines. Research indicates 
that line managers can spend an average of 24% 
of time managing conflict situations. Applying this 
percentage to line management population in the 
NHS could mean that the cost of conflict in the 
NHS is in excess of £0.5bn. It is unlikely that conflict 
can ever be eliminated from the health service and 
indeed some level of conflict can be productive.  For 
example, constructive controversy can build positive 
relations amongst people and is very beneficial in 
resolving queries and reaching agreement (Batool 
et al, 2011). Even if the percentage is halved, there 
is still in excess of £250m that can be attributed to 
workplace conflict in health. 

On average, it took 19 months and two weeks for the 
research cases to go to mediation from the initial 
trigger or spark of conflict. The longest was just 
over eight years and the shortest was five months. 
Each organisation would have borne the costs 
associated with this delay in areas such as sickness 
and absence, productivity reduction, mistakes and 
temporary staff cover. 

These cases provide an excellent example of how 
the outputs of mediation sessions can be used to 
improve organisation effectiveness. In isolation, it 
is thought provoking. However, when a number 
of cases are analysed collectively, the diagnosis 
becomes far more compelling for nationwide 
organisation improvements and cost savings across 
the health service. 

6.1 HR Processes 6.2 Costs
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At the centre of this research lies the question of 
the value of outputs that are captured as part of 
workplace mediation cases. Specifically, this relates 
to whether an opportunity exists to diagnose 
organisational complications as part of this process. 
We can learn a great deal from rules applied in 
particular industries to diagnose problems and 
issues. The health sector is one of these.

‘The Essential Eight’ areas captured provide 
invaluable learning about steps that could be 
taken to prevent further escalation of tension and 
difficulties within healthcare settings. 

A case within a Pathology department featured 
within the sample mediation cases used in 
researching this issue. There is a useful model which 
demonstrates how pathologists go through a robust 
process to identify how methods and practices 
can be improved. Pathologists specialise in the 
detection of disease through the use of a variety 
of investigative techniques. To draw a comparison, 
untreated conflict can become a disease in 
organisations which untreated, has the potential 
to harm, fester and lead to long term damage. 
Steps need to be taken to prevent the patient’s (the 
organisation’s) condition from deteriorating. 

We indicated in section three that we view 
our research as being akin to the work led by 
Dr John Hunter in the 1700s. He helped the clinical 
community think differently about the vital process 
of medical diagnosis. We hope that our research will 
have a similar impact on HR professionals.

Medicine has a long history of following robust 
processes to identify problems and recommend 
solutions. At just over 20 years old in the UK, 
mediation is very much still in its infancy. Some 
progress has been made to raise its profile as an 
alternative dispute resolution tool. Many one to one 
and team fall outs in the NHS have been resolved by 
using mediation. Its full use however, as a tool which 
can be utilised to empower healthcare organisations, 
is still largely untapped. Following many years (ten or 
more) of study, medical practitioners begin to deploy 
their skills in a methodical and rigorous way. Their 
work is underpinned by evidence which supports 
any recommendations they finally make.  McFillen 
et al (2013) describe how a precise and meticulous 
evidence-based diagnostic process takes time and 
requires at least four conditions:  
 
 
 

 »  An understanding of the causal relationships 
among symptoms, causes and solutions 
must develop

 »  The knowledge of symptoms, standards and 
solutions must grow and become integrated

 »  Researchers and practitioners must collaborate 
to establish evidence-based practice

 »  A systematic process for disseminating relevant 
knowledge through formal education must be 
established

 
Turning to mediation and organisation diagnosis 
more fully, an ‘outputs of mediation session’ 
document from one or two cases is unlikely to 
become an evidence-based, compelling argument 
for whole scale organisation change. However, when 
you compile learnings from multiple cases over 
the course of time you begin to build a picture of 
organisational problems and malfunction. Those 
with responsibility for managing the mediation 
process in organisations must be vigilant to 
safeguard that organisational learning is conducted 
in an anonymous way in order to protect the 
integrity of the process. A specific example of 
evidence-based organisation diagnosis in action 
might be that following a number of mediation 
cases over a year, an analysis takes place similar to 
those included within the findings section. To go 
one step further, implementing and testing actions 
will confirm whether diagnosis has been correct 
or not. In the example cited earlier, when difficult 
conversations training had been commissioned, 
this achieved notable success. There is also the 
practice of ‘Mandatory Training’ in the health sector. 
This is training which is deemed to be essential 
to be undertaken. In many cases, this is for legal 
reasons such as health and safety or safeguarding. 
There is an argument to suggest that in order to 
reduce the levels of conflict in the health sector 
and the associated costs, the essential eight areas 
should be considered as mandatory interventions. 
This will make a major contribution towards 
achieving a financial surplus as well as nudging 
towards a culture shift in the NHS. A further aspect 
which could help organisational change would 
be to introduce a Mediation Protocol stating that 
mediation is the preferred dispute resolution option 
for the health organisation. This could include 
guidelines on how mediation is commissioned and 
the preferred timescales for doing so. When signed 
off by the Chief Executive, counter signed by Staff 
Side and incorporated into policies and procedures, 
it will become even more powerful. An example of 
the framework for this is included in Appendix Two. 
 
Using the outputs of mediation cases as part of 

6.3 Outputs of Mediation Sessions 
and Organisational Diagnosis

organisation diagnosis can be complemented by other tools to increase validity. These might include exit 
interviews, data from staff or customer satisfaction surveys and learning outputs from annual appraisal 
sessions. 

The model below represents an example of a process organisations could follow in order to diagnose issues 
and act upon them.

Table 10.0 
Model of a Mediation-Based Organisational Diagnotic Process 

Data Collection: Comes from collective outputs of 
anonymous mediation session documents. Data that 
comes from other sources such as staff surveys and 
exit interviews can also be incorporated.

Data Interpretation: Comes from a small number 
of line managers, HR professionals and staff side 
(trade union) colleagues analysing the information 
ensuring enough input has been received to make it 
statistically valid and to identify patterns.

Preliminary Diagnosis: Comes from drawing on 
the patterns observed from initial thoughts. For the 
diagnosis to be evidence based, work will be required 
to eliminate personal bias and impact the accuracy of 
the diagnosis. 

Testing Preliminary Diagnosis: This stage involves 
the testing of relationships between variables 
and reducing error. For example, this could mean 
beginning to deliver certain training courses or 
checking that information from outputs of mediation 
sessions and exit interviews are telling you the same 
thing.  There are likely to be a number of strands to 
pull together in order to demonstrate cause and 
effect. 

Final Diagnosis: It is at this stage that proposed 
interventions would be recommended. In order to 

seek organisational buy-in, the evidence must be 
presented to the organisation. This will be important 
to convince colleagues, such as those in finance, of 
the business case for recommending a particular set 
of interventions. It would be useful to have identified 
the return on investment for the business prior to 
seeking sign off from the Chief Executive.  

Applying organisation diagnostics as part of the 
overall HR framework presents an opportunity for 
transformational rather than transactional Human 
Resource principles to be applied. HR practitioners 
might be bewildered about where to begin. The 
medical diagnostic process is performed by medical 
practitioners, such as pathologists, dealing with 
the determination of the disease or condition that 
is manifested by the patient’s symptoms. White 
and Griffith (2010) describe the medical diagnostic 
process as a heuristic used to determine the nature 
of a person’s disease and provide a model of how the 
diagnostic process fits into the overall treatment of a 
patient’s condition.  

The main issue is to start somewhere and commit 
to this change in practice. This could lead to a 
substantial organisational shift and for the value 
to be recognised by the Chief Executive and other 
members of the board.

Symptoms 
e.g. Conflict and 

Disputes

Internal 
Systems 

e.g. Absence 
policy

Benchmarks 
e.g. Industry 

Absence Levels

Solutions 
e.g. Difficult 

Conversations 
Training

Mediation Data 
Collection

Mediation Data 
Interpretation

Testing 
Preliminary 
Diagnosis

Preliminary 
Diagnosis

Final 
Diagnosis

Clive Lewis 2015
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The evidence suggests that mediation can indeed be helpful for evidence-based 
organisation diagnosis in the NHS. The data frequency levels indicate that taking a 
small number of preventative steps could save the NHS millions of pounds as well 
many hours of time. The specific initiatives would include:
 »  Implementing training and implementation plans from ‘The Essential Eight’ 

areas identified
 »  Extending the Mandatory Training framework to incorporate ‘The Essential 

Eight’. Link this to accredited learning in line with the Better Leadership for 
Tomorrow Rose Review

 »  Establishing a Mediation Protocol for every health organisation
 »  Implementing measures to track time and financial savings success
 »  Identifying conflict as a risk to be captured within the Risk Management 

Framework – thus making it an issue of Governance 
 »  Ensure cultural change to initiatives include training line managers in basic 

mediation skills   

For a number of years there has been a debate about how much value the concept 
of mediation can bring to an organisation. This research demonstrates that for 
clinicians and non-clinicians alike, mediation and the outputs of mediation sessions 
can add tremendous value.  A number of statements have been made expressing 
how mediation can be matched to a number of health terms. This is applicable 
more than in any other sector. The steps required to implement actions from the 
organisation diagnosis are straightforward. Buy in from the Chief Executive and Staff 
Side colleagues will be essential from the start of the journey to ensure solutions are 
sustainable. It will, of course, take some time for benefits from strategic actions to be 
realised. Benefits can be across the areas of time, money and improved patient care. 
The links made throughout of similarities between medical diagnosis (Hunter) and 
organisation diagnosis in a healthcare setting could be particularly useful for 
HR practitioners.

7.0 Conclusion
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Appendix One

Example ‘Outputs of Session’ Document  
Outputs of session with CE and PB

1. Both agree that a formal referral letter to the Oncologist is not required but agree that copy letters to 
Clinical Oncology prior to MDT will be sufficient.

2. There is agreement that where patients may have a choice of treatments, the clinic admin staff will be 
asked to put them onto a joint ENT/Oncology slot.

3. Both agree that specific percentage outcomes should not be included in letters before treatment 
decisions have been agreed.

4. Both agree that, in general, PB will tend to work more closely with Dr HJ for appropriate patients. We 
acknowledge that this situation needs to be flexible and the opinion of Dr HJ will be sought before this is 
implemented. 
a. Both are happy for PB to approach Dr HJ in the first instance.

5. Both agree that the clinic review six weeks after the end of non-surgical treatment does not need to be a 
joint consultation – unless there are specific issues that require a joint assessment.

6. Need to ensure that the three ENT consultants are happy to receive referrals for follow-up patients 
collectively, rather than individually. This will be discussed at the team meeting on Monday.

7. Both agree to continue in the method of working that was agreed in the head and neck development 
meeting. CE will send Clive the document minuting the initial agreement of June 2016.

8. Clive to meet on Wednesday 29th November with both parties at 3pm for a follow-up discussion. Clive will 
send a Lumina questionnaire to both for completion prior to the session.

9. Both agree that ownership of this document remains with both parties and remains confidential, unless 
there is consent from both parties to share specific information. 

Appendix One

Example ‘Outputs of Session’ Document
Outputs of session with HE and MM

1. HE and MM agree to meet for at least 30 minutes per week to discuss strategy and one half day session per 
month to discuss complex patients (MDT). The weekly meetings will take place on Wednesday mornings f 
rom 10.00am – 10.30am. However, the first weekly meeting will take place on Monday 30th June. HE will 
send MM a list of half day date options for the remainder of the year. From now, the half day sessions will 
be built in as DCC (1/4 PA per week). Clinic time will be rearranged to accommodate this. 

2. Colonoscopy Database – HE will continue to make progress with the Database. If the Database is not 
working to a standard that both (HE and MM) are happy with, and it is due to Trust and IT input, by 1st 
September it will be abandoned. 

3. Leading on different areas – A discussion will take place before Monday 21st July to agree who will take the 
lead on different areas such as Colonoscopy, Constipation, Spina Bifida and Cloaca. A similar discussion will 
take place about Personal Development Areas on topics such as Laparoscopy, Hirschsprungs, ARM and 
Short Bowel. 

4. HE and MM will meet with Managers to explore how complex cases are charged for and how these 
charges can reflect two Consultants working together. 

5. HE and MM will be meeting on Thursday morning (26th June) with JS and TD to discuss confluent 
pathways in relation to the management of the Constipation Service. The aim is that there will be a further 
meeting with the Trust, Community Paeds and the CCG to explore setting up a confluent pathway. 

6. HE and MM will prompt a discussion with the objective of optimising the interface with the Clinical Nurse 
Specialists, Colorectal CNS, Neonatal CNS, Psychology and Adult Colleagues (Gastroenterologists and 
Surgeons). 

MM and HE recognise that a contributing factor to the situation leading up to today has been the workload 
taken on by Paediatric Surgeons (colorectal and acute work), at least some of which would be managed by 
other specialties in every other unit in the UK. This has been stressful for both and this may increase as the 
number of referrals goes up. 

Both agree that this should be an open document and shared with colleagues as part of the output from the 
day as appropriate.

Appendices



42     |     www.globis.co.uk

Appendix Two

Workplace Mediation Protocol – NHS 

Our commitment:

In signing this Workplace Mediation Protocol we are making a commitment to consider a mediation process 
as our preferred choice for dispute resolution before adopting other processes such as the grievance procedure 
or going to an employment tribunal.

By signing and adopting this Protocol we are making a clear statement to all employees, patients and other 
stakeholders that in any dispute we will:

 »  Routinely consider and offer mediation as a process for preventative and remedial dispute resolution
 » Respond promptly to any invitation to use mediation, and provide reasons where we make an informed 

choice not to accept an invitation to mediate
 » Incorporate this protocol in our policies, procedures and contracts as a way of communicating our 

commitment to the protocol and to this way of approaching workplace disputes and differences 

Signed   ………………………………………         Date    ……………………………..

Co-signed by   ……………………………………………  (Staff Side) 

On behalf of  ……………………………………………………………………………

Clive Lewis OBE DL is currently travelling the 
country presenting this research to a range of 
organisations within the NHS. 

If you would like to discuss any element of this 
research further, have Clive present this research 
at your organisation or learn how Globis Mediation 
Group offers support to the NHS with increasing 
conflict competence, please contact us on 
0330 100 0809.
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