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ABSTRACT
Background: Research on difficult conversations
is mainly about the impacts of avoiding difficult
conversations, with little research on enabling
difficult conversations except for improving
communication.
Objective: This study aimed to identify the ideal
environment for enabling difficult conversations to
take place in healthcare settings.
Methods: Convergent Interviewing was used with
20 clinical supervisors to explore the following
question: “What enables healthcare professionals
in the workplace to have difficult conversations?”
Of these 20 clinical supervisors, 10 were nurses,
eight were in allied health (five speech pathologists,
two physiotherapists, one community support
worker) and two were in medicine.
Results: Enabling difficult conversations is
complex and requires change at the individual,
team, profession, and organisational levels.
Enabling these conversations is not as simple as
improving communication skills, although effective
communication skills are necessary.
Discussion: Other requirements include the desire
for someone to want to have a difficult conversation.
This relationship exists between the people needing
to have the conversation, the physical environment
and time required to have the conversation,

5

https://doi.org/10.37464/2020.383.310

and also having management, disciplinary and
organisational support to engage in difficult
conversations.
Conclusion: Enabling difficult conversations
between healthcare professionals is a complicated
endeavour involving individual, team, profession,
and organisational changes. This implies making
a significant effort in presenting training and
educational opportunities for all health
professionals.
What is already known about the topic?
• Poor communication is a key contributor to
medical errors.
• While clinical supervisors need to have difficult
conversations with peers, patients and managers,
many supervisors lack the skills to adequately
perform these on a regular basis.
What this paper adds:
• Having difficult conversations between healthcare
professionals is complex.
• That focussing on ‘enabling’ is a more proactive and
positive approach than focusing on ‘avoiding’.
Keywords: Medical errors, enabling difficult
conversations, crucial conversations, clinical
supervision, clinical placement, health educators,
nursing, allied health personnel.
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INTRODUCTION

METHODOLOGY AND METHODS

A difficult conversation is defined as a discussion between
two or more people where the stakes are high, options vary,
and emotions run strong.1 It can also be referred to as a
crucial conversation.2 Research on difficult conversations
in the health sector is predominantly related to those
between medical professionals and patients.3,4 Research
on the difficult conversations that take place between
healthcare professionals themselves (including students)
is comparatively limited but has been linked to medical
errors and patient safety. The impact of medical errors in
Australia is a concern as is in America and the UK.6,7,10,11
One study regarding difficult conversations among peers,
colleagues, and students does suggest that broken rules,
mistakes, lack of support, incompetence, poor teamwork,
disrespect, and micromanagement, represent seven different
crucial conversations that need to take place between health
professionals, but often do not.2 This and other more recent
examples illustrate the differences in the skills and culture
change required to enable difficult conversations between
health professionals themselves compared with those needed
between health professionals and patients.13–16

DESIGN

Poor communication between health professionals has been
well documented.17 Poor communication and collaboration
can cause burnout and stress in nurses and can harm and
even kill patients.2,12 Polito states that communication
failures are the leading root cause of serious medical
errors.19 After examining several strategies for managing
difficult conversations, Polito came up with six suggestions
on how to conduct successful communication during
difficult conversations. These included: (i) being prepared
by collecting facts and not opinions, (ii) being aware of the
purpose of their conversation, (iii) practising having difficult
conversations, (iv) managing emotions appropriately, (v)
listening and understanding, and (vi) provide feedback and
follow-up of communication behaviours.19
Today, much of the research on difficult conversations
is about the impacts of avoiding difficult conversations,
with little research on enabling difficult conversations,
except for improving communication. Of this research on
improving communication, most are on the communication
between the healthcare professional and the patient. But is
effective communication the solution to enabling difficult
conversations, or is it more complex? This research explores
this question from the perspective of clinical supervisors and
educators. They interact with a broad range of students as
well as peers and colleagues in the health sector. A convergent
interview process is used to enable deeper level insights to
be gained about the complex phenomenon than traditional
interview techniques, to explore the question “What enables
healthcare professionals in the workplace to have difficult
conversations?”

To explore the enabling of difficult conversations, an action
research-based interview method known as Convergent
Interviewing was used.20 This method tests for convergent
information and explores divergent information and is
based on undertaking a series of paired interviews until the
‘saturation of ideas/knowledge’ is reached. After each pair
of interviews, the interviewer constructs deeper levels of
questioning based on this convergence and divergence, and
these are added to the initial broad question and any other
additional questions from previous cycles (Figure 1).
For example, if the first interviewee of the pair said that
the sky was green and the second interviewee of the pair
said it was blue (i.e. a difference in data) then a more in-depth
level question would be constructed to find out why:
“In previous interviews, some people have said the sky was
blue, and some said it was green, why do you think there were
these differences in perceptions?”
Interview 1

Interview 2
Similarities
and differences

Initial questions
and deeper questions

Interview 3

Interview 4
Similarities
and differences

Previous questions
and deeper questions

Repeat paired
interviews

Interview n1st

Interview n2nd
No more
new data

Interviews end
FIGURE 1: THE CONVERGENT INTERVIEWING PROCESS
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However, if both interviewees said the sky was blue (i.e.
similarity in data), then a confirming question would be
asked: “So far, everyone we have interviewed has said the sky
was blue, can you think of any situations where this was not
the case?” The deeper level question would then be asked to
the next pair of interviewees. Through this deeper level of
questioning, themes emerge from the data, and these form
the basis of the results.
This method assumes that the interviewer (an outsider) does
not have as much knowledge as the interviewees (insiders)
about the situation, so is not well equipped to design and
develop a list of interview questions. That is, the participant
data helped to frame deeper level questions which are not
possible with more traditional interview methods. King notes
secondary benefits of convergent interviewing, including
shared learning in the way in which deeper level questions
are asked, and ownership, where participants recognise
that the questions being asked are reflective of participants’
knowledge and that the interviewer is genuinely listening.21

PARTICIPANTS
The invitations to participate in the study were sent out to 113
clinical supervisors who were past participants of a ‘Difficult
Conversations’ workshop that was run throughout Victoria
in nine locations. Forty clinical supervisors responded to
the invitation and suggested dates and times that they
were available over two weeks. Of these 40, interviews
were conducted until the saturation of ideas was reached
at 20 interviews. Interviewees were selected based on their
availability, and where participants had coinciding times
available, the first to respond was provided their preferred
interview time. The interview also ensured a cross-section
of participants. Further information about the Difficult
Conversations workshop can be found in Williams et al,16 and
king et al.22

DATA COLLECTION
Interviews were carried out over two weeks by phone and
each interview took approximately one hour and consisted of
two parts. Part A aimed to explore why difficult conversations
are avoided in the workplace, and Part B sought to find out
what workplace environment is needed to enable difficult
conversations. This article reports on Part B and used the
open-ended question: “What enables healthcare professionals in
the workplace to have difficult conversations?”

Interviews were typed into a word document by the
interviewer, as the interview took place. The interviewer
(one of the authors) has over 20 years’ experience in this
type of method and asked questions and prompted and
typed responses during the interview. Interviews were also
recorded so that the interviewer could fill in any words that
were missed immediately after the interview. The findings of
Part A are also published and can be found in King et al.22

DATA ANALYSIS
The interviewer spent approximately two hours after each
pair of interviews looking for similarities and differences in
the data. These were then used to construct new additional
questions to be asked to the next pair of interviewees, to
confirm, disconfirm, and explore at a deeper level. The time
to do this analysis throughout the process had to be factored
into the interview schedule. The convergence of the data
led to several themes being identified along the way. After
the interviews were completed, the interviewer wrote up
the emergent themes, referring back to the data to check
assumptions, explore further depth for each of the themes,
and distil interviewee ‘quotes’ that could be used to highlight
the main themes.

ETHICS
Ethics approval was received from the relevant health
service and the Monash University Human Research Ethics
Committee (MUHREC).

RESULTS
Twenty health professionals took part in the study. Ten were
nurses, eight were in allied health (five speech pathologists,
two physiotherapists, one community support worker)
and two were in medicine. Of these 20, two were from the
private sector, and the remaining 18 were in the public
sector. Concerning practice location, there were two rural,
eight regional, and eight metropolitan participants. No
participants identified as being remotely located. Of the 20
participants, 18 indicated that they had some previous form
of training in clinical supervision, with eight indicating
formal qualifications in clinical supervision. Table 1 shows
the years of experience of participants in the health sector
and as a clinical supervisor.

TABLE 1: LENGTH OF EXPERIENCE OF EDUCATORS
Year of
experience

7

Nil

Less than
1 year

1–4 years

5–10 years

11–15 years

16–20 years

More than
20 years

Health sector

0

1

3

4

1

2

9

Clinical
supervision

0

3

6

4

4

1

2
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Appropriate place (2) and time (4)

Appropriate content (6)
INITIATOR
Time to plan and
have the conversation (1)

RECIPIENT

Skills to plan, have and
reflect on the conversation (5)

Open, honest,
comfortable (3)

Wanting to have the
conversation (9)

Mutual respect
and support (3)

Willingess to have
the conversation (9)

Role modelling (7)
Professional and social (10)
Organisational support (8)
FIGURE 2: THE COMPLEXITY OF ENABLING DIFFICULT CONVERSATIONS

Ten themes emerged from the convergent interviewing
process (Figure 2). Each of these is described below. Direct
words or quotes of participants are presented in italics.

THEME 1: TIME TO PLAN AND HAVE A DIFFICULT
CONVERSATION
Time was the most frequently cited enabler. As one
participant put it, ‘To have a difficult conversation, you do need
to have time to make a plan, it can’t be rushed, or it will be a
disaster’. Many of the participants echoed similar opinions.
Concerning time, the busy nature within healthcare settings
was often mentioned, especially about triage, and ‘high
paced fast-changing environments’, as well as environments
where a lot of emotional energy or attention had to be
focused on patients, e.g., oncology. Ideally, enabling difficult
conversations involves a person having enough time to have
the conversation as well as plan the conversation.

THEME 2: AN APPROPRIATE PLACE TO HAVE THIS
TYPE OF CONVERSATION
Almost all participants mentioned having an appropriate
place to have the conversation was ideal. They noted that
having a safe, private, quiet environment in which such
conversations can take place using calm voices is a key factor
and one that’s often hard to come by in medical settings.
Short sharp conversations were noted as being able to be
said quietly at the time, e.g. ‘not washing your hands’ but
most difficult conversations needed a quiet private space.
Most participants stated that these places were not easily
accessible in their workplace, if not there at all; however, a
few participants mentioned that their workplaces did have
these places and they were seen as necessary.
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THEME 3: OPEN, HONEST AND COMFORTABLE
RELATIONSHIPS BETWEEN STAFF WHERE THERE
ARE MUTUAL RESPECT AND SUPPORT
Many participants also noted that mutual respect for one
another is a vital enabling factor. One particularly stressed
the idea of a ‘respectful environment where people value one
another…not just individual but cultural as well…’ Others
noted that this respect includes such concepts as privacy
and confidentiality, and others mentioned respect to take
on board each other’s perspectives. Having an environment
that encouraged teamwork and provided skills training in
teamwork was mentioned by several participants.
As one interviewee explained ‘when the environment is one
of a high-functioning team and where there is respect for each
other and conflict is dealt with, these conversations are better able
to take place’. It was considered that when both parties feel
comfortable, the conversation is much more likely to take
place without much trouble. Participants also noted the need
for a supportive environment. One participant highlighted
the importance of senior staff support by stating, ‘Having
support from senior staff… having them available to have a
pre-conversation with them before you see a student. Having that
support is important.’

THEME 4: ENGAGING IN CONVERSATIONS AS
SOON AS POSSIBLE AFTER AN ISSUE ARISES,
BUT AT AN APPROPRIATE TIME
Timeliness or being able to address things as they arise was
also key. Several participants noted that when issues go
unaddressed for days, they tend to grow in some way, and the
needed conversation is harder to enact. As one participant
put it: ‘… a lot happens on the fly, and things are left a little longer
and escalate where they didn’t need to … being proactive and not
reactive…’ Another participant wished that all staff were
‘… empowered enough so that they could have the conversation as
the issue arises rather than calling me up four days later.’
As another participant stated ‘by the time it comes to me,
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and I have to deal with it, it almost becomes hearsay.’ The ideal
environment would enable people to have a conversation
immediately when an issue came up.

THEME 5: THE RIGHT SKILLS IN PLANNING,
HAVING AND REFLECTING ON DIFFICULT
CONVERSATIONS
Staff having the skills to engage in difficult conversations
was also seen as necessary as these types of conversations
were seen as needing much higher levels of skill than
everyday conversations. These included skills in planning the
conversation, having the conversations, as well as reflecting
on the conversations. As one interviewee expressed ‘Having
the skill is important. Some people have it innately, and others
don’t… but it is needed’. Participants mentioned that the ‘ideal’
environment would enable access to education, training,
courses, and workshops to improve the skills of staff having
difficult conversations. As one participant described, ‘Skill
is paramount…one thing we have learned is that being able
to practice that skill through training, where you are not being
judged…it gives you the confidence to try it in practice. You can
address challenges in a safe environment. Training has given me the
ability to reflect back on your skills.’

THEME 6: ENSURING APPROPRIATE CONTENT
IS DISCUSSED
Basing conversation on objective facts, with evidence to
back up what is being conveyed was seen as very important
to participants. In addition to establishing conversations
on fact, focusing on the behaviour and not the person was
also emphasised as appropriate in terms of the content of a
difficult conversation. Many of the participants expressed
the need to ensure that the issue being addressed was placed
in the bigger picture or concern, for example, the impact on
the patient. As one participant noted, ‘You need to bring it back
to the patient or safety rather than a personal attack … and you
need to let them speak.’ Being able to do this in practice was
acknowledged as difficult, with participants suggesting that
appropriately expressing things was not a skill many people
had in both their personal and professional lives.

THEME 7: LEADERS ROLE-MODELLING HAVING
THESE TYPES OF CONVERSATIONS
Participants also felt that role-modelling on the part of
leaders and seniors was also necessary for enabling difficult
conversations. That is, if junior staff or new staff observed
other more senior or long-term staff having and supporting
difficult conversations with each other, with junior staff and
with staff from different disciplines, they would also be more
likely to have these conversations themselves and see this as
part of the culture. As one participant put it, ‘Leadership and
management lead the way… role modelling… strong leadership
that models openness and shows how it [difficult conversations]
is done in a professional way… if it is seen in the culture… more
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people will come forward and not hold back if they know it will be
dealt with properly…” Another participant stated, ‘If you have
good role models and modeling of skills to junior staff when you are
having these conversations… they will learn skills as well.’

THEME 8: ORGANISATIONAL SUPPORT AND
OPTIONAL MEDIATION
Another factor mentioned by participants was having
an organisational mandate or expectation for difficult
conversations to take place. Some of the participants felt that
if difficult conversations were advertised or expressed as part
of the corporate mandate, then people would be obliged to
engage in these conversations. As one participant described,
‘Even if it’s not a written company policy, it can still be a clearly
communicated expectation’. Mediation was also mentioned as
something that organisations could provide. It was expressed
that difficult conversations can quickly spiral out of control,
resulting in negative consequences for both parties. Having
a mediator present can help diffuse tension and keep things
on track. As one participant noted, ‘…if things deteriorate
you need someone else … they can call a halt to things before the
situation becomes unsalvageable.’ This was seen as particularly
important when conversations had to take place across
hierarchical levels.

THEME 9: WANTING TO HAVE THE
CONVERSATION COMPARED TO TIME AND SKILL
When participants were asked which was the most
important, time or skill; almost all participants stated that
skill was more important than time. This was an interesting
finding, as when participants were asked the general question
of what the ‘ideal’ qualities were, participants mentioned
time before they mentioned skill. As one person noted, ‘There
is always time … I know from being in the coal face … time is a copout excuse … if you really have to have that conversation you create
time … skills you cannot pull out of the air.’ Another person also
said, ‘I go with skills rather than time … if they say they don’t have
time they are probably avoiding it. Skill level is a whole different
ball game. If you don’t have the skill you could make the situation
worse by having a difficult conversation. If you have a skill, you can
usually make it a positive outcome.’ In terms of skill, the benefits
of training and role modelling were emphasised.
Although skills were seen as more influential than time,
many participants expressed that wanting to have the
conversation was more important than skill or time. For
example, ‘Skill will help your communication, but it is whether you
want to talk to them or not. If the person doesn’t want to listen, then
it won’t work either. I can teach people with different personalities
… but if it’s a nasty person you have to have the conversation with
… you suffer.’ In terms of time, one participant stated, ‘Time is
not the main issue. As long as you want to solve the problem, you
will find the time. In the health system, it can be busy; however, it
depends on how much you want to’.
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THEME 10: CONVERSATIONS ARE MORE LIKELY
TO BE HAD IF THE RELATIONSHIP BETWEEN
HEALTHCARE PROFESSIONALS IS BOTH
PROFESSIONAL AND SOCIAL
Navigating the boundary between social relationships and
professional relationships was seen as a tricky business
for many of the participants. The majority of participants
suggested that there ‘needs to be a happy medium’ between
or ‘a mix of both’ professional relationships and social
relationships. Still, when you are at work, relationships need
to be professional. This was seen as more of an issue in small
organisations and rural areas. For example, ‘It is important
to have a social relationship with what you do particularly with
nurses on the ward – so getting to know each other well makes it
easier for us to work together … so hopefully it doesn’t come to the
difficult conversation with them. Might come up to you informally
– someone coming to you and saying I am not so confident in
doing this.’ As one participant stated, ‘You don’t need to be
socially hanging out, but there needs to be a genuine investment
in a person, i.e. what did you do on your weekend … this helps
with people take on board feedback because they feel built up and
affirmed … and you show you want to connect.’ Participants felt
that there must necessarily be a bit more distance if you
were in a management position to be able to manage people
professionally objectively, but that this does not preclude
being personable to some degree.
The ten themes show the complexity of enabling difficult
conversations. When a systems approach is taken, four
system levels need to be considered: the components,
the interaction between the components, the emergent
properties of this interaction, and the broader system
(i.e. context) that these are all embedded in. Figure 2 is a
systems model of the themes that emerged in this study.
These levels are useful in identifying what is needed at
different system levels to enable difficult conversations and
identify where changes can be made at these levels.

DISCUSSION
The study showed that difficult conversations could be
enabled in a variety of ways. These are not just about
communication, but also the desire for someone to want
to have the difficult conversation, the relationship that
exists between the people needing to have the conversation,
the physical environment and time required to have
the conversation, and also having management and
organisational support to engage in difficult conversations.
The findings can be compared with other studies in the
literature. For example, Stans et al recommend that it is
essential for healthcare professionals to have an overall
awareness of the potential influence of environmental
elements on conversations.23 In a recent study,14 nine themes
emerged (using a grounded theory method) about the
aspects of team communication from the perceptions of
interprofessional PCMH team members, and these were
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shared knowledge, situation/goal awareness, problemsolving, mutual respect; and communication that is
transparent, timely, frequent, consistent, and parsimonious
(concise). Our findings were also congruent with three of
the AACN Standards for establishing and sustaining healthy
work environments, including skilled communication, true
collaboration, and authentic leadership.24
In the widely recognised SPIKES six-step protocol for
delivering bad medical news,3 the first critical item to
address is the setting. Although the difficult conversations
medical professionals often have with patients are very
different from the kinds of difficult conversations that
need to occur between health sector peers, colleagues, and
students, this is one area where the two show significant
overlap. In considering the setting for a difficult provider/
patient conversation, the SPIKES protocol highlights the
need for reserving adequate time for the conversation as
well as adequate privacy.3 However, when the setting can’t
be controlled, such as an imminent mistake in the context
of delivering care, the ideal environment includes one’s
ability and willingness to speak up both immediately and
as discreetly as possible. In a study of nurses who do and
don’t speak up in such acute situations, Maxfield, Grenny,
Lavandero & Groah suggest that critical factors included a
positive culture where physicians accept or encourage nurses
to speak up and speaking up in a discreet way that allows
the caregiver to “save face”.12 Ulrich suggest that to enable
difficult conversations three things need to be carried out
(i) identifying the communication that is required, (ii)
instilling confidence in healthcare professionals to have
difficult conversations, and (iii) create work environments
where having difficult conversations is valued.25,26
To borrow from psychology, where clinical training
encompasses many of the same barriers to engaging in
difficult conversations as are experienced in health sector
clinical supervision educators need an integrated set of skills,
and attitudes to have productive difficult conversations
associated with functional competency domains.27 The same
can also be applied to difficult conversations between peers
and colleagues in the health sector, and specifically applied
beyond competency to the seven crucial conversations
identified earlier. Obvious skillsets include giving and
receiving quality feedback. A less obvious skillset is
acquiring a higher level of insight regarding one’s skills,
behaviours, and attitudes, which is an especially difficult
undertaking when the lack of understanding is combined
with incompetence.28 The role of self-monitoring and
self-reflection has been noted elsewhere.13 This highlights
the importance of ‘enabling’ being seen as a process or a
series of difficult conversations that can be reflected upon
enabling learning to take place. In addition to skill-building,
is an understanding of the complexity involved in different
health settings and the impact this has on enabling difficult
conversations. For example, it could be argued that not
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everyone is eligible to have these conversations, for example,
not everyone is involved in medical error ‘debriefings’.
Hierarchical issues and issues that occur across disciplines
also make this more complex. For example, it is commonly
reported in nursing practice, that it is difficult for nurses to
give critical feedback to doctors about care and for nurses
to provide feedback to management on issues regarding
workload.2,12,29

Groot and Maarleveld point out that it is important to note
that one loop is not more important than another. In some
situations, single-loop learning suffices (such as in the
change of rules and procedures). Still, in other cases, double
and triple-loop learning is required (a radical transition or
innovation). Groot and Maarleveld provide a useful table for
looking at the implications for the facilitation of the three
learning loops (Table 2).33

When teams can mindfully engage in and conduct crucial
conversations, they thrive.30 In contrast, when they cannot
engage in difficult conversations, it can result in high rates
of avoidable medical errors. In 2005 the number of patients
estimated to have died from mistakes made while they
were in hospitals in the US alone was more than 195,000
although more recent studies report it to be as high as
400,000 per year and the third largest cause of death.2,15 A
portion of those deaths could be avoided if health sector
employees were willing and able to have the crucial difficult
conversations that should happen around broken rules,
mistakes, lack of support, incompetence, poor teamwork,
disrespect, and micromanagement.2 Within this high-stakes
framework, engaging in a difficult conversation becomes an
ethical responsibility.27 It may also help to reassure people
that feeling apprehensive about a difficult conversation is
perfectly natural because the outcome is uncertain, which
is why courage (acting despite apprehension) is needed
to make it happen.31 All of this will require training and
focussing on how to facilitate learning about the skills
required. Kim et al, suggest that future work could focus
on understanding how to teach and sustain effective
parsimonious communication, with strategies such as team
communication training, information, and communication
technologies, and using standardised communication tools.14
We agree, and add that this needs to be carried out at all
levels, and also needs to include additional training in the
more systemic factors that have emerged through this study.

TABLE 2: DIFFERENT IMPLICATIONS FOR FACILITATION
OF THE THREE LEARNING LOOPS33

Concerning the change required in the health sector,
there are two distinct changes needed to enable difficult
conversations and move towards a culture of safety. The
first is to overcome the various reasons for avoiding the
difficult conversations altogether, and, second, to ensure that
when difficult conversations do happen, they are executed
effectively, which necessarily involves equipping people
with the skills needed to do so, including both effective
communication as well as other requirements at different
system levels. To address these, we suggest, clinical educators
particularly, using different types of learning depending on
the changes needed, particularly single, double, and tripleloop learning.32 Single-loop learning is focused on correcting
errors by changing routine behaviour. Double-loop learning,
however, corrects errors by examining the underlying values
and policies within an organisation. Triple loop learning, also
referred to as deutero learning, includes designing norms
and protocols that govern single and double-loop learning.33
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Improving (single
loop learning)

Renewing: double
loop learning

Triple loop learning

Facilitation focuses
on learning about
rules and regulations

Facilitation focuses
on the underlying
assumptions of
the rules and
regulations.

Facilitation focuses
on underlying
paradigms,
objectives, norms
and values.
Facilitation focuses
on learning about
single and double
loop learning

Facilitation focuses
on how questions:
how to improve, how
to avoid failures?

Facilitation focuses
on the why
questions: why do
existing practices,
rules and regulations
exist?

Facilitation focuses
on the underlying
why questions:
why do we have
the insights that
underpin our routine
as we have them?
Why these goals?

Facilitation focus
on obligation and
permission

Facilitation focuses
on knowing and
understanding

Facilitation focus on
will and being

Evolutionary,
incremental

Revolutionary,
concerned with
conflicts and
disputes

Revolutionary,
concerned with
conflicts and
disputes

Increasing efficiency
and effectiveness/do
the things right

Renewing/do the
right things

Development

Along with those rational and moral arguments in favour
of having difficult conversations, a big-picture effort might
involve an organisational culture change effort to establish
an environment more conducive to having difficult
conversations, one where people are encouraged to speak up
when something is amiss. This may involve moving a hospital
or other clinical setting from an aggressive/defensive culture
(opposition to new ideas, competitiveness, independently
competent, protective of individual status and security) to
a more constructive culture (cooperation, collaboration,
teamwork-oriented, participative decision-making) as can
be measured using a tool such as the Organisational Culture
Inventory.34 In the Difficult Conversations workshops
we used a simple process of asking participants’ What if
I do?’ and ‘What if I don’t?’ in terms of having a difficult
conversation.16 In this process, participants discovered that
the negative consequences of not having the conversation far
outweighed the negative effects of having the conversation.
In this workshop, participants also had the opportunity to
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practice difficult conversations. As a result of our workshop,
75% of participants reported changes in behaviour about
having difficult conversations. Also, interesting to note,
was that participants in these workshops saw a need for all
healthcare staff to be involved in similar training.

LIMITATIONS
Qualitative results are not typically generalisable or
transferable. The study only involved 20 clinical supervisors
and as such, can be considered small, as well as time and
space bound. Also, the qualitative nature of this study leaves
the results not easily transferable, generalisable, or applied
across multiple contexts. Another limitation is that the
results did not actively compare across professions. There is
an opportunity to carry out a similar study later to focus on
different professions to gain more depth or see differences
between professions.

CONCLUSIONS
Understanding the depth and complexity of enabling
difficult conversations was easily explored using the
convergent interviewing method. It also allowed for some
surprises to emerge, such as, the desire to have a conversation
having more of an influence on enabling difficult
conversations than time or skills. This highlights the need for
specific training that links engaging in difficult conversations
to reductions in medical errors and deaths. Comparing the
findings of this study with other research, this study provided
a more systemic view of enabling difficult conversations
than previous studies that have used methods that have
brought forward findings within system levels. Our findings
are relevant across health professions and particularly
important to nursing practice. In conclusion, we would
like to put forward that although focussing on ‘enabling’ is
a more proactive and positive approach than focusing on
‘avoiding’, understanding both provides a comprehensive
understanding that can be used for future education and
training content, design and approach in addressing difficult
conversations.
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