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Abstract

Nowadays, patient-centred practice represents the key for quality and successful outcomes in healthcare. At the same time,

shared decision-making is acknowledged as the highlight of patient-centred care. Informed consent, whenever derives appropri-

ately from a two-way communication between doctor and patient, follows a negotiation process that leads to appropriate and

shared decisions. This article aims to show how the typical negotiating styles can lead or not to effective informed consent

and conflict mediation processes. To this end, the three negotiating styles currently theorized (sharks, saints, and samurai)

are integrated into the three clinical models of doctor-patient interaction (paternalistic, interpretative and autonomist). Cur-

rently, being any paternalistic attitude disapproved both ethically and legally, the model of autonomy is the only suitable

one to communicate effectively. A concrete case from cardiology is reported to show the different negotiation styles within a

doctor-patient conversation. Upstream, drawing inspiration from the samurai negotiating style, the doctor could find a new

approach to effective informed consent. Downstream, during mediation, he/she could recompose all those conflicts that stem

from an unsatisfying relationship with the patient. These results suggest, finally, that the physicians should be aware of their

own prevalent negotiating style and of how to improve it if necessary.

TITLE: The Samurai physician. Negotiation styles for informed consent and conflict mediation
in healthcare

SHORT TITLE: Negotiation, informed consent and health mediation

Abstract: Nowadays, patient-centred practice represents the key for quality and successful outcomes in
healthcare. At the same time, shared decision-making is acknowledged as the highlight of patient-centred
care. Informed consent, whenever derives appropriately from a two-way communication between doctor and
patient, follows a negotiation process that leads to appropriate and shared decisions. This article aims to
show how the typical negotiating styles can lead or not to effective informed consent and conflict mediation
processes. To this end, the three negotiating styles currently theorized (sharks, saints, and samurai) are
integrated into the three clinical models of doctor-patient interaction (paternalistic, interpretative and au-
tonomist). Currently, being any paternalistic attitude disapproved both ethically and legally, the model of
autonomy is the only suitable one to communicate effectively. A concrete case from cardiology is reported
to show the different negotiation styles within a doctor-patient conversation. Upstream, drawing inspiration
from the samurai negotiating style, the doctor could find a new approach to effective informed consent.
Downstream, during mediation, he/she could recompose all those conflicts that stem from an unsatisfying
relationship with the patient. These results suggest, finally, that the physicians should be aware of their own
prevalent negotiating style and of how to improve it if necessary.

Keywords: patient-centred care, medical ethics, humanity, health services research, clinical guidelines,
negotiation

1



P
os

te
d

on
A

u
th

or
ea

1
F

eb
20

22
—

T
h
e

co
p
y
ri

gh
t

h
ol

d
er

is
th

e
au

th
or

/f
u
n
d
er

.
A

ll
ri

g
h
ts

re
se

rv
ed

.
N

o
re

u
se

w
it

h
ou

t
p

er
m

is
si

on
.

—
h
tt

p
s:

//
d
oi

.o
rg

/1
0.

22
54

1/
au

.1
64

37
37

80
.0

26
26

04
5/

v
1

—
T

h
is

a
p
re

p
ri

n
t

an
d

h
a
s

n
o
t

b
ee

n
p

ee
r

re
v
ie

w
ed

.
D

a
ta

m
ay

b
e

p
re

li
m

in
a
ry

.

Virginia Recchia

Research Scientist

Health Risk Communication and Patient Engagement

CNR-IFC Italian National Research Council - Institute of Clinical Physiology

C/O Ecotekne University Campus

Strada Prov.le Lecce-Monteroni

73100 Lecce - Italy

Phone: +39-0832-422314

Mobile: +39-320-1421681

Fax: +39-0832-422340

Email: recchia@ifc.cnr.it

Antonio Dodaro

Legal Expert and Independent Researcher

Bioethics, Health Mediation and Informed Consent

73100 Lecce, Italy

Email:antonio.dodaro@hotmail.it

Introduction

At international level, different schools of negotiation suggest theoretical frameworks for an improvement
of interpersonal relationships. Among the many relevant interactions in social life, the one between the
doctor and patient is known for its crucial importance for the clinical outcomes.1 In the context of this
relationship, some authors propose that the concept of negotiation is an integral part of the physician’s
activity.2-5Negotiation, in fact, means a two-way communication aimed at reaching an agreement, when
two or more counterparts have some interests in common and others in contrast.6 Without carrying out
this process, which requires the active participation of both parties, the physician can encounter serious
difficulties in motivating the patient. Excluding all acute conditions, where scientific guidelines suggest a
treatment almost certainly, about 50% of the treatments do not have a reasonable evidence to suggest a
decision on one side or on the other.7,8 In all these cases, the doctor must share the clinical decision with
the patient. This is one main reason why recent literature recommends shared decision-making, which is the
participation of patients and their engagement in the choices, as the ideal solution for the effectiveness of
health treatments.9-12

Nevertheless, in the ambitious goal of achieving personalized medicine, thanks above all to diagnostic and
therapeutic technology-based approaches, there is the danger of losing what is really personal in medicine,
that is the interaction between a doctor and his/her patient.13 Some studies, moreover, show that the
effectiveness of this interaction is one of the most relevant solutions to medical errors, which, for instance,
in the US now represent the third cause of death, after cardiovascular diseases and cancer.14

Negotiation often takes place in clinical settings, whenever communication aims at interpersonal exchange
for achieving a specific aim, which may be treating the patient or - in the case of chronic or incurable disease -
maintaining his/her state of suffering within the limits defined by his/her own will. This negotiation process
can continue even after patient care, in particular when a conflict occurs, that is, when the agreement
between the patient and the doctor - implicit or explicit - is not successful and could be recomposed through
mediation.15,16 Informed consent is one of the main tools to guarantee a shared choice, namely that the
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patient has effectively understood and balanced risks, benefits and alternatives to arrive at a solution that
is correct for his/her state, having also contemplated his/her own values and interests.

The literature, indeed, increasingly documents that involving patients in decision-making through effective
communication reduces the risk of litigation.17-21 Including patients in decisions, by using tools that help
them balance risks and benefits, standardising clinical communication, and reducing their awe towards
doctors may also contribute to reduce the amount of clinical procedures, increasing their appropriateness
and eliminating the undesirable effects on outcomes and satisfaction.22

This article aims to analise how the typical negotiating styles might lead or not to a real informed consent
and shared decision-making. To this end, the three negotiating styles currently theorized (sharks, saints,
and samurai) are integrated into the three clinical models of doctor-patient interaction (paternalistic, inter-
pretative and autonomist). The results show how each of these styles can lead to different outcomes in case
of conflict and consequent mediation.

The different styles and negotiating powers applicable to informed consent

The concept of negotiation emphasizes the essential and personal equality between doctor and patient, as
well as the need for an agreement between the two parties about the problem and its management, so that
the clinical consultation can be successful.2,23

The main schools of contemporary negotiation belong to two research mainstreams.24 The first school is that
of the so-called ”sharks”, inspired by Herb Cohen in the book ”You can negotiate anything”25, while the
second school is that of the so-called ”saints”, under the directives by Roger Fisher and William Ury in the
book ”Getting to yes”26. The school of the sharks places its emphasis on negotiating power and on a set of
techniques through which to gain an advantage over the interlocutors, according to a view named ”win-lose”
(in which there are a winner and a loser). The school of the saints, instead, focuses on the constructive
integration of interests, while at the same time laying the foundations for a relationship that goes beyond
the single negotiation, according to an enlightened vision named ”win-win” (in which there are two winners).
Both the theoretical frameworks agree that ethics is in principle a weakness, which we should accept at the
service of a larger aim and often at the cost of giving up some real power or potential negotiation, with the
result of a lower profit.

Ethics are defined as a set of values, principles, and rules commonly accepted by society, which guide human
behavior and relay how human behaviors can touch not only their own lives but also the others’ lives.27

Shell28 argues that a smart shark negotiator uses ethical tactics to gain an advantage. Like any good seller,
he/she exercises - at least verbally - the softer aspects of the interaction, showing human interest to the
interlocutor, and chatting to encourage co-participation. He/she can resort to rules of fairness, especially
when there is at stake an unattractive and unexpectedly hard proposal for the other party. However, this
negotiator does everything to gain the trust of his/her interlocutor, knowing in practice that without this
trust he/she cannot reach a sustainable agreement, no matter how weak his/her interlocutor is.29

According to the thought of the saints, while in the short term the exercise of power can work in the pursuit of
immediate interests at the expense of the other party, in the long term it does not work and you are destined
to pay a high price. Therefore, an intelligent negotiator does much more than showing ethical behavior in
words. He/she really wants to honor his/her precepts and thereby makes sure that his/her offerings are
sustainable and protect his/her general reputation. Following the rules of an enlightened egoism, he/she is
ethical and is interested in the interlocutor as an individual, taking care of the relationship as well as the
content of the discussion. He/she sincerely seeks ethical standards or joint criteria by which to measure the
results of the negotiations and ensures that they are fair for both the parties. Even at the cost of giving up
the gains of an aggressive negotiation, he/she will never betray trust or engage in cheap and shoddy tricks.
He/she is too far-sighted for this; too aware that in the end these tactics can never really pay.26,29

More recently, Mark Young29 has identified a third approach to the use of ethics in negotiation, inspired by
the behavior and negotiating power of the ancient ”samurai”. In this strand of negotiation, the author has
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identified a behavior inspired by ethics per se, which is then pursued according to a view of principle and
without worrying about the consequences, advantageous or disadvantageous. Far from making the classic
game of negotiation shrewd or more enlightened, the samurai negotiators choose to completely change the
rules of the game, valuing ethics per se, not worrying about the balance between ethics and power, and
enjoying the power that they generate as an associated effect.

The samurai were erudite and educated warriors, bound by a code of ethics - the Bushido30 - that was much
more demanding than that of the western cavalry, and therefore highly respected by all, friends and enemies.
The Bushido code bound its members to a strict adherence to the values of sacrifice, loyalty, piety, respect,
honesty, compassion for the weak person, calm, equity, and justice, to name a few.30 The samurai practiced
all of this solely because he understood the value of the other and knew that these rules were essential to
society. Likewise, the negotiator who uses a samurai style feels constrained by the rules and does not dwell
on measuring the effects of this behavior on his profits and results.

Table 1 summarizes and compares the negotiating styles related to the three scientific schools and their
approaches to ethics, highlighting their tools, solutions and justifications.

The same negotiation techniques above described can be adopted in the context of the medical relationship.
Therefore, this article assumes that there are three fundamental approaches to physician-patient relationship,
which can be linked to three profiles of doctors-negotiators and related hypotheses of negotiating power and
ethical approaches in medicine.

Medical ethics consists of a set of values which medical personnel may refer to and which are incorporated into
their professionalism. A scarce observance of medical ethics not only threat to damage physician-patient
relationship, but may also boost inadequate health services.31 Four basic principles (autonomy, justice,
beneficence and non-maleficence) are the basis of medical ethics.32,33 These ethical principles are grounded
on the foremost historical references in this field, which are Hippocratic Oath, Nuremberg code and Helsinki
declaration.

The principle of respect of autonomy underlines that the patient has the right to refuse or accept the
treatment suggested by the medical personnel. Beneficence points out that every doctor should act in the
patient’s best interest. Non-maleficence requires the doctor not to be the cause of damage. Justice concerns
the equity in allocating scarce health resources, and the choice regarding which patient should receive what
treatment.32,33

In the following paragraph, it is described how each negotiating style corresponds to a different approach to
medical ethics.

2.1 The style of the shark doctor

The first approach regards the doctor who uses a ”shark” style of negotiation, which is devoid of any ethical
scruple, and - if anything - uses ethics solely for its own purposes. This type of doctor orients his/her action
exclusively towards the successful result at all costs. This successful result consists in making one’s own
will prevail over that of the patient, basing one’s power on one or more ideal reputed technique. From the
viewpoint of a shark doctor-negotiator, in fact, the patient degrades to a person who is not considered, and
who - even in his/her abstract interest in health – can only suffer. This perspective leads the physician to
threaten the interests as well as the profound and inviolable values for the sick person.

A shark doctor is a person who is also animated by good intentions about the healing of his/her patient,
but who does not know empathy and relational sharing with the patient. This is typically the paternalistic
doctor who does not involve the patient in the decisions, informs roughly or avoids information, prescribes
diagnostic and/or therapeutic procedures, even inappropriate, in order to get the immediate advantage of
seeming professionally effective for having solved the clinical problem .34 Often it is the same professional
who performs a ”defensive medicine”, that is a medicine conducted not so much to ensure the health of
the patient, but as a guarantee on the medical-legal responsibilities resulting from the diagnosis and care
provided. This doctor, on the basis of his/her greater basic negotiating power, due to the informative and
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cognitive asymmetry with respect to his/her patient, obtains its own advantage in the short-term, neglecting
the fact that in the long-term this advantage may sometimes damage the health of its unaware counterpart.
This behavior is widespread and often coincides with the ”commission bias”, i.e. the wrong tendency to
do something anyway, overestimating the benefits and minimizing the risks of the diagnostic or therapeutic
procedure.35

2.2 The style of the holy doctor

The doctor who uses a ”holy” style of negotiation assumes an attitude aimed at the win-win result, that
is, he/she engages in trying to integrate its own interests and values with those of the patient. Integration
is always ethically and clinically desirable, and is embodied into the attitude of a doctor-negotiator well
prepared for an open and yet cautious dialogue with the patient and his/her family. The holy doctor is
certainly an ethical negotiator, as he/she wants to build a long-lasting interpersonal relationship, based
on trust and mutual influence, just as the same medical deontology requires starting from the Hippocratic
oath.36

In other words, the holy doctor focuses on creating a human relationship strictly required by the profes-
sionalism connected to its role, both from the clinical and from the ethico-legal viewpoint. This doctor -
who uses a holy negotiator style - informs the patient, in order that he/she will trust him/her and will be
more compliant in following his/her directions.17,19 He/she uses an ethical approach, since he/she believes
that some integration of interests with the patient can bring benefits to both, and this attitude ultimately
increases his/her power and influence. At the same time, he/she invests in some form of relationship with
the patient that can go beyond the momentary performance. Nevertheless, he/she does so from an instru-
mentalist viewpoint, and not because he/she aims to adopt behaviors that are right in themselves and in
principle.

2.3 The style of the samurai doctor

The doctor who uses a ”samurai” style of negotiation is the one who communicates with the patient because
this responds to universally shared values, first and foremost the patient’s autonomy.36 He/she does not
care about the consequences, including the fact that as a result of the established communication process
the patient could decide not to adhere to a suggested therapy or not to undergo a prescribed diagnostic
procedure.37

The samurai doctor acts in the name of the ethical and deontological values of reference, in which he/she
firmly believes, and works in the name of achieving the highest health good. His/her professional behavior
consists in an indistinct continuum between power and ethics. From this perspective, ethics is always the
right pathway to pursue, even when it is the most difficult. The attitude to do the right thing translates into
being a credible and admired doctor, which generates a sense of respect on the part of the patient, based on
real trust.

Being a samurai physician means to assume ethically, even before than clinically and legally, a responsibility
connected to a clinical decision, without any hesitation in terms of communication with the patient and
his/her loved ones, and in the context of a truly informed consent and shared decisions. What most of the
doctors miss in implementing defensive medicine as the only possible practice, is in that this alternative
ethical action in many cases does not diminish the negotiating power, but rather increase it.

The integration between clinical and negotiation models of doctor-patient interaction

This article argues that each model of physician-patient interaction representative of the different epochs in
the history of medicine38 naturally lends itself to embodying a corresponding negotiating model (Table 2).
The paternalistic model has stood for thousands of years because it founded in the past on a high evaluation
of ethics. The doctor felt and was actually entitled to decide in the interest of the patient without the latter
participating in those choices. Therefore, according to this model - founded on a fiduciary pact - the doctor
assumed a status of superiority and centrality, while the patient assumed a position of cognitive inferiority, by
virtue of which he/she limited himself/herself to follow the prescriptions carefully. Within the paternalistic
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model, in fact, it was usual assuming that the interaction between physician and patient is asymmetric (or
unequal) due to the physician’s authority, grounded on its expert status and superior knowledge.39,40

More recently, since cognitive and informative asymmetry has diminished, the paternalistic physician makes
a purely instrumental use of ethics in the decision-making process. This type of doctor aims to prevail
(sometimes even with noble purposes) on his/her interlocutor, in a win-lose perspective. He/she often imposes
certain hurry to the patient to decide, showing not empathy but rather detachment. Most often, he/she
does not want to conduct a consultation on a level playing field. He/she does not offer many explanations
on diagnostic-therapeutic choices or - if he/she does - uses a technical language, without worrying that the
patient has fully understood the message.

The doctor who refers to an interpretative model, while providing a form of interaction and integration of
interests between himself/herself and the patient, does so because he/she considers it necessary to meet the
goals of both. In this model, therefore, the use of ethics is instrumental in getting both to benefit of the
established relationship, in a win-win perspective.

The informative or autonomist model is the one most suited to the use of a samurai medical negotiation style.
This model facilitates communication as the most correct means of achieving the patient health, beyond what
the doctor himself/herself can benefit from. Without giving any pressure, the clinician not only explains
the available options and the relative risks in a simple way, but also worries to verify if the patient has fully
understood everything.5,41 The patient is truly engaged, being him/her at the center of the interaction and
negotiation processes that are necessary to put in place the most opportune decisions. At the state of the
art, there is no broadly acknowledged definition of patient engagement, although this notion implies that
patients should be actively involved in their healthcare. This means gathering and reworking information,
deciding how diagnostic and therapeutic procedures are suitable for their lives, and consequently moving
towards fulfilling those decisions.42

Concrete examples of conversations belonging to the three models of doctor-patient interaction and negoti-
ation styles are provided in Table 3, in order to raise some further insights connected to the actual clinical
practice.

The value of the samurai negotiation style in informed consent

Doing the right thing, and then adopting an ethical behaviour - essentially based on universal values - means
temporarily setting aside one’s own interest and connecting to the other party in a trust agreement that
integrates interests and values belonging to both parties. Within informed consent, doing the right thing and
behaving in an ethical way means arriving at the sharing of interests and values through communication on
a whole series of relevant knowledge and negotiation of related decisions. This knowledge, only if analyzed
and shared by the parties, forms the legitimacy of pursuing an overall diagnostic or therapeutic goal within
a real therapeutic alliance. The therapeutic alliance, in fact, is a broad construct that commonly embraces
the collaborative spirit, the emotional connection, and the goal and task agreement between patients and
clinicians.43

Knowledge sharing must necessarily focus on the analysis of the risks and benefits of a certain medical act
as well as on the analysis of the risks and benefits of the alternatives, i.e. the possible options available and
feasible for that patient and in that given setting. All this in the context of an open and frank dialogue,
where the human and clinical doubts by the doctor are integrated with the human, clinical and emotional
doubts by the patient necessitating answers and empathy.

As a virtuous effect, the attitude and behavior of a samurai turn into negotiating power by the doctor,
since the patient really trusts him/her, deeming him/her worthy.17,19 Actually, esteem and trust are not and
cannot be a tribute to the mere technical competence of a physician. They are always the result of a deep
ethical respect for the personal interests and values by the doctor towards the patient, and are generally
made explicit through attentive listening to his/her needs. Finally, respect and listening must merge in the
same completeness of communication and sharing of choices, in the right way and at the right time before
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executing the medical act of diagnosis or treatment.

A physician who negotiates in an ethical way creates an interpersonal relationship in which the communicative
and relational process generates an effective informed consent. The latter is in itself also a negotiation process
that, if really applied, can drastically reduce the clinical and organizational inadequacy, as well as the
insurance, judicial and deontological litigations linked to unfortunate events.17 Sharing salient information
about a risky and/or invasive medical act is, in fact, the only real way to give substance to the abstract
concept of clinical and organizational appropriateness, while preventing many acts of malpractice.

The fact that the physician is in contact with the patient in need of help respecting his/her feelings before ex-
ecuting the potentially dangerous and/or invasive clinical act certainly translates into an ethical professional
behavior.44 This behavior can be traced back to a samurai behavior, with its code of life and honor.36

The ethical attitude of a doctor who performs a properly informed consent process makes him/her free to
express all the eventual technical doubts about a specific pathological condition. The technical doubts may
contrast with those of the patient, but all these doubts together should result from a complete analysis of
the available options (See Table 3). Such options should balance the patient’s values and interests, with
different degrees of risk-benefit that the doctor must easily illustrate, under penalty of conduct that can be
pursued from a legal point of view.45

The doctor who respects the patient’s autonomy adopts a behavioral style and an attitude that is not only
collaborative, but also aware of his/her empathetic competence with regard to the patient’s doubts, emotions
and information needs. This professional stands as a subject and actor who is responsible for good health
per se, like the samurai who uses his/her physical strength by channeling it into a fine fighting technique,
according to a lifestyle respectful and sensitive especially of the neediest and defenseless. In this sense, the
samurai doctor considers all indications of clinical relevance, including the fears and emotional repercussions
experienced by those who suffer. Listening to the symptoms and emotions of the patient does not distract the
samurai doctor from his/her role as interpreter of health problems. The samurai doctor negotiates his/her
own emotional and professional orientation with the emotional and value orientation of his/her patient.
He/she takes a responsible position on the choice of a diagnostic and/or therapeutic technique, but he/she
does so respecting the patient’s perspective and feelings.

This style and negotiating power vanish in every doctor who believes that the mere signature of a patient
on the informed consent form represents the ethical and legal solution to avoid various consequences related
to the function performed in exercise of the same profession. In informed consent achieved as the signature
of a form there is nothing related to a fiduciary relationship, which can only be built between doctor and
patient through active listening and feedback. This communication generates a true relationship between
doctor and patient when the former is able to negotiate with the latter on a treatment to be proposed and
chosen.46

On the contrary, the attitude of the shark physician occurs when he/she manages informed consent as a
bureaucratic event of mere signature of the form. This behavior is, inter alia, legally ineffective. When the
doctor does not negotiate anything and asks the patient to sign a standard consent form for purely legalistic
purposes, if the clinical act generates an unfortunate event, that consent does not relieve the same doctor
from any responsibility, not morally nor legally. This deterioration of the professional attitude in the health
sector is certainly a source of legal responsibility that can be attempted to repair through health mediation.
This procedure typically precedes the initiation of a judicial procedure for medical fault, with the scope to
avoid it. In the healthcare context - as described in the following paragraph - with the help of a third party
(namely the facilitator) it is possible to try to act on the relational and communicative damage that an
inappropriate informed consent may have determined in the concrete clinical situation.

Conflict and health mediation in the samurai style

Being that between doctor and patient a particular contractual relationship, it can - like any contractual
relationship in which the agreements are not respected - generate conflicts that need mediation. Based on a
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common practice, people carry on contractual relations in a correct and fair way. In this context, a correct
behavior can be defined as a behaviour that is acceptable to the society and conforming to common social
values and principles. In this sense, the correctness is “determined by social agreement”.47 In parallel, a
fair behaviour is defined as “acceptable and appropriate in a particular situation”,48 and “conforming to an
established commonly accepted code of rules of a game or competitive activity”.49 Consequently, fairness
determines “the absence of discrimination in a decision making process”.50 Often, the sanction reserved for
the uncorrect and unfair person invests the reputation, and this is more incisive than any other sanction
foreseen by law.51

A typical case of breaking the agreement - often with legal consequences - is that in which the patient
overestimated the benefits and underestimated the risks of a treatment.7 However, the doctor himself/herself
can induce this situation,52through the more or less conscious use of strategies that can prevent the patient
understanding and participating in the decision.

When a conflict occurs between the doctor and the patient, the mediator takes a facilitating function between
the parties, behaves like the witness of any unethical behavior and may act promptly to remedy them. This
is possible by adopting various measures on relational correctness: (a) maintaining the mediation procedure
on socially acceptable tracks; (b) threatening to stop it whenever it is impossible to continue, (c) ceasing the
procedure if a correct level of interpersonal relationship is not restored.53 It is therefore essential to illustrate
how to behave ethically within the relationship between the parties. We have seen the use of ethics by the
samurai, but this is only one example among the many existing in the social universe. Certainly one party
cannot deceive or omit - to reach a more favorable agreement - some important elements or some information
that, if known on the other side, would induce it to a different choice.54 If somebody does not take part in
person, but as a representative of a party, he/she cannot exceed the limit agreed with the represented party, to
not generate false expectations in the other party or to not obtain resources that cannot be counterbalanced.
Parties cannot fail the word given or deny what said to cover some errors or indiscretions. Rather, it is
preferable that they acknowledge they have made a mistake, also gaining credibility.53

The mediator acts as an ethics’ supervisor in the procedure, since he/she knows that its conclusion depends
on the correctness and on the concrete honesty demonstrated by both the parties. The same honesty must
ideally be demonstrated already upstream, in an initial equitable agreement, or - in the absence thereof -
after the mediation, in the final contract. In fact, in this phase, the expectations of one part balance with
those of the other, in terms of satisfaction of the interests, values and needs of both. This mechanism there
exists also in the social contract between doctor and patient, which sees the obligation to implement a valid
and effective informed consent process, to compensate the existing information and cognitive asymmetry
between the two.15

To make a balanced contractual exchange, the best guarantee of execution of the agreement is given by
the fact that no party feels disadvantaged in the solution reached, which will indeed be the best possible
with respect to the specific dispute.55 In the same way, a correct informed consent process guarantees that
not only the health professional - who possesses the information and knowledge inherent the contractual
relationship - but also the patient is aware and satisfied with the diagnostic or therapeutic proposal.56,57

Being aware of his/her prevailing negotiating style - even in private life - is strategically important for anyone.
This awareness allows, in fact, the understanding of one’s potential negotiating power, that is, how much
capacity one possesses in being able to interact with one’s counterpart in the pursuit of a defined purpose.
Focusing on one’s own style and negotiating power is a good way for the doctor to understand what kind
of prevalent approach he/she should adopt in the specific work context. Therefore, based on the study and
daily application of the best negotiation techniques, the doctor could obtain the following advantages:

a) Setting up a valid communicative process of informed consent, with the aim of creating and maintaining
a real therapeutic alliance and an effective professional relationship with the patient over time.

b) Attempting to reconstruct, through health mediation (also based on the use of negotiation techniques),
a therapeutic alliance that was absent at the origin or unfortunately deteriorated in a conflict. This deteri-
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oration, as highlighted, is often due to a total lack or poor management of the communication process and
informed consent.

Conclusion

The communicative and negotiating styles considered in the context of this article are nothing more than
ideal types. As such, therefore, they function as simplifications useful for descriptive purposes. Indeed, the
reality is much more multifaceted and it is up to the practitioner to decide whether a shark, a saint or a
samurai behaviour should prevail in his/her work life.

As patient, everyone in the life can meet physicians who carry out their activities in full respect of the
autonomy of the person and always share their decisions. These doctors are more successful and incur less
than others in judicial litigation and in the spiral of defensive medicine. In fact, patient involvement and
engagement is now part of an unavoidable need in the growing complexity of health management.

Moreover, for simplicity, the chosen unit of this analysis consists of the doctor-patient relationship. It is clear
that this unit is reductive in reality, if we think of the hospital and territorial context, where the professional
figures involved in the patient’s communication and decision-making processes are much more. In this sense,
the communication and negotiation styles described in this article can be applied to any professional involved
in the clinical-care pathway, primarily when executing diagnostic-therapeutic procedures characterized by
particular riskiness and/or invasiveness.

Finally, whenever the samurai negotiation model has not been pursued in the clinical-care pathway, it must
be in any case adopted during the conflict among the parties. The health mediation, in fact, is the anteroom
of a judicial procedure for medical fault, thus it is fundamental that the professional responsibly changes
his/her attitude towards a full understanding of the interests and values of the patient. As if it was an
oriental warrior who - even at the cost of losing personally - admits his/her mistake and recognizes in the
“sick body” the person mistakenly not considered in the previous clinical phase. This attitude of loyalty
and honesty, bringing back to the center the relational aspects - from which every conflict is often generated
- allows an important reconciliation between the parties and is therefore an indispensable premise for a
possible settlement of the disputy.
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