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Summary Negotiation as a strategy for getting patients to make lifestyle changes has 
been used in diabetes as well as other chronic diseases for over 20 years. It is thought of 
as a patient-centered technique because it requires healthcare professionals to be flexible 
with regards to their recommendations. However, when the process of negotiating with 
patients is examined closely, it is apparent that it lacks one of the major elements required 
for equitable negotiation. Negotiation as it is applied in counseling patients with diabetes 
is actually a form of coercion, such as a way pressuring patients’ to change their behavior. 
Because of the discrepancy between what negotiation appears to be and what it actually is, 
we question whether it has a place in truly patient-centered care.
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 � Negotiating with patients to get them to make positive changes in their lifestyle behavior is widely used 
by various healthcare professionals across a variety of health issues.

 � Negotiation is frequently touted as a patient-centered strategy because it requires healthcare 
professionals to be flexible regarding their recommendations to patients about lifestyle change.

 � However, a careful examination of such negotiation reveals that negotiation is, in actuality, professionals 
using the hierarchical power in their relationships with patients to get patients to change their behavior.

 � When negotiating behavior changes with patients, healthcare professionals should be fully aware that 
what they are actually doing is using their hierarchal position in the relationship to pressure their patients 
to change their behavior.

 � We hope that after thinking carefully about negotiation a significant number of healthcare professionals 
will consider more patient-centered approaches as an alternative to negotiation.
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Negotiation as a means of getting patients to 
adopt healthy lifestyle behaviors is recognized 
as a useful strategy [1–26], it is used frequently in 
diabetes [1–14]. Negotiation is also used across a 
wide variety of illnesses and health disciplines. It 

is applied by physicians [2,12,18], dieticians [7] and 
nurses. In fact, in the nursing literature, expertise 
in negotiating with patients is considered funda-
mental; it should be part of the skill set of all 
nurses [15–17,24]. In addition to its use in diabetes,  



Diabetes Manage. (2012) 2(1) future science group42

ethical PerSPective Anderson & Funnell

negotiation is also used therapeutically to influ-
ence a variety of health-related behaviors including 
obesity [24], adherence [22], smoking [10] and physi-
cal activity [18–20]. It is safe to say that negotiation 
is a core strategy for helping patients make life-
style changes to improve their health. Negotiation 
is also widely touted as an example of patient-
centered care. It is thought to represent a shift 
away from paternalistic healthcare to much more 
patient-centered approach [27–41].

Although it is widely practiced and offered as 
an example of patient-centered care, we believe 
that what appears to be equitable negotiation 
between healthcare professionals and their 
patients is in fact coercion.

We begin by providing a hypothetical example 
of a negotiated agreement between a physician 
and his patient. The following examples have been 
somewhat exaggerated to facilitate comparison.

example 1
This example describes a routine visit to a pri-
mary-care physician by a patient with type 2 dia-
betes. The physician says to the patient “I also 
remember from our last visit that I spent some 
time explaining the health benefits of exercise. I 
told you that walking briskly for 150 min a week 
would help you control your diabetes and lower 
your risk of complications such as having a heart 
attack. You said you would think it over. Have 
you thought about my recommendation?”

The patient: “I did think it over, but I real-
ized that exercise is not my thing. In the first 
place I don’t have anywhere near enough time 
to walk 150 min a week. And I’m pretty sure I 
wouldn’t enjoy walking for exercise even if I had 
enough time.”

The physician: “Did I explain the benefits of 
walking clearly?”

The patient: “Absolutely doctor I understood 
everything you told me. Let’s face it doctor, I’m 
just not an ‘exercise’ person.”

The physician: “Just to be safe…” The phy-
sician briefly reiterates the benefits of aerobic 
e xercise. “Do you have any questions?”

The patient: “No doctor I don’t have any 
questions. And just like last time I understood 
e verything you told me.” 

The physician: “I have an idea. Let’s see if we 
can negotiate a compromise. Will you agree to try 
walking for 60 min a week? This plan addresses 
your two main objections to walking. It requires 
far less time than the 150 min a week. In fact, 
you don’t have to do the 60 min all at once. You 

could take two 30-min walks or even four 15-min 
walks. And if you found a pleasant place to walk 
like a park you might even discover that you can 
enjoy walking. So how about it, can you commit 
to walking 60 min a week?”

The patient: “OK doctor I’ll give it a shot.”
Was the agreement reached by the physician 

and the patient the result of equitable negotiation? 
The example below of equitable negotiation will 
help answer that question.

example 2
Mr Jones wants to purchase Mrs Smith’s home 
so they meet to negotiate a price. Mrs Smith is 
asking $300,000 for her home. Mr Jones says, “I 
think $300,000 is much too high but I am willing 
to pay $260,000.” Mrs Smith says “My house is 
worth more than $260,000 but I’ll come down 
to $290,000.” 

Mr Jones replies “That is still more than I’m 
willing to pay but I will come up to $270,000.” 
Mrs Smith responds by saying let’s compromise 
and split the difference. I will come down another 
$10,000 if you are willing to come up another 
$10,000.” Mr Jones says, “I can live with that.” 
Now they are in agreement and the house is sold 
and purchased for $280,000.

An equitable negotiation requires two funda-
mental elements to be in place. First, both parties 
must want what the other party has. Second, both 
parties must be willing to withhold what the other 
party wants if they are not satisfied with what the 
other party is offering. The willingness to with-
hold what the other person wants is the source of 
the power that each person brings to negotiation.

Negotiations of this kind are common in every-
day life, for example the customer and the car 
salesman negotiate the price of a car; the labor 
union and the company negotiate the wages for 
the next year.

Discussion
Let us examine the negotiation between the physi-
cian and the patient in light of the above exam-
ple to determine if the required elements for an 
equitable negotiation are in place. Do both parties 
have something the other wants? The answer is 
yes. The physician wants the patient to exercise to 
improve his health. The patient wants to main-
tain his therapeutic relationship with Cameron 
(i.e., the doctor’s approval and good will). 
However, the patient needs what the physician 
has far more than the physician needs anything 
that the patient has. 
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This is a hierarcacal relationship because the 
distribution of power (i.e., the means to influ-
ence the behavior of another person) between 
the two parties is unequal and favors the physi-
cian. This unequal distribution of power is the 
basis of the traditional paternalistic relation-
ship between physicians and their patients. 
Is it possible for equitable negotiation to take 
place in a hierarchal relationship? The answer 
is no. The vulnerability of patients in the physi-
cian–patient relationship is the reason that it is 
considered unethical for physicians to date their 
patients, borrow money from them or sell them 
a used car and so on.

Does the physician’s power arise from what 
he is willing to withhold from the patient if he 
refuses to negotiate? The answer is no. The great 
majority of physicians are ethical, compassionate 
and would continue to care for their patients in 
the way they do no matter how the negotiation 
turned out. In reality the patient has no reason to 
negotiate because there is nothing the physician 
would withhold from him if they didn’t reach 
a compromise. In other words the patient has 
nothing to gain by negotiating and nothing to 
lose by refusing to negotiate. He is in a position 
to say to the physician. “I really like you doc-
tor but given the fact I don’t want to exercise I 
can’t think of any reason why I should negoti-
ate.” But he does not say that, instead he agrees 
to negotiate with the physician about exercise. 
So the question becomes, why does he agree to 
negotiate?

The most likely explanation for the patient’s 
willingness to negotiate is that he does not want 
to risk losing the approval and good will of the 
physician by appearing unreasonable and stub-
born. The fear of incurring the disapproval of 
their physician is said to influence the choices 
patients make in a number of situations includ-
ing the decisions patients make about joining 
clinical trials being conducted by their physician 
and agreeing to follow their physician’s treatment 
recommendations [42–53]. Another possible expla-
nation for the patient’s willingness to negotiate is 
that he wants to avoid having to sit through a lec-
ture from the physician (it is irrelevant whether 
or not being lectured to was a real possibility). 
His behavior again testifies to the hierarchal 
nature of the relationship. Parents lecture their 
children, teachers lecture their students and phy-
sicians lecture their patients. It is hard to imagine 
a situation where the patient would lecture the 
physician.

In a hierarchal relationship with a significant 
disparity of power favoring one party (i.e., the 
physician) equitable negotiation is not possible. 
Fortunately our society is moving away from 
a paternalistic approach to healthcare to more 
patient-centered care. On the surface negotia-
tion between healthcare professionals and their 
patients appears to be an important step in the 
right direction toward patient-centered care. 
However, in this case that appearance is an 
illusion.

The problem is that what appears to be an 
equitable negotiation is in reality a way of putting 
pressure on patients to change their behavior. It 
is well-intentioned pressure, but pressure none-
theless. This is the reason why negotiation is 
not part of the empowerment approach. The 
empowerment approach is a patient-centered 
approach to collaborative care in which the goal 
is to help patients make informed, autonomous 
decisions about the self-management of their 
diabetes, based on a thorough knowledge of dia-
betes self management and clarity about their 
health-related priorities. Pressuring patients has 
no role in empowerment approach to diabetes 
care [54–60].

The following is an example of the same 
visit, but in this example the physician uses the 
empowerment approach.

example 3
During the latter part of the visit the physician 
says to the patient, “I also remember from our 
last visit that I spent some time explaining the 
health benefits of exercise. I told you that walking 
briskly for 150 min a week would help you con-
trol your diabetes and lower your risk of having 
a heart attack. You said you would think it over. 
Have you thought about my recommendation?”

The patient: “I did think it over, but I real-
ized that exercise is not my thing. In the first 
place I don’t have anywhere near enough time 
to walk 150 min a week. And I’m pretty sure I 
wouldn’t enjoy walking for exercise even if I had 
enough time.”

The physician: “Did I explain the benefits of 
walking clearly?”

The patient: “Absolutely doctor I understood 
everything you told me. Let’s face it doctor I’m 
just not an ‘exercise’ person.”

The physician: “Ok – but before you leave I 
want to make sure that we are both clear on two 
things. First, walking is not about pleasing me; 
it is about keeping you healthy. As we discussed, 
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there is a lot of research showing the many ben-
efits of exercise. Also, if you exercise three-times 
a day for 10 min you get the same benefit as you 
would from one 30 min exercise session. Second, 
I’m aware that we are talking about your life, not 
mine. I understand that when it comes to your 
life you’re in charge. You have the right to make 
choices that you believe are in your best inter-
est, even when we disagree. But I’m concerned 
about you and I hope that you at least continue 
to think about the contribution that regular 
exercise could make to your health.” 

The patient: “That I can do doctor.”

conclusion
Are we recommending that healthcare profession-
als stop using negotiation as a strategy for helping 
patients’ change their behavior? The answer is 
no, because we recognize and respect the right of 
healthcare professionals to choose whatever strat-
egies they believe are in the best interest of their 
patients. We wrote this article because we believe 
in the value of making informed decisions both 
for healthcare professionals and patients. What 
is referred to as negotiation in diabetes care is in 
reality a form of well-intentioned pressure used 
to get patients to change their behavior. Is it the 
right thing to do? You decide. 

Future perspective
In our judgment negotiating with patients will 
continue to be viewed as a valuable strategy for 
getting patients to modify their lifestyle behav-
ior to improve their health. However, we hope 

that after thinking carefully about negotiation 
a significant number of healthcare professionals 
will consider more patient-centered approaches as 
an alternative to negotiation, for example the use 
of clarifying questions to help patients to choose 
their own goals.

Although negotiating effectively is a skill it is 
not (and we believe will not) be viewed as such by 
most healthcare professionals (with the possible 
exception of nursing where it has been identified 
as a skill) because it appears deceptively easy, such 
as simply propose a compromise between what the 
patient is doing (or not doing) and what the health 
professional wants the patient to do. However, a 
skilled negotiator listens very carefully to every-
thing that the patients says and proposes a change 
in the patients lifestyle behavior that is particu-
larly suited to the patient’s personality, culture, 
resources, values and aspirations. Those healthcare 
professionals who recognize that negotiating effec-
tively is a valuable skill will practice reflectively 
and look for opportunities to improve their ability 
to negotiate more effectively.
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