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“Everything is inherently contradictory.... Contradiction is the root of all movement and vitality; it is only in so far as something has a contradiction within it that it moves, it has an urge and activity.”
—G.W.F. Hegel, Science of Logic
Introduction

The Lack of Psychology in Strategy

By some measures, strategy has become the dominant discipline in management. The Academy of Management, management’s leading professional association, lists 5,003 members in the Division of Policy and Strategy, almost 1/3 of the Academy’s total membership and second only to the much more encompassing division of Organizational Behavior. In the lay press, perhaps only leadership rivals strategy as the most popular subject. And among management consultants, strategy is considered the crown jewel. The larger firms—the Monitors, McKinseys, and Boston Consulting Groups of the world—all made their names in strategy. Even among nonprofits, one cannot go too long without hearing about a “big, hairy, audacious goal” a reference to Jim Collin’s popular book on strategy, Built to Last.

Yet interestingly, strategy—compared to other areas of management—is the least informed by the ideas of psychoanalysis. Where many disciplines have dabbled in, assimilated or been influenced by psychoanalytic thinking, strategy has remained indifferent to the influence of psychology
. The reluctance to make connections between the two domains appears to be mutual; despite the interest in strategy more broadly, psychoanalytically oriented scholars and practitioners have rarely engaged in its problems. 

This absence of dialogue between the two fields deprives each a deeper understanding of their respective territories. Given its narrower focus on economics and finance, “business” might find opportunities for innovation through psychoanalytic treatments of strategy. And for the psychoanalytically minded, we may benefit from examining organizational life through a strategic lens. Indeed, as we hope to show in this paper, strategy provides a powerful vantage point for exploring latent processes in organizations.

Strategy, Primary Task, and “Straddling”

Strategy can be understood from widely different theoretical and empirical frameworks. Perhaps the most conventional perspective conceptualizes strategy as top management’s plan to achieve the organization’s long-term goals. It articulates where the enterprise is going (a position in the marketplace for example) and how the enterprise plans to get there. This perspective is prescriptive in nature; strategy represents a deliberate and intentional plan, which is created in the executive suite and then implemented throughout the organization. 

In practice, however, strategy rarely unfolds in such a fully intentional way. Our observation of many strategy processes is that strategy often reflects an emergent, organic set of activities (Weick). Rather than a singularly and rationally designed and lockstep implemented plan, strategy unfolds as a consistent pattern of thinking and behavior, which is only realized by the organization over time (Mitzenberg). From this point of view, strategy is less a codified “plan” than a social construct, embedded in the assumptions, narratives, and beliefs about the enterprise and its environment. These frameworks shape the decisions that ultimately determine the nature and direction of an organization (Tregoe and Zimmerman). Ideally, these frameworks are explicit, coherent, and understood uniformly across the organization. In reality they are tacit, fragmentary, and polyphonic. Although in some organizations strategy comes from a single source, in most cases it is a conversation of many, not one.

Finally, but perhaps most importantly, strategy is an economic activity. It encapsulates the underlying logic of how the enterprise provides value in exchange for the resources it needs in order to survive. Strategy is often synonymous with the idea of the business model.
Whether deliberate or emergent, embedded in behaviors and numbers or in people’s minds, strategy reveals the underlying purpose of the organization; the firm’s reason for being. The analogous term in psychoanalytic language is that strategy enacts the primary task of the organization. The online banking site, ING Direct, for example, offers low-maintenance, bare bones services to customers who want a cheap and simple way to save. Daimler-Chrysler sells luxury automobiles (Mercedes-Benz) for discerning customers willing to pay a premium for a nice car. Apple, Inc. offers an array of interoperable, high-design and innovative personal technologies to less conventional technology customers. While each primary task affirms a specific theory of the business, it simultaneously rules out alternatives. ING Direct does not have bricks-and-mortar banks, Mercedes avoids middle tier markets, and Apple would never risk its well-earned brand in the marketplace by designing low-price, high-volume technology. 

But what happens when organizations enact two competing constructions of their primary task? Consider, for example, an existing strategy that no longer meets the needs of its customers or cannot sustain the organization’s financial requirements. An organization in this situation may begin to redefine its primary task, however unconsciously. It may for some time “straddle” two different strategies or begin to “drift” from an older position to a newer one. 

Take, for example, the cable news organization, CNN. Until the 1990s the cable network had few serious competitors. This situation came to an end when FOX News developed a dominant market share by delivering editorialized news that catered to a more discerning conservative American audience. This shift in the competitive landscape left the remaining market share to CNN and a now much more crowded supply of providers such as the major networks, MNBC and others. CNN faced an identity crisis in figuring out how to compete with FOX. Should it imitate FOX’s strategy by developing personality-driven talk shows? Or should the network stick to traditional reporting? As highlighted in a recent New York Times article (March 2008), ultimately CNN did a little of both. Yet by splitting the differences, many outsiders believed, CNN paid a significant price—the network’s core customers went elsewhere and CNN didn’t go far enough toward the editorialized news to compete effectively with FOX. Between these two positions, their market share, profitability, and the morale of their journalists all plummeted. As Tom Rosenstiel, director of the Project for Excellence in Journalism noted, “What you saw in those lean years was experimentation on the air. One of the things going on was that FOX knew what they were doing, and CNN didn’t.” (New York Times) Translating this into strategic language, we would say that FOX made a clear choice about its primary task while CNN straddled the line between two competing strategic identities. 

The Failure to Choose 

Why should straddling be such a problem? Michael Porter, the eminent business strategist, was the first to define this problem. As an economist, Porter found that firms caught between positions were less effective and competitive than firms that fully committed to a particular position. He built what has become a seminal theory on strategy to explain why (Porter). Consider his central case; Continental Airlines’ competitive response to Southwest.

In the 1990s, Southwest Airlines found new space in the marketplace by offering short-haul, low-cost, no-frills service to price sensitive travelers. They achieved this position by aligning all their activities toward economy and volume. The airline eliminated meals, seating assignments, and first-class seating and used automated ticketing to expedite throughput and bypass travel agents that charged a commission for booking flights. These activities ensured fast turnarounds at the gate which made it possible to keep more planes in the air, increase the number of flights and drive down ticket prices. Thus Southwest created a tailored set of different activities, which together, enhanced the airline’s ability to provide value in the low-cost space. 

Impressed by Southwest’s success, Continental created its own version of the low-cost model, which they named Continental “Lite.” Like Southwest, Continental eliminated meals and first-class services which, as predicted, increased departures and lowered fares. But soon thereafter the airline ran into problems. Continental maintained a full service line on all other routes beside the Lite program. This meant that Continental could not afford to drop its travel agents or switch their seating assignment processes entirely. Additionally, the airline was unable to offer the same frequent flier benefits to customers paying the lower fares. To manage these dilemmas, Continental compromised. The company decreased commissions for travel agents and watered down the frequent flier program across all their services. These compromises weakened both positions and created significant inefficiencies for the airline. Ultimately late flights, cancellations and angry customers cost Continental hundreds of millions of dollars and the CEO his job. 

Porter drew powerful conclusions from this case. First, he found that when an aggregate of a firm’s activities comport to a specific strategic position they not only enhance that position’s uniqueness, they amplify the trade-offs that other firms have to accept in order to compete in that space. Such was the fate of Continental when they tried to compete with Southwest. Continental would have to give up features oriented toward their higher paying customers (travel agents, frequent flier programs, etc.) to compete effectively with Southwest. These were sacrifices that Continental was unwilling to make. Porter found that by implementing a low price strategy on some routes and a full service strategy on others, Continental failed to embrace the inherent trade-offs required by either strategy. 

Second, Porter linked the necessity of trade-offs to the necessity of choice. “Trade-offs,” said Porter, “occur when activities are incompatible…. When more of one thing necessitates less of another.” Porter believed that companies like Continental struggled because of a “failure to choose.” Anticipating the psychological treatments of strategy that were to come, Porter noted that many companies tend to experience these trade-offs as deeply “frightening.” Organizations confuse, blur, or avoid choice, said Porter, in order to minimize the risk of a bad choice. A choice may be bad because it is wrong strategically, but it can also be bad because it upsets valued members of the company who may stand behind different positions. (Strategic risk can be as much political as competitive.) But by abdicating the responsibility of choice, leaders not only weaken the firm’s competitive situation in the environment, they also deteriorate the life of the entire enterprise. Ambiguities and contradictions in strategy cascade downstream, creating confusion among employees who lack the framework to guide their day-to-day decisions. Since line employees also face trade-offs in their own decision making, they end up shouldering higher levels of uncertainty than do members of organizations with a sharper sense of identity.

The Primary Risk

It was another economist that developed a psychodynamic framework for understanding the condition identified by Porter. Larry Hirschhorn (1999) proposed the term “primary risk” to describe the risk organizations faced when confronted with two opposing conceptions of their primary task. Caught between mutually exclusive operations of its primary task, Hirschhorn discovered that firms often experience an unsustainable state of ambivalence between positions because they fear the anticipated loss that would be required by choosing. For example, we might imagine that in order to embrace traditional journalism, CNN would have to accept the possibility of losing viewers interested in alternative forms of news. Adopting the FOX strategy, on the other hand, would mean alienating journalists—the primary asset of the business. Instead of accepting the risk of either position, CNN straddled the two, thereby avoiding the responsibility of the decision. Hirschhorn found that when the risks of these opposing tasks are experienced or fantasized to be unmanageable, the reality of the choice itself is repressed. The organization slips imperceptibly into a state of task ambiguity. Having lost its moorings, the firm is set adrift in a space of wishing for both tasks but attaining neither. 

When the choice is submerged, the desire for, and the fear of enacting either task continues to operate covertly. Hirschhorn observed that the primary risk thus becomes linked to symptoms of organizational dysfunction throughout the organization. For example, poorly performing teams, personal conflicts and tension between individuals and departments could be seen as an expression of or a defense against the anxiety associated with primary risk. This observation led Hirschhorn to believe that one might be able to “read in reverse” the strategic conflicts by observing their symptoms. 

This latter finding led the present authors to consider more deeply the role of primary risk in organizational life, particularly the nature of the contradiction that produces it. If the primary risk has such reverberating effects throughout an organization, might the contradiction of two primary tasks be a core conflict for the enterprise? In other words, while there may be thousands of minor forces acting on the organizational field, we wondered whether a single elemental conflict lies at the heart of every organization. Might every organization carry within it a “principal contradiction?”

The general idea of a “principal contradiction” has a long history in social thought. Georg Friedrich Hegel built the entire edifice of his dialectics around the idea that history and consciousness evolved through the conflict between opposing forces. Mao Zedong, from whom we borrowed the term principal contraction, proposed that every society grappled with some nuclear dilemma upon which all other social conflicts derived. On a smaller, and more modest scale, Whitaker and Lieberman (1964) developed an analytical method, “focal conflict analysis,” which linked group member behavior to an underlying common conflict. The focal conflict consists of an impulse or wish, which they labeled the “disturbing motive” opposed by an associated fear, called the “reactive motive.” “When confronted with a group focal conflict,” Whitaker and Lieberman noted, “members direct efforts toward establishing a solution which will reduce anxiety by alleviating the reactive fears and, at the same time, satisfy to the maximum possible degree the disturbing impulse” (ibid). Making that parallel to organizational settings, we can hypothesize that strategic “straddling” or strategic “drift” are ways to manage ambivalent feelings associated with the contradiction in the primary task. 

Although we have no way of testing the generalizability of the principal contradiction concept, we can investigate the hypothesis that such a thing exists by exploring whether organizations inherently possess strategic contradictions, and if they do, whether a single nuclear conflict, composed of two opposing positions, plays a more central role than other minor ones. To do this we present a case that first aroused our interest in this problem. It concerns a strategy process with the American Board of Internal Medicine (the ABIM), where the second author was Chief Operating Officer and the first author was a consultant. The case builds on the ideas associated with the primary risk but focuses additionally on the dialectical, paradoxical, and surprisingly generative aspects of the principal contradiction.

The American Board of Internal Medicine

The American Board of Internal Medicine, established in 1936, is the largest physician certifying organization in the United States. Its mission is to certify internists and subspecialists (e.g., cardiologists, geriatricians, etc.) who demonstrate the clinical judgment and skills required to deliver excellent patient care. Theirs is an integral role in American medicine. By certifying physicians, the ABIM sets standards for physician practice in the United States. Almost 95% of all internists and subspecialists are board certified, and some 50,000 earn board certification annually. Moreover, certification is widely embedded in the wider health care system—many hospitals and insurance companies require that physicians be board certified in order to have attending rights or receive payment. Certification is thus a powerful lever for driving quality improvement in the United States.
Befitting a venerable institution in medicine, the ABIM is exceptionally well staffed and funded. Located in downtown Philadelphia, the organization includes administrators, credentialists, medical editors, programmers, data analysts, researchers, psychometricians, and executive managers. The President and CEO is a very well respected physician leader in the health care community. She reports to an elected board of directors—29 prominent physician leaders from throughout the United States and Canada—who play an active role in shaping the ABIM’s policy and strategy.

Over the years the ABIM had grown to become a professional, mid-sized organization well suited to perform the very specific processes required for certification, which at the time relied almost entirely on a secure proctored examination of physician knowledge. Each staff section (test development, psychometrics, registration, information technology, and the business office) ran like a train car riding behind the locomotive engineered by the President. The train nearly always ran on time, but it was difficult to communicate from car to car, or car to engine. To head in a new direction the ABIM would have to lay new track. 

In the late 1990s the ABIM set a bold direction for this new track. The board of directors decided that, in addition to certifying physicians immediately following their residency, the ABIM would require physicians to take periodic re-evaluations every ten years. Rather than a once in a lifetime event, certification became a career commitment, and physician interaction with the ABIM evolved into an ongoing relationship. Moreover, while the examination of physician knowledge remained essential to maintenance of certification, the ABIM decided to enter into unchartered waters by assessing physicians’ actual behavior in their practice. The ABIM designed a new set of testing methods, named Practice Improvement Modules (PIMs), that allowed physicians to reflect on their daily clinical practice. Physicians would share with the ABIM data from their practice—for example the percentage of their diabetes patients who had hemoglobin A1C levels below expected standards or survey data about patient satisfaction—and evaluate their own performance following an ABIM methodology. While physicians could not pass or fail their board certification based on their performance on a PIM (certification remained dependent on the secure knowledge exam), they were required to participate in the new modules. 

In a conservative profession, these were fairly transformational decisions. The ABIM had long preferred to do its work in relative isolation. Recertification, or Maintenance of Certification (MOC), as it is known, and PIMs required new forms of collaboration with other organizations. Certification was becoming a multi-stakeholder endeavor. There was also political fallout. MOC had been unpopular with some physicians who did not feel the need to be re-evaluated. Push back was expressed most directly through “challenging” relationships with powerful medical societies. But to the ABIM directors, such change was needed, and they were willing to weather the storm. As one colleague noted, the ABIM’s progressive positions often put them at the “cutting edge of the mainstream.” This, they felt, was a good thing. 

The Demand for Physician Evaluations
Ten years later, in 2007, the ABIM had successfully implemented these decisions. But the profession and the wider health care environment had dramatically changed. The ABIM believed it was time to reassess their strategy. They enlisted CFAR (the Center for Applied Research), where the first author is a consultant, to support the ABIM with the process.

The engagement began by exploring the ABIM’s wider environmental context to gain a better appreciation of what forces in the health care industry might shape their strategy. Two major themes emerged from this work. First, the demand side of the health care system—health plans (payers/insurance companies), the government and patients—which in decades past had ceded to the profession regulation of its own behavior, now called for new forms of accountability. This call directly stimulated the second theme from our analysis, which was a trend toward increasing demand for information about physician performance. The demand side argued that if it were to make informed decisions about care, it should have greater knowledge about physician performance. How else would they know whether and which doctors delivered good care?

This increased demand for information had several implications. The most obvious of these were the assortment of new players willing to meet that demand for physician information. For $17.95, a patient could now purchase a report from Healthgrades.com that included a physician’s performance at local hospitals, their background and training, and data from their patient satisfaction surveys. Health plans meanwhile, much to the chagrin of the physician community, began to gather and analyze diverse sets of physician data in order to evaluate their performance. The validity and meaningfulness of these measures was (and continues to be) questioned. But several plans began to use these methods to ‘tier” doctors according to quality and efficiency metrics. Evaluative data made it possible for plans to reward higher scoring physicians and to punish others. Often these plans made these analyses available to patients who, for the first time ever, had the ability to comparison shop for their doctors.

It was unclear whether these trends, which created so many new players in the market, would threaten the ABIM’s relevance as the standard bearer of physician assessment. At the very least they began to apply pressure on the organization to consider the changing needs of the public. Why not meet the market demand for information by making transparent physician performance on the certification test? It was feasible, for example, to grade physicians according to their score on the secure exam. The ABIM could provide a more granulated assessment of the physician’s competence rather than a simple pass/fail rating. If the plans could not be trusted to provide valid, reliable and meaningful assessments, wasn’t this an opportunity for the ABIM? Perhaps offering more information would improve quality by incentivizing physicians to do better. Market forces could be used to improve health care quality.

As the ABIM discussed these issues they were confronted with a related pressure: should, or could, the organization elevate standards of practice by “raising the bar” on the exam? The standards issue in turn touched off a more fundamental question about the very nature of certification. Does board certification ensure that a physician is simply competent enough to practice medicine, or does it bestow some higher standard of proficiency or excellence? What was, in other words, the meaning of certification? The answer to this question was of course critical. It might not only influence the construction of the exam but how physicians and the wider health care community perceive the entire certification enterprise. 

As it turned out, the ABIM did not know whether certification reflected competence or excellence (the question had come up over the years, but was left unresolved
). So during the course of the strategy process staff reviewed historical records of test difficulty and performance to get a sense of what the numbers said. The findings were somewhat puzzling. While physician scores on the initial certifying examination steadily improved over time, the cutoff (or pass/fail) score—perhaps the key metric of test difficulty—had fallen. So rather than raise the bar to become certified, the ABIM had actually lowered standards. These findings were oddly contradictory. Not only had the basic “meaning of certification” question not been answered, but the organization had seemingly behaved counter-intuitively by easing standards, even as physicians did better on the exam. 

Finally, the larger demand for accountability also raised the question of whether the ABIM might go “beyond knowledge” and begin to institute more comprehensive measures of physician behavior. PIMs had, to this point, remained an effective tool for allowing physicians to reflect on their own practice. Although PIMs were thus far a mechanism for physician self-improvement, could the ABIM rework them into a tool that would objectively evaluate physician performance? PIMs would thereby make certification into a much more robust and powerful tool for evaluation. Despite the promise of expanding the assessment methodology, such as retooling PIMs would represent a dramatic change to certification. Physician scores would depend not just on their knowledge but their actual behavior. Failing a physician because they could not control their diabetic patients or because they behaved in a way that dissatisfied their patients would signify a wholly different kind of assessment. 

These were difficult choices. Raising the bar would likely mean that the ABIM would have to refuse board certification to a greater percentage of physicians, which would create political heat for the board. The physician community was similarly uncomfortable, if not outright hostile to the headlong rush by the “market” into performance evaluation. The field of physician performance remained years away from being able to develop valid and reliable measures of performance. Physicians felt that the market efforts, led by the health plans and others like Healthgrades.com had already jumped the gun and were out for their own self-interest, rather than for patients. Board directors understood that even a physician-led organization like the ABIM would not be immune to physician concern. In fact, a perceived move toward the market might be taken as a betrayal (Kranz). 

The Principal Contradiction

In preparation for the board’s first meeting staff and consultants created and administered a questionnaire designed to assess directors’ opinions on a series of key issues facing the ABIM. The questionnaire asked directors to indicate which position on a continuum most reflected their beliefs. Directors were asked to assess the ABIM at present time and how the ABIM ought to be the future. The figure below provides an example of one of the 12 questions. This item asked directors whether certification reflects (and should reflect in the future) an acceptable level of competence or distinctive excellence.
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The questionnaire was provocative. As one director noted in the comments, “If it was your intention to make us anxious, you succeeded.” The power of the strategic options tool is that it allowed us to assess the diversity of perspectives among board members about the present and the future and to bring heretofore undiscussed issues into the strategic conversation. 
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During our analysis, we discovered a particularly revealing finding. We arrayed the questions according to the variability of directors’ response for the present and the future state (see the figure on the previous page). Questions that elicit greater variability (higher standard deviation) indicate an area where respondents significantly disagree about an issue. Often the most important issues are those on which leaders disagree but cannot fully and openly discuss their disagreement. In this analysis, we noticed that question #2 (circled in the figure) generated the greatest amount of disagreement, both about the present state and the future of the ABIM. The item asked respondents to indicate whether the profession or the public was the primary constituency for the ABIM. Although directors anticipated a slight shift toward an emphasis on the public in the future they disagreed—more so than on any other issue—about the present and future status of this issue.

Upon further analysis, we realized that the tension between the pull to serve the profession and the desire to serve the public represented a fundamental dilemma for the ABIM. As they were experienced, these two positions signified mutually exclusive ideas of the organization’s primary task. These two tasks represented a focal conflict for the organization. For example, the opposing pulls of the two forces produced a tension that radiated throughout the wider set of strategic questions. Indeed, the most pressing and intractable questions—whether to make transparent certification scores, raise the bar or evaluate practice performance—appeared to originate from this common source. Moreover, the answers to each question depended upon the solution to the superordinate dilemma. As Zedong had observed, if the principal contradiction is resolved, all subsequent strategic contradictions are resolved. 

Working from this hypothesis, we noticed that very particular tensions in the organization could be interpreted as expressions of the more central dilemma. Consider our earlier interest in exam standards. Why would the ABIM lower pass/fail standards while physician performance rose? This seems, on first passing, rather incongruous. If the primary purpose of the ABIM were to improve the quality of care for the public than the logical implication of this mission would be to elevate rather than lower standards over time, especially if physician performance had improved on the exam. Why, then do the opposite? 

Before we answer this question, some background information on the standards process is helpful. The ABIM employs a widely used standard setting approach called the “Angoff” method. This method requires that a group of subject matter experts (board directors) estimate the percentage of borderline candidates expected to answer a particular item correctly. For example, a rater may believe that 75% of borderline candidates for certification would provide the correct answer to a given question. The ratings are calculated across experts and then items to yield an Angoff value that becomes the minimal score required for certification. What is important about the Angoff method is that directors base their individual judgments on an implicit understanding of what is certifiable. The approach, though systematic and rigorous, is grounded in the personal knowledge of individual experts, not a collective decision making process about the meaning of certification. 
Returning to our earlier question, a closer look at the data revealed that the cutoff scores began to fall in the exact same year that the ABIM introduced re-certification (MOC). Studies had indicated that experienced physicians tended to perform worse on the recertification exam than did residents on initial certification. This led the ABIM to fear that physicians might experience recertification as a burden, especially if the risk of failing was high. It was during this tumultuous time that the cutoff score summarily began to drift downward. Given the implicit decision making process of the Angoff method the shift in standards had a somewhat mysterious, not-exactly-intentional quality, much like the ‘decision’ not to answer the question of whether certification represented competence or excellence. How might we explain this? One interpretation is that the event enacts a compromise between the two parts of the principal contradiction. By introducing recertification and lowering the bar, each side of the contradiction is partly, if incompletely, expressed. Using Whitaker and Lieberman’s language, we might say that such behavior enacts both the “disturbing motive”—the felt need to hold physicians accountable—and allays the “reactive fear”—the fear of angering them. In classical psychoanalytic terminology, it also represents a “compromise formation” where the two opposing forces are partially reconciled into a single symptom. Such a compromise resists change, and awareness, because the symptom satisfies both halves of a conflict (Freud, 1923). 

Confronting the Principal Contradiction

Perhaps the most salient feature of the principal contradiction is its resistance to explication. The opposites, though highly operative, lay dark, obscured from the light of the organization’s awareness. They work to stay that way as well. Board members for example, deftly maneuvered around the incompatibility of the two positions. Although nobody suppressed the need to make decisions (indeed, the quality and sophistication of the dialogue was clearly impressive), directors rarely surfaced in a clear or succinct manner the reality of the choices they faced, at least not at the beginning of the process. There were ambiguous ways of making statements, subtle forms of hedging and other methods of avoiding what seemed to the consultants and staff clear differences among board members and real choices for the organization. Of course, these are examples of tact, diplomacy and good politics among professionals and colleagues, but beyond these subtleties laid an aversion to articulating the core tension between serving the profession on the one hand and public on the other. Lifting up the contradiction, even for the consultant, felt like dredging up an embarrassing family secret. There was great pressure not to identify the choices between the two alternatives.

To surface the key strategic choices, staff and consultants created a series of alternative future focused “strategy stories” each of which chronicled the ABIM into significantly different directions. Each story presented a coherent, integrated, and logical strategy built around a central thesis. All of these stories addressed the principal contradiction in some way. They were designed to allow the directors to imagine the implications, the risks and the benefits, of different courses of action. For example, in one story the ABIM strategically responded to market demand by providing more granular certification scores to health plans, hospitals and patients. In another, the ABIM focused on the profession by defining standards and establishing the canon of knowledge required for each subspecialty. We created five stories in all. Together, the set of alternative stories placed the choices in stark contrast. 

As the directors debated the stories, staff and consultants began to notice a discernable oscillation between the two positions. On one day the board would discuss the ethical responsibility the institution had to provide information to the public (we must avoid a “guild mentality” as one director put it), but the next day they would emphasize the dangers associated with how that information might be used. The pendulum swung back and forth between the need to protect the profession from growing hostility in the industry on the one hand and the desire to improve physicians’ performance by holding them more accountable on the other. This discourse carried a noticeably rhythmic quality: the emphasis on the public would dominate one day but recede the next to concerns about the profession. As the conversation progressed, the time between these undulations narrowed so that the two positions approached one another
.

Out of these alternating postures an insight, as simple as it was catalytic emerged from the group’s dialogue. Elizabeth Blaylock, a CFAR consultant at the time and now ABIM staff, noted during a plenary discussion that the ABIM was necessarily “of the profession, but for the public.” As it was later elaborated in the final version of the strategy story, the logic of this phrase is as follows:

“The ABIM recognizes that in enacting our fundamental purpose to improve care we work through the profession. We realize that achieving our goals will require that we be part of the community of internal medicine—that we are “of the profession.” But we recognize, as well, that we operate not for the profession, but the public. To the extent that our goal is to move the community of internal medicine toward the realization of the values and aspirations that represent the highest standards of professionalism, our strategy reflects our stance as “of the profession, but for the public.”
Remarkably, this short, succinct statement, “of the profession, for the public,” marked a turning point for the directors. It crystallized, and made explicit for the first time, the underlying dilemma for the board and simultaneously provided a synthesis for reconciling the two orientations. As we later came to understand it, the phrase did not solve the problem—the ABIM would always live in the complicated space between profession and public—but it framed the problem in a way that made it possible to take action. It thus relieved the organization, at least temporarily, from the underlying conflict that had paralyzed it. The public, rather than the profession, was placed in the foreground and took priority in informing strategic decision. For example, with patient welfare now in the foreground, the board was freed to make choices. Directors understood that high quality and safe care depended on what physicians actually did, not just what they knew. The ABIM decided to move “beyond knowledge” and aggressively build the science needed to evaluate physician behavior, even if it might take years to create the necessary metrics. They would similarly make information on physician performance available, not in order to fulfill the market demand but to encourage physicians to do better. Finally, they would produce more comprehensive standards and offer tools to help physicians reach them. 

Finally, the stories and the insight they produced provided a new kind of shared understanding for the board. The precision of the stories, for example, enabled the board to decouple their feelings about the “market” (health plans in particular) from their obligations to the “public”—a conflation of meaning that had complicated the strategic conversation from the beginning. Free from the fear of kowtowing to the market, the importance of their professional commitment to the public came into full view. Able to manage the concerns associated with a strategy focused on the public, the directors no longer suppressed the principal contradiction, but, instead, put it squarely on the table. They accepted rather than denied the primary risk of holding physicians accountable. By recognizing that the ABIM was “of the profession, but for the public” the board could see more clearly that it had, in fact, a unique and strategically valuable position. The space between profession and public, reconsidered in light of the strategic conversation, could be seen as one of considerable opportunity. In a health care landscape that pits the public against the profession, the intermediary space between them could be one that generated value for all the players. The ABIM was a platform for a new kind of professionalism, one in which the profession, in the best interests of and in consultation with public, set standards of care. 

Conclusion

The ABIM case highlights a wonderful irony often seen in strategy planning processes. The forces that paralyze the organization become, by the end, the raw material out of which a commitment to a new strategic identity emerges. It is the elegance of this turn in the story that compelled us to speculate on the dynamics of the so-called “principal contradiction.” In this section, we conclude our thoughts by discussing three intriguing characteristics of the contradiction: 1) its binary, yet unitary nature, 2) its obscurity, and 3) its destructive, as well as creative, qualities.

Strategy manifests itself in two basic ways—as behavior and as thought. On the one hand strategy is undeniably concrete, observable behavior. For example, strategy is what the company produces and sells, and to whom, what activities it performs, and where it generates or loses money. These behaviors can be objectively specified, documented and quantified. In fact, a good practice in a planning process is to analyze the “numbers.” They ground the strategic conversation in the reality of what the organization does every day. (Many organizations, as we have seen, do not know precisely what it is they do.) Strategy is meanwhile also a socio-psychological phenomenon. As a socially constructed thing, this form of strategy is a much more contested, amorphous and ambiguous phenomenon, a mental and affective process that is shaped by the evolving perspectives, politics, culture, and psychological dynamics of the organization. 
As a socially constructed phenomenon, strategy arises out of interaction and discourse among individuals, groups and parts of the organization. The natural evolution of this discourse, as much as we have observed it, is to sift its way uncannily over time, into a binary, dialectical system. It does so regardless of the infinite number of possible options that might exist in reality. As it is socially constructed, the strategic “conversation” (in both its conscious and unconscious forms) tends to be animated by two competing impulses that have become psychologically fused together into one “principal” contradiction. This contradiction has a discernable paradoxical quality (Smith and Berg). The two impulses are mutually rooted in a common source, for they seem to carry opposing qualities of a shared underlying phenomenon. The two are similarly interdependent; the activation of one leads to a complementary or compensatory response in the other, as we saw in the pendulum-like development of conversations in the board. And finally each side is defined by its relationship to the opposing force. Each half of the principal contradiction contains its opposite. The principal contradiction therefore has a unitary structure, the construction of one perspective cannot exist without the other. 

The undiscussibility of the principal contradiction is equally striking. Not only does the paradoxical character of the contradiction remain hidden, the two forces themselves seem to be intentionally obscured by the organization. It might seem obvious that the ABIM would have realized its precarious position between the pulls of the profession and the public. Yet as with many organizations, this was not the case—the contradiction, though active, lies somewhat hidden, latent in various conflicts, tensions, and awkwardness in the organization, as if parts of the enterprise were immanent reflections of the larger conflict. In our experience, anything that strikes one as odd or especially absurd should be scrutinized, for such peculiarities are often useful diagnostic markers of latent contradiction. Efforts to surface these contradictions are met with considerable resistance. When an individual member, consultant, or group stumbles onto or attempts to breach the undiscussibility of the principal contradiction, it is almost as if the logic, thought, and linkages among group members are temporarily disrupted. The individual can often feel immediately stricken by the most primitive experience of pending annihilation. These moments reveal the principal contradiction’s capacity to prohibit if not attack the organization’s collective ability to think. In our experience, the principal contradiction cannot be wrenched up from below. It must be given its time to stew in the latent life of the group, encouraged only by occasional stirring rather than brute strength. In our case, for example, it was not until the group had explored the two positions through the stories that the principal contradiction surfaced. And it was only when the encapsulating frame, “of the profession, but for the public” arose that the board fully recognized the dilemma and was able to discuss it openly. The depth of the problem could only be understood once it had been solved. 

Finally, the principal contradiction is a source of energy and creativity, as much as it is a source of destruction. The contradiction represents both poison and antidote for the organization. To understand this duality, we might consider how the contradiction is finally resolved. Sometimes an organization must choose, whole hog, as they say, one position over another, as Porter had shown in the Continental case and we saw with CNN. In a slight but meaningful variation, Hirschhorn proposed that although leaders might not be able to fully eliminate one of the two competing tasks, they can choose to foreground one over the other. While the non-chosen task continues to exercise influence, it is subordinated to the primary task. Such was certainly the case with the ABIM, where the obligation to the public took priority to the self-interest of the profession. Differing from Porter and Hirschhorn, Johnson (1992) has suggested that rather than choosing one or the other, the opposites must be continually managed. One manages by extracting the benefits of one while appreciating the limits of the other. The dialectic is a process, an ongoing movement of shifting emphasis from one to the other and back again. 

In addition to the models proposed by Porter, Hirschhorn, and Johnson we want to offer a third resolving mechanism of the principal contradiction. This is innovation. We argue that it is not the one task or the other (or simply both) but the link between the two that often produces real value for the enterprise. The ABIM, for example, entered into new conceptual space by lifting up and embracing the dilemma, for it revealed not just a conflict within the confines of the ABIM but a powerful dilemma within the wider environment, a dilemma that cried out for resolution. “Of the profession, for the public,” and the discourse that preceded it, created a new understanding for the ABIM and a new way of thinking and feeling about their role in the health care system. We emphasize “feeling” because to enact this strategy the ABIM would need to accept the felt risk associated with their role. This illustrates that while acceptance of the principal contradiction liberates the organization from previously unknown conflict, it also demands a new kind of responsibility. Much like the individual is called upon to transform his life after having resolved a deeply held, but previously unknown conflict, so does knowledge of the principal contradiction create a new and transformed identity for the organization. Indeed, we might say that managing the tension between the profession and the public is the essential way that the ABIM provides value to the health care system. The ABIM willingly accepts the conflict on behalf of the larger health care community. 
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� This trend may be changing. The leading strategy journal, Strategic Management, recently announced a call for submissions on the “psychological foundations of strategy.”


� Many years ago directors would periodically reexamine the competence-excellence question. The board never came down with a firm answer. On the one hand, directors felt that the percentage of passing physicians was too high to denote “excellence.” On the other they to say that certification represented mere “competence” seemed to devalue the entire enterprise. 


� The contradiction had not split into separate camps within the board or specific individuals representing one or the other side of the dilemma. Both halves of the conflict seemed to be held by the group as a whole and within most board members. In our experience the contradiction typically commingles with and becomes exacerbated by the interpersonal and intergroup relations within the organization. The anomaly here is a testament to the sophistication of the directors as well as the leadership of ABIM staff.
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