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ABSTRACT 

This study explores how information and communication technology (ICT)—in this case health 

information technology (HIT)—influences employee conflict and collaboration. Although HIT 

has been suggested as a key way to improve patient care, results thus far have been mixed at best. 

Drawing on a sociotechnical approach, I suggest that one reason for this ambiguity is the way 

HIT shapes social relations between employees. Using survey data from a district implementing 

HIT as part of a broader shift towards integrated care, I link degree of HIT use to 1) improved 

between unit collaboration; 2) greater intra-unit task conflict, contribution conflict, relationship 

conflict, and status conflict; 3) higher levels of conflict stress; and 4) increased levels of conflict 

between units, between employees and supervisors, and between employees and patients. The 

results highlight the importance of considering employee interactions when designing and 

evaluating ICTs more broadly and HIT in particular.   
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RESHAPED COMMUNICATION, TRANSFORMED INTERACTION: HOW HEALTH 

INFORMATION TECHNOLOGY AFFECTS EMPLOYEE CONFLICT AND 

COLLABORATION  

INTRODUCTION 

As in many other industries, healthcare organizations are increasingly investing in 

information and communication technologies (ICTs). Indeed, health information technology 

(HIT) has been supported to an unprecedented degree by both governmental and 

nongovernmental actors as the solution to our current healthcare struggles (e.g. spiraling costs, 

poor patient outcomes, system inefficiencies, lack of coordination) (Bates & Gawande, 2003; 

McHugh et al., 2016; Fiscella & Gelger, 2005; Hillestad et al., 2005; Lorenzi et al., 2005; 

Shortliffe, 2005). The most notable recent example is the Health Information Technology for 

Economic and Clinical Health Act (HITECH), implemented in 2010. 

However, despite massive institutional investment in HIT, results have thus far been 

decidedly mixed (Avgar, Litwin & Pronovost, 2012; Chaudhry et al., 2006; Pillemer et al., 2011; 

Sidorov, 2006; Blumenthal & Glaser, 2007). Though limited success has been reported, these 

results are often insignificant in a clinical sense or restricted to very specific contexts 

(DesRoches et al., 2010; Garrido et al., 2005). Even within particular studies, results are 

ambiguous; for instance, Linder et al. (2007) found no change on the majority of quality 

indicators tested, improvement on two, and negative impacts on one.  

Simultaneously, adoption, diffusion, and sustained use of HIT has lagged behind the 

pronounced public and organizational enthusiasm for these efforts. Overall level of adoption has 

been documented as low (DesRoches et al., 2013; Jha et al., 2009; Jha et al., 2006), and the level 

to which recent stimulus efforts, including HITECH, have positively influenced the rate of HIT 
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use remains unclear (Adler-Milstein & Jha, 2017; Mennemeyer et al., 2016). Within 

organizations adopting HIT, the degree of implementation also varies considerably (see Lipsky 

& Avgar, 2012). Failure estimates are high, with organizations often abandoning systems 

wholesale (Littlejohns, Wyatt & Garvican, 2003).  

Both the ambiguous consequences and the apparent difficulty of HIT implementation—

organizationally and societally—call into question the way HIT functions to improve 

organizational outcomes. While HIT is designed to streamline work processes and leverage data 

flow, its proposed benefits are also predicated upon an underlying assumption of improved 

communication and cooperation (Pinelle & Gutwin, 2006; Avgar, Litwin & Pronovost, 2012; 

Hillestad et al., 2005). To this end, HIT adoption often occurs alongside broader efforts to shift 

health systems towards integrated care, patient-centered care, or other models of care 

coordination (Thomas & Bostrom, 2010). Like organizational restructuring efforts, 

interdisciplinary rounds, or co-occupational trainings, HIT promises to transform employee 

interactions, increasing connectivity between staff as well as increasing patient access and 

engagement with providers.  

Thus far, the question of how or whether HIT achieves these aims is even less explored 

than the question of its impact on overall performance measures. Although often presented—

implicitly or explicitly—as a means of reshaping the way employees interact while they work, 

HIT has until now been studied primarily as a tool impacting the actual work itself. That is, little 

or no research has been directed at understanding HIT’s impact on intermediate processes or 

emergent states related to employee interaction. Instead, the focus has been almost exclusively 

on performance metrics, with some attention paid to work-related mediators such as time saved, 

medications prescribed, use of patient checklists, or attention to system alerts.  
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Examining the impact of HIT on employee interactions, then, could provide clues as to 

why HIT has yet to attain the high levels of success suggested by its proponents. If HIT is unable 

to enhance teamwork or if it actively induces negative interpersonal dynamics, its long-term 

viability and ability to improve care could be threatened. The central question is twofold: 1. Does 

HIT enhance communication and teamwork? 2. Does HIT worsen interpersonal conflict?  

I approach this question from a sociotechnical orientation that highlights the importance 

of evaluating HIT within the organizational context, taking into account culture, workflows, and 

social connections (Harrison, Koppel & Bar-Lev, 2007). In this approach, understanding the 

interplay between preexisting organizational relationships and structural features of the HIT 

platform is crucial. The impact of HIT on collaboration and conflict is contingent upon existing 

hierarchies, communication practices, and patterns of relating. 

As HIT is introduced to an organization it reshapes how individuals communicate and 

what they communicate about. On the one hand, availability of new communication channels 

and increased information-sharing should translate to greater formation of shared goals, trust, 

and ability to work together. I assess this by examining the link between HIT use and relational 

coordination both within and between units.  

On the other hand, the ability of HIT platforms to alter organizational communication 

could affect interpersonal relationships in unexpected, negative ways. Communicating with 

unfamiliar groups of people, only about certain topics, during different parts of the workday, or 

via mediated platforms has potential to engender new conflicts or exacerbate preexisting ones. In 

other words, as patterns of organizational communication change, the ways conflict manifests 

can also be expected to change. I evaluate this in a number of ways, exploring the connection 

between HIT and various conflict types, degree of conflict related stress, and conflict 
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counterparts. What I also highlight here is the fact that collaboration and conflict are not in fact 

opposites, but rather that increased collaboration can also go hand-in-hand with, or even spark, 

conflict.  

I will first provide an overview of HIT implementation and its results; elaborate briefly 

on how a sociotechnical perspective grants greater insight into HIT’s outcomes; and articulate 

how employee interactions are at the core of HIT success. Next, I will discuss the particular 

organizational landscape of communication, collaboration, and conflict in healthcare to finally 

address how HIT intersects with these preexisting dynamics. Obtained through survey research 

in a health district introducing HIT as part of a broader multi-year transition to greater 

integration of care, my results speak both to how a crucial sector of our economy can best utilize 

technology to foster care coordination and to a larger question of how ICT use affects individuals’ 

working relationships. 

OVERVIEW OF THE LITERATURE 

Health information technology & its consequences  

Health information technology (HIT) has become particularly relevant to the healthcare 

setting in recent years with the increased focus on care coordination and integration. HIT 

encompasses a wide variety of technologies, which often overlap, are utilized in parallel, or are 

combined into one platform.  

Most commonly referenced by HIT advocates and touted as perhaps the most significant 

innovation in healthcare in recent years, electronic medical records (EMRs) or electronic health 

records (EHRs) ostensibly provide a secure way to store patient information in one unified 

repository that can easily be accessed by multiple providers as well as patients themselves (Jha et 

al., 2006). The value of EMRs is found both in their efficient storage capacities but the way they 
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facilitate information retrieval and exchange at the point-of-care (Rantz et al., 2010; Karsh et al., 

2004). Additionally, EMRs often facilitate transfer of information and streamlined workflow via 

team dashboard-esque capabilities, such as the ability to link specific action items to information 

in the chart, mark tasks as complete, tag other employees in chart notes, request referrals via the 

platform, and connect to e-prescription services (Angst et al., 2010).  

Several key technologies often exist in conjunction with EMR systems but can be 

implemented singularly as well: CPOEs and PHRs. Computerized provider order entry systems 

(CPOEs) focus on improving safety and clarity in terms of orders for tests, medication, and 

procedures via a computerized platform that replaces traditional written or verbal orders (Minesh 

et al., 2012). Like EMRs, CPOEs provide benefits in terms of documentation but also strive to 

clarify workflow processes (Charles et al., 2014; Lluch, 2011). Patient health records (PHRs) are 

designed to improve patient access and empowerment by giving patients access to an electronic 

platform with which to manage their own health information. The proliferation of patient portals 

and e-scheduling systems represents an increased focus on engaging patients in their own 

healthcare and improving provider-patient communication (Archer et al., 2011; Wynia et al., 

2011). Patient portal tools are especially important for facilities serving populations with chronic 

illness, behavioral health concerns, or complex comorbidities (Druss et al., 2014; Tenforde et al., 

2012).  

Additional features of HIT often include decision support systems, which help providers 

navigate through the steps of diagnosis or treatment. These point-of-care tools typically include 

checklists and alerts related to specific actions (van der Sijs et al., 2006; Ash et al., 2003; Bar-

Lev & Harrison, 2006; Garg et al., 2005; Shea et al., 1996; Subramanian et al., 2007; Kawamoto 

et al., 2005). Some systems also force built-in checks or sign-offs for particular types of clinical 
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orders; for instance, physicians ordering certain types of new antibiotics may be required to 

obtain approval before the system will process their request (see LaRosa et al., 2007). 

Telemedicine—which enables providers to serve patients at a distance through technology as 

simple as an online platform or as complex as telepresence robots—is particularly promoted for 

its cost-saving capabilities as well as ensuring patients, especially vulnerable or elderly 

populations, can avoid emergency room visits (Kahn, 2015; Wilcox & Adhikari, 2012; May & 

Ellis, 2001; Barlow et al., 2007).  

In general, HIT efforts are designed to improve performance and patient care—the two 

are not necessarily synonymous—in a number of ways. Many advocates emphasize how HIT can 

streamline information flow (Moser & Law, 2006); for example, Featherstone and Keen (2012) 

tracked diabetes patients over a three-month period and found that use of the care interface 

enabled clinicians to more readily access accurate information regarding their patients. Greater 

access to information is also predicted to increase utilization or even expand organizational 

capacity, promoting higher levels of training and new program creation (Karsh et al., 2004; 

Rantz et al., 2010). 

Others point to how HIT can enable patient-centered care practices (Thomas & Bostrom, 

2010; Arar et al., 2004), reduce errors (Yu et al., 2009), and enhance patient access to care 

(Litwin, 2011). For this study, however, the most salient mechanism of improvement is 

increasing teamwork among employees; as Pinelle and Gutwin (2006, p.3) point out, HIT can 

remedy features like “autonomy and physical separation of work units, and the complexity of 

modern health organizations” by enhancing communication and cooperation across providers 

and even facilities.  
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However, the same factors that “drive the need for” HIT can simultaneously impede its 

success (Pinelle & Gutwin, 2006, p. 3). HIT systems encounter numerous challenges (see Dean, 

1993; Williams, 1992; May et al., 2003). Healthcare organizations are large, stratified, 

bureaucratic, prone to inertia, and often fragmented by unit or sub-facility with patients moving 

across units and facilities in unpredictable ways, frequently falling out of the system entirely for 

lengths of time or resurfacing only in emergent care settings (Coiera, 2011). These challenges 

may explain why, as discussed earlier, the results of HIT in the extant literature are unclear at 

best (DesRoches et al., 2010; Chaudhry et al., 2006; Wu et al., 2009; Agha, 2014; Hitt & Tambe, 

2016; Dranove et al., 2014; Bhargava & Mishra, 2014; McCullough, Parente & Town, 2016; 

Holroyd-Leduc et al., 2011; Keyhani et al., 2008).  

Thus far, some research on HIT systems has reported positive results on a variety of 

performance indicators (Garrido et al., 2005; Schmitt & Wofford, 2002; Wang et al., 2003; 

Appari et al., 2012; Zhivan & Diana, 2012; Friedberg et al., 2009). While positive effects are 

most well-documented for cost-reduction (Buntin et al., 2011), HIT has been reported to reduce 

mortality (Miller & Tucker, 2011; McKenna et al., 2018), unnecessary blood transfusions 

(Fernandez-Perez et al., 2007), patient complications (Amarasingham et al., 2009), time spent 

with patients (Miskulin et al., 2009), diabetes-related symptoms (Cebul et al., 2011), extraneous 

or wasteful expenditures (Hillestad et al., 2005; Grieger et al., 2007; Pifer et al., 2001), 

medication errors (Yu et al., 2009), and hospital-acquired infections (Parente & McCullough, 

2009).  

It is worth noting, however, that some of the most clearly documented ‘improvements’ 

may not actually be beneficial to quality of care. For example, Selck and Decker (2015) show 

that HIT reduces emergency room wait times but also simultaneously increases the number of 
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tests ordered, suggesting that goals of efficiency may be impeding patient care provision; 

similarly, Pollak and Lorch (2007) report significant reductions in nurse staffing levels as a 

positive consequence of HIT without considering whether this will have long-term negative 

impacts on patients.  

A larger proportion of research on HIT reports no or ambiguous effects (Goldzweig et al., 

2009; Chaudhry et al., 2006; Zhan et al, 2006; Ash et al., 2007; Himmelstein et al., 2010; 

Kuperman & Gibson, 2003; Zhou et al., 2009). Adler-Milstein et al.’s (2013) examination of 

HIT’s impact on costs exemplifies this, as they report a modest slowing of cost growth but no 

direct cost reductions. McCullough et al. (2010) similarly find slightly higher average quality in 

facilities utilizing HIT but only find statistical significance for two indicators.  

 To solidify the mixed results, some studies demonstrate that HIT has directly negative 

consequences (Ash et al., 2004; Koppel et al., 2005; Wachter, 2006; Miller & Sim, 2004; Poon et 

al., 2004). While some of these are minimal, such as increased time spent on e-prescribing 

(Hollingworth et al., 2007), others are more obviously problematic, such as elevated rates of 

patient falls (Spetz & Keane, 2009), increased numbers of medical errors (Spetz & Keane, 2009; 

Ash et al., 2007; Berger & Kichak, 2004; Patterson et al., 2002), workflow disruption (Georgiou 

et al., 2007; Pimejad et al., 2009), and reduced patient satisfaction (Zickmund et al., 2008). 

Indeed, patient mortality may even increase as a result of HIT implementation; Han et al. (2005) 

found that the introduction of a CPOE system forced staff to provide patient information in the 

emergency room rather than prior to arrival, delaying treatment enough to affect mortality rates. 

What this highlights is that the impact of HIT on information flow may not be as straightforward 

as expected, an assertion which is reaffirmed by Christensen & Grimsmo (2008) whose results 
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suggest that availability of records improves with HIT use but that the quality of this information 

suffers.   

Perhaps because of these ambiguous benefits, HIT platforms have not diffused as 

expected. Adoption rates for HIT are generally slow (Ash & Bates, 2005; Bates, 2000)—despite 

recent reported accelerations (Adler-Milstein & Jha, 2017)—and implementation is inconsistent 

(Angst et al., 2010). Most studies indicate that overall percentage of facilities utilizing HIT in 

some way is relatively low (Jha, 2011; Jha et al., 2010).  

This is especially true for certain types of facilities; smaller ambulatory clinics or 

physician groups report higher barriers to HIT adoption (Rao et al., 2011; DesRoches et al., 

2008); these practices also require extensive and sustained support to enjoy any positive effects 

of HIT adoption (Ryan et al., 2013; Torda et al., 2010). Likewise, rural facilities are slower to 

implement HIT and report lower rates of use (Houser & Johnson, 2008; Bahensky et al., 2008; 

Ward et al., 2006).  

Once HIT has been introduced to an organization, high failure rates further impede 

continued implementation. Overall HIT system failure estimates range as high as 75%, with 

systems replaced or abandoned entirely (Littlejohns, Wyatt & Garvican, 2003; Berg, 2001; 

Heeks, 2006). Often attributed to employee resistance or wholesale organizational rejection 

(Timmons, 2003; Doolin, 2004; May & Ellis, 2001; May et al., 2001), these failures present 

further compelling evidence that HIT is not living up to its promised potential.   

The sociotechnical perspective on HIT 

 The question of why HIT is not doing as well as expected in terms of outcomes, adoption, 

diffusion, and sustainability must be considered as a function of the interplay between 

technology and users. In contrast to a deterministic approach focused solely on how technology 
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structures outcomes, this perspective considers how factors embedded in the organizational 

context and employees’ working relationships intersect with features of HIT platforms to shape 

the consequences of implementation. As described by Harrison et al. (2007), this approach 

“encourages us to stop viewing HIT innovations as things, but instead treat them as elements 

within unfolding processes of sociotechnical interaction.” Understanding HIT’s consequences, 

then, requires viewing systems as dynamic and emergent (Plsek, 2001). This approach further 

provides insight into how systems can best be leveraged to achieve desired goals; in contrast to 

solutions that focus solely on simplistic or mechanistic ideas—“more or better HIT,” increased 

training, or enhanced technical support—a sociotechnical perspective emphasizes continuous, 

iterative evaluation and incorporation of employee use behaviors into HIT deployment (Harrison 

et al., 2007; Heineke, 2007).  

 Organizational factors can both present barriers to successful HIT implementationice and 

facilitate its use (Jha et al., 2010; Poissant et al., 2005; Ash et al., 2004). Research adopting 

varying degrees of this orientation has highlighted the crucial role of professional identity (Heath 

et al., 2003), work routines (Lehoux et al., 2002), relations with managers (Doolin, 2004), 

administrative constraints (Barlow et al., 2005), clinical leadership (Ingebrigtson et al., 2014), 

employment relations (Lipsky & Avgar, 2012), and high involvement work practices (Avgar, 

Tambe & Hitt, 2018; Litwin, 2011; Lipsky & Avgar, 2012). In fact, organizational characteristics 

may be more predictive of quality improvement than HIT use (Williams et al., 2016), a finding 

that only emphasizes the importance of considering them when evaluating HIT implementation, 

rather than viewing HIT as a discrete, separate system.  

A recent study conducted by McCullough et al. (2010) reaffirms the need to consider 

setting; in their cross-sectional analysis, academic hospitals experienced greater gains from HIT 
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than nonacademic ones. The results also demonstrate that interaction may be key to 

understanding HIT’s effects, as providers associated with academic hospitals are significantly 

more likely to be part of an integrated system, which arguably should be better able to leverage 

HIT’s impacts on collaboration and teamwork.  

The centrality of employee interactions to HIT success 

Conducting “analysis of the dynamics of healthcare organizing at the center of HIT 

implementation”, then, prompts a conceptualization of HIT as a vehicle to reconfigure employee 

interactions (Harrison et al., 2007). Many of the supposed benefits of HIT are founded on an 

assumption that platforms will enable greater communication and connection between providers 

(Avgar, Litwin & Pronovost, 2012). Even computerized provider order entry systems (CPOEs), 

which ostensibly focus on direct interactions between a single provider and the computer 

interface, demonstrate high levels of collaborative focus (Aarts et al., 2007). The implicit 

positive effect of HIT on collaboration and thus integration and coordination of care underlies 

much of the justification for the adoption of HIT platforms.  

Collaboration is crucial to attaining the performance outcomes promoted by HIT 

advocates, both directly and indirectly (Hartwood et al., 2003). Indirectly, a positive work 

climate high in teamwork, shared goals, and psychology safety (Edmondson, 1999) could impact 

the degree to which employees are comfortable using new technology, willing to engage with 

other employees to spread knowledge about the technology, able to seek help for questions they 

might have, and innovative in their adaptation of technology to their specific work processes 

(Avgar, Litwin & Pronovost, 2012). These qualities represent knowledge transfer or 

organizational learning, and the link between them and successful technology appropriation is 

well-established (Edmondson et al., 2003; Edmondson et al., 2001; Pisano et al., 2001). 
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Individuals working across functional units is tied to capacity to learn and adapt to organizational 

changes like the introduction of new technology (Tucker & Edmondson, 2003).  

Arguably more important for HIT though, however, is the direct relationship to 

collaboration. Benefits such as improved dissemination of information (Vazirani et al., 2005; 

Baggs et al., 2004; Thomas et al., 2004; Gittell, 2002, 2003), streamlined workflows (Nembhard, 

2009; Thomas, 2011; Gittell et al., 2000; McCallin, 2001; Henneman et al., 1995), reduced errors 

(Havens et al. 2010; Goh et al., 2013; Morey et al., 2002), and greater coordination or integration 

of care all rely on collaboration (van Houdt et al., 2013; Gittell et al., 2013). Dorr et al. (2007) in 

particular highlight the importance of promoting collaboration via HIT platforms, while Gittell & 

Douglass (2012) suggest that cross-functional information systems can play a central role in 

fostering coordination. 

More generally, the benefits of fostering collaboration in healthcare—especially between 

members of multidisciplinary healthcare teams—have been well-documented and are suggestive 

of the power of HIT systems to improve team functioning and thus performance metrics (Holden 

et al., 2010; Baker et al., 2006; Odwazny et al., 2005, Hellings et al., 2010; Brandrud et al., 2011; 

Paine et al., 2010; Disch, 2001; Freeth, 2001; Yeager, 2005; Mizrahi & Abramson, 2000; 

Dechairo-Marino et al., 2001). Leonard et al. (2004) demonstrated that failures of 

communication among teams resulted in the most patient harm of any missteps in work 

processes. Additionally, relational coordination—referring to networks of positive 

communication and relationship ties among employees working together on a shared work 

process (Gittell et al., 2000)—has been shown to be intertwined with the successful 

implementation of organizational initiatives like high-performance work systems (Gittell et al., 

2010) and thus is likely relevant to technological initiatives as well.  
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Compounding the importance of collaboration to HIT performance, long-term 

sustainability of HIT initiatives may be inextricably linked to how collaboration improves job 

satisfaction, increases social support, and improves resiliency in the face of stress (Gittell et al, 

2008; Gittell, 2008; D’Amour & Oandasan, 2005; Abramson & Mizrahi, 1996). As Buntin et al. 

(2011) demonstrate, provider satisfaction and staff ‘buy-in’ is strongly determinative of negative 

HIT findings.  

It is equally important to consider the possibility of more negative interaction dynamics 

occurring as a result of HIT usage, however.  Although conflict in the workplace has been 

recognized as not wholly negative for all outcomes (de Wit, Greer & Jehn, 2012;), organizational 

initiatives to boost worker collaboration still typically conceive conflict in opposition to 

collaborative work. Given the consequences of conflict for worker morale and team qualities (e.g. 

cohesion, psychological safety, trust) (Amason, 1996; Amason & Sapienza, 1997; Jehn, 1997; 

Jehn & Mannix, 1997; Jehn, 1995; De Dreu & Weingart, 2003), exploring how HIT’s reshaping 

of interactions could result in conflicts is crucial to understanding whether and how these 

platforms function in the workplace.  

Though the connection between HIT and interaction dynamics are rarely tested, there is 

some indication that when HIT fails to achieve performance aims it is often because of 

breakdowns in the collaborative process. Of the studies analyzed by Buntin et al. (2011), those 

with negative results for HIT adoption were most often linked to “staff interaction” and 

“provider-to-patient communication.” Ash et al. (2004) also suggest that failure to consider 

interactive work patterns can spell failure for HIT implementation. Cheng et al. (2003) offer a 

particularly compelling example in their observational study. The CPOE system they evaluated 

imposed a linear workflow on patient orders, requiring physicians to initiate, pharmacists to sign 
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off, clerks to deliver to nurses, and nurses to administer; this process did not align with 

preexisting ways of working together to accomplish orders and led to poor communication, inter-

professional conflict, the development of workarounds, and ultimately poor outcomes for the 

system (Cheng et al., 2003).  

Another study of interest demonstrates how a CPOE system facilitated one-way 

collaboration. That is, physicians and nurses were better able to work with pharmacists, but 

pharmacists were not able to work better with them. Again, this led to a collapse of the HIT 

system (Niazkhani et al., 2008). Pirnejad et al. (2008) likewise showed conflict across 

occupations—in this case between nurses and physicians—resulting in system challenges. 

In sum, then, interaction is at the core of HIT. The lack of research on the connection 

between HIT and improved interaction not only constitutes a major gap but may be reason we 

are unable to reconcile the promise of HIT with its empirical outcomes. To realize the benefits of 

HIT, we must better understand its role in transforming collaboration and conflict within 

healthcare organizations.  

THEORY DEVELOPMENT 

Communication, collaboration & conflict in healthcare 

 As discussed previously, it is crucial to understand the landscape of communication and 

interaction existing in healthcare more generally before one can make connections with HIT 

implementation. Baker et al. (2006) outline a number of factors that make communication in 

healthcare especially critical but also especially challenging. First, healthcare organizations are 

characterized by “hypercomplexity,” referencing the extensive variety of systems and routines 

embedded within them. At the same time, however, high levels of reciprocal interdependence 

exist across providers and units both require communication and impede it as task completion is 
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generally asynchronous and isolated. Complicating these dynamics further are high levels of 

hierarchical differentiation (e.g. between doctors and nurses) (Halford et al., 2010; Strauss et al., 

1963/1994; Allen, 1997). The intensity of decision-making in terms of consequences for patients 

and pace further limits opportunities for productive communication (Baker et al., 2006).  

As a consequence, successful collaboration in healthcare is often challenging to achieve 

because it hinges upon open, frequent, accurate, and reciprocal communication (Salas et al., 

2005; Bronstein, 2003; Van Ess Coeling & Cukr, 2000; San Martin-Rodriguez et al., 2005). 

Particularly for teams dispersed across facilities, relationship-building (Peters & Manz, 2007), 

the formation of shared understanding (Leidtka, 1996), and trust (Knights et al., 2001; Zand, 

1972; Jones & George, 1998) are essential.  

A number of factors make communication and thus teamwork more attainable. Several 

studies highlight the importance of multidisciplinary or interprofessional interaction, from 

trainings (Hartgerink et al., 2013; Fineberg et al, 2004) to larger education efforts (D’Amour & 

Oandasan, 2005; McCallin, 2001; Freeth, 2001); these studies also point specifically to the 

development of “role awareness” or understanding the responsibilities and competencies of each 

team member (Cooper & Spencer-Dawe, 2006; Reese & Sontag, 2001; Cheater et al., 2005). 

Finally, administrative support plays a role in signaling the value of collaboration and creating 

conditions that lead to its success (McCallin, 2001; Baggs et al., 2004; Sicotte et al., 2002; 

Henneman et al., 1995; D’Amour et al., 2005).   

 As a result of fractures in communication, the healthcare setting is also rife with conflict. 

Strict hierarchies within healthcare are known to produce conflicts (Barrett & Stephens, 2017). 

Longstanding tensions between occupations seem to engender conflict on multiple levels (Hall, 

2005; Hunter, 1996), and job pressures produce intra-occupational conflict as well (Almost et al., 
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2010). Increasing bureaucratic pressures shifting healthcare organizations toward more 

managerialist approaches have also resulted in tensions between supervisors and employees 

(May & Ellis, 2001). Furthermore, structural features excluding patients from decision-making 

may cause patient frustration and clinician-patient friction (Glenn, 1987; Stanizewska & Ahmed, 

1999; Coyle, 1999). 

The exact difficulties in building trust that inhibit collaboration may also exacerbate the 

impact of conflict (Simons & Peterson, 2000). Perceived difference from others—rendered 

salient by the introduction of team-based work across disciplines, units, and even facilities—may 

produce faultlines within teams along which conflict can arise (Li & Hambrick, 2005; Pelled, 

1996a, 1996b; Jehn et al., 1997; Kankanhalli et al., 2006/2007). Along the same lines, distance—

spatial or otherwise—produces difficulties developing shared norms and expectations around 

problem-solving, resulting in conflict (Armstrong & Cole, 2002; Goodman & Leyden, 1991). 

How HIT use reconfigures collaboration & conflict 

HIT systems, then, are not being introduced into neutral contexts but are building off of 

and reshaping these existing patterns of communication, cooperation, and conflict. They cannot 

be viewed as passive repositories, databases, or tools but must be conceived as agents of 

organizational structure in their own right “shaping what work there is (asking for particular 

pieces of information necessitates particular tasks), how it is done (what interventions/tests/etc., 

are necessary to provide this information) and the workflow between healthcare professionals (as 

hierarchies and authority are embedded in record design)” (Halford et al. 2010; Berg & Bowker, 

1997). The central question, then, is if, following the implementation of HIT, interactions 

become more collaborative.  
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As outlined by Campion et al. (1993, 1996), collaboration can be enhanced by modifying 

workflows and structures. In the case of HIT, the underlying premise is one of improved—or at 

least increased—communication, a premise with which many providers indicate agreement (El-

Kareh et al., 2009; Wager et al., 2000). Since increased information sharing tends to predict 

greater teamwork (Leonard & Tarrant, 2001; Flin & Maron, 2004; Healey et al., 2004), HIT use 

ought to assist organizations in realizing their collaborative aims. 

Within units, additional channels for communication should strengthen bonds between 

preexisting team members and enhance team cohesion. Research on media multiplexity 

(Haythornthwaite, 2005)—though limited and focused outside the workplace—suggests that the 

use of multiple modes of communication is linked to relational breadth, which in turn is linked to 

relationship growth and closeness (Parks, 2007; Caughlin & Sharabi, 2013; Ledbetter, 2009). A 

number of studies have found that the degree to which different modes of communication 

(instant messaging, email, Facebook, texting, phone calls, face-to-face, etc.) are positively 

correlated is connected to relational intimacy, satisfaction, and interdependence in both romantic 

partnerships and friendships (Ramirez et al., 2015; Ledbetter, 2014; Ledbetter & Mazer, 2014; 

Ramirez & Broneck, 2009).1A similar effect could translate to a work group setting when 

individuals are provided with greater options for communication channels.  

Between units, the way collaborative platforms enable greater frequency and ease of 

communication should help disparate groups share information, develop mutual goals, and 

understand how other units can aid them in achieving patient care objectives. As previously 

discussed, dispersion is a key problem faced by healthcare providers (Pinelle & Gutwin, 2006); 

																																																								
1	See Miczo et al., 2011 for a notable exception.  
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by facilitating provider communication across units, collaborative HIT platforms can allow 

disparate groups to function in a way more similar to co-located teams.   

H1: Use of HIT will increase collaboration within and between units.  

However, greater collaboration does not necessarily translate to unequivocal success in 

reshaping workplace interactions. Structural features of HIT platforms in the workplace may not 

‘fit’ with the existing patterns of interaction and conflict within organizations, particularly during 

initial stages when conventions surrounding communication via these platforms are not yet 

established (Mark, 2002). Workplace conflict occurs in several forms, and it is likely that HIT 

affects different types of conflict differently.  

HIT tends to have a standardizing effect on workflow by providing a shared foundation 

(e.g. patient checklists, information-pooling about patients). This reduction of ambiguity should 

theoretically decrease the metaphorical ‘room’ for conflict surrounding these issues. While not 

directly addressing conflict per se, several studies have hinted in this direction. Huang and Wei 

(2000) demonstrate that ICT usage increases groups’ ability to have positive task-related 

interactions. Similarly, Huang and Zhang (2004) showed that ICTs increase the salience of 

informational (or substantive, task-related) cues.  

H2: Use of HIT will decrease task and process conflict within units. 

While HIT should inhibit development of task and process conflicts, the same feature that 

enables it do so—namely the emphasis on workflow processes—hampers relationship-building 

efforts, which logically should translate to a greater degree of misunderstandings and personal 

animosity. Known as relationship conflict (Jehn, 1995), the roots of this type of conflict can be 

seen in the same studies which bode so well for task and process conflict reduction. Huang and 

Wei (2000) report, for example, that collaborative platforms inhibit positive social interactions 
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by focusing on streamlining task interactions. Huang and Zhang’s (2004) results further suggest 

that ICTs can impede the normative cues that help individuals connect to others socially in favor 

of disseminating information. Studies exploring similar modes of communication to those 

offered by collaborative platforms (e.g. email, IM) have suggested that communication via these 

‘lean’, asynchronous, and impersonal types of channels may actively foster relationship-oriented 

and emotional conflict behavior (Hastings & Payne, 2013; Johnson & Cooper, 2009; Maruping 

& Agarwal, 2004; Turnage, 2008; Hinds & Bailey, 2003; Hinds & Mortenson, 2005).   

Some evidence suggests that, following the adoption of an HIT platform individuals in 

co-located groups will often default to communicating via mediated channels rather than in 

person, reducing positive interactions, inhibiting the ability to build trust, and increasing 

potential for interpersonal misunderstandings, as well as the misinterpretation of task issues as 

personal attacks (Lea & Spears, 1991; Straus et al., 2008; McDonald, 2006; Simons & Peterson, 

2000). One study by Patterson et al. (2002) shows how HIT disrupts oral communication “even 

when talk is faster, more clinically accurate, and safer than transmitting information through 

HIT.” Morrison et al. (2008) likewise find that use of EMRs prevents positive social interactions 

during rounds—especially between members of different occupations. 

Likewise, status related conflicts (Bendersky & Hays, 2012) will likely increase in the 

face of HIT, especially given the highly status-conscious context of healthcare (Barrett & 

Stephens, 2017). HIT often creates additional tasks for employees, and the perception of equity 

in the distribution of these tasks is a key challenge (Grudin, 1994; Joshi, 1991; Lauer, Joshi & 

Browdy, 2000; Lehoux, Sciotte & Denis, 1999; Massaro, 1993; Berg, 1999). Existing hierarchies 

within healthcare organizations complicate this process further, as role conflicts may emerge in 

which individuals feel it is beneath their position to perform certain tasks like entering records 
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(Westbrook et al, 2004; Moore, 1996; May et al, 2003). Within units, interprofessional conflict 

will manifest as this type of conflict, as professional boundaries and established identities are 

renegotiated and challenged (McLaughlin & Webster, 1998; Timmons, 2003). For example, 

nurses are more likely to disrupt traditional hierarchies and challenge physician orders when 

using HIT platforms (Tjora, 2000).  

H3: Use of HIT will increase relationship and status conflict within units. 

It can further be expected that individuals will experience a greater degree of conflict 

related stress (Giebels & Janssen, 2005) when utilizing ICTs than when communicating in other 

ways. Lean forms of communication like those offered in HIT (see Daft & Lengel, 1986) have 

been linked to cycles of conflict escalation, an inability to defuse tensions, and complete 

relationship breakdown (Friedman & Currall, 2003; Bjorn & Ngwenyama, 2009). Worse and 

escalating experiences of conflict tied to personal concerns will likely translate into more 

individual anxiety surrounding conflict. 

H4: Use of HIT will increase employees’ conflict stress. 

 Structural features of HIT may also shift the location of conflicts, or in other words, who 

is in conflict with whom. In healthcare in particular, considering this aspect is especially 

necessary given the multiplicity of stakeholders. 

Although ICT platforms’ primary emphasis is employees, when introduced in a setting 

like healthcare with close client interactions, the way the demands of the system shift these 

interactions is also key. As these systems are built into the day-to-day practice, necessitate 

attention during patient visits, often add reporting requirements, and sometimes include 

productivity management features like time-tracking, they can detract from the patient 

experience (Ash & Bates, 2005; Bates et al, 2003; Brunt & Bowbliss, 2014). In fact, one study 
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highlights that following the introduction of an HIT system, providers perceived increases in risk 

of safety concerns as a direct consequence of patient-provider interactions; that is, certain 

practices instituted by the system actively reduced provider ability to process or retain patient 

information or have open conversations with patients about their health (Singh et al., 2004). 

Physically, the use of computers or tablets to interact with the system during 

appointments alters the interaction between the clinician and their patient, requiring providers to 

divide their attention between patients and data processing. (Garrison et al., 2002; Rouf et al., 

2007); inappropriate physical layouts have been shown to detract from patient satisfaction 

(Makoul et al., 2001) as well as increasing distraction, reducing face-to-face communication, and 

prolonging appointment times (Saleem et al., 2005).This introduces greater potential for 

misunderstanding—and thus conflict—as well as serving to irritate patients who feel they are not 

being heard and providers who feel rushed during appointments.  

 As with other workplace conflicts, conflict with patients can fall into different categories: 

relationship, task, process, and status. Since HIT changes communication with patients regarding 

care and shifts attention to the completion of platform-driven tasks during interactions with 

patients, I predict that the increase in conflict with patients will be driven by increases in process 

conflict (e.g. how much time should be spent on different parts of patient care including data 

entry). The way HIT decision-support systems remove already-limited flexibility or ability to 

incorporate patient perspectives from patient-care decisions likely furthers task conflict (e.g. 

what treatment approach to take) as well. Unlike workers on the same team, patients tend not to 

view standardization of care as a positive, preferring personalization and involvement 

(Stanizewska & Ahmed, 1999; Coyle, 1999). Thus, the expected effects of HIT on patient 

conflict are opposite those expected within workgroups.  
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H5: Use of HIT will increase conflict with patients, especially task and process conflict. 

 Given additional work demands enforced by the system, staff may perceive 

implementations as beneficial only to management (Berg, 1999; Southon 1997; Avgar, Litwin & 

Pronovost, 2012; Jones & Heaton, 2012). If employees feel that the system was imposed upon 

them and is detrimental to patient care, it may result in greater questioning of administrative 

directives and greater conflict with supervisors.  

Already a contested boundary in healthcare due to increasing bureaucratization 

(Darbyshire, 2004; Burton & van den Broek, 2009), HIT may exacerbate managerial-

professional tensions by reducing perceptions of autonomy as well as elevating workload 

(Doolin, 2004). Again, standardization should work in opposite ways as it does with peers; with 

colleagues, standardization reduces uncertainty and enables clear paths forward when making 

collaborative care decisions, but with administration, standardization represents the imposition of 

organizational control. Moreover, as organizations begin to value new forms of knowledge and 

expertise, HIT introduction and potential can provoke contests over who ‘owns’ technology or 

whose voice is amplified in organizational decision-making (May & Ellis, 2001; Williams et al., 

2003). Therefore, as with patient conflict, I expect this increase to be directly related to task and 

process conflict engendered by new initiatives. However, further increases in status-related 

conflict may also occur if individuals view management in a negative light and begin to 

challenge their organizational hierarchy.     

H6: Use of HIT will increase conflict with supervisors, especially task, process, and 
 status conflict. 
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 Finally, HIT, by accomplishing its intended goals, brings staff into more direct contact 

with new groups, while at the same time re-delegating roles and responsibilities (Berg, 1999). In 

the context of healthcare’s hierarchies and power dynamics, this can have toxic results.  

 This is especially true for disparate units, which often interact solely via the platform, 

functioning in practice almost like dispersed or virtual teams. Composed of providers with 

diverse backgrounds (education, unit, facility, discipline, etc.) and spatially separated, these 

cross-unit interactions will be prone to conflict (Li & Hambrick, 2005; Pelled, 1996a, 1996b; 

Jehn et al., 1997; Armstrong & Cole, 2002; Goodman & Leyden, 1991); large volumes of 

electronic communication and lack of feedback due to asynchronous media will amplify this 

negative effect (Kankanhalli et al., 2006/2007; Maznevski & Chudoba, 2000). 

As employees navigate these new relationships, the difficulties of building trust and 

collective identity via technological platforms will come to the fore (Jarvenpaa & Leidner, 1998; 

Jarvenpaa, Shaw & Staples, 2004; Hill et al, 2009). At the same time, absent trust or shared 

history, groups may utilize the technological shift as a moment to gain an advantage (Schneider 

& Wagner, 1993; Grudin, 1994; Berg, 2001). This is especially true for those units, facilities, or 

providers who have historically been in competition with each other (Davies, Nutley & Mannion, 

2000; Harrison, 1992). Therefore, between unit conflict increases can be expected to map 

directly onto jockeying for resources or influence, making status conflict the key mechanism for 

increased inter-unit conflict.  

H7: Use of HIT will increase conflict across units, especially status conflict.  

METHODS 

Setting 
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 The SI-PPS is one of many state-designated regional districts for the administration of 

Medicaid in New York state. Defined by county, these districts include all health providers that 

accept any state or federal funding. The SI-PPS is an urban district and includes two hospitals 

and thirteen nursing homes, as well as a number of smaller independent outpatient clinics and 

community-based health organizations. 

 The SI-PPS serves a somewhat racially homogenous population (approximately 75% 

non-Hispanic white). Although the median annual household income in the district is ~$70,000, 

between 30-60% of patients seen at the hospitals receive Medicaid support. Compared to the rest 

of the state, the population has higher rates of chronic disease, death, and behavioral health 

issues. In particular, the SI-PPS is struggling to respond to high rates of obesity, diabetes, and 

drug addiction.  

 At the beginning of this study, the SI-PPS was in the second year of a state-wide 

Medicaid reform plan focused on integration of care—the Delivery System Reform Incentive 

Payment Program (DSRIP). As part of this plan, the SI-PPS formed an integrated delivery 

network to oversee implementation and ensure that goals—such as reducing avoidable hospital 

admissions—were met. Following the formation of this network, initial efforts in the SI-PPS 

were primarily focused on technological improvement and innovation. Alongside efforts to 

standardize health information technology systems across all providers, the PPS increased 

emphasis on telemedicine and outfitted facilities with more up-to-date equipment. 

Of interest for this study, however, is the rollout of HIT efforts aimed at increasing 

communication and cooperation at multiple levels—among individual providers, within units, 

between units, and across facilities. The primary platform promoted by the SI-PPS incorporated 

elements of more basic electronic medical record (EMR) systems—providing a central 
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repository for patient information across providers and facilities—but also included a messaging 

function, videoconferencing, reminders to follow up with other facilities to communicate about 

patient progress, a shared team dashboard for each unit, and ability to collaborate with other 

providers within patient notes. By the onset of our study, many hospitals and nursing homes had 

adopted the shared system that encompassed all of these features, but degree of use varied 

dramatically across facilities. Smaller clinics and health organizations had not yet—or only 

partially—adopted new technology, and many were still reliant on paper recordkeeping.   

Data Collection 

	 The SI-PPS agreed to participate in our study in exchange for reports on organization- 

and district-level findings, and we surveyed employees across facilities. Over a three-week 

period in December 2017 and a one-week period in March 2018, I distributed surveys face-to-

face in these facilities. My face-to-face recruitment in the facilities yielded 356 surveys. In 

March 2018, I also sent online surveys to lists of employees provided by HR, the overseeing 

network, and union representatives. Of the 463 employees contacted via email, 219 completed 

the survey for a response rate of 47%. Each participant received an initial invitation and two 

follow-up emails, yielding a six-week period for survey completion. Participation was voluntary, 

and participants were allowed to complete the survey during working hours. I guaranteed 

confidentiality and only reported aggregate responses to management.  

 Respondents (n=575)2 worked in 24 different facilities (hospital: 51%; nursing home: 

43%; community health organization: 4.7%; private practice or clinic: 1.3%). Participants varied 

in gender (32% male), tenure (M=12.8, SD=10.1), highest education completed (less than high 

																																																								
2	While variables missing in all cases were removed from the sample, we used the mice (van 
Buuren & Groothuis-Oudshorn, 2010) package in R to conduct Multiple Imputation by Chained 
Equations for missing observations (see White et al, 2010 & Azur et al, 2011). 	
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school: 3.4%; high school graduate: 25.2%; some college: 8.6%; 2 year degree: 16.3%; 4 year 

degree: 12.2%; professional degree: 27.3%; doctorate: 7%), and occupation (doctor: 8%; nurse: 

21%; assistant: 46%; tech: 7%; social worker/educator: 16%; other: 2%). 60% of the participants 

were members of a union, and 79% were employed full-time. 

Measures 

HIT Use 

I measured degree of adoption by asking employees to list the average number of hours 

per day they spent using the platform.  

Within and Between Unit Collaboration 

 To assess between and within unit collaboration, I adapted Gittell’s relational 

coordination scale (2002). This scale measures quality of communication—frequency, timeliness, 

accuracy, and problem-solving orientation—as well as quality of working relationships—joint 

goals, shared knowledge, and mutual respect. As such, it is suited for assessing the degree to 

which HIT has reshaped interpersonal dynamics both in terms of immediate teamwork but also 

longer-term collaborative partnerships. Likewise, the fact that all questions are focused 

specifically around work processes renders the scale better able to delineate collaborative bonds 

centered around work from external social connections. Finally, the scale asks respondents to 

rate the behavior of others, which lessens the effects of social desirability bias. All relational 

coordination questions were answered with five-point scales with 5 being high and 1 being low, 

although the labels varied according to the question.  

 I eliminated the question “How frequently do people [in your work unit/in other work 

units] communicate with you about patient care?” from both the within and between unit 
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measures, as factor loadings were <.4. The remaining six items were found to be reliable; for 

within unit integration, a = .769, and for between unit integration, a = .861. 

Within Unit Conflict Types 

Within work units, I measured relationship, task, process (logistical and contribution), 

and status conflict using multiple items. All items were rated out of five, ranging from 1=not at 

all to 5=a great deal.  

I measured relationship conflict using three Jehn (1995) items (e.g. “How much are 

personality conflicts evident in your work unit?”). For task conflict, I chose to use the revised 

items proposed by Behfar et al. in 2011, as their results indicate decreased correlations between 

task conflict and other conflict types. The items more specifically ask about task-related 

disagreements (e.g. “How often do your team members discuss evidence for alternative 

viewpoints?” or “To what extent does your team argue the pros and cons of different opinions?”) 

rather than more generalized questions about work-related conflict (e.g. “How much conflict 

about the work you do is there in your work unit?” or questions that seem to include other 

dimensions of conflict in their scope (e.g. “To what extent are there differences of opinion in 

your work unit?”). As expected, the relationship conflict and task conflict scales were reliable; 

for relationship conflict, a = .869, and for task conflict, a = .852. 

For status conflict (a = .869), I used three items introduced by Bendersky & Hays (2012) 

(e.g. “How often do members of your work unit experience conflict due to people trying to assert 

dominance?”).  

Rather than use the traditional process conflict measures (Shah & Jehn, 1993), I chose to 

measure logistical conflict (e.g. “How often do members of your team disagree about who should 

do what?”) and contribution conflict (e.g. “How often is there tension in your team caused by a 
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team member not performing as well as expected?”) (Behfar et al, 2011). While these items align 

with the original conceptualization of process conflict, they enable greater nuance and specificity 

by breaking down its two distinct component parts, and as demonstrated by Behfar et al (2011), 

model fit improves with the two factor rather than one factor approach. Logistical conflict items 

were found to have a Cronbach’s alpha of .856, while contribution conflict had a Cronbach’s 

alpha of .881. 

Conflict Stress 

In addition to the conflict types, I measured conflict stress (Giebels & Janssen, 2005) to 

assess the degree to which conflict impacted employees’ wellbeing. Though limited, early 

analyses suggest that conflict stress is a unique dimension distinct from the conflict types and 

linked to negative effects of conflict such as turnover, absenteeism, and burnout. Questions 

include “How often do you feel nervous during or directly after a conflict with colleagues? and 

“How often does the stress during a conflict with colleagues increase to such a high level that 

you cannot let go of it?”. This construct was also evaluated from 1-5 with 1 = not at all and 5 = 

great deal. Conflict stress items were highly reliable, a = .927. 

Between Unit Conflict, Conflict with Patients, & Conflict with Supervisors  

To assess where conflict was occurring, I created a conflict grid, which listed the four 

broad categories of conflict (defined for participants as “disagreements over personal issues,” 

“disagreements over how to get work done,” “disagreements over individuals’ status or 

importance,” and “disagreements over work logistics (who should do what, whether all are 

contributing, how much time should be spent on tasks, etc.)”) and asked participants to rate the 

extent to which these types occurred with coworkers in other units, between employees and 

supervisors, and between employees and patients/patients’ families. These were rated out of 4, 
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with 1= not at all and 4 = to a large extent. When tested as composite measures, all items were 

reliable (between a = .839, patients a = .889, supervisors a = .850). 

RESULTS 

 Table 1 presents the means, standard deviations, and zero-order correlations of all the 

study variables
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TABLE 1 

 
Descriptive Statistics and Correlations  

 

      

 Mean s.d. 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 

1. Relationship conflict 3.23 1.06                   

2. Status conflict 3.21 1.05 .762****                  

3. Task conflict 3.38 1.03 .457**** .505****                 

4. Logistic conflict 3.28 1.01 .639**** .647**** .660****                

5. Contribution conflict 3.19 1.02 .621**** .611**** .584**** .838****               

6. Conflict stress 3.08 1.09 .760**** .734**** .412**** .655**** .701****              

7. Between conflict 2.61 .721 .246**** .255**** .179**** .199**** .224**** .197****             

8. Patient conflict 2.56 .788 .193**** .118** .121** .132** .197**** .171**** .492****            

9. Supervisor conflict 2.57 .736 .326*** .238**** .227**** .241**** .248**** .245**** .637**** .606****           

10. Within collaboration 2.38 .986 -.0678 .0111 -.0105 .0179 .0297 -.0272 .0354 -.0194 -.0287          

11. Between collaboration 2.59 1.13 .0110 .0700 .0332 .0640 .0763† .0494 .0165 -.0107 -.0104 .571****         

12. Union -- -- -.0145 -.0386 -.107* -.0265 -.0573 .00751 -.0666 -.111** -.0718 -.0241 -.0290        

13. Education -- -- .0735 .0979* .0883* .129** .142*** .0997* .0378 -.0678 .0168 .0410 -.00131 .151***       

14. Full-time -- -- .0847* .0576 -.0470 .00712 .0287 .0657 .0205 .0610 .0227 -.0533 .0223 .00202 -
.278****      

15. Gender -- -- -.0812† -.0455 -.0247 -.0568 -.113** -.117** .00942 -.0664 -.0307 -.00554 -.00362 -.327**** -
.224**** .0516     

16. Occupation -- -- -.0996* -.00688 -.112** -.0696 -.107* -.0354 -.116** -.138*** -.184**** .0684 .0145 -.0209 -.131** -.00135 .00908    

17. Facility -- -- .00657 .0691 -.00652 .0531 .0555 .0321 -.00275 -.00455 -.00934 .0447 .0193 -.0333 .0565 -.0374 .00495 .0324   

18. Tenure 12.8 10.1 -.0134 .0374 .00572 .0555 .0702 -.0280 .0219 -.00574 -.00693 -.0219 -.0580 -.113** -.00694 -
.201**** .143*** -.0117 .125**  

19. Technology use 5.55 3.48 .275**** .324**** .239**** .0973* .157*** .195**** .0910* .136** .232**** .0413 .113** -.0359 .0947* -
.000520 -.115** .00611 .00455 -

.0403 
† p < .07, * p < .05, ** p < .01, ***p < .001, ****p<.0001 
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To test Hypotheses 1 to 5, I conducted hierarchical ordinary least squares regression 

analyses. For each dependent variable, the first model consisted of controls—including education 

level, unionization, full-time employment status, gender, tenure, and occupation. I also included 

fixed-effect dummies for each facility to address potential clustering of data. To test the impact 

of HIT, I added HIT use in hours per day for the second models. Tables 2-12 present the overall 

model comparison results for each dependent variable, as well as unstandardized and 

standardized coefficients for controls and HIT use.  

 Though the first models were intended as controls, several of the findings (Tables 2-12) 

are worth noting. In particular, the findings for union membership suggest that union 

membership is associated with higher perceptions of conflict or at least willingness to 

acknowledge conflict on a survey; this relationship holds for task conflict (Table 4), contribution 

conflict (Table 6), conflict between units (Table 12), conflict with supervisors (Table 11), and 

conflict with patients (Table 10). Part-time status increased reports of contribution conflict 

(Table 6), relationship conflict (Table 7), status conflict (Table 8), and conflict stress (Table 9). 

Women reported less conflict with patients than their male counterparts (Table 10).  

Hypothesis 1 suggests that HIT use will increase both within and between unit 

collaboration. While no effect was demonstrated for within unit collaboration (Table 2), results 

for between unit collaboration (Table 3) were consistent with Hypothesis 1, though the overall 

model explained little of the variance in between unit collaboration.  
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 TABLE 2 
Within Unit Collaboration 

 

 

Variable 1 B 1 β 2 B 2 β 

Non-union -.0756 -.0375 -.0656 -.0325 

Part-time -.141 -.0583 -.145 -.0599 

Female -.0260 -.0125 -.0125 -.00598 

Tenure -.000686 -.0700 -.00669 -.0682 
 
  

 
 

 

Technology use  
 .0134 .0469 

  
 

 
 

R2 .0611  .0631  

Adjusted R2 0.00  0.00  

F .893  .899  

△R2 .0611  .002  

F for △R2 .893  1.15  
*Dummy variables were also included for 
facility, occupation, and education.  
*An ‘other’ category was also included for 
gender. 
† p < .07, * p < .05, ** p < .01, ***p < .001, 
****p<.0001 
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 TABLE 3 
Between Unit Collaboration 

 

 

Variable 1 B 1 β 2 B 2 β 

Non-union -.0983 -.0426 -.0696 -.0302 

Part-time .0179 .00648 .00722 .00261 

Female .00360 .00151 .0421 .0177 

Tenure -.0107* -.0955* -.0102* -.0911* 

 
  

 
 

 

Technology use  
 .0378** .117** 

  
 

 
 

R2 .0657  .0781  

Adjusted R2 0.00  .00905  

F .964  1.13  

△R2 .0657  .0124  

F for △R2 .975  7.22**  
*Dummy variables were also included for 
facility, occupation, and education.  
*An ‘other’ category was also included for 
gender. 
† p < .07, * p < .05, ** p < .01, ***p < .001, 
****p<.0001 

 

 

 

 

 

In Hypothesis 2, I theorized that the use of HIT platforms will have a positive effect on 

work-related conflicts within units, lowering the reported incidence of task, logistic, and 

contribution conflicts. As shown in Tables 4-6, not only did I find no evidence for Hypothesis 2, 

but in fact higher amounts of time spent using the HIT platform were linked to higher levels of 

both task and contribution conflict. HIT use had no significant effect on logistic conflict.  
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 TABLE 4 
Within Unit: Task Conflict 

 

 

Variable 1 B 1 β 2 B 2 β 

Non-union -.233* -.111* -.187 -.0891 

Part-time -.0611 -.0242 -.0782 -.0311 

Female -.0492 -.0227 .0126 .00583 

Tenure -.00235 -.0230 -.00156 -.0153 

 
  

 
 

 

Technology use  
 .0607**** .206**** 

  
 

 
 

R2 .124  .165  

Adjusted R2 .0600  .0997  

F 1.94***  2.59****  

△R2 .124  .041  

F for △R2 2.02***  24.8****  
*Dummy variables were also included for 
facility, occupation, and education.  
*An ‘other’ category was also included for 
gender. 
† p < .07, * p < .05, ** p < .01, ***p < .001, 
****p<.0001 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



	 35	

 TABLE 5 
Within Unit: Logistic Conflict 

 

 

Variable 1 B 1 β 2 B 2 β 

Non-union -.0948 -.0460 -.0832 -.0404 

Part-time .181 .0731 .176 .0713 

Female .00152 .000712 .0171 .00801 

Tenure .00504 .0503 .00524 .0523 

 
  

 
 

 

Technology use  
 .0153 .0528 

  
 

 
 

R2 .112  .121  

Adjusted R2 .0539  .0549  

F 1.84**  1.83**  

△R2 .112  .009  

F for △R2 1.84**  1.54  
*Dummy variables were also included for 
facility, occupation, and education.  
*An ‘other’ category was also included for 
gender. 
† p < .07, * p < .05, ** p < .01, ***p < .001, 
****p<.0001 
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 TABLE 6 
Within Unit: Contribution Conflict 

 

 

Variable 1 B 1 β 2 B 2 β 

Non-union -.245* -.117* -.221* -.106* 

Part-time .271* .109* .262* .105* 

Female -.160 -.0741 -.128 -.0592 

Tenure .00763 .0752 .00804 .0793 

 
  

 
 

 

Technology use  
 .0316** .108** 

  
 

 
 

R2 .152  .163  

Adjusted R2 .0905  .100  

F 2.46****  2.60****  

△R2 .152  .011  

F for △R2 2.49****  6.81**  
*Dummy variables were also included for 
facility, occupation, and education.  
*An ‘other’ category was also included for 
gender. 
† p < .07, * p < .05, ** p < .01, ***p < .001, 
****p<.0001 

 

 

 

 

 

However, I did find support for Hypothesis 3, which posits that relationship and status 

conflict will increase alongside HIT platform use. The results in Tables 7 and 8 indicate that this 

is indeed the case.  
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 TABLE 7 
Within Unit: Relationship Conflict 

 

 

Variable 1 B 1 β 2 B 2 β 

Non-union -.0781 -.0362 -.0214 -.00992 

Part-time .325** .125** .303** .117** 

Female -.117 -.0524 -.0410 -.0184 

Tenure .00195 .0186 .00292 .0278 

 
  

 
 

 

Technology use  
 .0746**** .246**** 

  
 

 
 

R2 .105  .160  

Adjusted R2 .0399  .0975  

F 1.61*  2.55****  

△R2 .105  .055  

F for △R2 1.71**  35.2****  
*Dummy variables were also included for 
facility, occupation, and education.  
*An ‘other’ category was also included for 
gender. 
† p < .07, * p < .05, ** p < .01, ***p < .001, 
****p<.0001 
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 TABLE 8 
Within Unit: Status Conflict 

 

 

Variable 1 B 1 β 2 B 2 β 

Non-union -.165 -.0763 -.0978 -.0454 

Part-time .286* .110* .261* .101* 

Female -.0700 -.0314 .0193 .00866 

Tenure .00429 .0409 .00544 .0518 

 
  

 
 

 

Technology use  
 .0878**** .290**** 

  
 

 
 

R2 .101  .178  

Adjusted R2 .0356  .116  

F 1.54*  2.89****  

△R2 .101  .077  

F for △R2 1.69**  49.8****  
*Dummy variables were also included for 
facility, occupation, and education.  
*An ‘other’ category was also included for 
gender. 
† p < .07, * p < .05, ** p < .01, ***p < .001, 
****p<.0001 

 

 

 

 

 

Likewise, I suggested in Hypothesis 4 that HIT use would increase conflict stress. As 

shown in Table 9, higher usage of HIT is significantly associated with higher levels of conflict 

stress. 
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 TABLE 9 
Conflict Stress 

 

 

Variable 1 B 1 β 2 B 2 β 

Non-union -.128 -.0574 -.0894 -.0402 

Part-time .292* .109* .277* .104* 

Female -.195 -.0849 -.144 -.0626 

Tenure -.00134 -.0123 -.000676 -.00625 

 
  

 
 

 

Technology use  
 .0506*** .162*** 

  
 

 
 

R2 .0948  .112  

Adjusted R2 .0288  .0528  

F 1.44*  1.8**  

△R2 .0948  .0172  

F for △R2 1.47*  14.5***  
*Dummy variables were also included for 
facility, occupation, and education.  
*An ‘other’ category was also included for 
gender. 
† p < .07, * p < .05, ** p < .01, ***p < .001, 
****p<.0001 

 

 

 

 

 

Finally, in Hypothesis 5 I proposed that HIT use would be connected to higher levels of 

conflict with patients. Conflict with patients elevates when there is greater use of HIT (Table 10). 

Though there is no effect on relationship conflict, task, process, and status conflict all increase as 

a consequence of greater HIT usage. As expected, process conflict in particular demonstrates a 

strong relationship (B = .0435***, β = .161***, R2 = .124, adjusted R2 = .0581, F = 1.89**), while 

conflict over how to do the work of patient care (task conflict: B = .0238*, β = .0889*, R2 = .144, 

adjusted R2 = .0798, F = 2.25****) aligns with Hypothesis 5 to a lesser degree. Conflict over 

hierarchy in the care process (status conflict: B = .0284**, β = .113**, R2 = .135, adjusted R2 

= .0703, F = 2.09***) also increases alongside HIT usage, which suggests that HIT renders power 
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dynamics in the care setting especially salient, resulting in pushback from patients and their 

families.    

 TABLE 10 
Conflict with Patients  

 

 

Variable 1 B 1 β 2 B 2 β 

Non-union -.297*** -.185*** -.278*** -.172*** 

Part-time .0975 .0504 .0902 .0467 

Female -.239** -.144 -.213* -.128* 

Tenure .000107 .00136 .000441 .00562 

 
  

 
 

 

Technology use  
 .0257** .113** 

  
 

 
 

R2 .117  .129  

Adjusted R2 .0529  .0638  

F 1.82**  1.98***  

△R2 .117  .012  

F for △R2 1.84**  7.21**  
*Dummy variables were also included for 
facility, occupation, and education.  
*An ‘other’ category was also included for 
gender. 
† p < .07, * p < .05, ** p < .01, ***p < .001, 
****p<.0001 

 

 

 

 

 

Table 11 demonstrates a connection between use of HIT and conflict with supervisors as 

outlined in Hypothesis 6. Some of this conflict is a predictable result of introduction of new 

initiatives—centering around how to do work (task conflict: B = .0372***, β = .150***, R2 = .137, 

adjusted R2 = .0718, F = 2.11***) or how to organize workflow and assignments (process conflict: 

B = .0274*, β = .106***, R2 = .106, adjusted R2 = .0389, F = 1.58*). Additionally, and as proposed, 

status conflict with supervisors (B = .0657****, β = .246****, R2 = .116, adjusted R2 = .0495, F = 

1.75**) increases as HIT use increases. However, there seems to be some spillover of other types 

of conflict into general and personal animosity towards supervisors, leading to unanticipated 
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connection between HIT use and relationship conflict with supervisors (B = .0499****, β 

= .195****, R2 = .160, adjusted R2 = .0974, F = 2.55****). 

 TABLE 11 
Conflict with Supervisors 

 

 

Variable 1 B 1 β 2 B 2 β 

Non-union -.221** -.147** -.187** -.124** 

Part-time .0625 .0346 .0498 .0276 

Female -.0991 -.0638 -.0533 -.0342 

Tenure -.000637 -.00870 -
.0000507 

-.000693 

 
  

 
 

 

Technology use  
 .0451**** .213**** 

  
 

 
 

R2 .101  .143  

Adjusted R2 .0357  .0787  

F 1.55*  2.23****  

△R2 .101  .042  

F for △R2 1.62*  25.9****  
*Dummy variables were also included for 
facility, occupation, and education.  
*An ‘other’ category was also included for 
gender. 
† p < .07, * p < .05, ** p < .01, ***p < .001, 
****p<.0001 

 

 

 

 

 

 Finally, the results in Table 12 are consistent with Hypothesis 7, that HIT utilization will 

increase conflict between units. When broken apart into components of between unit conflict, 

HIT use was related to between unit status conflict (B = .0447****, β = .175****, R2 = .0916, 

adjusted R2 = .0236, F = 1.35) but no other types. This result is entirely as predicted.  
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 TABLE 12 
Between Unit Conflict 

 

 

Variable 1 B 1 β 2 B 2 β 

Non-union -.159* -.108* -.144* -.0976* 

Part-time .0568 .0321 .0513 .0290 

Female -.0339 -.0223 -.0140 -.00921 

Tenure .000908 .126 .00116 .0161 

 
  

 
 

 

Technology use  
 .0195* .0943* 

  
 

 
 

R2 .0823  .0904  

Adjusted R2 .0154  .0223  

F 1.23  1.33  

△R2 .0823  .0081  

F for △R2 1.24  4.77*  
*Dummy variables were also included for 
facility, occupation, and education.  
*An ‘other’ category was also included for 
gender. 
† p < .07, * p < .05, ** p < .01, ***p < .001, 
****p<.0001 

 

 

 

 

 

 While the results were not entirely as expected, they did point to the potential for 

information and communication technology—more specifically HIT—to increase collaboration 

but simultaneously engender or worsen interpersonal and intergroup conflicts. This points to the 

importance of considering conflict and collaboration not as opposites, but as possibly co-

occurring, as well as highlighting the unintended consequences of information and 

communication technology adoption. In general, the propensity of HIT to increase conflict was 

stronger than its propensity to increase collaboration, and in fact, it had no impact on within unit 

collaboration at all.  

DISCUSSION 

 This study began from the question of whether and how HIT specifically fulfilled one of 

its intended purposes and improved employees’ interactions. As a first step, I explored the 
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impact of HIT on inter- and intra-unit collaboration. Then, I considered the way changing 

communication patterns could impact conflict types, the stress experienced as a result of conflict, 

and who ends up in conflict with whom.   

I found no evidence that HIT actually improved connections among immediate, co-

located teams of providers but did find some limited evidence that it fosters greater collaboration 

across units. Contrary to my expectations, I found that HIT does not instigate a decline, but in 

fact increases, intra-unit conflict surrounding work such as task and contribution conflict. 

Simultaneously, as this technology reshapes communication dynamics, it unintentionally affects 

conflict not directly related to work—status and relationship conflict—and leads to intra-unit 

increases in these as well. I further found support for the assertion that HIT inhibits positive 

conflict management or resolution and is thus linked to employees experiencing higher levels of 

conflict stress. Finally, I provided evidence that HIT increases conflict across units, between 

employees and supervisors, and between employees and patients; that these effects were driven 

by disparate types of conflict highlights how HIT has differential impacts on communication and 

interaction based on the stakeholders involved, rather than generalizing universally across 

facilities. Specifically, conflict between units was associated with status; conflict with patients 

was linked to task, process, and status; and conflict with supervisors was especially pronounced 

and connected to all four types of conflict.  

Implications for HIT 

These findings make a number of contributions to the study of HIT. First, and most 

crucially, I have demonstrated that HIT may not function as expected in terms of improving 

collaboration. I found only weak between unit collaboration increases and no within unit 
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collaboration increases. Although HIT is increasingly promoted to organizations seeking to 

improve teamwork, my results suggest that the story is more complex.  

Second, this study shows that the features or affordances of HIT platforms complicate 

outcomes further by dictating how communication happens and thus producing unexpected 

consequences. Reshaping communication patterns—who communicates with whom, how people 

communicate, how often people communicate, when they communicate—even in an attempt to 

foster positive interpersonal interactions can result in unanticipated conflict. This illustrates that 

HIT does have a strong influence on the way employees interact but tends to generate more 

conflict than collaboration.  

Given that employee conflict affects employee perceptions of wellbeing and satisfaction 

with their work team, increased conflict could hamper the long-term viability of HIT platforms. 

As such, these results offer ways forward. If HIT systems are to achieve their full potential, 

facilities must engage in an iterative process to address findings like the ones documented here. 

This has been shown to influence platform success (Bates et al., 2003; Bates, 2005l Ash et al., 

2003); every negative outcome represents the possibility of quality improvement (Buntin et al., 

2011).  

Third, the increases in task and contribution conflict indicate that HIT is not acting to 

standardize patient care procedures as expected. HIT is often promoted as a means to ensure 

consistent care across providers via mechanisms like checklists, prompts, or decision-making 

tools. As such, I expected it to reduce ambiguity and conflict around workflow, but this was not 

the case. It is possible that individuals adapt the system to their preexisting work orientations 

rather than the other way around, like nurses who print out electronic medical records to write on 

them by hand. It is also possible that the collaborative system offers more avenues for work-



	 45	

related dispute, especially for groups who previously may not have interacted much if at all or 

did not collaborate on patient-care decisions. For instance, systems that allow or encourage all 

levels of providers to input information may elevate perceptions of autonomy among nurses or 

nurse assistants and result in conflict with physicians regarding patient-care decisions (Halford et 

al., 2010). This conflict may not be problematic in terms of work outcomes (Jehn & Shah, 1997; 

Jehn & Mannix, 2001; Janssen et al., 1999; De Dreu, 2006) and may actually induce healthy 

debate over how to provide the best patient care, as nurses or CNAs may be empowered to relay 

critical information. Furthermore, data could indicate an early phase of a system in which some 

are more resistant or have less training on new work processes than others; if this is so, we could 

expect standardization and conflict reduction to occur after a lengthier period of employee 

adaptation. In fact, as O’Connor et al. (1993) suggests, the increased conflict here could be the 

result of the change in communication medium, not the result of a novel medium itself, an effect 

that should also dissipate with time.  

Fourth, this study points toward a number of particular methods that facilities can deploy 

in order to achieve the best possible results from HIT. Building conflict management functions 

into systems, for example, could reduce reported conflict stress. What this means is that even if 

facilities do not find ways to restrict conflict increases, it may be possible to limit the negative 

effects of said conflict on employees’ wellbeing.  

In terms of impeding conflict development, organizations must consider the pressures 

placed on each stakeholder group. For instance, high levels of conflict with supervisors suggest 

that employees feel excluded from the process of system implementation or feel that is imposed 

upon them; soliciting employee input could reduce this tension. Increased status conflict—or 

competition for influence and resources—between units using HIT similarly highlights the 
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importance of resolving or at least acknowledging preexisting organizational hierarchies rather 

than relying on the technology to do so, devoting appropriate resources to the rollout of new 

technological initiatives, ensuring equity in the distribution of new tasks, and fostering trust in-

person prior to attempts to connect disparate groups via the platform.  

Likewise, HIT system design must continually reference patient experience. My results 

call into question prevailing wisdom that relational coordination always accompanies improved 

relationships with patients (Gittell, 2002) and their family members (Weinberg et al., 2007), 

demonstrating the importance of considering the totality of organizational structure and context. 

Attempts to improve interactions via HIT cannot be effective at improving interactions with 

patients if they do not address specific patient experience factors, as well as employee ones. As 

quality delivery of care is the ostensible end goal of these systems, centering both hardware and 

software around this outcome is essential. For instance, facilities could relocate computers in 

patient rooms, so providers can complete data entry while looking at their patients. Many 

facilities have even initiated scribing programs, so clinicians do not have to divide their attention 

between the platform and their patients.  

Finally, my findings showcase the importance of considering a broader, sociotechnical 

perspective both when evaluating and implementing HIT. As described by Halford et al. (2010), 

most HIT systems are “narrowly conceived in relation to specific tasks” such as electronic 

booking, but failure to consider wider networks of relations within which providers conduct their 

work can limit positive results or even produce negative consequences. In this example, “getting 

some patients a quick appointment” must be evaluated in conjunction with factors like “doubts 

about professional expertise…misgivings about taking on a clerical role” (Halford et al., 2010).  

Implications for ICT 
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While documenting the effects of HIT is especially important since it represents one of 

the few bi-partisan and widely-supported ‘solutions’ to the United States’ healthcare woes, my 

findings also have implications for information and communication technology use more 

generally. In fact, HIT, given the specific and unique difficulties of the healthcare setting, may 

constitute a critical case for ICTs, showcasing potential consequences that could remain 

overlooked in another context and demonstrating the strength of any positive effects found. Such 

insights provide guidance on the ways forward for healthcare systems—a concern of vital 

importance—but also implementation approaches for ICTs in other organizations.  

The impact of ICT usage on employee interactions remains a proverbial black box in 

some respects, despite its ever-growing presence in organizations (Brown, Dennis, & Venkatesh, 

2010; Olschewski et al, 2013). Designed to “support groups of people engaged in a common task 

(or goal) and…provide an interface to a shared environment” (Ellis, Gibbs & Rein, 1991), ICTs 

vary in type but generally offer similar features to HIT—albeit absent the patient focus: some 

form of communication support (i.e. instant-messaging or videochat), information-processing or 

–sharing capabilities (i.e. document sharing or statistical tools), and/or aspects designed to aid in 

the adoption of the technology (i.e. meeting planners or team dashboards) (Brown, Dennis & 

Venkatesh, 2010). While this encompasses a broad range of technologies—including email, 

decision rooms, and unified collaborative platforms—the key element is a focus on group 

dynamics. ICTs do less to streamline or revolutionize the actual process of work than to create 

the conditions that make teamwork possible.  

With the rise of ‘knowledge work’ and distributed work groups (virtual teams), this type 

of technological facilitation has become increasingly attractive to organizations across varying 

industries (Bafoutsou & Mentzas, 2002; Debra & Snyder, 1999). However, though this type of 
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technology is evolving rapidly and taking its place in our work lives, we still know very little 

about its consequences. Research specifically focused on ICTs is relatively rare (Olschewski et al, 

2013; Robert & Dennis, 2005) and has thus far provided ambiguous results (Fjermestad & Hiltz, 

2000-2001; Fjermestad & Hiltz, 1998-1999; Dennis & Wixom, 2001-2002; McLeod, 1992; Koo 

et al., 2011). It is unclear whether attempts to encourage teamwork via these software or 

hardware packages result in the benefits claimed and whether there are unforeseen consequences. 

Like HIT, systematic assessment is lacking, and packages are often abandoned within a few 

years of implementation (Orlikowski et al, 1995; Mark, 2002; Decker et al, 2012). 

As with HIT, though some studies have also included measures such as overall 

satisfaction (Shaw, 1998), most do not address group processes or emergent states—or only 

consider group characteristics as potential moderators. My perspective—informed by industrial 

relations scholarship and prioritizing employee experiences—provides a natural counterpoint.  

 Given the extraordinary difficulties of successful HIT implementation (Dean, 1993; 

Williams, 1992; May et al, 2003; Littlejohns, Wyatt & Garvican, 2003), my results do point 

towards potential embedded in ICTs, at least in terms of connecting individuals dispersed 

geographically and in terms of work area. These findings offer promising hints of what ICTs can 

do in terms of facilitating distributed work. At the same time, however, these results suggest that 

ICTs are a superfluous addition for teams already working well together in person, though many 

platforms are marketed to enhance preexisting team connections.  

The results also affirm earlier work (Batt, 1999; Sanders, 2007; Ray et al., 2005; Turoff 

et al., 1993; Grover et al., 1999) that suggests that the mere presence of technology is not, in and 

of itself, sufficient to produce wide-reaching organizational change. However, this study more 

clearly and comprehensively tests interaction dynamics, delineating types of processes involved 
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in improving performance via ICT implementation and adding conflict as an outcome of interest. 

That patterns of conflict following implementation are contingent upon level of technology use 

suggest the importance of considering conflict explicitly when evaluating systems, rather than 

assuming that elevated degrees of cooperation automatically translate to reduced conflict. In 

particular, considering conflict stress highlights the way systems should be adapted to better 

manage conflicts as they occur.  

As a corollary to my findings on HIT, then, ICT designers must engage in reflection and 

adaptation throughout the process of implementing new technologies. Regularly evaluating the 

ways patterns of communication are being altered by ICTs may enable more consistent, positive 

results, in contrast to current findings that are highly differentiated by organization, platform, and 

other external factors. The HIT background of this study may render findings particularly 

applicable to the liminal moments or early stages of technological adoption as well as 

emblematic of organizations with extensive client-focused, frontline staff.  

CONCLUSION 

Overall, then, the effects of HIT on employee interactions are not as simple as HIT 

dictating greater collaboration. My findings demonstrate that some form of increased 

collaboration may occur between units. However, as employees adapt the technology, they 

inadvertently co-create new patterns of conflict.  

Since HIT and other ICTs are increasingly hailed as solutions to coordination problems in 

organizations, it is crucial to understand their actual effects. I find that these technologies can 

attain some of their aims, though not precisely as expected, but that they also produce significant 

amounts of conflict. These unintended conflicts could hinder the development of long-term, 
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sustainable collaborative efforts and prevent organizations from fully realizing the benefits of 

employee collaboration. 

This piece is not intended to serve as an indictment of HIT or ICT, but rather as an 

opportunity to understand the sociotechnical implications of these technological platforms. This 

is not to say that these platforms should not be adopted—or that they cannot positively impact 

collaboration or other performance metrics—but that conflict can co-occur with or even be 

sparked by increased collaboration. In these circumstances, positive results over the long-term 

may be dependent on the ability to preemptively incorporate mechanisms that address and limit 

the effects of these unintended consequences or to continually reevaluate these systems post-

implementation in light of the unique conflicts occurring.  

 As such, I hope this study serves as a foundation for further research in this area. While I 

delineate the effects of technological platforms on different types and locations of conflict, I do 

not break down collaboration to the same degree, which may help untangle how and when 

information technology actually does improve collaboration. Research tracing implementation 

over the long-term and linking group collaboration and conflict to outcomes like financial 

performance, patient satisfaction, or patient recovery could also contribute to our knowledge of 

HIT’s efficacy. Furthermore, though I provided data suggestive of potential mechanisms and 

contextual moderators, it will be important to assess both of these in order to determine how best 

to manage information technology in general and HIT specifically to achieve the best possible 

organizational results.  
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