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AnD ADAm sETH lITWIn*

Health Care Industry Background and Overview: The Next 
Employment Relations Frontier?

Few if any sectors are as critical to society and as dynamic in the arena of 
work and employment as health care. From a purely economic perspective, 
the united states spends more than $9,500 per person per year on insur-
ance premiums, out-of-pocket costs, hospital and physician care, and pre-
scription drugs—$3 trillion in 2014—exhausting 17.5% of GDP. Almost half 
of these costs are borne by federal, state, and local governments, and thus 
taxpayers, and another 28% falls directly upon American households. Fur-
thermore, despite White House–led health care reform and a shared goal 
among policymakers to reduce the projected rate of increase in per capita 
health care spending—that is, to “bend the cost curve”—health care expen-
ditures in the united states are still expected to grow faster than the rest of 
the economy over the next two decades, further increasing their overall 
share of GDP and the resulting burden on the economy (cms 2015).

Rather alarmingly, this sizeable investment does not seem to drive quality 
of patient care. The united states spends 50% more per capita on health 
care than does the next closest country while experiencing above-average 
rates of medical errors and infant mortality and below-average life 
expectancies—not to mention the largest uninsured population of any 
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industrialized country in the world (Institute of medicine 2001; kaiser Fam-
ily Foundation 2011, 2012, 2013, 2014; skopec, Holahan, and mcGrath 
2015).

Even if the sector were somehow lauded for efficiency and quality, it 
would still be worthy of scrutiny by employment relations scholars. Today, 
more than one of every 10 private-sector wage-earners in the united states 
works in health care. This proportion is not surprising to us given historical 
trends. While the united states hemorrhaged 5.6 million jobs during the 
Great Recession of 2008–2009, health care added more than 1.4 million 
jobs during the same period (Altarum Institute 2012). Employment in 
health care proved to be recession-proof, and it continues to grow almost 
linearly (Figure 1a). consequently, the sector now employs more than 15 
million people (Figure 1b). And, by all accounts, these trends are expected 
to continue. According to the u.s. Bureau of labor statistics (Bls), health 
care far surpasses every other industry in projected employment growth and 
will exceed 13.5% of the labor force by 2022. seven of the top 10 fastest-
growing occupations in the united states are in the health care sector as 
well (Bls 2015).

moreover, since midway through the Great Recession, the absolute num-
ber of workers employed in health care has exceeded the number working 
in this country’s historical labor market mainstay and the focus of much 
employment relations research—manufacturing (Figure 2). For scholars of 
work and employment relations, this evidence raises a key question: Will 
health care serve as a new frontier for research, akin to the role that manu-
facturing played in the 20th century?

We argue that the sector certainly deserves researchers’ attention. First, 
consider that while employment in health care includes registered nurses 
(Rns), physicians, and surgeons, it also includes home health aides and hos-
pital cleaners. These low-wage service jobs generally offer little in the way of 
pay, benefits, status, and quality of life (kalleberg 2011; Osterman and shul-
man 2011). second, while productivity measures in health care are complex 
and controversial, evidence does not support that productivity is growing. 
Instead, evidence shows that during the period between 1987 and 2006—
when manufacturing productivity increased by an average compound 
annual rate of 1.37% per year—productivity in health care declined on a 
year-to-year basis (Harper, khandrika, kinoshita, and Rosenthal 2010). The 
contrast is even more stark when one considers that over the 50-year period 
ending in 2000, which includes manufacturing’s heyday as employers of 
choice, that sector’s productivity grew at about 2.9% annually (cobet and 
Wilson 2002).

The sector has also served as a useful laboratory for the study of techno-
logical change. Health care has been slow to adopt information technolo-
gies that reduce the costs of collecting, storing, and sharing data and that 
potentially improve care quality through better coordination of services 
across providers and networked organizations. Prior to the federally funded 
policy push for providers to shift from paper-based recordkeeping to 
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electronic health records (EHRs), IT investment per worker per year in the 
health care sector was $3,000 compared to the private-sector average of 
$7,000 and the $15,000 per worker per year spent in other information-
intensive sectors such as retail banking (Porter and Teisberg 2006). since 
then, however, new government incentives tied to medicare and medicaid 
reimbursements have led to a proliferation of EHR systems in the nation’s 
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(b.) U.S. Employment in Health Care vs. Manufacturing

Figure 1. Employment in the Health care sector in the united states, 2000–2016

Source: u.s. Bureau of labor statistics, current Employment survey.
Notes: All data are seasonally adjusted. The vertical lines demarcate the start and end of the Great 
Recession (December 2007 to June 2009) as dictated by the national Bureau of Economic Research.
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hospitals as well as in its medical offices. As of 2014, the last year for which 
we have data, 75% of u.s. hospitals reported having at least a basic EHR 
system, up from just 8.7% in 2008 (Jha, DesRoches, kralovec, and Joshi 
2010; Adler-milstein et al. 2015). likewise, by 2013, 78% of physicians 
reported having at least a basic system up and running in their offices, up 
from 17% in 2007 (DesRoches et al. 2008; Hsiao and Hing 2014).

While technology alone is insufficient for improving industry perfor-
mance, its deployment under the right employment relations practices can 
be expected to benefit patients and providers (litwin 2011; lipsky and 
Avgar 2012). Health care systems have been at the forefront of innovative 
labor relations initiatives designed to improve both employee and patient 
care outcomes. The labor–management partnership at kaiser Permanente, 
the nation’s largest managed care organization, for example, encompasses 
about 30 union locals and 120,000 unionized workers. In exchange for 
pledges of employment, wage security, and credible assurance that their 
ideas and discretionary effort cannot be used to their detriment, workers 
have taken an active role in organizational change and performance 
improvement efforts, work reorganization, even facilitating the health plan’s 
efforts to attract new members by improving patient and organizational out-
comes (kochan, Eaton, mckersie, and Adler 2009; litwin 2011). As such, it 
has become a model not only for other health care organizations and their 
employees but also for firms and workers in other sectors. similarly, aside 
from negotiating better wages, terms, and conditions, 1199 sEIu/united 
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Figure 2. changes in union Density in the united states: Overall Private sector compared 
with Health care sector, 1991–2014

Sources: u.s. Bureau of labor statistics, current Employment survey; Hirsch and macpherson (2014).
Notes: The vertical lines demarcate the start and end of the Great Recession (December 2007 to June 
2009) as dictated by the national Bureau of Economic Research.
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Healthcare Workers East—the largest union local in the country—has taken 
an active role in partnering with employers to upskill its members to fill 
high-paying jobs that are short of qualified applicants, thereby creating sus-
tainable career trajectories for members. Indeed, in these and other cases, 
unions have pushed for, or have often led, organizational change efforts in 
partnership with employers, to create more employee-centered solutions 
than the ones management might typically opt for on its own (Givan 2016).

At first glance, one might conclude that this progressive orientation on 
the part of the sector’s unions has not been advantageous: union density has 
fallen by 2 percentage points since 1991, to 9%. And yet, union density in 
health care has been more resilient than in other sectors; overall private- 
sector union density has fallen to less than 7% in the same period. moreover, 
since 2012, union membership fell by 200,000 across the economy, but the 
health care sector organized 47,000 new members. These unionized employ-
ees not only earn more than their nonunion counterparts but also their 
unions succeeded in negotiating wage hikes in excess of what unions have 
achieved over the same period in other sectors (Bloomberg/BnA 2015).

This special issue of the ILR Review is designed to showcase the central 
role that work organization and employment relations play in shaping 
important outcomes such as the quality of care and organizational perfor-
mance. Each of the articles included in this special issue makes an impor-
tant contribution to our understanding of the large and rapidly changing 
health care sector. specifically, these articles provide novel empirical evi-
dence about the relationship between organizations, institutions, and work 
practices and a wide array of central outcomes across different levels of anal-
ysis. This breadth is especially important because the health care literature 
has largely neglected employment-related factors in explaining organiza-
tional and worker outcomes in this industry. Individually, these articles shed 
new light on the role that health information technologies play in affecting 
patient care and productivity (see Hitt and Tambe; meyerhoefer et al.); the 
relationship between work practices and organizational reliability (Vogus 
and Iacobucci); staffing practices, processes, and outcomes (kramer and 
son; Hockenberry and Becker; kossek et al.); health care unions’ effects on 
the quality of patient care (Arindrajit, kaplan, and Thompson); and the 
relationship between the quality of jobs and the quality of care (Burns, 
Hyde, and killet). Below, we position the articles in this special issue against 
the backdrop of the pressures and challenges facing the industry and the 
organizations operating within it. We highlight the implications that organi-
zational responses to industry pressures have had for organizations, the 
patients they care for, and the employees who deliver this care.

An Industry Facing Multiple and Conflicting Environmental Pressures

The articles in this special issue together paint a portrait of an industry fac-
ing great challenges. Faced with competitive pressures, resource constraints, 
and regulatory uncertainty, health care organizations are trying to reduce 
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costs and to improve the quality of care through a variety of strategies (Porter 
and Teisberg 2006). As several of the articles show, few innovations have 
unambiguously positive effects. In reality, many new practices create new 
tradeoffs, for example, between long- and short-term improvements and 
between staff needs and patient needs.

The Quality Imperative

At the top of the list of pressures facing health care organizations in the 
united states (and in most other countries) is the need to provide high-
quality and reliable patient care in an extremely complex, dynamic, and 
resource-constrained environment (Institute of medicine 2001; Porter and 
Teisberg 2006). Despite substantial efforts and countless industry-wide ini-
tiatives designed to address a variety of quality-of-care and safety deficien-
cies, health care systems across the globe are still confronting an uphill 
struggle on this important front. sixteen years after the explosive and fre-
quently cited Institute of medicine report, which estimated that 98,000 
annual deaths in the united states are preventable (corrigan, swift, and 
Hurtado 2001; kohn, corrigan, and Donaldson 2001), recent research sug-
gests that the situation has not improved, that earlier estimates may repre-
sent a significant undercount, and that at least 210,000 preventable deaths 
occur each year (James 2013). In addition, hospitals and other health care 
organizations report an unacceptably high number of medical and medica-
tion errors that have the potential to harm patients and staff (keers, Wil-
liams, cooke, and Ashcroft 2013). The gap between the quality-of-care goals 
set forth by the industry and its regulators and what is actually delivered in 
health care organizations has driven initiatives that span clinical, techno-
logical, and work-related domains. As illustrated here, health care organiza-
tions are fertile ground for a wide array of diverse workplace experiments.

Competitive Pressures

Intense competitive and economic pressures in the industry make it even 
more difficult to improve the quality of care. The escalating cost of delivering 
health care in most developed countries has placed a great deal of pressure—
from the government as the primary payer in most countries and from the 
private sector in the united states—on health care organizations to contain 
costs and to increase efficiencies (Weinberg 2003; Porter and Teisberg 2006; 
Bloom, Propper, seiler, and Van Reenen 2015). Given that labor costs account 
for a significant proportion of expenditures in health care, cost containment 
has had clear implications for the employment strategies pursued by organi-
zations. Hospitals have responded to rising costs by seeking both numerical 
and functional flexibility through the restructuring of work arrangements. 
For instance, many hospitals have reduced their employment levels and 
achieved numerical flexibility by turning to part-time and temporary employ-
ment arrangements (see norrish and Rundall 2001). Hospitals have also 
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sought arrangements that could provide functional flexibility, such as a shift 
from an individualized method of delivering patient care to one that is based 
on teams (Grumbach and Bodenheimer 2004; lemieux-charles and mcGuire 
2006). In addition to new staffing strategies, health care organizations have 
sought to adopt new information technologies that can boost quality of care 
and reduce costs (Hillestad et al. 2005).

In sum, health care organizations have experimented with innovative 
ways to survive in difficult and turbulent environments. They have intro-
duced changes to care delivery, restructured work practices, and adopted 
new technology; these in turn have had a dramatic effect on frontline 
employees and the organizations that employ and represent them.

Workforce Challenges

Health care organizations face a variety of workforce-related challenges. 
Particularly salient is the shortage of skilled staff. While the level of skill 
shortages in health care has been widely debated (see, for example, lafer 
2005), the health care industry seems to operate on the assumption that 
such shortages present a real future threat. Analysts have predicted a short-
age of skilled professionals as a result of the expanded coverage under the 
Affordable care Act and an expected rise in the population of chronic dis-
ease patients (Dall et al. 2013). Experts estimate a shortfall of 45,000 pri-
mary care physicians and 46,000 medical specialists by 2020 (kirch, 
Henderson, and Dill 2012; Dall et al. 2013) as well as shortages for other 
health care professionals including Rns (Juraschek, Zhang, Ranganathan, 
and lin 2012). These projections imply that health care organizations need 
to revamp their selection, recruitment, and staffing strategies along with 
their wage policies and other attraction and retention practices. Exacerbat-
ing the growing demand for care, health care is an extremely demanding 
work environment with especially high rates of stress and burnout (Aiken et al. 
2002; Ruotsalainen, Verbeek, mariné, and serra 2015). Health care organi-
zations must combat such levels of stress and burnout in an effort to retain 
a skilled and trained workforce and to prevent their negative consequences 
for patient care. The articles in this special issue provide empirical evidence 
that can inform management practices as well as broader public policies.

Organizational Responses to Industry Pressures  
and Employee Outcomes

One of the central contributions of the articles included here is to highlight 
the ways in which organizational practices and innovations have affected the 
workforce. Industrial relations has long been concerned with the effects 
that industry dynamics and changes have on employees and their working 
conditions. In addition, employee outcomes often serve as intermediary 
variables between workplace practices and organizational structures, and 
outcomes for both patients and employers. As such, employee outcomes are 
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essential to a comprehensive understanding of the health care industry, its 
challenges, and prospects for reform.

As noted above, more than one of every 10 private-sector wage-earners in 
the united states works in health care. Jobs in the health care industry—
ranging from subcontracted hospital cleaners to university-affiliated special-
ist surgeons—reflect the kind of inequality we see elsewhere in the economy. 
On the one hand, Bls data from may 2014 demonstrate that median annual 
wages for health care practitioners and technical occupations are substan-
tially higher than those reported for all occupations in the economy ($61,710 
as compared to $35,540). On the other hand, median annual wages for 
health care support occupations are substantially lower ($26,440) when com-
pared to all other occupations. Given the complexity of health care and the 
inherent interdependence across high- and low-skilled professions, cost-cutting 
measures directed toward low-wage employees are likely to undermine health 
care organizations’ ability to deliver high-quality care (litwin, Avgar, and 
Becker 2016). Working conditions for health care employees also vary greatly. 
much scholarly attention has been focused on conditions of work for nurses 
and physicians (see, for example, kellogg et al. 2006). What do we know 
about the working conditions of all health care employees?

many direct-care health care workers—particularly nurses, interns, and resi-
dents—work long and irregular shifts. Health care workers are more likely than 
some service workers to engage in alternate schedules (i.e., work outside of the 
hours of 6 am to 6 pm), but are less likely than some other categories of service 
workers (mcmenamin 2007). shift work is correlated with a host of negative 
health outcomes for health care (and other) workers (see below for further 
discussion of this issue). Furthermore, long hours and shift work have been 
linked to negative outcomes for patient care and safety and increased errors 
among nurses (Rogers et al. 2004) and residents (landrigan et al. 2004).

Particularly ironic is that at least some evidence supports that health care 
workers tend to be less healthy, on average, than other occupational groups. 
A study using 2010 data that examined the links between obesity and certain 
occupational characteristics found that health care support workers had 
higher than average rates of obesity even after controlling for various demo-
graphic factors (luckhaupt, cohen, li, and calvert 2014). This finding was 
affirmed in a Thomson Reuters study that found that hospital workers were 
more likely than the general public to be obese and to have diabetes 
(Reuters 2011). concerns about the health of its workforce, the attendant 
human and financial costs, and the example set for employers purchasing 
their health plans led the parties to the kaiser Permanente labor manage-
ment Partnership to negotiate a workplace wellness program known as 
“Total Health” (Eaton and kochan 2014). Health care workers, at least those 
who work in hospitals or nursing homes, also experience high rates of occu-
pational accidents and illnesses, higher than in manufacturing or construc-
tion (OsHA 2013; Bls 2014). In addition, much health care work is highly 
stressful, which can lead to significant rates of absenteeism and burnout 
(Parasuraman and Hansen 1987; Avgar et al. 2011b).
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Articles in this issue contribute new evidence regarding the consequences 
of work in the health care industry. In Amit kramer and Jooyeon son’s arti-
cle, “Who cares about the Health of Health care Professionals? An 18-year 
longitudinal study of Working Time, Health, and Occupational Turnover,” 
the authors demonstrate the impact that work schedules have on individual 
employees. Building on the existing body of work that links occupational 
stress to turnover for health care professionals (clark, clark, Day, and shea 
2001; Avgar et al. 2011b), the authors focus on nurses and licensed practical 
nurses, occupations for which there is a supposed shortage of qualified and 
interested applicants. using longitudinal survey data, the authors examine 
the impact of longer work hours on overweight and obesity. They also con-
sider the effects of alternative work shifts on body weight and the interactive 
effects of long hours and alternative shift schedules on employee turnover. 
Their results suggest that health care workforce challenges should be 
addressed by improving working conditions and focusing on the movement 
out of rather than into the “pipeline” (see lafer 2005).

One factor previously linked to high stress levels of health care workers is 
work–family conflict. Buxton and Jacobsen (2014) linked work–family con-
flicts to sleep deprivation of health care workers, which they, in turn, relate 
to risk for cardiovascular disease. In the article “Filling the Holes: Work 
schedulers as Job crafters of Employment Practice in long-Term Health 
care,” Ellen Ernst kossek, matthew m. Piszczek, kristie l. mcAlpine, leslie 
B. Hammer, and lisa Burke look at the ways in which work schedulers in 
nursing homes balance the needs of their employers and the frontline staff, 
especially the work–family needs of employees. They draw on the job-crafting 
literature to make sense of the ways these workers “fill holes” in the sched-
ule, finding that some actively expand their scope and influence to the ben-
efit of their employer, their fellow employees, residents of the facility, or a 
mix thereof. In particular, the authors identify four job-crafting archetypes 
for the work scheduler role. They then consider the ways that individuals in 
this job can help managers and policymakers balance the competing inter-
ests of health care’s many stakeholders. In a complex system that requires a 
great deal of staffing agility, organizational roles such as schedulers have the 
potential to influence the ability of organizations to adapt to some of the 
workforce pressures discussed above.

Employee outcomes—important in their own right—often serve as a 
mediator between organizational practices and arrangements and other 
performance outcomes (for a similar argument see Avgar et al. 2011a). In 
particular, employee outcomes may serve as an important link between 
organizational responses to economic and competitive pressures and patient 
care. In “How Financial cutbacks Affect the Quality of Jobs and care for the 
Elderly,” Diane J. Burns, Paula J. Hyde, and Anne m. killett provide evi-
dence on the consequences of cost-cutting strategies in nursing homes in 
the united kingdom. using findings from 12 nursing home case studies, 
the authors detail the severe financial pressures under which these organi-
zations function. Burns and colleagues highlight the manner in which these 
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financial pressures have led to a deterioration of both the quality of working 
conditions for frontline staff and for the residents for whom they care. They 
show how cuts to staffing, wages, and training, and declines in other work-
ing conditions, have the potential to spill over to the care provided to resi-
dents. The authors point to distinctions in the delivery of resident care that 
moderate the relationship between financial pressures and the quality of 
care. These findings link job quality and care quality and provide a more 
nuanced understanding of how financial pressures can lead to poor quality 
of care and the mediating role that work practices play.

Organizational Responses to Industry Pressures  
and Performance Outcomes

In addition to employee outcomes, this special issue highlights the relation-
ship between labor and employment relations and a relatively broad array of 
performance outcomes. Health care scholars have built on a well-established 
body of research in a broad set of industries that examines how work organi-
zation and human resource management (HRm) practices affect a range of 
performance outcomes. These studies have investigated workplaces from 
steel mills to call centers and have generally found a direct relationship 
between work organization, HRm practices, and performance (Huselid 1995; 
Ichniowski, shaw, and Prennushi 1997; Batt 1999). In health care, an emerg-
ing body of research has also documented a significant link between work 
organization and employment relations and organizational outcomes, from 
patient care to financial outcomes (Givan et al. 2010; Avgar et al. 2011a,b).

Health care is a critical setting in which to examine the link between work 
organization and performance given the wide array of central performance 
outcomes, including quality of care, patient satisfaction, productivity, and 
financial performance (for a similar argument see Givan et al. 2010). Early 
research on the relationship between work practices and performance has 
tended to focus on single outcome measures, such as survival rates from heart 
attacks (West et al. 2002; Ash and seago 2004; Propper and Van Reenen 2010). 
more recent studies have broadened the set of clinical outcomes examined 
and have complicated the relationship between organizational structures and 
practices and clinical outcomes (Gittell 2002; mcconnell et al. 2013).

Patient safety is also a central performance outcome and has received a 
great deal of attention in the health care literature. In “creating Highly 
Reliable Health care: How Reliability-Enhancing Work Practices Affect 
Patient safety in Hospitals,” Timothy J. Vogus and Dawn Iacobucci docu-
ment the link between a specific bundle of practices designed to increase 
the level of organizational reliability and measures of patient quality of care. 
Reliability-enhancing work practices (REWPs) represent an effort on the 
part of hospitals to emulate other industries that have achieved a much 
higher level of safety. In addition to a hypothesized direct effect, the authors 
propose two separate mechanisms by which REWPs advance patient care—
attitudinal and discursive. The authors find a positive association between 
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these work practices and employee attitudinal and behavioral outcomes, as 
well as partial support for a mediated relationship between REWPs and the 
quality of patient care. The article advances our understanding of the com-
plexity of the multi-stakeholder health care environment and sharpens our 
focus on the frequent tradeoffs resulting from new organizational practices.

Another example of the role that quality-of-care pressures may play in 
shaping employment relations within organizations can be found in Arindra-
jit Dube, Ethan kaplan, and Owen Thompson’s article, “nurse unions and 
Patient Outcomes.” The authors find that unionization efforts in california 
were more likely to take place in hospitals with poor and declining quality of 
patient care. But in those hospitals with union election victories, organiza-
tional performance improved across a host of clinical measures. This article 
is an important reminder that unions should not be overlooked as a valuable 
vehicle for improving care quality (for additional evidence regarding the 
role that unions play in advancing quality of care, see Ash and seago 2004).

Patient satisfaction is another important outcome, one that is growing in 
importance under the AcA even though the relationship between patient 
satisfaction and clinical outcomes is a complicated one. The movement 
toward a greater emphasis on patient needs has substantially increased the 
attention given to the patient experience. The centers for medicaid and 
medicare services have emphasized patient satisfaction by introducing 
patient surveys (also referred to as HcAHPs) that allow for broad compari-
sons of patient experience data across health care organizations. A few stud-
ies have considered the relationship between patient satisfaction and 
employee satisfaction (linn et al. 1985), and more recent work has studied 
the complex relationship between patient satisfaction, employee satisfac-
tion, and clinical outcomes (Givan et al. 2010; Avgar et al. 2011a,b).

Jason m. Hockenberry and Edmund R. Becker examine hospital staffing 
strategies and their effects on patient satisfaction in their article “How Do 
Hospital nurse staffing strategies Affect Patient satisfaction?” specifically, 
they consider whether the proportion of Rns to nurse aides, as well as 
whether the use of contract Rns, affects patient satisfaction. They find sig-
nificant effects of these staffing strategies and conclude that—whether 
driven by perceived labor shortages or cost cutting—some staffing models 
produce unintended and highly problematic consequences.

This issue also includes two articles that focus on the relationship between 
technological advances and performance outcomes, testing the proposition 
that one way to deliver cost savings is through the adoption of new technol-
ogy. Evidence already supports that the benefits associated with health IT 
are, among other things, contingent on employment relations factors, such 
as organizational work practices (kochan 1988; litwin 2011; lipsky and 
Avgar 2012). lorin m. Hitt and Prasanna Tambe extend this stream of 
research in a study of 304 new york state nursing homes. In their article, 
“Health care Information Technology, Work Organization, and nursing 
Home Performance,” they find support for productivity and efficiency gains 
associated with health IT use. Furthermore and central to the theme of this 
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special issue, they report that the use of health IT in combination with 
employee involvement practices have complementary, or multiplicative, 
effects. In other words, fully delivering on the potential vested in new health 
IT requires attention to work practices.

Finally, in the article titled “The consequences of Electronic Health Record 
Adoption for Physician Productivity and Birth Outcomes,” chad D. meyer-
hoefer, mary E. Deily, susan A. sherer, shin-yi chou, lizhong Peng, michael 
sheinberg, and Donald levick examine the productivity consequences of 
adopting electronic health records. using both qualitative and longitudinal, 
quantitative data, the authors report their findings from a study of physician 
productivity and quality-of-care outcomes after the implementation of health 
IT in a large health network focusing on primary care obstetrics and gynecol-
ogy practices. In contrast to Hitt and Tambe, these authors present mixed 
results: an overall decline in productivity in the initial nine month period of 
their study coupled with improved quality of care over time. In an environ-
ment in which health care organizations are required to improve their finan-
cial viability while also increasing care quality, this article illustrates the 
difficulties of achieving both objectives with a single innovation.

Conclusion

This special issue highlights the centrality of work and employment rela-
tions in the health care sector while also highlighting broader conceptual 
debates that cross industries. Each of the articles advances our understand-
ing of important links between employment relations factors and key out-
comes. Taken together, these articles highlight the role that work 
organization and employment practices play in ensuring quality of care, 
improving patient satisfaction, protecting employees from deteriorating 
working conditions and negative health consequences, and capitalizing on 
the potential inherent in health IT. The research here serves as an impor-
tant reminder of the inextricable relationship between employment rela-
tions and the health and stability of the health care industry.

The health care industry is facing unprecedented pressures and chal-
lenges. Public policy makers, health care administrators, and academics 
have all been enlisted in the efforts to develop organizational, care delivery, 
and reimbursement models that can improve the current quality of patient 
care and contain costs. In an effort to pull off this delicate balancing act, 
various innovations have been proposed and implemented across a range of 
health care systems. We believe that the scholarship presented in this special 
issue shows that efforts to reform the health care system must recognize the 
role that workplace dynamics play in delivering positive outcomes for all of 
the system’s stakeholders.

These articles also highlight the need for future research. As policymak-
ers and administrators continue to experiment with new payment and deliv-
ery models, employment relations scholars will need to continue to call 
attention to the essential role that work organization, HRm practices, and 
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labor relations factors play in contributing to the effectiveness of these inno-
vations. Given the complexity of this industry, the monumental challenges it 
faces, and the consequences that hang in the balance for multiple stake-
holders, health care is sure to provide academics with a rich setting in which 
to conduct employment-related research for many years to come.
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