Cornell University ILR School

DigitalCommons@ILR
Book Samples

ILR Press

9-2016

The Challenge to Change: Reforming Health Care
on the Front Line in the United States and the
United Kingdom
Rebecca Kolins Givan
Rutgers University

Follow this and additional works at: https://digitalcommons.ilr.cornell.edu/books
Part of the Health and Medical Administration Commons, Performance Management
Commons, and the Unions Commons
Thank you for downloading an article from DigitalCommons@ILR.
Support this valuable resource today!
This Article is brought to you for free and open access by the ILR Press at DigitalCommons@ILR. It has been accepted for inclusion in Book Samples
by an authorized administrator of DigitalCommons@ILR. For more information, please contact catherwood-dig@cornell.edu.

The Challenge to Change: Reforming Health Care on the Front Line in
the United States and the United Kingdom
Abstract

[Excerpt] There is constant pressure on hospitals to improve health care delivery and increase cost
effectiveness. New initiatives are the order of the day in the dramatically different health care systems of the
United States and Great Britain. Often, as we know all too well, these efforts are not successful. In The
Challenge to Change, Rebecca Kolins Givan analyzes the successes and failures of efforts to improve hospitals
and explains what factors make it likely that the implementation of reforms will be rewarded by positive
transformation in a particular institution's day-to-day operation. Givan's in-depth qualitative case studies of
both top-down initiatives and changes first suggested by staff on the front lines of care point clearly to the
importance of all hospital workers in effecting change and even influencing national policy.
Givan illuminates the critical role of workers, managers, and unions in enabling or constraining changes in
policies and procedures and ensuring their implementation. Givan spotlights an Anglo-American model of
hospital care and work organization, even while these countries retain their differences in access and payment.
Entrenched professional roles, hierarchical workplace organization, and the sometimes-detached view of
policymakers all shape the prospects for change in hospitals. Givan provides important examples of how the
dedication and imagination of the people who work in hospitals can make all the difference when it comes to
providing quality health care even in a challenging economic environment.
Keywords

health care, reform, workplace changes
Disciplines

Health and Medical Administration | Labor Relations | Performance Management | Unions
Comments

The abstract, table of contents, and first twenty-five pages are published with permission from the Cornell
University Press. For ordering information, please visit the Cornell University Press.

This article is available at DigitalCommons@ILR: https://digitalcommons.ilr.cornell.edu/books/124

T he C hallenge
to C hange
Reforming Health Care on the Front Line
in the United States and the United Kingdom

R

ebecca

K

o l in s

G

iv a n

IL R P ress
AN I MP RI NT OF

C o r n e l l U n iv e r s it y P ress
It h a c a a n d L o n d o n

Copyright © 2016 by Cornell University
All rights reserved. Except for brief quotations in a review, this book, or
parts thereof, must not be reproduced in any form without permission in
writing from the publisher. For information, address Cornell University
Press, Sage House, 512 F.ast State Street, Ithaca, New York 14850.
First published 2016 by Cornell University Press
Printed in the United States of America

Library of Congress Cataloging-in-Publication Data
Names: Givan, Rebecca Kolins, 1975-author.
Title: Reforming health care on the front line in the United States and the
United Kingdom / Rebecca Kolins Givan.
Other titles: Culture and politics of health care work.
Description: Ithaca : ILR Press, an imprint of Cornell University Press,
2016.1Scries: Culture and politics of health care work I
Includes bibliographical references and index.
Identifiers: LCCN 2016003674 I
ISBN 9780801450051 (cloth : alk. paper)
Subjects: LCSH: Health care reform— United States. I Health care
reform— Great Britain.
Classification: LCC RA395.A3 G527 2016 I DDC 362.1/0425— dc23 LC
record available at http://lccn.loc.gov/2016003674
Cornell University Press strives to use environmentally responsible
suppliers and materials to the fullest extent possible in the publishing of
its books. Such materials include vegetable-based, low-VOC inks and
acid-free papers that are recycled, totally chlorine-free, or partly composed
of nonwood fibers. For further information, visit our website at www
.corncllpress.cornell.edu.
(doth printing

10 9 8 7 6 5 4 3 2 1

C

ontents

Acknowledgments
List of Abbreviations
Introduction
1. Health Care Systems in the United States and the
United Kingdom: A Lifetime of Change
2. Turbulence in the Two Systems
3. Measuring and Rewarding Performance: Imposing Change
from above in the United Kingdom
4. Regulating the Front Line from Above: The Joint Commission
and Hospital Regulation in the United States
5. Pushing Back from the Front Line: Staff Responses to
Privatization in the National Health Service

ix
xiii
1
26
53
68
95
119

Contents

(). Building a Culture of Safety from the Front Line
in the United States
7. From the Health ("are Workplace to the Health ("are System:
Learning from the United States and the United Kingdom

167

References
Index

175
195

142

I n t r o d u c t io n

On the eightieth anniversary of the British National Health Service
(NHS), US physician Don Berwick, an unabashed fan, gave a speech ex
pressing his great love for the NHS. “There comes a time, and the time has
come,” he said, “for stability, on the basis of which, paradoxically, produc
tive change becomes easier and faster, as the good, smart, committed people
of the NHS— the one million wonderful people who can carry you into the
future— find the confidence to try improvements without fearing the next
earthquake” (Berwick 2008). In the same speech Berwick lamented the US
health care system, which he characterized as a “duplicative, supply-driven,
fragmented care system” (Berwick 2008). This book examines the tension be
tween productive improvements and unproductive “earthquakes” in both
the United States and the United Kingdom. This tension is, indeed, the
core problem for anyone hoping to improve health care quality anywhere.
For over a decade I have listened intently as workers and managers have
described the myriad new initiatives pouring down upon them, constantly
interrupting their ability to provide high quality and appropriate health care.
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Policymakers routinely believe they have found a panacea— a single change
that will dramatically improve health care outcomes, lower costs, or even do
both. As one frustrated hospital manager told me when I asked if he was
adequately consulted over new initiatives, “they do consult us; it’s not clear
whether they ever listen to the answers’’ (personal interview, March 28,2002).
This sentiment was echoed by scores of frontline workers and their manag
ers over my years of research in hospitals in two countries, demonstrating
the true challenge of implementing worthwhile change in hospitals.
In the United States and United Kingdom, health care workers, tiring of
constant attempts to improve efficiency or measure performance, are com
plaining about their great weariness with change, sometimes known as
change fatigue. In this book I examine how health care change has been
implemented in hospitals in these two countries and historically what factors
have combined to make meaningful, lasting change. Hospitals are the site
of the preponderance of health care delivery (whether measured in patient
acuity, employment, or expenditures), and they are also the most complex,
sophisticated organizations in the health care sector.
Health care payers, regulatory bodies, and policymakers send initiative
after initiative into the workplace, where frontline staff struggle with the
constant dilemma of how to care for their patients while simultaneously pur
suing initiatives that have come from outside their organizations. The push
from policymakers, executives, and insurers for transformation, change, and
reform in health care delivery is incessant (Berwick 2008). Private organ
izations, politicians, and regulators continue to push to improve perfor
mance, reduce waste, and spread best practices in hospitals. Health care
providers are being encouraged or required by payers and regulators to do
more with less. To comply with the onslaught of new rules and regulations,
providers are expected to implement massive new information technology
systems that will digitize service delivery and medical records, reduce medical
errors, and make health care more patient-centered. At the same time,
hospitals on both sides of the Atlantic have been required to measure every
thing they do and to demonstrate their high level of performance (Bevan and
Hood 2006; Chassin et al. 2010).
Although health care leaders and managers around the world have been
constantly preoccupied with productivity and performance, they also have
a newer concern. Between 1999 and 2000, influential reports in both the
United States and the United Kingdom highlighted the startling cost in
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human life as well as money of medical errors (Department of Health 2000,
2001; Gaffney et al. 1999; Kohn, Corrigan, and Donaldson 2000). In the
United States, for example, an influential Institute of Medicine report esti
mated that 98,000 deaths were caused by medical errors each year, but more
recent estimates suggest the figure may be as high as 400,000 deaths per year
(James 2013; Kohn, Corrigan, and Donaldson 2000). Groups such as the In
stitute for Health Care Improvement in the United States and the National
Patient Safety Agency in the United Kingdom, among many others, began
to push for patient safety around the year 2000. Recent research suggests that
the problem is still quite serious and that morbidity and mortality resulting
from medical errors may be at far higher levels than even the earlier,
attention-getting estimates (James 2013). Most of the patient-safety initiatives
have been accompanied by the introduction of new technologies such as elec
tronic medical records. Thus, payers and policymakers ask managers and
frontline staff to master new computer systems, which may have their own
pitfalls and introduce threats to patient safety (Koppel et al. 2005). Hospital
workers and managers have therefore had to contend with yet another series
of change initiatives and scoring mandates, with an attendant set of penal
ties for noncompliance.
Numerous public and private organizations, including the Institute for
Healthcare Improvement and the Joint Commission in the United States,
and the National Institute for Clinical Excellence and Dr. Foster Intelligence
(an independent, university-based research body), have launched dozens of
programs spotlighting the need for everything from hand-washing to team
communication. Many of these vaunted programs, such as the Six Sigma
Black Belt, engage only the top managers and lead physicians in a hospital
and leave the key issue of staff engagement to chance (Dunn 2014). Manag
ers and staff are somehow expected to incorporate these new initiatives into
their practices while also dealing with a labor shortage in most of the skilled
professions and higher demands from an aging population and improved
medical technologies.
From metric-driven performance monitoring to the patient-safety
movement, the only constant is change. Cavil servants, researchers, and
consultants craft and bring into the hospitals a cascade of change and reform
initiatives with no clear rationale, and they ask managers, professionals, and
other workers to accept and implement these new ideas. These initiatives
often rely on highly paid external consultants to implement programs such
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as lean production, Six Sigma, and Hardwiring Excellence to reengineer
work processes, frequently from the top down, relying on approaches im
posed by outsiders without frontline experience (Vest and Gamm 2009). In
spite of change fatigue and skepticism from workers about the results of ini
tiatives that have been launched only to fail, managers and professionals
seemingly face no choice but to accept, adopt, implement, and adapt these
initiatives.
Enormous amounts of time, money, and energy are devoted to this pro
cess of implementation, adaptation, and acceptance. Hospital managers and
staff are frequently held accountable for the successful implementation of
these initiatives. At the top of the health care hierarchy, policymakers and
consultants make sweeping promises about the benefits of their change
initiatives. As they throw around concepts such as streamlining, efficiency,
quality, and excellence, they have created a whole new health care jargon
equipped with “pillars” and “belts” and lean production processes. They ar
gue that these will produce better health outcomes at lower cost and will
provide patient-centered care with greater patient satisfaction. Frontline
staff—whether management, professionals, or support staff—seem to have
little choice but to acquiesce to these initiatives. But they often find it diffi
cult to initiate their own changes.

Critical Questions
What are the results of all these promises, time, and money? Do big ideas
from outside the hospitals improve health care outcomes? Is change best
when it is imposed from above? Does the relentless quest for change pro
duce better patient care, greater efficiencies in health care, quality ser
vices, or even dramatic cost savings? If not, what are the results of these
initiatives? When do they prompt acceptance and when do they provoke
resistance? How do the organization of the workplace and its complex
relationships influence the acceptance of change imposed from the outside?
When and how do managers and professionals try to shape these programs
to suit their own and their patients’ needs? Do they succeed? Or is what
results a constant series of compromises and adaptations to adaptations?
When does change move from the macro to the micro, and when is the op
posite true?
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Over the past two decades, my work has been devoted to the health care
systems in both the United States and the United Kingdom. As a long-term
resident at various times and a citizen of both countries, I have become a
keen observer and analyst of the evolving health care system in each. In this
book I try to answer the critical questions I have just posed by examining
a series of change initiatives as they are experienced at the front line in what
appear to be two entirely dissimilar health care systems— the largely priva
tized system in the United States and the highly “socialized” (publicly
funded and publicly provided) system in the United Kingdom. Using con
crete examples of organizational and even systemwide change in these case
studies, I investigate what happens when change is initiated both from above
and from below.
I have found that wherever its point of departure in the complexities of
the contemporary hospital, successful organizational change requires a deep
level of acceptance and commitment not only from managers but also from
staff on the front line. Indeed, some of the most successful health care change
initiatives have been launched at the frontline level where workers responded
to serious problems they had identified and struggled to remedy them, not
only in their institutions but at the national or state level. Thus, I challenge
the widely accepted notion that successful change is launched from above
and trickles down with my analysis of how change also trickles up when
frontline staff launch initiatives that eventually affect national policy.
A huge proportion of the research on health care change focuses on
change initiatives that are launched by elite players such as CEOs, hospital
administrators, or physician pioneers, and it neglects the possibility that
change can also move up from the front line (Berry and Seltman 2008; Lee
2004). The general literature on management and health care change man
agement has devoted an enormous amount of attention to those who make
sweeping promises that the latest new initiative will prove a panacea that
provides both quality and efficiency without a downside. The focus is on
visionary leaders and their heroic and ultimately successful struggles to
transform the corporation or hospital from top down (Berwick 1996, 2003;
Pronovost et al. 2006). In this literature, workers— whether physicians or
janitorial staff—are depicted as being afraid of change and as obstacles
whose irrational resistance to change must be overcome.
In this book, however, I offer a more nuanced account. I examine the dual
dynamic of health care delivery change in detail and with balance. I show
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how high-level initiatives may indeed be distorted or subverted in hospitals,
but 1 also explore why change is often resisted at the frontline level—
sometimes with good reason— and try to help readers understand which
top-down changes are resisted and why, and which are accepted, adopted,
and sometimes constructively adapted and why.
While I analyze worker resistance to top-down change initiatives, I look
beyond this to focus as well on a dynamic that has received very little atten
tion: how changes initiated by frontline staff may trickle up to become pol
icy at the macro level. These policies have produced positive changes that in
turn have had significant impacts on safety, performance, and productivity.
I argue that non implementation of a policy by frontline staff, such as occurred
in the subversion of performance indicators in the United Kingdom, can
shape future policy in surprising ways (see chapter 3). I also show how
change can be initiated by workers while they are addressing problems that
management seems to ignore and are struggling to transform the workplace
in ways that make health care and the hospital safer for both patients and
those who care for them. This crucial work is explored in chapter 6, which
examines staff-driven initiatives to create a safety culture in hospitals that
benefits both patients and employees.
Where unions are present, they play a key role in the implementation or
obstruction of workplace change as well as influencing the development of
policies at the national level. Key contributions of the health care unions can
not be ignored. In the United Kingdom, NHS hospitals are unionized, with
a number of unions representing different occupational and professional
groups; in the United States, union membership varies considerably by work
place and region across the health care industry (Milkman and Luce 2014).
Although many politicians view unions as obstructionist, clinging to rigid
contract language, and unwilling to embrace change, the reality is quite dif
ferent. Health care unions play key roles in ensuring high-quality patient
care, from facilitating ongoing communication to drawing attention to im
mediate problems such as poor infection control and unmet patient needs. In
fact, well-run local unions with talented stewards frequently initiate change
that may improve performance for everyone in the hospital— patients,
staff, and management alike. As the organized voice of frontline health care
workers, unions are well-positioned to identify problems and to suggest so
lutions in the delivery of care.
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I do not presume that the role of unions is monolithic. Instead, my analy
sis starts from the observation that unions organize the voice of their mem
bers, and in this role they may be either proponents of or impediments to
change. I examine the specific work of unions where they are present (al
most everywhere in the UK health economy, and only in concentrated pock
ets in the United States). The chapters ahead highlight several cases in
which unions have facilitated positive change, and they demonstrate that the
view of unions as obstacles to change is at best antiquated and is more likely
simply motivated by ideology rather than experience.

Contrasts and Commonalities
In a letter to The Guardian in May 2015, at a time when the NHS was a key
issue in the imminent election, a group of dozens of American doctors urged
the British public to proceed with caution. They affirm how much the pro
viders in these two systems look to each other:
There are many things the US healthcare system has to admire, such as our
pioneering integrated care organizations and our world-leading medical re
search and high-tech rescue care. At the same time, the US is in the midst of
a major healthcare reform effort that aims to bring affordability and equity
to American healthcare. We caution the UK against moving in the direction
of a system that has created the inequality in US that we are now working to
repair. Your universal, public healthcare system is an example to the world,
and something of which Britain should he proud. We urge you to preserve it.
(Wang 2015)
These two countries with a common language, a common model of
health care provision, and a dramatically different model of health care fi
nancing have long held an interest in each other. As both these systems con
templated changes over the last several decades, their mutual awareness of
each other became evident. As privatization debates continued in the United
Kingdom, observers sought evidence from the private US health care system.
On the occasions that single-payer health care was discussed in recent
decades in the United States, the key exemplar tended to be the United
Kingdom (Light 2003). Articles with titles such as “What Are the Lessons
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from the USA for Clinical Commissioning Croups in the English National
Health Service?” (Ham and Zollinger-Read 2012) and “A healthy debate?
The US and English Health Systems” (Thorlby 2009) cropped up across the
top medical, health policy, and even news publications in the United King
dom. When private companies were given the opportunity to bid on NHS
contracts, many US-based providers saw a key opportunity for profit. When
a crisis of poor-quality care and high mortality rates hit the Mid-Staffordshire
health care system, the US physician Don Berwick was brought in to inves
tigate the mess. In his letter accompanying his report to senior NHS execu
tives and government officials, he wrote, “You are stewards of a globally
important treasure: the NHS” (Berwick 2013, Annex B).
This mutual awareness has often been colored by mutual suspicion.
When Simon Stevens, a Brit who had spent almost a decade working in the
United States as a top executive for UnitedHealth, was appointed the chief
executive of NHS England in 2013, UNISON, the major public service
union, responded by saying, “We sincerely hope this is not a sign that the
government wants to import America-type values into the NHS and look at
ways of developing healthcare through an insurance model” (UNISON
2013). Indeed, through my ongoing research on change in the two systems,
I have discovered firsthand how each system looks to the other, and I have
heard countless interviewees express interest, fascination, and horror in the
other country’s health system.
In comparisons of health systems in developed countries, the UK and US
systems frequently fall at opposite poles. For example, in the Commonwealth
Fund’s periodic international comparison of eleven developed countries’
health care systems, the United Kingdom ranks first in eight categories as
well as in overall ranking whereas the United States ranks last in four cate
gories and dead last in overall ranking (Davis et al. 2014).
Likewise, in terms of access to and payment for medical services, the US
and British health care systems probably differ the most of any two in the
industrialized world. The British NHS is a massive, fairly centralized single
payer, single-provider health care system. It is financed through taxation,
health care providers are public employees, and access to health care is
universal. In the United States, the payers and providers are far more diverse.
Although the government purchases health care for more than 100 million
people (including those eligible for public programs as well as public employ
ees), most health care is purchased by employers, with a small proportion

Introduction

9

purchased by private individuals. Before the Affordable ("are Act (ACA) of
2010, this fragmented system left about 50 million people without any access
to health care except in the case of emergency, a far cry from the universal
coverage of the NHS.
In terms of payment, the systems differ not only in who pays for health
care but in how the payment systems operate. In the United States, the pay
ment systems create massive profits for many of the stakeholders and also
provide a system of incentives that do not necessarily align with the goals
of providing widespread, high-quality, and efficient health care. The NHS
has relatively simple payment systems in which most providers receive sala
ries and the system uses its large-scale purchasing power to negotiate prices
on drugs, devices, and diagnostic equipment. The story is quite different in
the United States, where the system is rife with incentives to treat more:
doctors and hospitals profit by providing more treatment, regardless of
the quality of care or the outcomes (Brownlee 2008). Physician and health
care innovator Don Berwick has referred to the US system as “supplydriven care” (Berwick 2008). This is the opposite of the UK system, which
is able to focus on a broad public health strategy, prevention, and a long
term outlook.
In spite of these differences, when one looks beyond access and payment
into the health care workplaces, there are striking similarities. In hospitals
in both countries, work organization is structured around strong, historically
entrenched professional boundaries. The often-fraught relationship between
nurses and doctors is almost perfectly mirrored by hospitals in both coun
tries. Health care providers are subject to similar challenges, such as everchanging treatment protocols, advances in technology, and the health care
needs of an aging population. Both systems face shortages of professionals,
and they rely on recruiting workers from abroad. Trends in patient care,
such as the patient-safety movement, penetrate both systems, generating
particular pressures on the health care providers. The US system may appear
to be fragmented in terms of access and payment, but the role of putatively
voluntary regulators, especially the Joint Commission, means that no hospital
is immune from centrally determined requirements that range from specific
treatment protocols to cleanliness standards.
In this book I address another characteristic shared by the two systems:
both are subject to concerted pressure to change, and their experiences with
change initiatives have telling similarities.
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Change as It Actually Happens on the Front Lines
To explore these US and UK experiences in detail, I use personal interviews
as well as documentary research to focus on four historical cases from the
past decade (Table 1): in the United Kingdom, the introduction of the star
rating system and the advent of privatization; in the United States, regula
tion by the joint Commission and the development of a safety culture. Two
cases are examples of change imposed from above, and two cases examine
change initiated at the front line. I have chosen each case because it repre
sents a crucial moment in the development of the current health care system
and also traces a key ongoing trend in the Anglo-American health care
model: accountability, centralized regulation, privatization and resistance,
and the turn to quality. These four forces are acting on both the UK and
US health care systems, even while each system has a different starting point
in its current institutional configuration.
The cases I present offer evidence about the front line that moves beyond
stereotypes of health care workers as frightened of change or as obstacles that
invariably halt promising initiatives in their tracks. I focus instead on feed
back effects that are instrumental in shaping future attempts to reform and
restructure hospitals. Health care workers on the front line play a crucial role
in shaping change. It is essential for would-be reformers to understand how
change actually works in these complex institutions if they are to assess
accurately the chances for implementing change at either the macro or the
micro level. Without this deeper understanding, the parade of new initiatives,
never fully implemented, will doubtless continue but will rarely cause actual
improvements in the delivery of health care.
Table I. Case studies
Case type

United Kingdom

United States

Change from above

Star rating performance
measurement
Accountability

Joint Commission Accreditation
Central regulation

Change from below

Response to privatization
Privatization and resistance

Movement for a safety culture
Quality
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My research on these cases is primarily qualitative anti uses a multistake
holder, vertical-slice approach; that is, I have attempted to interview repre
sentatives of all the key stakeholders at all levels, from policy to practice. I
also rely on primary and secondary documents, including government pub
lications and employer and union-produced materials, to construct accurate
accounts that include the perspectives of all relevant stakeholders. My inter
viewees included frontline health care workers and managers, local, regional,
and national union representatives, and bureaucrats and elected officials.
Most of the interviews in the United Kingdom were conducted between
2002 and 2007, with a few later interviews in subsequent years. The US
interviews were primarily conducted from 2007 to 2014. 1 summarize the
interviews and offer select representative quotations. Most interviews were
conducted individually, for thirty to ninety minutes, although there were a
handful of group interviews (from a two-person interview to a ten-person
focus group) and a small number of telephone interviews as well. The highlevel interviewees, such as those from national regulators, were specifically
selected for their expertise. The frontline interviewees were selected in hos
pitals that represented the diversity of hospital workplaces in each country.
These interviews, as well as extensive documentary research, make up the
empirical data used throughout the book. These diverse perspectives illu
minate the sometimes conflicting interests of the different stakeholders in
health care. Although I have not interviewed patients for this study, the
research is informed, where appropriate, by patient data, including surveys
reflecting patient satisfaction as well as quantitative measures of clinical out
comes. Elsewhere in my research, I have given patient sources a great deal
more emphasis (see, for example, Avgar, (Jivan, Liu 2011a, 2011b; (jivan,
Avgar, Liu 2010). Although there is occasionally patient-led change in the
provision of health care, this is a rare occurrence compared with change
initiated by frontline providers or national regulators.1
1. The best example of patient-led change is probably the change in labor and delivery prac
tices as part of the women’s movements of the 1960s and 1970s. Women wrested some control of
their delivery environments from doctors, and forced doctors and hospitals to allow partners and
others chosen by the birthing mother to remain in the delivery room. Kxpectant mothers chose
hospitals that would allow them this control over their birthing environment, and this competi
tion then drove widespread adoption of the new practice. My thanks to Kllen Berman for suggest
ing this example of patient-driven change in health care delivery.

12

Introduction

Theoretical Bases
There is a rich literature in political science, sociology, and comparative po
litical economy on welfare state institutions and welfare state reform. Health
care is a pillar of any welfare state, and it is crucial to understand the con
straints on and possibilities for change in health care as part of the welfare
state more broadly. By including a macro level examination of these health
care systems, my analysis demonstrates the relationship between national in
stitutions and policies and the front line of service where these policies be
come practice.
In terms of this research tradition there are two main reasons for com
paring the health care workplace in the United States and United Kingdom.
First, the research is in the tradition of “most different systems” comparison
and asks why, in spite of such different national institutions, the dynamic in
the health care workplace is so similar in both countries (Meckstroth 1975).
If one looks only at national institutions (such as the regulatory and payment
systems and the role of health insurance companies), one would not expect
these workplace relationships to be similar. Rather, the national institutional
settings reveal massive differences in who pays for health care and who has
access to health care. But in the workplaces of the two countries there are
striking similarities. In particular, the relationships between professional and
occupational groups, the competing needs of (and incentives for) differ
ent stakeholders, and the shortage of skilled health care professionals in
the workforce (exacerbated by major retention problems) combine to create
health care workplaces that bear more than a family resemblance. Health
care providers in the United Kingdom and the United States have also faced
similar imperatives for increased productivity and enhanced performance,
as calculated using a range of sometimes controversial measures. These
pressures emanate from national bodies: in the United Kingdom there is a
centralized regulatory system; in the United States a series of overlapping
voluntary and mandatory regulatory bodies create a kind of de facto national
regulation. These similar trends in the face of systemic differences require a
deeper analysis, focused at the front line of health care, the workplace.
The second reason for comparing a sector across Britain and the United
States is that the economies of these two countries have been grouped to
gether by scholars eager to create simple typologies and frameworks. The
now dominant typology of varieties of capitalism classified both economies
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as liberal market economies, characterized by relatively light regulation and a
low degree of economic coordination (Hall and Soskice 2001). EspingAndersen’s seminal study of welfare states classified both welfare states as
liberal welfare regimes, with welfare functioning only as a safety net for the
neediest and a general reliance on the market; the United States, however,
was a much neater example of this regime than the United Kingdom
(Esping-Andersen 1990). In their work on changing employment systems in
industrialized countries, Katz and Darbishire (2000) found that both the
British and American economies have featured declining union representa
tion, increased inequality, and similar variations in employment and human
resources practices across industries.
In studying health care workplaces, it is essential to view the process of
ongoing change in context— that is, as part of a series of relationships (or
institutional interactions) stemming from and feeding back to these same
institutions (Pierson 1994). In other words, the government and large
employers— and indeed insurance companies— create policy using a variety
of considerations from workplace consultation to electoral politics. A
complex configuration of interests influences the direction of policy and its
ultimate success.
The NHS is a huge single-payer, single-provider public health care
system, covering the entire population of about 60 million people. In contrast,
the US system is a primarily private system that features a predominantly
employment-based insurance system and, until the implementation of the
ACA, excluded about 50 million people from access to regular health care.
The ownership, insurance, and payment structures in the two countries
could not be more different. In the United States, health care is both the
largest and the fastest growing industry and has more than 18 million
employees in almost 1.4 million workplaces (US Bureau of Labor Statistics
2015)(Bureau of Labor Statistics 2008). In the United Kingdom, about 1.2
million people are directly employed by the NHS, with more providing
outsourced support services and contracted core services (Workforce and
Facilities Team 2015).
The UK health care system is highly centralized, with 90 percent of the
entire health care sector owned and operated by the central government. In
contrast, the US system is a tangled web of payers and providers. This in
cludes private hospitals and insurance companies as well as some governmentowned and -operated programs (in particular, the Veterans Administration
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and the Indian Health Service) in addition to government-funded programs
that are privately provided— most significantly Medicare and Medicaid.
Ownership, payment, and access are the starkest differences between the US
health care system and the British NHS.
In spite of major differences in the financing and ownership of these health
care systems, there are important similarities. In both countries hospitals are
the biggest organizations providing health care, and the government is the
biggest purchaser of care. Inside the hospital workplaces in the two coun
tries, the similarities become even more apparent. Entrenched professional
roles, resistance to change, and shortages of skilled staff are key concerns in
both countries.
Hospitals in both the United States and the United Kingdom face many
of the same current pressures. These common pressures are elucidated in the
cases in the chapters that follow. The push for increased accountability and
monitoring, improved quality, centralized regulation and standardization,
and the tug-of-war for and against privatization, competition, and neoliber
alism are trends that can be seen across the Anglo-American systems. These
forces cut across the operations of hospitals in both countries. They are
the forces behind the changes that create the titular challenges of the cases
described herein. These goals and objectives motivate the constant parade
of changes in health care. These four categories represent the what of the
changes, and the cases here describe the how of the changes— How do they
start? How are they initiated and by whom? And when and why are they
successful or unsuccessful?
Much of the research on health care institutions has placed health care
within the broader institutions and relationships of the welfare state. Like
other welfare institutions, such as education and pensions, health care straddles
the public and private sectors. In the fields of political science and sociol
ogy there has been a vigorous debate among competing explanations for
welfare state (including health care institutions) formation, expansion, and
retrenchment. Most of these explanations focus on the entrenched interests
of welfare beneficiaries rather than on providers. Many theories of the wel
fare state seek to explain the creation of the welfare state rather than changes
in welfare state institutions (Immergut 1992; Mares 2000; Pizzorno 1978;
Swenson 2002). The major theories focus on the policy aspects of the wel
fare state, specifically when and how major welfare legislation is created and
passed (Giaimo and Manow 1999; Immergut 1992; Mares 2000; Pierson
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1996; Pizzorno 1978; Swenson 2002). These scholars did not examine when,
how, or whether this legislation, once passed, is implemented. Even ( Jiaimo’s
examination of the implementation of health care reform analyzed only
modes of health care financing, an aspect that does not explain the major
changes in modes of service delivery in Britain. Her assertion that “employ
ers and government policy makers, and their interest in cost containment
have become the driving force behind welfare state reform” (2001,334) may
have been an accurate description of Britain in the Thatcher era, but it did
not reflect the massive increase in health care spending in Britain or the
United States in many (but not all) recent years.
The vertical-slice framework I use allows for the analysis of health care
restructuring where the rubber meets the road, at the front line of health
care provision. I track policy changes from the point of initiation, whether
within the workplace or at the national level, to implementation at the front
line of care delivery. Essential to my argument here is an understanding
of policy feedback, as explicated by Paul Pierson (1994). As he argues, once
welfare institutions and entitlements are entrenched in a society, the possi
bilities for change become constrained. He rightly shows that policies and
welfare institutions create new and powerful interest groups that in turn
shape future policy. This feedback effect, in its simplest form, is a demon
stration of the way that past policy constrains future policy because of the
role of entrenched interest groups. I contend that welfare state employees on
the front line, in addition to recipients of welfare benefits on whom Pierson
focuses, can shape the process and possibilities for welfare reform, particu
larly in the labor-intensive health care sector. The vertical slice, cutting across
the whole system from the policy level to the workplace, allows us to see how
policies and institutions create interest groups in the workplace, which in
turn enable and constrain future policy and practice.
It is also worth noting that in the case of health care in Britain and the
United States there is no retrenchment or decline. Instead, there has been a
continual process of restructuring, coupled with an increase in employment
and expenditure in both countries. Pierson’s key examples of the process of
policy feedback in the welfare state are of services and transfer payments
under threat (such as housing and pension payments). In the case of health
care restructuring, there is no direct organizing among service recipients.
Rather, the service providers have much more to lose with the imposition of
new ways of working and new governance structures in their workplaces.
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Giaimo and Manow (1999) made a strong case for examining policy im
plementation as well as policy formation in the study of health care reform.
In particular, they rebutted scholars who explained welfare policy reform by
way of party politics: “We do not deny the importance of explanations fo
cused on the political arena, but we find that they tell only part of the story
of policy change. In particular, such explanations tend to focus on the leg
islative process and thus can only answer the question of whether a policy
was enacted or not. They give only a partial explanation for why policy mak
ers settled on the particular content of reforms and often fail to consider events
within a given sector at the implementation stage” (969).
The framework I use affirms the assertion that policy implementation is
crucial. Key workplace structures determine whether and how health care
reform is implemented. Giaimo and Manow focus on the role of the health
care payers in determining the possibilities for reform. This explanation
seems somewhat apt for their US and German cases, but it cannot explain
the British case in which private companies are eager to profit from health
care and the key existing payer remains the state (Monbiot 2000). Payers may
exert influence over the degree of marketization of health care provision, but
employees can affect all forms of frontline service delivery with or without
competition in both the public and private sectors.
The history of performance ratings in chapter 3 demonstrates the politi
cal effects of the policy changes envisioned by Pierson. It describes how the
ratings regime brought out the interests of hospital managers, who in turn
were able to eliminate the ratings policy. But while Pierson focuses on the
interests of recipients of welfare benefits, I focus on the interests of welfare
state employees and the workplace effects of policy changes.
Pierson has argued that interest groups create policy, and policies also
create interest groups. His paradigmatic example is that of social security.
According to Pierson, the US Social Security program created a group with
common interests— the recipients— who then became an organized inter
est group— the American Association of Retired Persons (AARP). The
A ARP was a product of a particular policy, but it became a powerful inter
est group with the ability to influence future policy (Pierson 1994). In the
case of health care, it is not only health care beneficiaries that have become an
organized interest group but also health care providers. Although some
scholars have shown the importance of physicians in the establishment of
health care systems (Immergut 1992; Starr 1982), the creation of new inter
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est groups, with the exception of patient advocacy groups, and their ability
to shape future policy has been largely ignored. This is particularly true of
all nonphysician health care providers. The traditional professional status
hierarchy is reinforced by scholars of health care change who, in many cases,
foreground the role of physicians (and sometimes executives) while diminish
ing the essential roles of other staff groups.
There is a powerful feedback effect through which current health care
institutions shape— or even create— interest groups, which in turn have a
strong influence over the possibilities for future change and the production
of future policy. It is not possible to understand this feedback effect by look
ing only at the policymaking level or only at the national level. Rather, much
of the action that determines the future of both health care delivery and pol
icy happens at the workplace, where managers and frontline staff are
charged with implementing the barrage of new initiatives. The example of
star ratings in the British NHS (set out in chapter 3) demonstrates how the
distorted implementation of a policy at the workplace led to the abandon
ment of this policy.
Although change imposed from above can be problematic, there are ex
citing innovations trickling up from the front line. When they are present,
unions are a key facilitator of feedback, although they are not the only outlet
for frontline staff voice. The frontline professionals and staff who have the
most direct and intimate knowledge of the challenges of their work fre
quently come up with initiatives that improve health care for everyone. At
times, the initiatives can move from a single workplace to become the norm
(whether through regulation or the dissemination of best practice). The use
of checklists in surgery is one such initiative, albeit physician initiated rather
than initiated by nurses or other health care staff (Berenholtz et al. 2004;
(Jawande 2009a; Pronovost et al. 2006), the mandatory use of safety needles
to prevent needle-stick injuries (discussed in chapter 6) is another. These
cases demonstrate the power of frontline workers’ knowledge, which cannot
be replicated by someone outside the organization. It is worth noting, how
ever, that those programs created and promoted by physicians tend to achieve
much quicker traction than those initiated by nurses, other health care pro
fessionals, or indeed lower status, lower paid staff in hospitals.
One of the primary tensions in hospitals is between managers and pro
fessionals. Professions have developed over centuries, with strong identities,
professional autonomy, and respect for specific knowledge and skills (for
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much more on the history of nursing and medicine, see Nelson 2001; Starr
1982). Traditionally, professionals have controlled entry to their own profes
sion by controlling the licensure or credentialing process. In health care,
nursing and medicine are the largest professions, but there are scores of other
essential professionals such as pharmacists and social workers. Through the
evolution of health care institutions in both countries, the role of nonprofes
sional managers has grown dramatically. Most hospitals now have a chief
medical officer, a chief nursing officer, and a chief executive officer (although
there is wide variation in actual job titles).
The chief executive is the final arbiter and theoretically sits above the top
physician and nurse managers in the organizational hierarchy. In practice,
however, it is almost impossible for a nonphysician to impose anything on
the physicians against their will. Enter any hospital in the United Kingdom
or the United States, and one encounters the constant complaints of doc
tors refusing to cooperate or follow orders, complaints emanating from
management, nurses, and other staff. The professionals in turn assert that
their professional authority trumps any suggestions or recommendation
from nonprofessionals. This major tension exists in hospitals in both the
United Kingdom and the United States and certainly transcends the struc
tural and financial differences in the two health care systems. The rela
tionship between management and professionals has the potential to strain
implementation of any reform initiatives. For an initiative to succeed, all
frontline staff generally have to agree on and support the process as well as
the overarching objectives— lack of buy-in from professionals makes it im
possible for management to make any changes.

The Challenge to Change Now
The questions of the causes of and obstacles to successful changes to improve
health care are more relevant now than ever. As health care workers face this
flood of change initiatives, policymakers, health care researchers, adminis
trators, and elite physicians are proposing one initiative after another to make
health care safer, more rational, or more satisfying to patients. In the United
States, the most sweeping health care legislation in decades promises to re
shape access to and payment for health care without having much effect on
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the health care workplace. The 2010 AC A mainly creates incremental change
in the health insurance market, but policymakers and consultants, insurance
companies and professionals are clamoring to take advantage of the oppor
tunity to shape broader changes.
In the United Kingdom under Tony Blair’s Labor government, the push
was not to do more with less, but to do even more with more. Expenditure
and employment increased, but so did the number of change initiatives.
From performance monitoring to annual surveys of staff and patients, from
the gradually increasing role of the private sector to the growth in use of
nonprofessional staff (especially health care assistants), new initiatives and
new pressures became the norm. The onslaught of change initiatives has
continued, even as the coalition and then Conservative governments of
David Cameron implemented austerity measures that choked off health
service funding.
The British NHS is the most centralized and socialized health care sys
tem, while the United States system is the most fragmented and relies on
private insurance and private provision of care. The differences in these
systems are in access and payment, not in the delivery of care at the front
line. In fact, hospitals in both countries bear striking similarities. As the fol
lowing chapters elaborate, frontline workers in both countries face many of
the same challenges, from interprofessional collaboration to infection con
trol. While the British system is explicitly nationally regulated, the regulatory
framework in the American system is less well known. Nevertheless, the
scale of government-purchased health care and the scope of national regula
tion mean that hospitals in the United States are underpinned by a common
set of rules of operation. Although payment systems in the United States are
fragmented and access to health care is not universal, American hospitals are
subject to uniform rules and pressures that have much in common with their
counterparts in the United Kingdom.
Many in the United Kingdom see the US health care system as their
worst nightmare: “Thank God for the NHS. Thank God the NHS didn’t
go the American way,” said one general practitioner after seeing Michael
Moore’s film Sic^o (Edemariam, Henley, and Khaleeli 2007). In the United
States, the fear of socialized medicine was ever present in the 2009-10 health
care reform debate, and ultimately the fear of stifling free markets led to the
demise of a public health care option. In a laughable moment at the height
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of the health care debate in the United States, former New York City mayor
Rudolph Giuliani alleged, with blatant disregard for the facts, that if he had
had prostate cancer in the United Kingdom rather than the United States,
he would be dead. Yet as employees and patients of each system fear their
idea of the other, the systems are moving gradually closer together, with an
increase in government-purchased health care in the United States after the
Medicaid expansion in the ACA, and a growing role for private providers
contracted to the NHS in the United Kingdom.
While I focus of the difficulty of implementing change in both systems,
my analysis secondarily sheds light on some of the essential similarities
between hospitals in both countries. There is no better way to examine the
dynamic between change at the micro and the macro levels than by looking
at the two health care systems in the industrialized world that seem the most
diametrically opposed: the United States and the United Kingdom. The
primary research is contextualized with historical accounts of key moments of
change in each system. The argument and the data presented in this book
reveal that workers and managers in systems thought to be so dissimilar re
spond to change initiatives in similar ways. This insight helps us to under
stand the processes that influence system change and creates a much clearer
picture of the importance of the front line in any potential systemic change.
Exploring these similarities, I trace change initiatives imposed from above
and those initiated at the workplace level. In the process, 1 demonstrate that
many of the most significant and successful change initiatives in both coun
tries have moved not from the macro level to the micro but from the micro
to the macro.
My analysis of the two health care systems frames a key argument: not
only do national institutions shape workplace relationships, but workplace
relationships can also shape national institutions. Among the examples de
tailed in the chapters that follow are the workplace response to the Private
Finance Initiative in the United Kingdom, which led to new regulations re
stricting the ability of private contractors to degrade the pay and conditions
of privatized workers. Similarly, both the use of safety needles and the wide
spread adoption of checklists to eliminate errors and infections, practices that
were initiated by frontline staff in US hospitals, have now become embed
ded in national regulations. In these cases of bottom-up change, we see that
the configuration of national institutions does not determine the outcome in
the workplace. Rather, the workplace relationships and the ability of employ
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ees to solve pressing problems by applying their own expertise and then prop
agating successful initiatives more broadly have reshaped national practice.
This argument stands in stark contrast to much of the established litera
ture on employment relations. The received wisdom in political economy
and industrial relations, as argued in numerous seminal books (including
volumes by Hall and Soskice 2001; Katz and Darbishire 2000; Kochan,
Katz, and McKersie 1986; Piore and Sabel 1984) is that national institutions
shape workplace relationships. The influence of workplace relationships on
national institutions, however, has been largely overlooked. Nevertheless, as
I show in the chapters that follow, the experiences of workers on the front
line can and do shape future policy.
Whether and how policy is both made and implemented is profoundly
affected by what is happening in the workplace. Legislators and regulators
cannot simply create change by writing it into the law. Rather, the messy
reality of the workplace may distort, pervert, accelerate, or enhance the in
tended policy. Similarly, national change may begin in the workplace when
frontline workers are most aware of the causes of problems and the likely
areas for improvement. When local initiatives from frontline workers are
successful, the policy diffuses and sometimes moves from a practice that is
voluntary or covered in a collective bargaining agreement to a law covering
all workplaces, regardless of employer or employee preferences or union cov
erage.
This book focuses directly on the relationship between national policy
and workplace practice and the feedback dynamic that determines this
relationship. National policy and institutions structure workplace relation
ships, which in turn have an impact on future policies and institutional
changes. Too often one side of this two-way relationship has been overem
phasized to the neglect of the other.

Overview of the Chapters Ahead
To make a convincing case for a dynamic found across two countries and at
the intersection of policy and practice, it is necessary to take a deep dive into
each country’s health care system before moving to the more contemporary
cases. In chapters 1 and 2, I provide a history of each country’s health care
system with an introduction to the key stakeholders and an explanation of
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how and why they came to hold their current positions. These are not com
prehensive histories hut rather long looks at the ongoing processes of change
that have led to the current institutional configuration.
I contextualize the long history of change in health care in both coun
tries and make detailed comparisons of the unending attempts at change in
hospitals in both the United Kingdom and the United States. I introduce the
key players in each system— the payers, providers, and patients— and ex
plain how each system has evolved into its current form. In the case of the
United Kingdom, the NHS hospitals were relatively constant from the ser
vice’s founding in 1948 until the mid-1980s. Since the 1980s, change ini
tiatives have proliferated, from the use of outsourcing to the emphasis on
performance monitoring and restructured pay systems. NHS managers and
staff alike are frustrated by the constant attempts at change imposed from
above, often with little consultation of the frontline staff who will be respon
sible for implementation.
In the United States the fragmented health care system has seen nonstop
changes for at least the last half century. With the introduction of Medicaid
and Medicare requirements, hospitals reoriented their delivery systems; with
the introduction and legislative encouragement of health maintenance
organizations (HMOs), the systems were reoriented again. The role of the
Joint Commission (formerly the Joint Commission on Accreditation of
Healthcare Organizations, or JCAHO) is constantly evolving. The Joint
Commission is the de facto national regulator of hospitals, so when the com
mission establishes a new requirement (as it does regularly), frontline staff
are forced to respond to its directives. The initial chapters of this book illus
trate that the current, sometimes fraught, relationship between national actors
and frontline health care providers is determined by long-standing inter
ests and is not a new phenomenon. They also show that both health care
systems have experienced constant change, with very little time for a new
equilibrium to ever take hold.
After the introduction of the two health care systems and the key stake
holders therein, I move in the subsequent chapters to crucial case studies.
These cases trace the process of implementing change and look for the
sources of success and failure in that process. Chapter 3 presents an in-depth
case history that relates what is ultimately an episode of failed change from
above. At the turn of the twenty-first century, the British government deci
ded to impose a star rating system on British hospitals. This new system her-
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aided a regime of reward and punishment that has been remarkably persis
tent, in spite of the fact that most frontline providers find it to be detrimental
to the delivery of high-quality health care. An early example of the programs
of accountability and performance measurement that have become central
across the US and British health care systems, the star rating system was de
signed to reward good performance, punish poor performance, and enable
easy comparisons. At the hospital level, however, the star rating system was
manipulated, and managers had no confidence in the system. I present de
tailed evidence from my research in hospitals that received good ratings and
those that received bad ratings that reveals that the system suffered from
very low credibility and it never had the buy-in of the managers who were
supposed to both implement and learn from the rating system. As a result,
the managers, who resented the burden of data collection and did not feel
motivated by the incentives that were supposedly inherent in the system,
subverted the system. The ratings process was eventually abandoned (or at
least adapted beyond recognition) in response to the deep subversion of the
implementation process. The case of these performance ratings illustrates
the power of frontline workers to embrace, reject, or indeed subvert national
policy. The ultimate abandonment of this performance rating regime is a
perfect example of the feedback effect, where the workplace relationships in
turn affect national policy.
The example of change from above in the United States focuses on na
tional regulation. The regulatory entity used in the United States is the Joint
Commission (formerly known as JCAH()), which is officially voluntary but
plays, as Chapter 4 details, the de facto role of a mandatory credentialing
agency. Health insurance companies and government reimbursement pro
grams have essentially ceded control of hospital accreditation to the Joint
Commission, so the commission acts as a de facto national regulator, impos
ing uniform rules and standards on hospitals across the country. I analyze
the central role of the Joint Commission in imposing new initiatives on US
hospitals. Every time the Joint Commission introduces a new goal, hospital
staff have little choice but to comply with it, almost regardless of any adverse
effects. Chapter 4 analyzes the imposition and implementation of the Joint
Commission requirements as a case of an ongoing attempt at change from
above leading to intense frustration and change fatigue on the front line.
Criticism of these requirements from frontline staff has ultimately led to
a dismissive approach to the accreditation process, such that it is seen as
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a wasteful bureaucratic exercise rather than an important check on patient
care protocols. This is not so much a case of absolute failure but of major pushback at the point of implementation, after frontline workers have had a chance
to wrestle with the impracticalities of the new rules and procedures.
In chapter 5 I show how the feedback loop works in practice. This case
demonstrates pushback from the front line. Focusing on the United King
dom, chapter 5 details the work of unions (especially UNISON) to build
strong local organizations to fight the creeping privatization of the NHS.
This chapter is based on research conducted jointly over several years with
Stephen Bach, some of which has been published elsewhere (Bach and Gi
van 2010; Ciivan and Bach 2007). It was not a case of new policies initiated in
the workplace but rather a case of feedback— workers and their unions were
profoundly unhappy with the inequities that came with private sector in
volvement in the NHS, and they were ultimately able to force the govern
ment to protect the pay and conditions of their members. The union did
fight the policy of privatization nationally (especially the Private Finance Ini
tiative), but its most influential efforts took place in the workplace. Out
sourced workers fought for better working conditions in their own hospitals
while giving their national union the information and resources necessary
ultimately to end the so-called two-tier workforce (the system in which work
ers doing the same job were paid differently depending on whether they
had been employed by a public or private employer). In chapter 5 I show that
change from above may beget change from below, and I demonstrate the
feedback effect in action. The Private Finance Initiative created hospitals
where staff worked under both public and private employers, with different
terms, conditions, and benefits. The staff were able to organize themselves
and respond with new initiatives, and ultimately they achieved a more equi
table outcome.
In the next example of change initiated in the workplace I look at
responses to the crisis in hospital safety for both patients and hospital staff.
Although there have been problems with hospital safety for decades, a conflu
ence of interests had made it difficult to legislate an improved safety culture in
hospitals. In chapter 6 ,1 provide an analysis of key safety initiatives, pushed by
nurses and doctors, that have made hospitals safer places for all who set foot
in them, employees or patients. I demonstrate how one nurse in one work
place took a stand that led to a national change. Lorraine Thiebaud was
a nurse in San Francisco from the early days of the acquired immuno
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deficiency syndrome (AIDS) epidemic. After her coworker was infected with
the human immunodeficiency virus (HIV) through a dangerous needle,
Thiebaud took action. From the grievance procedure to a new collective bar
gaining agreement, and from a new state law to a new federal law, Thiebaud
fought to mandate that employers purchase only safer (but more expensive)
needles to protect the health and safety of their workers.
In my discussion I emphasize the importance of a multistakeholder per
spective. Needle-stick injuries to staff may have only an indirect impact on
patient care, but the sustainability of the workforce and the need to maintain
adequate health and safety standards cannot be separated from high-quality
patient care. A nurse working in an unsafe environment cannot provide the
highest level of care to a patient. In this case, a nurse (and her union) recog
nized this and initiated a change that trickled up to the very highest level,
federal legislation. I also discuss how surgical staff found a way to enforce
hand-washing protocols and significantly reduce the incidence of potentially
fatal central-line infections. The examples in chapter 6 demonstrate the pro
cess through which a nurse or doctor recognized a problem, developed a
solution, and confronted the institutional barriers to implementing the solu
tion. Through a gradual process, these frontline staff initiated policies that
affect all US health care workers and patients.
In the conclusion, chapter 7,1 draw findings from the in-depth case stud
ies and reaffirm the feedback dynamic among legislation, regulation, and
the workplace. My discussion moves from the workplace to the level of na
tional institutions and national health care systems and revisits the relation
ship between workers on the front line and the implementation of national
change. I show the ways in which health care providers are a critical interest
group with the ability to veto, constrain, and undo attempts to change health
care delivery. I elaborate on the relationship between the micro and macro
levels and draw comparisons between the United Kingdom and the United
States. This elucidates the claim that the US and UK health care systems are
radically different in terms of payment and access but remarkably similar at
the workplace level— for example, in their similar relationships between
doctors and nurses. I emphasize the relationship between national health
care institutions and the front line of health care delivery. As I return to the
macro level, I make clear that it is not possible to understand the potential
for systemic change in health care without understanding the dynamics of
change at the site of most health care delivery, the hospital workplace.

