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Between 1870 and 1980, the percentage of hospitals with
one or more collective bargaining contracts increased from
15.7 percent to 27.4 percent. A substantial amount of variation
exists in the extent of unionism on the basis of hospital own-
ership, bed size, and iocation, Employees are more likely to
organize when hospitals in the State are requiated by a man-
datory rate-setting program. Unions raise hospital empioyee's
wages—a modal estimate for RNs is about & percent; the cor
responding figure for nonprofessional employees is about 10

percent. Growth of union activity in hospitals has generally -
not been a major contributor to hospital wage inflation, and
less than 10 percent of the increase in real (relative to the
Consumer Price Index) spending for hospital care that oc-
curred during the 1870s can be attributed to union growth. We
project that between 45 and 50 percent of all hospitals will
have at least one union by 1990,

Introduction

Several factors have contributed to the growling in-
terest of social scientists in union activity in hospi-
tals. The first is the continued high cost of hospital
care. By 1980, hospitals had become a $100 blllion in-
dustry. Hospitals alone accounted for over 4 percent
of the nation’s Gross National Product (Gibson and
Waido, 1981). Second, although the proportion of total
hospital expense attributable to labor is declining and
will probably continue to do so in the future, labor’s
share was still nearly three-fifths of the total in 1980
{American Hospital Association, 1981). Third, Con-
gress amended the National Labor Relations Act
{NLRA) in 1974 to include coverage of private (i.e.,
nongovernmental) nonprofit hospital employees. Pri-
vate nonprofit hospitals are the largest segment of
the hospital industry by far. The amendments facili-
tated growth of collective bargaining in more than
half the hospitals In the United States which pre-
viously had not been covered by the NLRA. Fourth,
empirical studies show that unlonization raises hospi-
tal costs (Saikever, 1982; Sloan and Steinwald, 1980b;
Sloan and Adamache, 1981; and Cain, et a/l., 1981).

In spite of the growing interest in union actlvity in
hospitals, a number of questions remain unanswered.
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First, what have been the trends in unionization in the
hospital sector? Although a number of studies have
dealt with hospital unions,' very little information on
national trends has been available, especially for the
post-1974 period. Second, what factors account for
differences in union activity in a cross-section of hos-
pitals as well as over time? Third, what is the overall
impact of unions on hospital wages and costs? Final-
ly, in view of what is known, what can be said about
the future growth of unions and hospital costs?

This study presents an overview of union activity in
the hospital Industry with particular attention 1o the
period following the 1974 amendments to the NLRA,
The next section briefly summarizes the development
of Federal legislation and its relationship to the hos-
pltal sector. Section I presents data on union trends
from two sources: periodic surveys by the American
Hospital Association (AHA) on the presence of at
least one collective bargaining agreement in hospi-
tals, and the National Labor Relations Board's (NLRB)
monthly election reports. Evidence of impacts of hos-
pital unions on hospital wages and costs is briefly
summarized in Section IV, Finally, findings on union
trends and their cost consequences provide the basis
for projecting in Section V union developments likely
to occur during the 1980s.

‘See, for example, Delaney (1980, 1981), Dworkin, et a/.
(1980), Frenzen (1978), and Tanner, ef al. (1979).



Background

The NLRA, popularly known as the Wagner Act, is
the major Federal statute governing labor relations in
the U.S. Enacted in 1935, the NLRA provides the pro-
tective Federal framework for workers to organize,
form unions, and bargain collectively. The law initially
included all private hospitals, both nonprofit and for-
profit. In 1947, however, the Taft-Hartiey Amendments
exempted private nonprofit hospitals from NLRA cov-
erage on grounds that the hospital industry did not
constitute interstate commerce and that, as charita-
ble institutions, nonprofit hospitals should not be in-
cluded under the NLRA umbrella (Pointer and Metz-
ger, 1975). For-profit hospitals continued to be cov-
ered under the NLRA but in practice the NLRB did
not begin to exert jurisdiction over the for-profit hos-
pitals until the late 1960s.?

Both Federal and non-federal government hospitals
were also excluded from the NLRA in 1947, In 1962,
however, President Kennedy signed Executive Order
10988 establishing union election procedures for col-
lective bargaining in Federal hospitals. In return for
the right to organize, Federal hospital bargaining
units established under the jurisdiction of E.Q. 10988
must agree not to strike. Labor relations in non-fed-
eral government hospitals have never been governed
by Federal authority. Instead collective bargaining in
these hospitais has been under the purview of State

*These cases established NLRB jurisdiction over the for-
profits: Butte Medical Properties, 168 NLRB No. 52 {(1967);
University Nursing Home, Inc,, 168 NLRB No. 183 (1967).

laws in some States and by State attorney’s general
offices and other legal authorities in the remaining
States (Dworkin, et al., 1980).

When private nonprofit hospitals were exciuded
from the NLRA in 1947, States were free to fill the le-
gal vacuum. Most States, however, opted not to take
a position; by 1974 only 12 States had enacted laws
to regulate hospital union activity.® Partly because of
low prevalling wages and high employee turnover in
the hospital industry, Congress further amended the
NLRA in 1974 (PL 93-380) (Tanner, &f al., 1981). These
amendments brought private nonprefit hospitals back
under the jurisdiction of the NLRA and, by doing so,
granted over 1.5 million hospital workers NLRA pro-
tection in their organizing and bargaining activities.

Union Growth
Hospltal Union Growth in the 1960s

Table 1 shows percentages of U.S. hospitals by
hospital ownership class with at least one collective
bargaining agreement in 1961, 1967, and 1970. Despite
the legal vacuum created by Taft-Hartley, unionization
activity was substantial during the 1960s. The per-
centage of hospitals with at least one signed collec-
tive bargaining agreement increased in each type of
ownership category, particularly during the latter part

These states are Minnesoia, New York, Pennsylvania, Wis-
consin, Massachusetts, Utah, Colorado, Michigan, Connecti-
cut, Oregon, Montana, and Hawall. For a detailed discussion
of these state provisions, see Tanner, et &/, (1979).

TABLEA1
Hospitals with One or More Collective Bargaining Contracts, by Hospital Ownership, 1861.70
1961 1967 1970
Percentage Percentage Annual +Percentage Annual Annual
Number of of Hospitals Numberof of Hospitals Growth Number of of Hospitals Growth Growth
Hospital Registered with Registered with Rate? Registered with Rate? Rate?
Ownership  Hospitals Contracts’ Hospitals Coniracts' 196167 Hospitals Contracts 1967-70 1961-70
All hospitals 6,923 3.2 7,172 82 15.7 7,123 15.7 0.7 17.7
Federal 437 0.0 416 226 * 408 51.9 27.7 s
Non-federal 6,486 34 6,756 7.3 12.7 6,715 13.3 200 15.2
Nongovern-
ment
nonprofit 3,588 4.6 3,692 87 10.6 3,600 13.2 13.9 1.7
For-profit 873 5.4 923 6.1 2.0 858 10.0 6.5 6.8
State and .
local 1,925 1.1 2141 5.6 27.1 2,257 14.9 326 290

Source: American Hospital Association {1972)

'The data source reported percentage figures with survey respondents in the numerator and the sampling universe in the
denominator. Because 7-10 percent of hospitals surveyed did not respond, percentages were adjusted for each hospital owner-

ship class on the basis of survey responses for 1970.
Compounded continuously.
Growth rate cannot be computed.
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of the decade. Largely because of E.O. 10988, Federal
hospitals showed the greatest growth rate of ali, No
collective bargaining agreements existed in Federal
hospitals in 1961; by 1970 over half of such hospitals
had at least one signed agreement,

Union growth rates were modest in non-federal hos-
pitals but still were substantial. State and local gov-
ernment hospitals had the lowest union penetration
of the three non-federal hosplital types in 1961. By
1970, nearly 15 percent had union contracts, making
State and local hospitals the most unionized of the
three non-federal hospital types. By contrast, for-prof-
it hospitals had the lowest union growth rate over the
entire decade. Nevertheless, union growth in for-profit
hospitals was greater during 1967-70 than earlier in
the decade which probably reflects the fact that the
NLRB did not exert jurisdiction over the for-profit hos-
pitals until the late 1960s. Private nonprofit hospitals,
the largest hospital ownership class, showed steady
growth in union penetration over the 1960s, moving
from 4.6 percent to 13.2 percent with collective bar-
gaining agreements.

Data on which Table 1 is based do not reveal the
extent of unionization within hospitals, only whether
one or more union contracts existed. Unfortunatety,
there Is little longitudinal evidence available on the
proportions of hospital employees unionized, Reports
of Industry Wage Surveys by the Bureau of Labor Sta-
tistics (BLS) have included estimates of the percent-
age of unionized hospital employees every third year
since 1966, but these data are only for selected occu-
pational groups in selected cities. Although the areas
covered by BLS have remained fairly consistent, the
employee categories have not. Nevertheless, one may
infer from BLS Information that the percentage of
hospital employees covered by collective bargaining
contracts has generally increased. In 1966, for exam-
ple, one-eighth of full-time professional nurses em-
ployed by State and local government hospitals
worked in hospitals in which a majority of the profes-
sional nursing staff was unionized. The correspond-
_ing percentage for private hospitals was much low-
er—>5 percent {U.S, Bureau of Labor Statistics, 1967).
By 1969 these figures had increased to over one-fifth
in State-local government hospitais and between 5
and 9 percent in private hospitals {U.S. Bureau of La-
bor Statistics, 1971).

Hospital Union Growth in the 1970s

Table 2 shows the percentage of U.S. hospitals
with at least one collective bargaining agreement and
growth rates in this percentage during the 1970s.
These data come from six surveys conducted by the
American Hospital Association. Some of the intertem-
poral variation is due to slight sample changes from
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year to year.* As seen in the table, union growth gen-
erally continued during the 1970s. Beiween 1270 and
1980, the percentage of all hospitals with collective
bargaining contracts increased from 15.7 to 27.4 per-
cent which translates into a compound annual growth
rate of 5.6 percent. It is clear from Table 2, however,
that the rate of union growth declined markedly
throughout most of the 1970s and only since 1977 has
it begun to increase. Even considering the increase
between 1977 and 1880, growth in union coverage
was below the 5.6 percent annual growth rate for the
1970s as a whole. The highest growth rate in the
1970s was for 1970-73 which was only slightly more
than one-third of the rate for the preceding three-year
period (see Table 1).

Table 2 indicates a slight rise in union growth in
nongovernmental nonprofit hospitals after the 1974
amendments as reported in some past studies of hos-
pital unionization (Frenzen, 1978; Rosmann, 1975).
Growth rates during 1973-75 were higher in religious
and other voluntary hospitals than the corresponding
rates for 1970-73. Nongovernmental nonprofit hospital
union growth rates during the 1960s, however, were
more than double the growth rates in contracts
around the time the 1974 amendments were enacted.
It appears that, despite the legisiative encourage-
ment, these amendments followed the major portion
of union growth and had only a small impact around
the period of enactment. During 1977-80, growth of
collective bargaining in nonprofit hospitals again fell
below average growth for U.S. hospitals as a whole.

The number of reporting Federal hospitals declinaed
over the 1970s but the proportion with at least one
collective bargaining contract grew to a high of 86.1
percent in 1980. By contrast, non-federal government
hospitals had the second highest percentage with
collective bargaining in 1980 (28.8 percent).

Past studies have shown that collective bargaining
is less likely to arise in religious than in nonprofit
hospitals without a religlous affiliation (Dworkin et af.,
1980; Delaney, 1980). Empioyees in religious hospitals
appear to identify more closely with the hospita!l than
employees of other hospitals. Table 2 confirms this
pattern, Through the first half of the 1970s, religious
hospitals had the lowest proportion of collective bar-
gaining agreements of any major hospital category.
Religious hospitals had a higher rate of union growth
than other private hospitals during the 1970s; how-
ever, and by 1980 the percentage of hospitals with at
least one signed agreement was fowest for the for-
profit hospitals. Nevertheless, as of 1980, the percent-
age of religious hospitals with collective bargaining
agreements remained nine percentage points below
the corresponding percentage for their nonreligious
nonprofit counterparts.

*All AHA registersd hospitals were surveyed in each year
but because of nonresponse {about 10 percent on average)
and changing composition of the Industry from openings,
closures, and mergers, the 6 hospital samples are not identi-
cal.
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TABLE2
Hospitals with One or More Collective Bargaining Contracts, by Hospital Ownership, 1970-80

1970 1973 1975 1976 1977 1960

Parcanliage Percentage Annual Parcentage Annual Pafcenage  Annual Percentage Annual Percentage  Annual Annual

No.of of Hospitals No.of ofHospitals Growth No.of  of Hospitals Gfowth No.ot  ofHospitals Growth No.ot  of Hospitals Growth  Mo.of  of Hospitals  Growth Growth

Reporting with Reporting with Ratet Reporting with Rale* RAeporting  with Rate” Reporling with Rate® Reporting with Rale” Rate?

- Hospital Ownership Hqspﬂals Conlracis Hospitals Contracts 1970-73 Hospitals Contracts 197375 Hospilals Contracts 197576 Hospitals  Contracts  1976-77 Hospitals  Contract 1977-8C 1970-00
All hospitals 417 15.7 6,026 19.9 79 6,174 228 6.8 5,691 23.3 22 §,762 235 0.9 4582 274 51 56
Federal 393 519 an 67.7 89 374 77.0 6.4 319 825 6.9 303 72 -66 258 86.1 36 541
Non-federal 6,024 13.3 6,655 16.7 76 5800 19.2 7.0 5372 198 3.1 5459 20.6 40 4324 238 48 58

Nongovernment
nonprofit 3,330 13.0 3136 157 6.3 3,185 18.6 85 3,066 19.7 57 3,049 204 35 2522 23.2 43 58
RAeligious 767 78 722 10.3 9.3 698 128 10.9 677 13.7 8.8 659 13.7 0.0 557 16.3 58 74

Other

nongov-

ernment

nonprofit 2,563 14.6 2,414 17.3 8.7 2,487 20.2 7.7 2,389 21.4 58 2,390 222 3.7 1,965 252 42 55
For-profit 648 10.0 573 1.7 5.2 637 13.7 79 550 1.1 -210 578 nys 53 427 11.5 -06 14
State and
local 2,046 14.9 1,946 19.9 96 1,978 220 50 1,756 228 36 1,83 237 74 1,375 288 65 66

Source: AHA Annual Survey, various years.

1970 figures in Table 2 differ from those in Table 1 because those in Table 1 represent estimates for atl AHA hospitals while
those in Table 2 are for reporting hospitals only.

Compounded continuously.



Table 3 indicates a clear relationship between hos-
pital size and propensity to unionize, a finding also
documented in past studies (American Hospital Asso-
ciation, 1972; Frenzen, 1978). Larger hospitals have
more potential bargaining unlts and more employees
per unit, giving organizing efforts a potentiatly larger
payotf per dollar of organizing expense (Frenzen,
1978). The association between collective bargaining
and hospital bed size indicates that per-hospital sta-
tistics tend to understate the unionization trend when
one considers that the number of patients, patient
days, and other dimensions of hospltal output are
also closely related to hospital size.

Table 3 also indicates that hospitals in urban loca-
tions are more likely to have collective bargaining
agreements than rural hospitals, probably reflecting
an association between urbanization and hospital
size. In addition, union penetration throughout the
19708 has been greatest in the northeastern U.S. and
on the west coast—areas that have historically been
pro-union. By 1977, over 40 percent of hospitals in
these areas had at least one signed collective bar-
gaining agreement; whereas, in the south this per-
centage had not yet reached double figures,

NLRB Election Results —1974-1979

Tables 4 and 5 report results from the NLRB's
monthiy election reports for August 1974 through De-
cember 1979, which is the period immediately follow-
ing the implementation of the 1974 amendments.
Both tables present data on elections and election
outcomes not assembled heretofore; they include
only nongovernmental hospitals because government
hospitals are not covered by the NLRA. Observational
units are the hospital in Table 4 and the election in
Table 5. A total of 1,025 elections in 556 hospitals are
reported in the tables.

" The first row on Table 4 indicates that 16.2 percent
of nongovernmental hospitals had elections during
the period August 1974 through December 1979, and
unions won 48.6 percent of these slections. Nearly 70
percent of the slections occurred In three of the nine
U.8. Census Divisions—Mid Atlantic, East North Cen-
tral, and Pacific. Percentages of hospitals having
elections were highest in these three and the New
England Census Division. Differences in union victory
rates across Census Divisions are statistically signifi-
cant at the 5 percent level.

Religious and nonreligious nonprofit hospitais were
equally likely to have union elections, but elections
were much rarer in for-profit hospitals. The union vic-
tory rate, however, was highest in the for-profit hospi-
tals and lowest in religious hospitals. The slection
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rate differences may reflect bed size diiferences
among hospital ownership classes. The for-profit hos-
pitalis tend to be relatively small and election rates in-
crease monotonically with bed size. For reasons
stated above, larger hospitals present a more attrae-
tive target for union organizing efforts than smaller
ones.

The lower victory rate for religious hospitals is con-
gistent with past evidence (Delaney, 1980). Employees
in religious hospitals appear to have greater loyalty to
the hospital than employees in other types of hospi-
tals. In many cases they may actually be members of
the reiigious denomination with which the hospital is
affiliated. Although the high victory rate of for-profit
hospitals is also consistent with other studies
(Delaney, 1980), reasons for this pattern are not clear.

Unions appear to avold areas (primarily in the
south) where the legal and socilal environment Is not
receptive to union activity. In states with right-to-work
laws, for example, only 4.6 percent of hospitals had
union elections and the victory rate was nearly 12 per-
centage polnts below the U.S. average.® By contrast,
states in which the legal environment has traditional-
ly been receptive to union activity—thuse with laws
facilltating coliective bargaining in nonprofit hospitals
before 1974—had union election rates over twice
those of other states (Tanner, et a/., 1979), and union
victory rates were substantlally higher there as well.

Table 5 presents fraquency distributions of union
elections by union and election characteristics and
victory rates for each category defined by the charac-
teristics. The table indicates that nearly one-third of
elections were organized by independent employee
associations (employees not affiliated with a national
union)® and the victory rate was highest for this union
category—approximately 13 percentage poinis above
the natlonal average. The Service Employees Interna-
tional Union (SEIU) and District 1199 of the Retail,
Wholesale, and Department Store Union, respectively,
accounted for the next two largest shares of hospital
union organizing efforts. The victory rate for SEIU was
slightly below the naticnal average and the rate for
District 1199 was slightly above it.

*There is substantial literature on right-to-work laws, re-
gional variations, and their influence on unionization. On
right-to-work laws see, for example, Lumsden and Petersen
{1975), Moore and Newman (1975), Warren and Strauss (1979),
and Hirsch (1980). On ragional variations, see Dunlop (1948),
Moore and Newman (1975} and Hirsch (1980).

*Independent employee associations inciude many inde-
pendent labor organizations not affiliated with the AFL-CIO,
but does not include someé major indepandent unions, such
as the Teamsters or Communication Workers of America,
The American Nurses’ Assaciation (ANA), however, is in-
cluded as an independent. Unfortunately, the NLRE did not
distinguish elections in which the ANA was involved untit
1977.
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TABLE3
Hospitals with One or More Collective Bargaining Contracts, by Size and Location, 1970-80

1970 1973 1975 1976 1977 1960
Parcentage Psrcontage Annual Percentags Annuat Percentagae  Annual Percentage Annual Percentage  Annual Annual
Mo.of ofHospitals No.of ofHospitals Growih No.of of Hospilals Growth No.of of Hospitals Geowth No.ol  of Hospitals Growth No.of ofHospitals Growth Growth
Hospilal Size Reporting with Reporting with Rate® Reporiing with Rate' Reponing with Rate® Reporting with Rate' Reporting with Rate'  Rare’
and Lacation Hospilals  Coniracts Hospilals  Gontracts  1970:73 Hospi Co 197376 Hospitals Contracls 197576 Hospitals Contracts 197677 Hospitals Coniracis  1977-80 197040
Bed size
<100 2910 6.9 2,713 9.3 9.9 2,761 18 119 2498 123 41 2528 118 -41 1899 15.7 95 B2
100-249 1,861 18.2 1,732 229 7.7 1818 256 56 1,708 254 08 1,731 26.5 4.2 1,400 20.2 32 47
250-399 760 215 732 26.5 7.0 740 29.9 6.0 706 30.3 1.3 705 32 29 615 34.6 34 48
>a(0 886 344 849 416 6.3 855 46.3 5.4 779 47,9 34 798 4a1.7 -04 688 49.9 15 3.7
Urban/Rural
Non-SMSA 2,894 7.8 2,731 11.1 1.8 2,775 12.8 71 2,583 144 118 2608 14.5 0.7 2,009 18.7 85 &7
SMSA 3,522 222 3,295 271 686 3,399 309 66 3,108 0.7 -06 3,156 31.0 1.0 2,573 342 33 43
Census Division
New England 375 240 3, 273 43 31 344 114 321 333 -32 20 409 206 256 471 a7 87
Mid Atlantic 813 26.6 768 401 13.7 772 45.7 6.5 693 447 22 687 43.5 -27 555 47.4 29 58
So. Atlantic 850 8.5 818 10.6 7.4 854 11.6 4.5 816 12.4 6.7 844 1.3 -9.3 698 15.3 10.1 59
E.No. Central 1,053 18.0 986 20 6.7 1,010 255 74 950 27.2 6.5 964 26.8 -1.5 775 296 33 50
E. S0, Central 461 6.3 432 6.9 3.0 447 7.2 . 21 a1 76 5.4 415 8.7 135 333 11.7 99 g2
W. No. Central 825 12.0 766 13.3 34 811 16,5 10.8 771 18.3 10.4 767 18.1 -11 625 221 67 6.1
W, So. Central 807 4.2 761 5.3 7.8 783 58 45 682 6.0 3.4 700 6.1 1.7 516 99 16.1 86
Mountain 397 9.1 385 11.4 7.5 378 148 13.1 368 15.0 1.3 ars 16.3 83 281 17.8 28 67
Pacific 839 28.8 747 36.1 7.5 758 40.5 58 669 422 5.1 650 426 0.9 544 47,2 34 49
Source: AHA Annual Surveys, various years.
‘Compounded continuously.



TABLE4
NLRB Elections and Qutcomes in Nongovernmental Hospitals by Selected
Hospital and Area Characteristics, August 1974.-December 1979

Number of Percent of ' Union
Hospitals Hospitals Victories
with with Number of as a Percent
Elections Elections® Elections of Elections
All hospitals 556 16.2 1,025 48.6
Census Division
New England 58 249 106 57.6
Mid Atlantic 156 31.4 310 52.6
So. Atlantic 33 7.5 55 41.8
E. No. Central 121 20.1 221 M1.2
E. So. Central ' 17 8.2 23 56.9
W. No, Central 27 6.7 ' a1 49.0
W. So. Central ' 13 34 18 22.2
Mountain 25 12.5 39 51.3
Pacific 106 235 202 485
Ownership
Nonprofit-religious 115 17.7 176 36.4
Nonprofit-nonreligious 385 17.6 756 50.4
For-profit 46 8.6 : a3 57.0
Bed size
<100 118 7.8 204 52.9
100-249 207 18.5 387 438.1
250-399 121 25.8 198 43.4
>400 110 33.0 236 50.0
SMSA size
Non-SMSA 153 11.0 269 49.4
<100,000 6 13.0 " 72.7
100,000-250,000 52 20.4 95 50.5
250,000-500,000 52 16.1 03 41.9
500,000-1,000,000 50 16.5 90 34.4
1,000,000-2,500,000 98 18.3 155 40.0
>2,500,000 145 25.4 312 56.7
Right-to-work?
No 509 21.4 950 49.9
Yes 47 4.6 75 320
Worker protection?
No 268 11.2 453 38.9
Yes 288 27.9 872 56.3

Source: NLRB Election Reports, August 1674-December 1979.
‘Based on the census of AHA ragistered hospitais in 1974.
:Differences in victory rates are significant at the .05 level.
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TABLES
NLRB Elections and Outcomes in Nongovernmental Hospitels by Selected
Union and Election Characteristics, August 1974-December 18979

Union
Number of Victories
Number of Percent of Union as a Percent
Elections Elections® Viciories of Elections
All hospitals 1,025 100.0 498 48.6
Employee organization?
Independent union 313 30.5 193 61.7
Service employees 220 215 103 46.8
District 1199 128 12.5 64 50.0
Teamsters 68 6.6 21 309
Operating engineers 51 5.0 24 471
State, county, and
municipal employees 45 4.4 17 37.8
Retail clerks 40 3.9 13 325
Laborers 29 2.8 7 24.1
Communication workers 14 1.4 0 0.0
Office employees int’l. 13 1.3 6 47.2
Guard workers 10 1.0 6 60.0
Others 94 9.2 44 46.8
Type of union?
Industrial 227 22.1 66 29.1
Departmental 39 3.8 27 69.2
Guard 35 3.4 22 62.9
Professional and/or
technical 450 43.9 257 57.1
Office, clerical and
other white collar 131 128 67 51.2
Combined professicnal
and office 18 1.8 6 333
All others 125 12.2 53 42,4
Type of election?
Stipulation 597 58.2 293 49.1
Regional director ordered 314 30.6 133 42,4
Board ordered 44 43 19 43.2
Consent 70 6.8 53 5.7
Nature of election?®
Single-union 886 86.4 419 47.3
Multi-union 139 13.6 79 56.8
Year
1974° 74 7.2 50 67.6
1975 236 23.0 113 47.9
1976 : 181 17.7 87 481
1977 237 231 : 109 46.0
1978 152 14.8 69 45.4
1979 145 14.1 70 48.3

Source: NLRB Election Reports, August 1974-December 1979,
'Percentages do not always add to 100.0 due to rounding.
*Differences in victory rates are significant at the .05 level,
*August - December only,

8 HEALTH CARE FINANCING REVIEWIJUNE 1982/Volums 3, Number 4



Unions organized into professional andfor technical
units were responsible for aimost half the NLRB elec-
tions after passage cf the 1974 amendments (43.9 per-
cent), nearly double the second highest number of
elections by industrial employee organizations {22.1
percent). Variations in victory rates among the differ-
ent union types shown in Table 5 are substantial,
ranging from 29.2 percent for industrial unions to 69.2
parcent for unions organizing specific hospital de-
partments such as housekeeping or laundry. The rea-
sons for this pattern are unclear; victory rates were
not higher on average for white collar, blue collar, or
professionalitechnical groups.

One element of the union election process that has
received little attention is the type of NLRB election
held. The NLRB distinguishes between five types of
representative elections. Most common are the two
kinds of consent elections. In the “agreement for
consent’”’ election the regional NLRB director makes
the final resolution of any disputes concerning the
conduct of the election. In the “stipulation for certifi-
cation on consent” election, the National Board set-
ties all disputes. The latter, termed *‘stipulation” in
Table 5, is far more common than the former, termed
‘congent™ in the table. Stipulation elections usually
require a longer period of time to be resolved if dis-
putes arise, The fact that the National Board is in-

.volved may appeal to unions and employers alike on
“fairness’ grounds. Nevertheless, unions have had a
substantially higher victory rate in consent agreement
than in stipulation elections, although involvement of
the National Board is not necessarily a factor in this
differenca,

Union elections may also be ordered by the Na-
tional Board or by regional NLRB directors. A Board-
ordered election occurs when there are questions
concerning the appropriateness of a bargaining unit
or circumstances involving a novel issue—for exam-
ple, a unique bargaining unit. The regional director
may order an election when a disagreement occurs
between the bargaining parties, but there are no novel
issues or ¢circumstances involved. The final type of
election identified by the NLRB is the expedited elec-
tion. This sometimes occurs when unfair labor prac-
tices are involved, and the NLRB may move the elec-
tion date forward, '

As Tabte § indicates, there were no expedited elec-
tions In hogpitals during the second half of the 1970s.
The majority of elactions are stipulated, followed by
regional director-ordered, Board-ordered, and consent
elections, respectively. Although consent elections
represent only a small proportion of elections, unions
won 75.7 percent of them. By contrast, all other types
had win rates of under 50 percent. Prosten (1978) has

argued that pre-election time delays are the major rea-

son for the difference in the victory rates. Consent
elections occur quickly with 75 percent of all consent
elections being completed by the end of the month
after the month in which the petition is filed. Noncon-
sent elections, however, are only 68 percent complete
within three calendar months of petition filing.
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The vast majority of elections in hospitals involve
only cne union; multiple union elections, in which
two or more unions compete with one another to rep-
resent a bargaining unit, occur less than one-sixth as
often as single union elections. Nevertheless, multi-
ple union elections have higher victory rates than
their singie union counterparts. It has been suggest-
ed that a multiple union election stimulates employee
interest and increases prospects for union victory
{Chaison, 1973). Alsc, unions may compete for those
bargaining units offering the highest chance of suc-
cess.

Finally, Table 5§ indicates that there was a short-
lived spurt in hospital election activity immediately af-
ter the 1974 amendments were enacted. Union victory
rates were also highest immediately following the
amendments, but victory rates deciined soon thereaf-
ter and remained below 50 percent for the rest of the
decade. :

Multivariate Studies of Union Elections

Descriptive information is helpful in understanding
the “lay of the land,” but to gauge the importance of
ditferent variables, muitivariate methods are required.
Only three studies, all based on NLRB data, have
used multivariate techniques to examine factors
which influence union activity in hospitals {Delaney,
1981; Becker and Miller, 1981; Becker, 1981). Ahough
they have slightly different specifications, they do
¢oncur on a number of peints.

In general, all three concluded that characteristics
associated with the election process or bargaining
unit are generally more influential in their impact on
the cutcome of the slection than variables related to
hospital environment and organization. All three
studies found that, holding other factors constant,
the probability of a union victory is lower with larger
size election units and a high voter turnout. Moreover,
unions are more likely to win an election if there is an
existing union or prior union activity before the slec-
tion is held. Among environmental and structural vari-
ables, the most reliable predictor of election outcome
is whether the election takes place in areas where
there were state laws protecting the right of nonprofit
hospital employees to organize prior to passage of PL
93-360. For-profit and religious hospital ownership
each iowered the probability of union success; how-
ever, since coefficients on these structural variables
were not always statistically significant in the three
studies, they should be seen as less rsliable pre-
dictors of election outcome., Factors showing no in-
fiuence on the election cutcome include: right-to-
work legisiation, area population density, unemploy-
ment, cost-of-living, and hospital teaching status.

~ Hospital bed size had a mixed impact on election out-

come,
Becker (1981) analyzed data on U.S. hospitals as
well as NLRB daia to determine the impact of the in-
dependent variables on three dependent variables: (1)
the probability of a hospital having a collective bar-
gaining agreement in 1980; (2) the likelihcod of an



NLRB election; and (3) the likelihood of a union vic-
tory in an NLRB election. tn addition to the aforemen-
tioned independent variables, Becker also empha-
sized the role of hospital rate review and third party
reimbursement.

Recent empirical studies have found that manda-
tory hospital rate-setting programs have reduced hos-
pital costs, but only after they have been in place for
a number of years (Billes, et al., 1980; Coelen and Sul-
livan, 1981; and Sloan, 1981). Although the aggregate
effect of rate-setting on hospital costs is becoming
increasingly clear, the mechanisms through which the
cost savings are achieved is not well understood.
Adamache and Sloan (1982} concluded that rate-set-
ting reduces earnings of hospital employees, espe-
ciaily at the entry level. But to the extent that such re-
ductions occur, do hospital employees tend to organ-
ize in self-defense?

Becker's study provides an answer, He found that
mandatory state rate-setting has a major impact on
the occurrence and outcome of hospital elections.
States with such programs have substantially higher
levels of union elections and victories. His astimates
imply that the prebability of having a collective bar-
gaining agreement is 11 percent higher in states with
mandatory rate-setting {(when all hospital revenue
sources are covered by rate-setting). The probability
of an slection occurring in these states during 1974-
79 was 14 percent greater, and a union victory was 13
percent more likely, than in non-rate-setting states.

1t appears that hospitals with a high percentage of
patient revenue from Medicaid reimbursement have a
significantly larger number of signed cotlective bar-
gaining contracts. Such hospitals also were more like-
Iy on average 10 have had an election in recent years
and the probability. of a union victory tended to be
higher in such settings. All other things being equal,
however, hospitals with higher leveis of Blue Cross
coverage have had significantly lower numbers of col-
lective bargaining agreements and union victories.
Untortunately, Becker could not determine the reason
for these latter patterns. However, even lf causality
cannot be determined with available data, these re-
sults rmerit considerable interest as a matter of statis-
tical description. To the extent that Medicaid-criented
hospitals are under financial pressure from Medicaid
cutbacks, the presence of unions in these hospitals
may compound their difficulties.

Effects of Unions On Hospital
Wages and Costs

To examine trends in hospital unionization would
be somewhat sterile without information on the likely
effects of these trends. The simplest and most direct
type of effect is elevation of wages and the monetary
value of fringe benefits of unionized employees. Po-
tential indirect effects include changes in hospital
workforce composition and in worker behavior.
Unions typically claim that union-induced wage gains

10

need not mean higher costs since they alsc boost
employee productivity and reduce absenteeism and
turnover. In addition to effects on unionized hospi-
tats, unions may have “spillover” or “‘threat effects”
on pay levels in nonunion hospitais. It is beyond the
scope of this paper to perform a detailed assessment
of direct and indirect effects of unions on hospitals.
Instead, we provide a brief review of existing evi-
dence on direct effects on wages and on aggregate
effacts on hospital costs.

Evidence obtained from studies of the effects of
collective bargaining on wages and fringe benefits
parmlt several generalizations. First, a statistically
significant positive ¢ollective bargaining effect has al-
most always been obtained frorm studies in hospital
and other areas. Typically, unions have had a smaller
effect on professional nurses’ and other profes-
sionals’ wages than for nonprofessional occupations.
A modal estimate for RNs is about 6§ percent; the cor-
responding figure for nonprofessionals is about 10
percent.” A recent study reported an 8.8 percent in-
crease for hospital occupations as a whole (Sloan and
Adamache, 1981); this estimate is consistent with
other research on this topic,

Second, collective bargaining affects a hospital em-
ployee’s pay even when he or she is not a union
member. These spillover effects may be sither inter-
nal or external. An Internal spillover occurs when the
hospital has a union, but a particular department or
occupation is not covered. Past studies imply that in-
ternal splillover effects raise compensation by as little
as 1 and as much as 8 percent. (Feldman and Schef-
fler, 1982; Adamache and Sloan, 1982; Becker, 1979).
An external spillover cccurs when collective bargain-
ing activity in one hospital affects pay levels ina
neighboring nonunionized hospital. Measures of ex-
ternal spillovers tend to be imprecise but generally
support the view that the latter type of spillover
exists {Cain, et al., 1981; Adamache and Sloan, 1982).

Third, strikes and other work stoppages have impor-
tant consequences for wages; the etfects of collec-
tive bargatning in hospitals having work stoppages is
substantially higher than collective bargaining effects
without work stoppages. (Sloan and Steinwald, 19803;
Feldman and Scheffler 1982).° Fourth, there is some
evidence that the union effect on wages is higher

For RNs, estimates are: 0 to 4 percent—=Sloan and Elnicki
{1978}, 5 to 10 percent—Link and Landon (1976); 6.5 per-
cent—Sican and Steinwald (1980a); 8 percent—Fsidman and
Scheffler (1982); 3 percent—Cain, et a/. (1981); negative 3.4
percent—Feldman, et al. (1980); 4 to 11 percent—Adamache
and Sloan (1982); 6 percent—Sican and Adamache (1981). For
nonprofessional hospital workers: 4.5 to 8.2 percent—~Fottler
{(1977); 7 percent wages and 8.8 percent fringes—Becker
(1981); 11 to 12 percent for secretaries and housekeepers—
Feldman and Schefiter (1982); 7 10 16 percent for various
nonprofessional ogcupations—Fegldman, et af, (1980); 4.9 to
17.6 percent for various nonprofessional occupations—Sioan
and Steinwald {1980a); 5.6 percent—Cain, et &/, (1881); 6 to 17
percent for various nonprofessional occupations—Adamache
and Sloan (1982); 5 to 12 percent for various nonprofessional
occupations—Sloan and Adamache (1981).

*This finding does not apply 0 ANs in the second study.
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when the union has beaen in place for a number of
years {Feldman and Scheffler, 1982). This conclusion
applies to RNs as well as nonprofessional hospital
employees.

Four studies have assessed the impact of collec-
tive bargaining on hospital costs. Using a nationai
data base on individual hospitals spanning 1970
through 1975, Sloan and Steinwald (1980b) found that
cost per day and per case are 3.3 and 2.1 percent
higher, respectively, in the year after cottective bar-
gaining is introduced. in equilibrium, the unlon-non-
union differences for the two types of average cost
measures are 5.7 and 3.7 percent, respectively. If the
hospital had a recent history of strike activity, total
coliective bargaining effects were found to be slightly
over twice as large. With a sample of hospitais from
Illinois, Minnesota, and Wisconsin, Miller, Becker,
and Krinsky (1979) found that, for the single-union
hospital, the overall increase in cost per day attributa.
ble to collective bargaining is 2 to 4 percent. Using a
more complete specification, Salkever (1982) obtained
estimates of collective bargaining on cost per case of
5 to 9 percent with a sample of hospitals from Mary-
land, Massachusetts, Pennsylvania, and New York, He
derived separate estimates for the total effects of
unicns and found that about two-thirds of this is due
to factors (unidentified) other than the union effect on
wages. Sloan and Adamache (1981), using a national
sample of 367 hospitals observed for two years, 1974
and 1977, concluded that cost per adjusted {for outpa-
tient activity) patient day and per adjusted admission
was 3.5 and 4.1 percent higher, respectively, in hospi-
tais with a union but with no recent history of sirike
activity. For hospitals with strikes, corresponding ef-
fects were 10.2 and 9.0 percent.

Adding spillover effects to the above estimates, a
conservative estimate of the full union effect on real
hospltal expenditures is about 10 percent. This esti-
mate implies that hospital union growth raised reai
spending on hospital care by about 5 percent during
the 1970s as compared to the 67 percent increase ac-
tualty observed {Adamache and Sloan, 1982).

The 1980s

The discussion thus far has focused on what is
known about past union activity in hospitals. What
can be said about the future growth of union activity
in hospitals and what implications will this have for
hospital costs in the 1980s7?

First, from all indications, unions will continue to
grow both in number of hospitals with union repre-
sentation and in the extent of occupational groups
covered. Feldman, et al, (1980) reviewed evidence on
the spread of hospital unionization from its inception
in 13119 through 1976. Using two multivariate models,
they predicted that by 1990 about 65 percent of all
hospitals will have one or more union contracts. Evi-
dence from Table 2 suggests that this estimate may
be 100 high. If hospitals with union ¢ontracts are to
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reach 65 percent by 1990, coverage would have 1o in-
crease dramatically during the 1980s. That would
mean an annual rate of growth of 8.6 percent which is
considerably higher than actual growth rates since
the 1960s. |f union growth in hospitals continues at
the annual pace of the 1970s, 5 to & percent {a more
likely outcome), we can expect that by 1990 oniy 45 {0
50 percent of all hospitals will have at least one col-
lective bargaining agreement.

Second, past evidence indicates that union activity
follows certain patterns. To date, elections have been
more likely 10 occur in larger, nonprofit, and urban
hospitals locatad in areas with traditionally strong
union support. The probability of a union win, by ¢con-
trast, is unrelated to hospital size or degree of ur-
banization but highest in profit-oriented hospitals and
areas with a strong union orientation. Independent
employee associations apparently enjoy the greatest
degree of union election success. Multi-union elec-
tions and consent elections also both favor unions'
chances of winning.

Future patterns of union elections and victories
will, in al} likelihood, deviate from these past patterns
since unions have probably already organized many of
the “‘easy” hospitals. Future efforts will have to turn
to the more difficult hospitals, and this is likely to
lower the number of actual elections as well as union
success rates. For example, the pending merger be-
tween the SEIU and District 1192 unions will facilitate
organizing health care workers, especially in the
southern states where right-to-work laws have made
unionization difficult {(Hospitals, 1981).

Independent employee associations will probably
continue to have a high level of success in union
elections. Alse, the union trend will continue strong
in the white coltar professions, Consent elections
seem to afford unions the best opportunity of win-
ntng. However, consent elections probably will not
figure prominently in the 1980s because so few elec-
tions are of this type.

Third, unions will continue to raise hospital costs
over what they would have been in their absence. Pro- -
jected growth in the percentage of hospitals with
contracts from 27 10 45-50 percent by 1990 would
raise real 1990 hospital expenditures by 5 percent
over what they would be if union activity remained at
its 1980 level. Freeland and Schendler (1981} have pro-
jected that real expenditures on hospital services will
rise 58 percent between 1979 and 1990. The 5 percent
contribution from union growth represents less than
one-tenth of their projection. As in the past, the level
and growth of hospital collective bargaining witl be of
minor importance as a source of hospital cost levels
and inflation, T¢ understand past and future growth
of hospital costs, one should concentrate on such
first-order factors as insurance coverage for hospital
care, product-enhancing technological change which
is partly attributable to insurance, as well as rising
real per capita income rather than on collective bar-
gaining.

"



Acknowledgments
We are grateful to Louise Fox for research assistance and to
John Delaney, Norman Metzger, and Jonathon Rakich for
helpful comments on an earlier draft.

References

Adamache, K. W. and F. A. Sloan, “Unions and Hospitals:
Some Unresolved Issues,"” forthcoming, Journal of Health
Economics, 1982,

American Hospital Association, *AHA Research Cap-
sules—No, 8," Hospitals, Vol, 48, No. 7, April 1, 1972, pp.
2168,

American Hospital Association, Hospital Statistics, 1981 Edi-
tion, American Hospital Association, Chicago, Ilinols, 1981,

Becker, Brian E. and Richard U. Miller, *'Patterns and Deter
minants of Unlon Growth in the Hospital industry,” Journal
of Labor Research, Vol. 2, No, 2, Fall 1981, pp. 309-28.

-Becker, Edmund R., “Structural Determinants of Union Ac-
tivities in Hospitals,"” Vanderbilt University, mimeo., 1981,

Biles, Brian, Carl Schramm, and Graham Atkinson, “Hospital
Cost Inflation Under Rate-Setting Programs,” New England
Journal of Medicine, Vol. 303, No, 2, Septamber 12, 1980, pp.
665-9.

Butte Medical Properties, 168 NLRE No. 52, 1967,

Cain, G. G, B, E. Becker, C. G. McLaughlin, and A, E.
Schwenk, The Effects of Unions on Wages in Hospitals, In-
dustrial Relations Research Institute, University of Wiscon-
sin at Madison, Report No. 5R01 H502661-02, March 1981,

GChaison, Gary N., “Unit Size and Union Success in Repre-
sentation Elections,” Monthly Labor Review, Vol. 96, No. 2,
February 1973, pp. 51-2.

Coelen, Cralg and Daniel Sullivan, “An Analysis of the Ef-
fects of Prospective Reimbursement Programs on Hospital
Expenditures,” Health Care Financing Review, Vol. 2, No. 3,
Winter 1981, pp. 1-40.

Delaney, John T,, "“Patterns of Unions’ Successes in Hospital
Elections,” Hospital Progress, Vol. 61, No. 2, February 1980,
pPp. 3640,

Delaney, John T., “Union Success in Hospital Representation
Elections,” Industrial Relations, Vol. 20, No. 3, Spring 1981,
pp. 149:81,

Demarko, K., J. W. Robinson, and E. C. Houck, “A Pilot Study
of the Initial Bargaining Demands of Newly-Organized Em-
ployeas of Health Care Institutions,” Labor Law Journal, Vol.
29, No. 5, May 1978, 275-91.

Ounlop, John T., “The Development of Labor Organization: A
Theoretical Framework,” in Insights into Labor Issues, R,
Lester and J. Shister (eds.}, MacMillan Co., New York, 1948,
pp. 163-93.

Dworkin, James B., Marian M. Exiejt, and Sheree R. Dem-
ming, “Unionism In Hospitals, or What's Happenad Since PL
93-3607" Health Care Management Review, Vol. 5, No. 4, Fall
1980, pp. 7581,

12

Feldman, R., L. Lee, and R, Hoffbeck, “Hospital Employees’

Wages and Labor Union Organization,” Minnsapolis: Univer-

sity of Minnesota, Final Report on Grant No. 1-R03-HS03649-
01, National Center for Health Services Ressarch, November
1980

Feldman, R. D. and R, M. Scheffler, “The Effects of Labor
Unions on Hospital Emplovees’ Wages,” Indusirial and Labor
Relations Review, Vol. 35, No. 2, January 1982, pp. 196-206.

Fottler, M. D., “The Union Impact on Hospital Wages,” Indus-
trial and Labor Relations Review, Vol. 30, No. 3, April 1877,
pp. 342-55.

Freeland, M, S. aﬁd C. E. Schendier, “National Health Ex-
penditures: Short-Term Outlook and Long-Term Frojections,”
Health Care Financing Review, Vol. 2, No. 3, Winter 1981, pp.
97-138.

Frenzen, Paul D., “‘Survey Updates Unlonization Activities,”
Hospitals, Vol, 52, No. 15, August 1, 1978, pp. 93-104.

Gibson, Robert M. and Daniel R. Walde, “National Health Ex-
penditures, 1980,” Heaith Care Financing Review, Vol. 3, No.
1, September 1981, pp. 1-54. '

Hirsch, B. T., “The Determinants of Unionization: An Analysis
of Interarea Differences,” Industrial and Labor Relations Re-
vigw, Vol, 33, No. 2, January 1980, pp. 147-61.

Hospitals, “Union Directors Agree to Merge,” Vol. 53, No. 11,
June 1, 1981, p. 28.

Link, C. R. and J. H. Landon, “Market Structure, Nonpecu-
niary Factors, and Professional Salaries: Registered Nurses,”
Journal of Economics and Business, Vol. 28, No. 2, Winter
1976, pp. 15155,

Lumsden, Keith and Craig Petersen, "The Effect of Right-to-
Work Laws on Unionization in the United States,” Journal of
Paolitical Economy, Vol. 83, No. 8, December 1875, pp. 1237-
48,

Miller, J. D. and §. §. Shortell, “Hospital Unionization: A
Study of the Trends,” Hospitals, Vol, 43, No. 18, August 16,
1969, pp. 67-73.

Miller, R. U, B, E. Becker, and E. B. Kringky, *Union Effect on
Hospital Administration: Preliminary Results from a Three-
State Study,” Labor Law Journal, Vol. 23, No. 3, August 1977,
pp. 51219,

Moore, Willlam J. and Robert J, Newman, “On the Prospects
for American Trade Union Growth: A Cross-Section Analy-
sis,” Review of Economics and Statistics, Vol. 57, No. 4, No-
vember 1975, pp. 435-45,

Pointer, Dennis D. and Norman Metzger, The National Labor
Relations Act: A Guidebook for Health Care Facility Adminis-
trators, Spactrum Publicationg, New York, 1975.

Prosten, Richard, *‘'The Longest Ssason: Union Organization
in the Last Decade, alkia How Come One Team Has to Play
with lis Shoelaces Tied Together?” Proceedings of the Thir-
ty-First Annual Meeting, Industrial Relatlons Research Asso-.
ciation Series, Barbara D. Dennis (ed.), Chicago, August 29-
31, 1978.

HEAIL.TH CARE FINANCING REVIEW/JUNE 1982Volume 3, Number 4



Rosmann, J., “One Year Under Taft-Hartley,” Hospitals, Vol.
49, No. 24, December 16, 1975, pp. 64-68.

Saltkever, David 8., “Unionjzation and the Cost of Producing
Hospltal Services,” forthcoming, Journal of Labor Research,

1982,

Sloan, F. A., "Regulation and the Rising Cost of Hospital
Care," Review of Economics and Statistics, Vol. 63, No. 4,
November 1981, pp. 479-87.

Sloan, F. A. and K. W, Adamache, “The Role of Ul_'llons in
Hospital Cost Inflation,” Vanderbilt University, mimeo., 1981,

Sloan, F. A. and R. Elnicki, “Profagsional Nurse Wage-Setting
in Hospitals,” in R. Scheffler {ed.), Research in Health Eco-
nomics, JAl Press, Greenwich, Connecticut, 1979, pp. 217-
254,

Sloan, F. A, and B. Steinwald, Hospital Labor Markets,
Lexington Books, D. C. Heath, Lexington, Massachusetts,

1980a.

HEALTH CARE FINANCING REVIEWIJUNE 1982/V olume 3, Number &

Sloan, F. A, and B. Steinwald, insurance, Regulation and
Hospital Costs, Lexington Books, D. C. Heath, Lexington,
Massachusetts, 1980b.

Tanner, L. D, H. G. Weinstein, and A. L. Ahmuty, Impact of
the 1974 Health Care Amendments to the NLRA on Collec-
tive Bargaining in Health Care Industry, U.S, Department of
Labor, Federal Mediation and Conciliation Service, Washing-
ton, D.C., 1979.

U.S. Bureau of Labor Statistics, industry Wage Survey: Hos-
pitals, July 1966, Bulletin No. 1553, U.S. Government Printing
Office, Washington, D.C., 1867.

LS. Bureau of Labor Statistics, industry Wage Survey: Hos-
pitals, March 1969, Bulletin No. 1688, U.S. Government Print-
ing Office, Washington, D.C., 1971,

University Nursing Home, Inc, 168 NLRB No. 183, 1967.
Warren, Ronald S., Jr. and Robert P, Strauss, “A Mixed Logit
Model of the Relationship Between Unionization and Right-

to-Work Legislation,” Journal of Political Economy, Vol. 87,
No. 3, June 1979, pp. 648-55,

13





