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ABSTRACT

A salient recent development in Slovak and Hungarian labour politics is the shift of public sector bargaining institutions towards the industry level. Previously, employees in healthcare and education were all covered by a single public sector bargaining forum, but recently a new, more decentralized setup emerged in which bargaining in the two industries are independent from each other. This shift was also accompanied by a divergence in bargaining outcomes, meaning that healthcare employees managed to achieve wage increases more efficiently than teachers. The process started before the crisis, but was exacerbated after 2008. Using Beverly Silver’s theoretical framework, the paper identifies the difference in the structural power of healthcare and education workers as the main reason for decentralization and divergence. Labour shortages are more prominent in healthcare, making doctors and nurses powerful bargaining partners who are less reliant on encompassing public sector bargaining institutions than teachers. At the same time, the additional cleavage between doctors and nurses might undermine the stability of industry-level bargaining in healthcare. 


INTRODUCTION

Social scientists have been very slow in reacting to one of the most important trends of industrial relations in recent decades: the rise of the public sector as the centre of organized labour and industrial conflict. At least in the developed world, the centre of trade union activity and labour protest has definitely shifted from the private towards the public sector. Whereas traditional sources of labour contention (like mining or the car industry) have almost completely disappeared from a handful of Western countries, we increasingly see fire-fighters, teachers, nurses and even the police taking to the streets to protest against ever harsher austerity measures. To be fair, we have to admit that some scholars came to terms with this shift and now there is a substantial literature on the relationship (and the potential conflicts) between workers in the public and the private sector (Swenson 1991, Garret and Way 1999) These studies also take into account the cross-country differences in the size and unionization of the public sector as an important explanatory factor. Nevertheless, what is missing from current research is an assessment of how different industries and professions in the public sector relate to each other. The public sector has so far mostly been treated as a black box, whereas in reality it covers a very diverse set of industries from public transportation to healthcare, and employee groups from medical doctors to trash collectors.

The purpose of this paper is to find out what determines the organizational capacities of and bargaining outcomes for public sector employees. Is it public sector employee status itself that matters or are the differences between industries and professions more important?  By comparatively analyzing recent industrial relations developments in hospitals and schools in Hungary and Slovakia, this paper claims that a decentralization process is under way in which the industry level is taking away the role of the encompassing public sector as the dominant arena of bargaining. The decentralization of bargaining institutions has also been accompanied by a divergence in bargaining outcomes, meaning that hospital employees were more successful in fighting for higher wages than teachers. Drawing on Beverly Silver’s 2003 book Forces of labor, the paper offers an explanation for this divergence in the different structural position of hospital and school workers. 

But why did I select exactly these two countries (Slovakia and Hungary) and these two industries (healthcare and education) for comparison? The reason for the selection of two East Central European countries is that they are archetypes of weak labour institutions. Institutional change in Western Europe points to ambiguous directions, and it is not clear whether the weakening of industrial relations institutions is the only game in town. By contrast, there is a virtual consensus among scholars that Eastern European industrial relations (maybe with the exception of Slovenia) are best described by weak, non-existing or “illusory” institutions (Ost 2000, Crowley and Ost 2001, Crowley 2004, Bohle and Greskovits 2006, Vanhuysse 2007, Bohle and Greskovits 2012). The decentralization of Hungarian and Slovak public sector bargaining signals a further step in labour’s institutional decline in the region, but it also demonstrates that decentralized institutions do not necessarily mean an overall worse position for the labour force. Rather, it depends on the structural position of different employee groups whether they benefit from decentralization or not. The paper claims that structural power overwrites the power of institutions in determining the bargaining outcomes of specific employee groups. It is not the specific industrial relations institutions of the public sector that gives power to doctors, nurses and teachers, but the strategic position they occupy in the structure of social reproduction (Silver 2003).

On the other hand, cross-industry comparative work on labour politics is pretty rare in general, but this applies excessively to the research on Eastern Europe.  Furthermore, cross-industry comparisons in this region deal with industries in the primary or secondary sector: mining, the steel industry, electronics, and car manufacturing (Crowley 1997, Bohle and Greskovits 2007) To my knowledge, cross-industry comparison within the service sector in Eastern Europe has not been done yet, at least not from a labour politics/industrial relations perspective. But why did I choose public healthcare and education. There are at least three reasons. First, as in the European Union the current capitalist crisis has turned into the fiscal crisis of the state, it is worth paying attention to how state employees weather the mounting challenges of austerity. Second, my decision to use these two industries as cases was also motivated by the leading role that they play in providing employment in the region – and for this matter in the EU as a whole. Finally, from the analytical perspective, these two cases provide an opportunity to carry out a most similar systems design research strategy as their industrial relations institutions closely resemble each other. As we will see, they both exhibit similarly high levels of collective bargaining coverage, but they get different deals in the end. Therefore, an institutional analysis cannot account for the different outcomes in the two industries. 

The argument will be presented in two main sections: the first section gives a critique on the institution-based literature of industrial relations in Eastern Europe and develops a framework built around the notions of structural power (borrowed from Silver 2003). The second section traces developments in healthcare and education in Hungary and Slovakia, thereby highlighting the importance of employee structural power in different national settings. The article concludes by demonstrating the relevance of these findings from a broader cross-national and temporal perspective.

Before I jump into the discussion of why we need to supplement the current macro- institutional literature on industrial relations in Eastern Europe, some conceptual clarification is due. This paper explains variation in the bargaining power of employees in two industries within the public sector: healthcare and education. As main explanatory variables it uses industrial relations institutions, structural power resources in different sectors and the coalitional strategies of labour’s representatives. By bargaining power I refer to the ability of effectively mobilizing a large number of employees for the achievement of certain goals (in most cases for wage increases or for the avoidance of wage cuts). This can happen through industrial action but also through other means (strike threats, resignation campaigns or demonstrations). Moving on to the notion of industries, it might sound unusual to categorize healthcare and education as industries, and not as sectors. I opted for this terminology, because I wanted to keep the name sector for the broader categories of the service sector or the public sector. Within healthcare and education, the analysis will focus on hospitals and pre-tertiary schools, as they provide the bulk of employment in these industries. Besides, the exclusion of non-hospital healthcare services is justified by their high level of self-employment, which would have made industrial relations analysis even more difficult. 


LABOUR POLITICS IN EASTERN EUROPE – THE ROLE OF INSTITUTIONS AND STRUCTURES 

Organized labour’s position in Eastern Europe was degrading fast after the transition started and by today it reached a level of institutional insignificance. While there is some debate on the causes, the weakness of East European labour is treated as a fact in the literature (Ost 2000, Crowley and Ost 2001, Crowley 2004, Bohle and Greskovits 2006, Vanhuysse 2007, Bohle and Greskovits 2012). With the partial exception of Slovenia, organized labour was not able to establish itself as an equal partner either in relation to capital or to the state. The scope and coverage of collective bargaining institutions remains limited, and trade union inclusion in the policy-making process is ad-hoc at best. In the Baltic region, labour was excluded from government decisions regarding the mode of transition right from the beginning, in accordance with the dominance of neoliberal policy prescriptions in these countries. The Visegrad countries (Czech Republic, Hungary, Poland and Slovakia) initially aimed at building genuine corporatist compromises, but these efforts vanished as the transition proceeded into an FDI-intensive phase (Crowley and Ost 2001, Bohle and Greskovits 2012). Instead of systematically including trade unions in policymaking, Visegrad countries’ governments were more successful in compensating employees for job losses through relatively generous welfare provisions. On the other hand, trade unions were at pains with coming into terms with their communist past and the relationship between them and political parties was characterized by a high level of power asymmetry, favouring political parties (Avdagic 2004). 

 All these conditions set the base for formally present but substantively rather weak system of tripartite institutions and social dialogue in the Visegrad countries, which were further eroded by the current crisis (Ost 2000, Vanhuysse 2006, Bohle and Greskovits 2012). In the literature, the decline of industrial relations institutions is both a cause and a consequence of change in the structural power relations between labour and capital. It is a cause, as decreasing trade union membership and collective bargaining coverage gives a free hand to employers to reduce labour costs in general and/or increase wage dispersion. But it is also a consequence, as the weakening structural position and fragmentation of the labour force leads to decreasing organizational capacities of unions and the fall in collective bargaining coverage. The argument presented here does not attempt to challenge the widely held notion about labour weakness in Eastern Europe. What it wants to do is to give a more nuanced picture by making one step back and see what happens on the level of specific employee groups in different industries.

Institutions have a levelling out effect on the diverse structural position of different employee groups. Wide-spread collective bargaining practices serve not only as a counterbalance against the sheer power of employers, but also level out the structural power of different employee groups. For example, high bargaining coverage rates or the extension mechanism of collective agreements can guarantee that the deals reached by structurally better positioned employees are shared by less endowed employee groups. An encompassing pay scale can diminish the importance of industry-specific characteristics and instead focus on general standards such as qualifications and seniority. Therefore, the weakening of the institutional environment will sharpen the differences in the structural power of specific employee groups (Silver 2003).

To elaborate the point on the structural power of employees in different industries, I draw on Beverly Silver’s argument in her 2003 book “Forces of labour” (Silver 2003). Silver is mostly praised in the context of the globalization debate as she gives an original answer to the question of how increasing capital mobility affects labour movements in developed and developing countries. She argues that the epicentre of labour power moves from the centre to the periphery accompanying capital movements; “where capital goes, conflict goes” (Silver 2003:41). However, what is neglected by most commentators is that Silver points to a sectoral sequence as well: contentious action of labour moves from one industry to the other. Silver follows the historical process of how the car industry followed the textile industry as the main area of struggles, but she also points to education as the most recent source of contentious action. As she focuses on the succession of different industries as the main source of labour protest, what is missing from her analysis is a comparison between two industries that can simultaneously be the centre of labour’s contentious action. Filling this gap, the article attempts to reformulate Silver’s ideas so that they can serve as the basis of comparison between the healthcare and education industry in East Central Europe. 

Borrowing from Erik Olin Wright’s class theory, Silver identifies two main sources of labour strength: structural and associational power. (Silver 2003: 13) Structural power depends on the strategic location of workers in the overall structure of production, whereas associational power is derived from the position that workers’ gain through their respective organizations. Here I would like to focus on structural power. Structural power involves two subcategories: workplace and marketplace power. Successfully  protesting workers can either take advantage of the central position they occupy within the networks of the technical division of labour (workplace power) or can benefit from their privileged standing in the labour market (marketplace power). Silver claims that although education workers are weak on the workplace level (a strike in one school will not be able to disrupt the normal working of other elements of the education system) they still enjoy high levels of marketplace power due to the special place they occupy in the social division of labour (Silver 2003: 116-117). Nevertheless, in East Central Europe demographic change can undermine the marketplace power of teachers. As a result of falling birth rates, the number of children enrolled in education is declining all over the region, and this process cannot be compensated by the parallel expansion of secondary and tertiary education. In debates on education, the ultimate argument from the government concerns the low student-teacher ratio (Trawinska 2011)

At the same time, being a labour-intensive industry that is mostly constrained to national markets, education is also relatively impervious to technological and spatial fixes, meaning that employers have less opportunities of curbing labour power. Unlike in the case of “productive” industries or in several types of services, the force of labour in education cannot be undermined by technological improvements. Teachers’ bargaining power is not threatened by spatial fix either. The relocation of education industry into countries with lower wages is by definition an impossible task, as the production process (the teaching) is tied to the local level where pupils live and is embedded in the national culture. Silver also adds that unlike low-skilled service workers, teachers in developed countries do not have to face the competition of cheaper migrant labour either (Silver 2003:118). 

Though Silver only covers education in her analysis, most of her claims apply equally well to the healthcare industry. Healthcare is also a crucial industry within the social division of labour. A medical strike can be a really disruptive event as it affects basic services that the society relies on, therefore already a credible strike threat can force employers to concede. In addition, while technological improvements in healthcare are widespread, they do not make human labour unnecessary, especially because the “care” side of healthcare is becoming more and more important. Not only have healthcare workers high levels of marketplace bargaining power and are not only safe from technological fixes, but the industry also has a more interconnected structure, making a small group of employees capable of bringing the operation of the entire industry to a halt. Using Silver’s terms, they enjoy higher levels of workplace bargaining power and in this sense have an advantage compared to educators, because. Considering of spatial fixes, the situation of healthcare employees is more ambiguous. Healthcare services by definition have to be provided on the spot, but compared to education they are much less specific to the national environment, leaving space for competition from migrant labour. Nevertheless, migration is a double-edged sword, as it depends on the context whether it benefits employers or employees. Employers can meaningfully exploit the competition from migrant labour to curb employee demands only in host countries. In contrast, emigration increases the marketplace bargaining power of workers in sending countries, by creating labour shortages in hospitals. Eastern Europe is highly affected by the emigration of healthcare personnel, and the resulting improvement in the bargaining position of those who stayed was already documented in the literature (Kaminska and Kahancová 2011). 

Table 1: The Structural Power of Healthcare and Education Employees in Eastern Europe (based on Silver 2003)  
	
	Healthcare 
	Education 

	Workplace bargaining power 
	High 
	Low 

	Marketplace bargaining power 
	High 
	High, lowered by demographic decline 

	Resistance capacity to 
-technological fixes 
	High 
	High 

	-spatial fixes 
	Emigration strengthens bargaining power in ECE 
	Irrelevant, no significant emigration 


 
As summarized in Table 1, healthcare workers in Eastern Europe are better endowed with structural power resources than a teachers, which leads us to except a higher possibility and a higher rate of success for collective action in the health industry. There is a caveat we have to make though: when we talk about education employees, we usually refer to teachers, as a single profession. The healthcare workforce - and even if we narrow it down to hospitals – consists of doctors and nurses as two distinct professional groups with different skill levels, social standing and organizations and we should not underestimate the possible conflict between these two groups especially with regard to wage setting.

In sum, our theoretical framework aimed at explaining labour politics in a weak institutional environment. We argued that once institutions are decentralized, we should turn our attention to the structural position of employee groups in different industries. In the context of our two selected industry cases, we claimed that mostly due to better migration opportunities, employees in the healthcare industry enjoy higher levels of structural power than teachers. However, possible cleavages between doctors and nurses might impinge on the structural power of both groups. To test these theoretical claims, in the following I will present changes in bargaining institutions and outcomes in the healthcare and the education sector in Hungary and Slovakia.

CHANGES OF BARGAINING INSTITUTIONS AND OUTCOMES IN THE HEALTHCARE AND EDUCATION SECTOR IN SLOVAKIA AND HUNGARY

Slovakia – Unexpected gains from decentralization 

Until 2005, healthcare and education industrial relations in Slovakia were governed under a joint public sector framework. Act 553/2003 on Remuneration of Selected Employees in Public Service specified the remuneration conditions in the two industries (Kahancová 2011: 17-18). Most importantly, the act stipulated a pay scale that was based on qualifications, seniority and the type of the work, but also on the type of public service. Therefore, already before 2005, a part of healthcare and education employees’ salaries were determined separately, but the base salary and salary increases were decided jointly. The situation changed drastically in 2005, when healthcare was virtually excluded from the encompassing public sector bargaining institutions, due to a revised definition of “work in public interest”. Furthermore, healthcare workers also lost their public employee status. The underlying reason for this rupture is debated, but Marta Kahancová points to a conflict between healthcare and education trade unions about wage increases as the most likely explanation (Kahancová 2011:19). Between 2001 and 2005, the tariff scales for healthcare were left unadjusted, while they were gradually raised for education and other public service professions. Healthcare unions reacted to this unequal treatment by a strike threat which most likely was the precursor for their exclusion from the encompassing bargaining forum. 

To understand the highly conflictual nature of bargaining within the public sector in this period, we need to keep in mind that years 2001-2005 marked the run-up for Slovakia’s euro zone accession, bringing very strict government budgets (Bohle and Greskovits 2010). Additionally, hospitals accumulated high levels of debt in this period, while this was not the case for schools. Under these conditions it is not surprising that conflicts ensued among different public sector professions for scarce resources. Apart from being excluded from the public sector bargaining forum, healthcare trade unions also had to deal with the reform of the hospital system, which sharpened cleavages within the hospital workforce as well. The reform turned smaller local hospitals from budgetary institutions into state-owned companies, introducing stricter budget constraints for the management (Kahancová and Szabó 2012).   University hospitals continued to function under direct state control and were allowed to accumulate further debt. The two types of hospitals are also represented by different employer associations represent with whom healthcare trade unions had to bargain separately. 

After the 2005 departure from the public sector, hospital managers and trade unions successfully re-established bargaining institutions at the industry level. Regular bargaining rounds were conducted on future wage developments and collective agreement coverage rates remained close to 100 percent in both types of hospitals (Kahancová 2011:35). Overall bargaining coverage rates reached Evidence on recent wage developments also suggest that the shift towards the industry level did not hurt the material position of healthcare workers either. On the contrary, wages increased after healthcare was excluded from public sector bargaining. As we can see in Figure 1, compared to the national average, healthcare wages showed a great deal of fluctuation over the post-1989 period, but 2005 signals the end of a slump for both doctors and nurses (Kahancova 2011:). In fact, wages grew rapidly in the healthcare industry after the decentralization of bargaining, so that by 2008, the average wages for doctors reached 200% of the national average for he first time since 1989. Wage developments of nurses also show an upward trend, though a more moderate one compared to doctors.  By 2008, nurse wages recovered to their 2002 level, meaning that they reached the national average once again. On the whole, the improvement between 2005 and 2008 is not to be underestimated, taking into account that nurse wages were lagging behind the national average during most of the post-1989 period. 

Comparative wage statistics are available only until 2008, but the analysis of post-2008 developments in healthcare industrial relations suggest that salaries continued to increase for both employee groups but an intensifying conflict between the representatives of nurses and doctors lead to a different sequence of wage developments for the two professional groups. The demands of both groups were formulated in the context of medical emigration, but nurses achieved concessions from employers earlier and mostly within established bargaining institutions. Doctors tapped the issue of migration later, but in a more radical way, using direct industrial action instead of regular bargaining institutions (Kaminska and Kahancová 2011). 


   
	
Medical emigration is a long-standing issue of wage negotiations in Slovak healthcare, and before 2011, union action related to migration took place mostly within the established sectoral bargaining channels (Kaminska and Kahancová 2011: 199). Nevertheless, nurses benefited more from the existing institutions, and they managed to achieve higher wage increases than doctors, whose position was weakened by the introduction of the EU Working Time Directive (Kaminska and Kahancová 2011). Furthermore, in 2011, the Radicová government decided to change the legal status of university hospitals from budgetary organizations into joint-stock companies, which would have meant stricter financing rules for a privileged segment of the industry, where mostly highly qualified medical specialists are working. The autumn 2011 resignation campaign of doctors was a direct reaction to this government measure, but it also demanded an average 300 euro increase in their salary. (Czíria 2012a, reuters.com) As part of the campaign, around 2500 doctors handed in their notice, mostly them anaesthesist, whose work are crucial in the functioning of a hospital. Although this was not the only event of this kind in the region in recent years (Veverková 2011), it entailed a much more realistic threat of disruption. During the height of the crisis, the government introduced a state of emergency in 15 hospitals, and asked for help from neighbouring countries for substitute staff (reuters.com). Finally the government gave in and fulfilled all the demands of LOZ and even extended the wage increase to minimum wages of nurses. However, as a sign of the lack of solidarity within the industry, in March 2012, the Slovak Chamber of Physicians filed a case at the Constitutional Court in a bid to halt the introduction of the new wage system for nurses, reasoning that it would overstretch the financial capacities of hospitals. The Constitutional Court ruled in favour of the Chamber, and suspended the wage increases for nurses (Czíria 2012b). Finally, we also have to add that although the same union represents employees in large university as well as in smaller, local hospitals, the employer side is different and therefore different bargaining conditions apply to the two types of hospitals. As a result of the worse financial situation of local hospitals, employees working in those institutions have to put up with lower wages despite the constant calls of the nurses union to introduce a common wage system (Kahancova 2011:51)

Comparative data are hard to come by for education, but the report of the European Commission on wage developments in the education sector lends some evidence to the slower pace of wage increases in education (European Commission 2012:15). While in current prices the wages of doctors more than doubled between 2005 and 2008, and the wages of nurses increased by 87 percent (Kahancova 2011:25), there was only a roughly 20 percent increase for teachers. Even if we take into account that the Commission data refers to teacher minimum wages and uses 2002 prices, it seems clear that teachers did not enjoy the same level of increase in salaries as nurses and doctors did. Even more importantly, as we have seen, doctors (and partly nurses) successfully pushed on with wage demands even during the current crisis. 
According to the Commission report, wages in education stagnated since the beginning of the crisis (European Commission 2012:15). In 2011, there was a slight increase due to the reform of education pay scales.

Hungary – Convergence at the Industry-Level? 

Collective bargaining traditionally plays a minor role in determining employment relations in the Hungarian health care and education sector. The most important aspects of wages and employment are regulated by laws which are often modified by the governing parliamentary majority. The basic elements of remuneration until 2012 were settled by the law on public service employees, featuring a pay scale based on qualifications and seniority. The law also set a baseline for variable pay. From July 2012 onwards, the public sector pay scale was replaced by separate pay scales for different health care employee groups (nurses and doctors) (Kőszegfalvi, 2012). However, the principles of pay determination based on qualifications and seniority remained intact. Education remained regulated by the encompassing public sector pay scale.

Before the changes introduced by the current government, unions had two ways to influence wage setting and working conditions in the hospital and education sector. First, the government was obliged to consult with public sector trade unions on wage developments at a peak-level consultative forum (OKÉT). Secondly, as the owners of (most) hospitals and schools were local governments, collective agreements were concluded at every local establishment. Depending on local power relations and the financial capacities of local governments, these agreements could go beyond the centrally set minimum. Now, both of these channels of union influence were impeded by the government. OKÉT’s influence on public sector wage setting has weakened substantially as the pay scales in different branches of the public service are separated and, from 2012 on, the central government is taking over ownership of hospitals and schools from local governments. The first move is clearly to the detriment of unions’ bargaining capacities. However, the ‘re-centralization’ of hospitals might turn out to be less destructive in the long run. Under the decentralized system, an ill-defined distribution of responsibilities between the central government and local administrations led to the obfuscation of employer responsibilities. The new, centralized system will have the advantage that employees will at least know exactly to whom to address their claims.

In terms of bargaining outcomes, government resources spent on healthcare have been shrinking since 2006, already long before the global crisis struck Hungary.  Health care became the target of cost-cutting reforms at the central level and local-level collective agreements were unable to act as a counterbalance. Although bargaining coverage remained very high in the hospital sector (around 80 per cent), real net wages dropped or stagnated throughout the period 2007–2011. The year 2007 already marked a 6.2 per cent real wage drop, which was practically followed by stagnation (+0.8 per cent) in 2008 and one more significant cutback (–5.1 per cent) in 2009. The balance of the years since the new government came into power is also negative (+2.2 per cent in 2010 and –5.4 per cent in 2011) (ISHLR, KSH). 

It seems that the main health care union (EDDSZ) and the doctors’ association was incapable of meeting these challenges as they are weakened by internal conflicts. On the other hand, the relatively new interest organization for resident physicians has managed to obtain concessions from the government by highlighting the issue of medical staff emigration. Unlike in Slovakia or Poland, the emigration card was not really played out in Hungary before (Kaminska and Kahancová 2011). Therefore, the new organization could threaten with exit and made the public more aware of labour shortages in the sector.  In early 2012, around 2 500 resident physicians handed in their resignations, signalling a clear intention to leave the country for much higher wages in ‘old’ EU Member States. In response, the government started to take steps to improve remuneration (Komiljovics 2012). According to the agreement signed in March 2012, 30 billion forints (around €110m) were allocated to wage increases for 86 000 medical workers, including qualified nurses. There was no conflict around extending the wage increases to nurses. The increase for 2012 was implemented by law (Kőszegfalvi 2012), but it remains a question how this process can be sustained in the face of continuously rigorous public budgets. Besides, it is dubious how campaigns of new interest groups can substitute the traditional channels of interest representation through unions and doctors’ associations. As a consequence of the wage settlement, healthcare workers remuneration system was separated from the general public sector pay scale, which now only covers teachers and employees in state-maintained cultural institutions. This arrangement leaves teachers with stagnating nominal and degrading real wages, and despite the seemingly inefficient negotiating rounds with the government, so far industrial action was not attempted.
Interpretation

Table 2 provides a comparative overview of the bargaining context in the two countries and it suggests that hospital employees acted upon the opportunities provided by their better structural position compared to teachers, but intra-labour conflicts inflicted on the capacity of the workforce to act as a whole. The tensions between doctors and nurses as well as between university and local hospitals in Slovakia attest to this. The comparison between Slovak and Hungarian hospitals also demonstrates that there is no straightforward link between institutional decentralization and a more conflict-seeking behaviour of trade unions. Slovak doctors opted for disruptive industrial action despite their high level of institutional influence through collective bargaining, whereas Hungarian doctors association remained acquiescent even in the face of a much weaker institutional position. It was the grassroots movement of young physicians which eventually managed to organize an effective resignation campaign, forcing the government to make concessions. 

Table 2: Comparative overview of factors affecting collective bargaining developments in Slovak and Hungarian hospitals
	
	Slovak hospitals 
	Hungarian hospitals 

	Collective bargaining institutions in the sector 
	Strong but fragmented 
	Weak 

	Structural power of employees 
	High 
	High 

	Main actor of discontent 
	Doctors’ trade union 
	Young physician’s association 

	Strategic allies
	No 
	No (political parties previously) 

	Conflicts within the workforce 
	Yes:between doctors and nurses, university and local hospitals
	No 




On the other hand, the institutional embeddedness that LOZ (the trade union of Slovak doctors) enjoys, enabled it to avoid seeking direct alliances with political parties. While the goals of the resignation campaign were framed against certain government policies, and therefore gained the support of the opposition, the movement was clearly led by the doctors themselves. In Hungary, by contrast, party competition always prominently influenced public sector wage setting and trade union politics. One of the main reasons why collective bargaining institutions could never really consolidate in the Hungarian public sector was that wage developments were closely linked to the electoral cycle (Bohle and Greskovits 2010) Not only political influence on wage setting but also direct, issue-related party-union alliances are observable in the Hungarian case. It is true that the 2012 resignation campaign was free from direct party influence, earlier contentious actions in healthcare were led by the then-opposition FIDESZ party, and trade unions only played an assisting role. Close linkages between FIDESZ and the Doctors Association led to credibility problems mainly on the side of the Doctors Association, which contributed to the inability to lead the effective resignation campaign, and called for the emergence of a grassroots movement. 

CONCLUSION

This paper extended our knowledge on industrial relations in the public sector. It opened the black box of public sector employment by studying employment relations in two different public service branches (industries): healthcare and education. Theoretically, it focused on structural power of different public service professions as the main explanatory factors of variation in employee bargaining power across different industries. In so doing, the paper relied on Beverly Silver’s (2003) framework on the “Forces of labor” as its main reference point. To assess how the structural position of employees affect collective action capacities and bargaining outcomes, the paper featured a cross-industry and cross-country comparison between public hospitals and education in Slovakia and Hungary. It claimed that healthcare workers enjoy a structurally better position, but additional cleavages within the workforce have to be taken into consideration when interpreting developments in the healthcare sector. 

For later research it is also worth noting that the “privileges” attached to public sector employment are especially relevant in the context of post-communist East Central Europe, where the government or state-owned firms until 1989 had virtual employment monopoly. My main hypothesis for the further research concerns the trade-off between employment stability, and low wages and welfare benefits in East Central Europe. In a transitional crisis environment, where workers in (formerly) publicly owned companies rapidly lost their jobs, an informal compromise between the governments and state employees emerged, in which employees were ready to accept extremely low wages and the scrapping of most benefits in exchange for high degrees of employment stability. However, once the first phase of the transition was over, and employment levels stabilized in the general economy, a more conflictual relationship emerged between the state and its employees, especially in those sectors where the bargaining power of the workforce was higher (mostly in healthcare). The current crisis brings a new phase again, in which employment stability once again might become the priority instead of wage increases. This paper delivered a starting point on the basis of which these claims can be eventually tested.

What is the relevance of our findings from a broader perspective? One can argue that the paper only described struggles between the state and its own employees, therefore the role of capital, as the third main actor of industrial relations was left out of the picture. However, I think this is not entirely true. The squeeze on public sector employees and on trade unions in general is largely a result of the decreasing fiscal capacity of the state (Bohle 2011). Especially in the wake of the current crisis, national governments are becoming increasingly sensitive to the needs of global financial capital and therefore represent the interests of capital against their own employees. 
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