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Adoption of regulatory compliance
programmes across United States
healthcare organizations: a view of
institutional disobedience
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The growing acceptance of evidence-based decision-support systems in healthcare
organizations has resulted in recognition of information accuracy as a key area of
organizational management. In the United States, rigid data mandates related to
information management have met with some resistance from healthcare provider groups,
who have traditionally found little relevance between personalized healtheare practice and
accurate information. Variation in management practice poses quality problems in such an
environment, since it precludes comparisons across larger markets or areas, a critical
component of evidence-based quality assessments. In this study, a national census of health
information managers was employed to provide a benchmark of the degree of such
variation, examining how proper billing compliance practices vary across organization
types as well as market area indicators. Findings here suggest that managers continue to
ignore, to some extent, regulatory compliance standards, despite nationwide laws that
mandate adoption of uniform compliance practices and programmes. The level of adoption
of compliance management in this study varied significantly across practice characteristics
and areas, suggesting the existence of barriers to cross-market comparative performance
assessment.

Introduction adoption vary nationwide, relative to institu-
tional and environmental influences?

The growing acceptance of cvidence-based
medicine in US healthcare, combined with the
availability of sophisticated decision-support

Where recent regulatory mandates call for
uniform adoption of compliance management
practices, do managers nevertheless vary in

their adoption behaviours? 1f so, how does
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data at the organizational level, has led to
speculation regarding the use of such resources
by providers (Devos cf al.,, 2002; Sicotte and
Kane, 1993). In the US, medical providers
appear to maintain a culture of ‘competitive
autonomy”  scldom  seen in  the healthcare
systems of most industrialized nations. This
might discourage the sharing of information
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across organizations or markets. As such, a key
barrier to utilization of data resources is reliance
on compiled administrative claims data as a
foundation for evidence-based systems. While
automated systems are being designed to
employ a growing array of data quality-control
measures, there has been little examination into
adherence to regulatory practices in the control
and maintenance of data. Before providers can
integrate  evidence into  service  delivery,
however, they must first develop a degree of
trust in their data.

Using a theory of value structure and
content, Devos ef al. (2002) developed a
potentially useful model for such a context,
outlining relationships of people’s trust in
institutions  to  their value priorities.  Their
model suggests that the level of trust in various
institutions correlates positively with values
that stress stability, protection and preservation
of traditional practices, and negatively with
values that emphasize independent thought
and action and favour change. Groups that
arise  from defined  religious or  political
affiliations tend to exhibit contrasting value
priorities on the same bipolar dimension. Such
differences in value prioritics could account for
the fact that religious individuals and right-wing
supporters expressed more trust in institutions
than non-religious individuals and left-wing
supporters (Devos ¢f al., 2002).

In healthcare settings, it could also be the case
that while institutions contribute to maintaining
social order and stability in society, they also
scek to restrain the freedom of individual auto-
nomy. Healthcare providers historically have
shown willingness to abide by the myriad of
rules, laws and policies imposed upon their
profession. As they are subjected to a growing
degree of regulatory and cthical complexity,
however, such restriction might seem unreason-
able or overreaching. In such instances, its been
suggested that professionals will in fact rebel
against what they perceive to be industry-wide
unfairness. Its been shown, for example, that
providers will act to protect colleagues from
punishment for misbehaviour or error in all but
the most dangerous of circumstances. Further,
there is some evidence that they will exhibit
rebellious behaviour where it is done for a
‘good cause’, such as manipulating patient infor-
mation to help with payment problems. While
well meaning in purpose, such actions often
have the unintended consequence of corrupting
the reliability of resulting evidence-based data
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resources.  (Bloche, 2000; Gellerman, 1984;
Wilmshurst, 2002).

Within isolated organizations, the misreport-
ing of data generally affects local, entity-specific
performance. As evidence is aggregated across
markets, large areas or countries, such inaccu-
racy can have a cumulative effect. In small-
sample outcomes data especially, this effect
has the potential for significant harm. Whereas
historically, the misrepresentation of data has
affected only financial outcomes for the health-
care industry as a whole, the multiplied effects
of primary patient data error is increasingly
likely to have a real and dramatic effect on docu-
mented clinical outcomes (Fox ef al., 1993). Such
environmental evolution suggests that, in an era
of comprehensive evidence-based performance
assessment, we find a corresponding need for
comprehensive evidence assessment (Rivers ef
al., 2002; Lin and Wan, 2001).

Confounding this influence in US healthcare
is the multiplicity of influences that, at times,
scrve to hinder effective regulatory manage-
ment. As for-profit healthcare continues to be
plagued by reimbursement fraud and abuse, a
growing array of regulatory measures have
been imposed to discourage such practices.
The amended US Federal False Claims Act
(1986) for example, invokes multiple damages
and penalties against providers as a way to
counter perceptions of lax enforcement and
oversight (31 U.S.C, Section 3729-3733).
Although  Government enforcement entities
have initiated several high-profile prosecutions
against large multi-provider corporations, it
remains to be seen whether such measures can
counteract decply ingrained or institutionalized
behaviours that have evolved over years or
even decades (Prophet, 1998).

To date, governmental efforts to curb health-
care overpayments have included a series of
nationwide  investigations  of  provider
organizations. These national initiatives, as
implemented by the US Department of Justice
(DOJ), have been widely criticized by the
healthcare community. Many hospitals have
alleged that they have been unfairly targeted
and that Government investigators have been
overzealous in their application of regulations,
often classifying minor administrative errors as
intentional fraud (Scanlon, 1999).

Are investigations always justified? A study
dealing with abusive fraud investigations
was issued by the General Accounting Office
(GAO), and suggested that enforcement agents
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were selectively  conducting  unfair  fraud
investigations on hospitals. It detailed a
number of shortcomings in the DOJ’s monitoring
of US attorneys’ offices, suggesting the depart-
ment was doing a ‘superficial” job of ensuring US
attorneys were following the rules for fraud
investigations. Such allegations of arbitrary
selection for investigation have led many to
suggest that prosecutors routinely abuse their
power in order to obtain higher conviction or
settlement rates (Scanlon, 1999). In such cases,
healthcare organizations could develop the
perception that such unfairness might justify or
at least mitigate disobedience of laws and regu-
lations (American Hospital Association, 1997).

Overall, the practices of data misreporting,
fraud, and honest error all have the same
outcome: the continued existence of low-quality
medical evidence. Where individual provider
decisions were once based on the accumulated
personal knowledge of that provider, indicia of
data rcliability were straightforward and reli-
able; pcr%onal knowledge inherently carries
known origins and a degree of reliability. In
an evidence-dependent environment, however,
decisions become influenced by accumulated,
system-based data. Shared data raises the
question of shared responsibility, however, as
other healthcare professionals come to rely
on a given provider’s supplied information.
Whether individual providers in fact have a
duty to ensure ANY level of data quality
remains largely unexamined in U.S. healthcare
(Dimaggio and Powell, 1983; Sicotte and Kane,
1993).

The organization of individuals into groups is
a phenomenon that pervades virtually every
aspect of modern society. Behavioural char-
acteristics observed in interactions between
members of an organization are often found to
be no different than behaviour outside of orga-
nizations. Many would argue, in fact, that orga-
nizations as a collective whole are the definition
of socicty. Within a given organizational setting,
however, there are behaviour-influencing
factors not observed in the extra-organizational
environment. These include both the explicit,
overt influence the organizational structure is
designed to invoke, as well as the implicit,
covert and often-unintentional influence the
organizational structure creates (Sicotte ef al.,
1998; Steers, 1984).

One purpose of organizational structure is to
provide a mechanism through which authority
can be formally organized and communicated

to members. It also serves as a pathway through
which information, both formal and informal,
can be transmitted to various parts of the orga-
nization (Davis, 1977). This structure, however,
regardless of its use, is much more than a
simple framework; it is a set of relationships.
By examining changes in organizational struc-
ture, then, we can at times observe the corre-
sponding changes in these relationships and the
influence, if any, they have on regulatory obedi-
ence within the organization (Deal and
Kennedy, 1982; Smith, 2000).

One of the major challenges facing health
services management is the measurement of
various aspects of organizational performance.
This challenge is exacerbated by a reluctance of
many healthcare organizations to share data
because of a fear of competitor access to data.
Even where objective, reliable and valid meas-
ures of organizational performance are avail-
able, typically they are available only in
aggregate form, rather than for individual orga-
nizations. In response to these constraints, some
have used subjective measures of performance
often based on the perception of key stake-
holders (Granovetter, 1985; McCracken ¢f al.,
2001).

Likewise, in determining levels of adherence
to regulatory guidelines, defining the scope of
influence of peers and colleagues is often a
challenge. While professionals are expected to
be loyal members of organizations, they arc also
influenced, to varying degrees, by members of
their defined profession. While peer groups are
not typically bounded by traditional organiza-
tional limits, they do often act as a unified group.
In some cases, members might in fact identify
more closely with those outside the organiza-
tion, rather than with their geographically closer
colleagues. Such a division of loyalties could
serve to confound determination of boundary-
crossing influences, especially when manage-
ment relates to broader, contextual dimensions
of organizational compliance.  Hven when
viewed from a perspective of ‘open” organiza-
tions, traditional methods of analysis may be too
limited in scope to identify hidden, industry-
wide subcultures that might act in concert or in
conflict with specific organizational goals. Such
links have seldom been examined at a national
level, especially in newly emerged information-
driven environments (Emery and Trist, 1973;
Scott, 1998; White ef al., 1976).

Across the healthcare industry, there is some
precedent for the examination of factors outside
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of the defined organizational setting (Scott,
1998). The inclusion of boundary-spanning
influences or variations of institutional media-
tion effects, however, within the implementa-
tion and management of healthcare regulatory
guidelines, has received little attention, espe-
cially on a national level.

Given the dual or multiple loyaltics inherent
in healthcarc management, it becomes clear
that, at times, an examination of industry-
sanctioned but organizationally disapproved
behaviour might serve to better define an
‘institutional disobedience” that can explain
practices and polices which can appear to be
inconsistent  with  traditional  organizational
analysis.

The emergence of evidence-based medicine
suggests the requirement for consideration of
such environmental or contextual forces, includ-
ing boundary-spanning or cross-market activ-
ities, and should encompass small  arca
management issues as well (Agency for Flealth-
care Rescarch and Quality, 2001, Wennberg,
1997). Before this can be defined, however,
there is a need for consistent wide-arca compli-
ance management practices.

One  possible reason that cross-industry
behaviour is difficult to define relative to
context and compliance management s
that, at lcast when based on industry-wide
comparisons, there is inconsistent cvaluation
of management practice, which precludes
consistent  comparative benchmarks  (Benson
ef al, 1991). Where possible, the inclusion of
comparative, institution-wide variation better
defines  the relationships  among  context,
organizations and management outcomes. The
need becomes apparent then for  studics
that provide, through national assessments,
initial benchmarks unaccounted for in previous
research, related to arca and practice setting
variation in regulatory compliance manage-
ment (Duncan, 1972; Freidlander and Pickle,
1968).

While recognizing that corresponding issue-
specific professional group influences exist, past
inquiry into health services compliance beha-
viour has not, on a nationwide level, provided a
cross-arca view of factors that act across orga-
nizational boundaries. If adherence to regula-
tory guidelines is defined by context influences,
managers need access to such large arca or
institution-wide benchmark assessments  that
can serve as reference points for performance
assessment.
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Research questions

This analysis seeks to provide an initial, nation-
wide assessment of the prevalence of wide-area
compliance management variation that health
information manager’s report, distinguishing
the extent to which organizations adhere to
government-mandated  guidelines, and how
management practices vary nationwide. In an
environment of increasingly stringent govern-
ment and industry-wide mandates for uniform
management, such variation has significant
implications for healthcare assessment at both
a national and regional level. Our central ques-
fion on this issue is whether organizations
have developed federally mandated compliance
programmes and, if non-uniform adoption
occurs, which organizational and environmen-
tal characteristics are likely to be associated
with non-compliance.

Data and methodology

Data from a nationwide survey of healthcare
information managers, the AHA Annual
Survey, the US census, Interstudy publica-
tions, state and regional health service depart-
ments, and The Market Statistics Reporl were
used to examine the organizational and envir-
onmental characteristics of compliance in a
varicty of healthcare secttings. A comparison
of selected compliance characteristics was
made across practice settings, geographic
areas and sclected healthcare demographic
characteristics.

The survey, completed in May of 1999,
included measures of adoption of compliance
intervention measures, and further identified
key geographic and practice setting indicators.
Overall, this study was a response to the need
of the healthcare industry for more timely and
frequent practice information in the field of
health information management No compre-
hensive study of this kind has been available
in the past. The goal of this undertaking was to
establish a source of practical, comparative
information that can be used in both strategic
planning and day-to-day practice. This project
was designed to allow ready access to ideas and
innovations that other professionals have used
in  solving management and technology
problems common to many organizations.

This study was designed to provide perio-
dic information on a range of information
management topics, such as clinical coding,
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reimbursement, compliance, health  record
computerization, and compliance management.
In addition, a portion of the survey was
devoted to collecting information on the pro-
fessional issues facing practicing managers.

Sample design

The initial survey was initially ficlded in June
1998, with follow-up asscssments accomplished
throughout May 1999. It was designed to
provide representative information on the
population of health information managers.
The sample included respondents from a vari-
cty of practice settings and job titles and
excluded students. The survey obtained data
from 16591 health information managers, with
a 50.4% gross response rate.

Samples for surveys were selected from a
database of certified Thealth information
managers provided by the Foundation for
Record Education, and contained current and
historical information on Registered Records
Administrators  (RRA)/Accredited  Records
Technicians  (ART)-credentialed  information
professionals in the United States. The data
included on the population surveyed were
obtained primarily from membership renewal
forms and from an annual member profile
mailed to all active members. Preferred mailing
address data were obtained from the member
population from those members with changes
in address or professional status. These changes
may be signalled by input from periodic mail-
ings or by other correspondence.

Questions for the main questionnaire were
developed from a review of past surveys and
focus group results. Questions in the survey
were designed so that managers from a variety
of practice settings and work roles were asked
questions that were generally relevant to the
profession overall.

Work settings captured in this study included
the following:

Hospitals and medical centres

Group practices

Ambulatory care clinics

Managed care offices

Long-term care and rehabilitation facilities
Colléges and universities

Consulting firms

Government agencies

Software product companies
Pharmaccutical companies

Reproduced with permission of the copyright owner.

o Self-employed Health Information Manage-
ment professionals
e Other work settings

Topics were formulated and pre-tested by
convened groups of practicing information
managers to represent a broad range of activity
arcas. Questions that had not been used
previously in any known surveys of health
information professionals were pre-tested before
the survey fielding to evaluate the wording and
ordering of questions and to determine the ability
of respondents to provide the desired informa-
tion. While the lexicon of compliance manage-
ment has evolved somewhat, at the time of the
survey the term ‘compliance’ was recognised
by 98.3% of respondents as referring to proper
billing compliance, or the control of claims fraud.

Field procedures

Before the survey mailing, announcements were
made through professional publications and
meetings to inform members of the upcoming
survey. A pre-printed questionnaire was mailed
to all credentialed health information managers
who had identifiable mailing addresses. An
instruction letter accompanied the form and
explained the purpose of the survey and
instructions for completion. At the six-week
point following the last wave of the initial
mailing, a second mailing was sent to those
who had not responded. Follow-up on specific
issues identified after the second mailing was
accomplished as a series of more focused
studies, reported elsewhere (Lorence ef al., 2002).

The questionnaires were processed by an
independent testing and rescarch firm National
Computer Systems of Minneapolis, which
processed forms weekly over the length of the
study. Region-specific  response rates  were
tracked to ensurc that the mailings were
received in a timely manner.

Strict adherence to confidentiality  standards
was maintained in this study. Data were entered
via a computerized scanning system and released
only in aggregate form, without individual
respondents identified within the reported results.

In addition, a number of data quality-control
measures were employed to provide the clean-
est possible data. A detailed review was made
of all sample response dispositions, both pend-
ing and final, on a weekly basis. From this
evaluation, the time schedule was reviewed
and necessary recommendations were made to
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Table 1 Organizational adoption of
compliance programime

Total (A)
Base: those responding 100%
Yes 52.9
No 47.1

the contractor to enable the survey to be
completed during the allotted field period.

As part of the post-survey programme
review, the design and methodology were
examined to identify arcas needing improve-
ment. After data entry was complete, an evalua-
tion was made of the impact of survey and
item non-response rates and various potential
methods for adjusting results to correct for non-
response. Preliminary findings from the survey
were summarized for analysis and are reported
elsewhere (Lorence, 1999).

In the process of collecting demographic and
practice setting information on health informa-
tion managers, they were queried on compliance
management practices. At a period where
model compliance guidance and related publi-
city were at a peak, respondents in this study
were asked whether their organizations had
developed a compliance programme. Responses
were  categorized and cross-tabulated with
key demographic variables. Resulting means
were tested usmg a two-sample f-test, assuming
unequal variance, with alpha at 0.05 (see
Tables 1-9).

Results

Overall, only a small majority of respondents
(52.9%) report having adopted compliance
programmes.

Some urban influence was exhibited here
regarding propensity to implement compliance

programmes. Larger towns and small metropo-
litan areas were the most likely to have adopted
compliance programmes.

Compliance programme adoption varied
across selected demographic and market char-
acteristics. Respondents in organizations with
1-10% HMO enrollees (54%) were more likely
to have developed a compliance programme
than organizations with over 30% HMO enrol-
lees (51%).

A slight majority of organizations with mana-
ged carc expenditures of US$1-125 and were
more likely to have developed a compliance
programme (55%), and were significantly less
likely to adopt, compared to organizations with
expenditures of U$126-150 (51%).

A slightly higher percentage of hospital
setting respondents (63%) have developed a
compliance programme, compared with the
‘other” practice setting respondents (62%), and
were  significantly different from hospital
sctting respondents (37%) regarding develop-
ment of a compliance programme.

Managers (58%) were more likely to report
their organizations had developed a compliance
programme, and were significantly from non-
manager respondents (49%).

South central (60%) organizations were the
most likely to report compliance programme
adoption. This region was significantly different
from all other regions (ranging from 46% to
53%), regarding adoption of a compliance
programme. For those organizations that have
not developed a compliance programme, New
England (54%) respondents were significantly
more likely to have failed to adopt a compliance
programme.

Organizations that have developed a compli-
ance programme and gone through a corporate
merger (59%) were also significantly higher
adopters, compared to those that have not
merged (50%).

Table 2 Organizational adoption of compliance programme, by population size

Non-metropolitan Metropolitan
Total <25000 25000-49.9 000 <250 000 250000~ >1 million
(A) (B) © (D) 1 million (E) (F)
Base: those 100% 100% 100% 100% 100% 100%
responding
Yes 529" 51.3* 55.3 5327 52.9% 92
No 47.1* 48.7* 44.7 46.8* 47.1* 47.9*

*Signifies column mean differed significantly from 25-49.9 K (column C) at P <0.05.
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Table 3  Organizational adoption of compliance programme, by HMO enrollment

Percentage HMO enrollees

1-10% (G) 11-20% (H) 21-30% (1) Over 30% (])
Base: those responding 100% 100% 100% 100%
Yes 54.2% 53.0% 52.0 51.4
No 45.8* 47.0%* 48.0 48.6

*Sienifies column mean differed significantly from over 30% (colummn |) at P < 0.05.
8 8 Y

Discussion

In this study we find significant non-adoption
of proper billing compliance programmes
across the US, despite widespread publicity of
mandates, guidance and prosecution risk. As
seen here, only a slight majority of respondents
indicated that they have adopted a compliance
programme within their organizations, despite
national requirements that suggest the need for
standardized, universal programme compliance.
Compliance programme adoption, where it
existed, was seen on a fairly uniform basis across
population centres, with slightly higher adop-
tion rates in more developed managed-care
markets. Organizations with higher inpatient
visits had slightly higher adoption of com-
pliance programmes, as expected from their
size. Possibly an outcome of greater organiza-
tional resources, it nonetheless suggests that
larger is slightly better, at least when looking
for the existence of compliance programmes.
Of interest here was the fact that a significant
majority of organizations have not adopted a
full-time compliance officer, again in the face of
published model compliance guidelines sugges-
ting the need for such a position. Anecdotal
evidence suggests that insufficient budget alloca-
tion may explain at least part of the existence of
non-adoption. Alternatively, variation in influ-
ence across practice settings and demographic

characteristics further suggests that regulatory
influence is not consistently applied. Such influ-
ences vary less than proportionately with the risk
of prosecution, suggesting it is perceived as being
significantly risky only in specific contexts. Given
a uniform, federal fraud regulation environment,
the perceived risk of penalties are modified to
some extent by local conditions. Optimization
forces, therefore, vary across settings.

Organizations in larger metropolitan arcas
were slightly more likely to report having full-
time compliance officers, although the trend
was not remarkable. Noteworthy here is that
the risk of fraud detection and prosecution
appears to be outweighed, in some cascs, by
the expense and inconvenience of instituting a
compliance programme. Despite more stringent
regulatory oversight, rigorous campaigns of
public awareness, and highly visible prosecu-
torial initiatives, many organizations still do not
see the threat of government penaltics as signi-
ficant enough to warrant implcmcntati()n of a
compliance management programme.

Likewise, despite widespread perceptions
that managed—care pressures promote upcoding
and non-compliance in billing practices, there
was little variation across the managed care
penetration areas regarding adoption of full-
time officers.

Of interest here also was a significant differ-
ence in compliance management preferences

Table 4  Organizational adoption of compliance programme, by patient visit

Hospital inpatient visits

Hospital outpatient visits

10501- 30100- Over 10501- 30100~ Over
1-10500 30000 98000 98 000 1-10500 30000 98000 98 000
(K) (L) (M) (N) (0) (P) Q (R)
Base: those 100% 100% 100% 100% 100% 100% 100% 100%
responding
Yes 53.2 53.6 52.9 51:8 52:9 53.7 54.2 51.8
No 46.8 46.4 47.1 48.2 47.1 46.3 45.8 48.2
173
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Table 5 Organizational —adoption of  compliance Table 7 Organizational — adoption  of  compliance
programme, by managed-care penetration programme, by management level

Managed-care expenditures Manager (E) Other (F)

0-125 126-150 Over 150 Baso;;l:ozg 100% 100%

T U v responding

— & ) Yes 57.8 48.9*
Base: those 100% 100% 100% No 42.2 5L.1*

responding

Yes 55.0% 50.9% 53.2 *Signifies column mean differed significantly from Managers
No 45.0* 49.1* 46.8 (colummn E) at P <0.05.

*Signifies column mean differed significantly from over US$150
(column V) at P <0.05.

between hospitals and outpatient clinics. Across
the healtheare industry, both settings invariably
are subject to regulatory adherence, but to
different degrees, with outpatient  settings
relatively less  likely to adopt compliance
programmes. The adoption of compliance
therefore varies and is dependent to some
extent on organization type. While both settings
perceive the accomplishment of some degree of
regulatory compliance, the existence of signifi-
cant variance here nevertheless suggests that
such practices may be of little use for compara-
tive patient data analysis when conducted
across different practice types, regardless of
uniform national requirements.

Perhaps of greater impact here is the exis-
tence of arca and regional variation in compli-
ance management practices. New  England
respondents were relatively least likely to imple-
ment compliancc; south central rcspondents, in
comparison, were most likely to adopt such a
practice. While this could be the result of
market differences or local expertise, it demon-
strates that system-based quality management
practices do not occur uniformly across
geographic regions. This again makes the
comparison of medical data across such areas
difficult, if users of claims information arc differ-

Table 6 Organizational — adoption of  compliance
programme, by practice setting
Hospital Clinic Other
(B) © (D)
Base: those 100% 100% 100%
responding
Yes 63.3 38.57 38:37
No 367 61.5% 617>

*Signifies column mean differed significantly from Hospitals
(column B) at P <0.05.
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entially predisposed to infer different degrees of
quality from claims data.

Variation in compliance management adop-
tion across regional settings suggests regulatory
obedience is not consistently applied in the U.S.
As was cvident in assessment of organizational
setting variation, in an (assumed) uniform regu-
latory environment we find that the perceived
risk of penalties is modified, to some extent, by
regional conditions.

We find that variation existed in the imple-
mentation of compliance management across a
number of healthcare organizational settings.
The overall low adoption rates, combined
with significant variation across geographic
regions and key organivzational variables,
suggests that the use of billing and related
claims data in medical decision making must
be undertaken with caution.

As dictated by regulatory language and
model guidelines, compliance management
practices are not subject to a great degree of
discretion. Regulations are, by nature, consis-
tent in their application and mandated in their
implementation. So why do organizations
continue to assume the risk of non-compliance
behaviour, even after publication and dissemi-
nation of standards and model programmes? [t
may be the growing problem of fraud in
healthcare reimbursement, toward which the
Federal Government has implemented a series
of model compliance programmes, has, to
some extent, become an accepted practice in
the healthcare reimbursement process. It may
be that compliance with regulatory measures is
being publicly supported, but where enforce-
ment or guidelines themselves are seen as
unfair, there may be covert non-compliance
within  specific organizations. Where such
beliefs are adopted by a critical mass of
managers, the entire professional core group
might rationalize their behaviour as ‘profes-
sionally consistent’.
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Table 9 Organizational —adoption of compliance
programme, by merger status

9
S 5 ST Merger (P) No merger (Q)
© o — 0
e Bl ol Base: those 100% 100%
responding
Yes 59.1 49.7*
‘% No 40.9 50.3%
-
=) IS *Signifies column mean differed significantly from Mergers
o= S8 (column P) at P <0.05 ‘
S 7|18 so column P) at P <0.05.
~ |~ Lo 1O
= As seen in this study, potentially greater influ-
Qx N = ence comes not only from within the provider
Wea S (==)i{em) = . . .
= > e s=lc organization, but occurs across external, indus-
o) try-wide boundaries as well.
= The broader implication for managers is that
= T &
= 3 when outcomes or other decision-support data
8 = b 5 are compared across states or regions, measures
wo2 S 83 |= must be undertaken to  ensure that any
@ confounding influences arising from the qualit
¢ & 1
- of the source data itself are not perceived as
i g actual variance in clinical performance.
£ i N . .
B I =% |8 The variation in adoption of data in health-
8 2 % § NN care organizations in an Lergln@, data- dl‘IVL‘D
S healthcare system further suggests that payers
S
€ provider organizations and cmployers now
— o, face the very real possibility that they will
o's : | POSSi . .
- =] S be required to maintain information on their
S Z ¢ S x| = N .
Hlzdals gk |5 systems that may not be of sufficient quality to
2 g be used in comparative analysis.
= = . y .
s S At more local and regional levels, variations
S T = in data-quality assessment might lead to gross
S %*E BhE 5 inefficiencies and significant cost issues under
. W . .
S|l mds |8 2= |© an evidence-based healthcare system, since any
IS) ~ = . . ..
s i comprehensive measure of data quality is incom-
£ g pre; ; Y
] & plete without accounting for such variation.
8 A = As outlined here, despite industry require-
LB R | & ments and Government regulations mandating
S|E8%E |8 < |2 greater efficiency through consistent compli-
i g ance management, such measures vary signifi-
8 = cantly across practice settings and regions;
2 g & compliance intervention likewise varies signifi-
= < 2 3 cantly across these measures, and inconsistentl
sl ¥ wsnls Y Y
il & o < = across regions. Comparisons here  suggest
= e R the possibility of significant differences  in
N
3 g claims data even after adjusting for the actual
s, i S costs of services in cach market. Ultimately,
5 - 3 claims data quality assessment needs an extra-
© @ T S . . .
Q£ = organizational component to be meaningful.
9] = O Q & . . &
D = =y Results here further highlight the often-
=t ] = . . . .
) 28 gol| b overlooked role of institutional forces in a see-
= =2 mingly autonomous environment. Professional

groups often suggest they are different to some
extent than most other socictal collectives, often
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because of the perceived importance of their
professional duties.

It has been argued that, with the recognition
hat healthcare is shifting away from provider-
specific decision making and toward evidence-
based teams, the study of individual auto-
nomy in organizations through examination
of internal structure fell into disfavour as
being too authority-based and rigid. Recently,
however, re-examination of structural ques-
tions has occurred, although from very different
perspectives. It is now widely accepted that
structure is an organizational dimension that
can be manipulated and has direct cffects on
problem-solving (Davis, 1977; Sicotte et al.,
1998). Organizational changes are fairly easy
for managers to implement, so  structural
dimensions become doubly important, since
they constrain and thereby influence behaviour
and arc likewise readily manipulated. Yet
there is an important limiting factor in current
structural approaches. The structure of an
organization makes some things pos%bl but
it does not guarantee that they will happen.
When we open up peer-to- pou networks that
communicate regulatory compliance behaviour,
the structure will permit people to do things
they could not do in an extensive hicrarchy.
It does not guarantee that they will do them
(Elden and Taylor, 1983).

Other factors are influencing the
at structural problems. There has been some
research, for example, in  exploring  the
problems of professional roles in organizations,
and conflicts between role requirements. There
is an emphasis on more sophisticated ways
of specifying professional duties aside from
the traditional job description, and we have
begun to understand the conditions under
which particular professional behaviours, even
conflicting ones, can be important and useful
(Katz. and Kahn, 1976). Thus, for example,
the idea of the ‘linking-pin’ role has been
proposed, which identifies a liaison role
between groups in organizations, a notion that
has been useful to many managers. It does not
try to describe professional duties in such a way
as to make it mutually exclusive of someone
clse’s job, thus avoiding overlapping of duties.
Rather, it recognises the interdependency of
many positions with others and includes these
overlaps (Gellerman, 1984). Aside from this,
its utility as a facilitator and source of
new information has been well-demonstrated
(Granoyvetter, 1985).

way we look
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The relationship between inter-organizational
and industry-wide information transfer and
professional behaviours within the organization
has also come to be recognised as important to
organizational functioning. We are beginning to
realise that if responsibilities are contiguous with
one another in certain ways, the people who
perform these activities are apt to establish rela-
tionships with one another and form groupings
that they would not otherwise form (Rivers,
2002). So, proximity between actors may have
as much influence on work relationships as does
the hierarchical structure (Emery and Trist, 1973).

Regardless of the conceptual framework
cemployed, the management implications are
clear: as claims data quality becomes increa-
singly determined by comparisons with
broader, aggregated industry data, as is the
case in evidence-based healthcare, there is a
corresponding need for assessment of quality
across a number of levels, including the broader
data environment. We suggest here that incon-
sistent compliance management practices, in an
evidence-based context, are a significant barrier
to such a complete quality view.

Conclusion

Despite  the shortcomings and limitations
inherent  in the traditional organizational
assessment, we cannot determine its true
value without considering its counterbalancing
contributions to broader, institutional function-
ing. Examination of organizations simplifies
many problems of communication and control.
It is, on the surface, a logical structure for
handling the many levels of decision making
that occur across healthcare. 5o, despite all the
difficulties that are a consequence of an orga-
nizational perspective, there is not sufficient
reason for abandoning it, especially since no
good substitute is available. A morce likely
outcome will be a differentiating and separa-
ting of different levels of the organization’s
influence, with the parts at times in close
contact with each other, and at times being
closer to the extra-organizational environment.
This incremental, differentiation of structure
and influence has not been applied to exami-
nation of health services management issues
in great detail. When quality is defined by
context influences, large arca assessments
are nceded as benchmarks to complement
organization-specific measures.
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The level at which we examine compliance
behaviour might likewise be as important as the
incidence of disobedient or non-compliant acts.
Where inconsistent compliance adoption pat-
terns occur, comparative assessments become
meaningless. Providers and regulators have
achieved some consensus regarding indicators
of effectiveness of compliance programme and
differentiation of intentional versus innocent
non-compliance of regulatory requirements.
Despite disagreements about the appropriate-
ness of enforcement activities, the provider
community and those charged with ensuring
compliance overtly hold that healthcare pro-
viders should follow regulatory rules, and that
compliance programmes often can help pro-
viders do so. Compliance policy, however,
must go beyond symbolic adherence to guide-
lines in order to effectively eliminate the risk of
prosecution.
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