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We dedicate this book to our parents
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Preface

In 1984, when Congress revamped Medicare to save a financially distraught health-care system, it forever transformed the hospital as an organization. Diagnosis related groups (DRGs) were the cornerstone of an extensive, drastic reorganization of the hospital toward efficiently managed health care. The financial incentives of cost efficiency have sent tremors throughout the organization and have altered in unanticipated ways many facets of professionals’ lives.

Even today, health professionals are still coping with the repercussions instigated by DRGs. Because DRGs influence hospital services, caregivers are distressed about their roles in the system. The types of services the hopsital will be able to render under DRGs and the quality of those services deeply troubles health professionals. As one professional from our study noted:

The main thing that bothers me about DRGs is that it has no stated goal of guarding quality of care. Doctors and nurses have historically wanted to do a good job of really helping people and this new legislation doesn’t even address that issue at all. It’s frankly intended to reduce costs and it worked. That’s necessary, but I would feel better about it if there was some assurance that it would also preserve quality of care.


What is even more disturbing to professionals is that DRGs affect health-care relations — the relation of caregivers with patients and the relation among health professionals who must coordinate their caregiving activities in the hospital. This creates an enormous potential for conflict among health professionals. Tensions rise and spark in many areas of the organization, including issues of professional control, quality health care, and government mismanagement.

Professionals expressed resentment for the infringements upon their professional responsibilities and autonomy. They experienced an overwhelming loss of control. Some quietly grumbled under their breath.

I swear under my breath at the federal government because of their many regulations. But it’s something you learn to live with, and you go on and do what your conscience tells you to do. … I’m one of those people who keeps my mouth shut because I find that all it does is irritate people, particularly those involved at [other ends of the argument].


Others became outright combative or cynical.

Everybody is dealing with something they have no control over. You just have to accommodate to it. It’s the law of the land. You can complain all the time and you can make adjustments. … But I really don’t think the government cares a whole heck of a lot about quality of care. If the patient is discharged too soon, they’re going to be happy. If you want to be callous about it, these are older patients and they’re chronically ill. So they die. Who cares? That’s the way a lot of people look at it.


Some became so irritated that they consider leaving their chosen profession: “[I might] get out of the system and do something else if this system gets to be so obnoxious that I don’t want to work with it. I think I can train myself or be trained to do some job [other than being a physician].”

Ultimately, DRGs challenge the place the hospital will occupy in society as a public service organization. Due to the constraints of the system, professionals doubt their ability to satisfy crucial public needs and equate the system with the gross failure of the federal government to serve its people, especially the elderly. One professional suggested that

over the history of Medicare, the acute care hospital has become the way station for a multitude of social problems, and because the acute care hospital was taking care of the multitude of social problems of the elderly, other systems did not. … We built up this huge, acute care hospital system to take care of all these patients with non-acute medical needs and then, all of a sudden, the door is going to be closed. It was closed with DRGs. And hospitals seemed cruel in asking patients to leave. Little grandma with a broken hip can’t get but 20 feet in her walker. It’s tough for her to get around, but [under DRGs] she doesn’t belong in the hospital. … But for 20 years they had been used to just checking in when they needed a little rest and relaxation, a little tuning up as we used to call it. Now under Medicare guidelines they do not belong in this hospital, so you sign them out. And it’s terribly cruel!


Our book goes to the heart of this crisis in health care and examines the difficulties and foibles in going from DRG legislation to DRG practices. The book gives voice to the professionals who must carve out a new reality under DRGs. It exposes the contradictions, never imagined by the policymakers “who dreamed the damned thing up,” that professionals must confront and overcome. It develops an analysis of the way policy innovations can wreck havoc on an organization and how professionals working together eventually negotiate some semblance of order out of the chaos of change.

The book unfolds in three parts, from the problem of DRGs to the negotiated compromises of health professionals, to the structural transformations of the hospital. The first two chapters provide the practical and theoretical background for the problem of DRGs in the hospital. The next four chapters analyze the areas or dimensions of organizational life that undergo change as a result of DRGs. The final chapter integrates the findings in the four previous chapters to discuss major structural alterations and to demonstrate a link between organizational structure and communication.

Chapter 1, “Communicating Hospital Order,” presents our interpretive framework for the analysis of health policy and organizational change. It describes the unique features of the hospital as an organization, the conflicting goals in its bureaucratic/clinical hierarchies, and communication structures across and among the different groups of health professionals. Negotiated order theory is introduced as an important perspective for understanding how hospitals maintain and modify social order in the face of the revolutionary change of DRGs.

In chapter 2, “DRGs: A Revolution in the Financing of Health Care,” the prospective payment system is described in detail. It traces the origins of DRGs, the new payment system for Medicare reimbursement to hospitals. A brief history of the problems in health care financing that led to the creation of DRGs is recounted. The chapter describes the way it has been implemented in hospitals nationwide. Finally, the chapter outlines the problems encountered in the process of implementing and monitoring DRGs.

Chapter 3, “The Primary Players in Negotiating DRG Information,” demonstrates how DRG information becomes an importance resource for communication and decision making under DRGs. The development of a system for gathering, analyzing, and disseminating DRG information is described. Professionals’ interpretations of this system are recounted, revealing the agreements, disagreements, and responses to the changes brought about by DRGs, especially the increased administrative intrusion into clinical work.

Chapter 4, “Negotiating Organizational Ideologies,” describes how DRGs generate debates over the values underlying health-care delivery. Intense disagreements occur regarding old and new issues that surface with the implementation of DRGs, including the hospital’s emerging business mentality, the distribution of scarce resources, quality medical care, and the irreconcilable differences between these issues. Each issue is argued with a particular interest at heart, whether individuals are trying to protect a patient, the hospital, or their profession, and thereby generates a conflict of interests.

Chapter 5, “Negotiating Work Roles and and Responsibilities,” describes how work tasks and coordination among tasks under the DRG system must be negotiated. Hospital administrators claim responsibility for implementing DRGs, yet their limited medical knowledge often restricts their ability to direct others’ work. Physicians and nurses make claims for their responsibilities as patient advocates and respond to administrators’ claims that they become more aware of financial implications. In essence, negotiating work roles under DRGs necessarily involves conflict in communicative efforts to coordinate old and new work responsibilities into a new team structure.

Chapter 6, “Negotiating Control Relationships in Contested Terrain,” investigates how DRGs expose the difficulty in simultaneously pursuing the goals of cost containment and quality services. Controlling organizational goals necessitates coordinating the work and relationships of hospital administrators and clinical specialists, such as physicians, nurses, and technologists. Through a number of control strategies, professionals in the hospital attempt to make appeals for their right to control their conduct, their working conditions, and their professional objectives. The attempts to preserve autonomy and to reduce hospital expenditures collide as the implementation of DRGs progresses.

Chapter 7, “Permanence and Change in the Aftermath of DRGs,” summarizes the changes that occurred in the hospital over time. It emphasizes the force of communication in influencing the hospital’s organizational structure. And it specifies the outcomes of working through new challenges and responsibilities under DRGs, in particular physicians’ needs to protect their decision-making autonomy, administrators’ needs to maintain the hospital’s financial solvency, nurses’ needs to provide the patient care they see as essential, and the overall need to coordinate the dual lines of authority, the health-care team, and individualized care. These developments hurl the hospital into the current legitimation crisis with the public.

Finally in the appendix, “Researching Organizations Interpretively,” we discuss our data generation and data analysis techniques as grounded in an interpretive research methodology. We introduce our two data sites and the case comparative approach upon which this book is based. We outline our specific naturalistic approach to data generation, coding, and analysis in an attempt to portray how the research process evolved.
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One Communicating Hospital Order
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Currently our health-care system is in a financial crisis with costs rapidly spiraling out of control. Hospital care continues to be an area of aggravation; within the entire health-care system its costs are the most exorbitant and show the most rapid increase in the last few decades. Policymakers have initiated dramatic cost-cutting incentives to address the problem of hospital costs. One of the most revolutionary changes has been the 1983 policy, diagnosis related groups (DRGs), established by Medicare for the reimbursement of hospital costs. The policy is highly controversial and even in the 1990s, with over $55 billion in Medicare cuts since the late 1980s (“Bush to ask for more cuts,” 1991), it continues to be tested and modified in clinical practice. Our focus is the communication of health professionals during this dramatic change in the hospital organization.

The hospital is an organization in our society that has become essential for human life. As a human service organization, its primary concern is providing health care that contributes to individuals’ maintenance and quality of life. The unique features of the hospital structure, the central role these organizations play in health-care delivery, and recent significant changes in the financing of health care suggest the need for more research investigating organizational communication in the hospital. Communication is central to this concern as it “promotes health or illness within society, makes the system run at optimal or marginal effectiveness, and can facilitate efforts to treat illness and prevent its recurrence” (Pettegrew & Logan, 1987, p. 676). Communication has been studied in health-care organizations at many levels — the interpersonal level, work-group level, organizational level, and interorganizational level (Ray & Miller, 1989). More attention needs to be given to the communication among health professionals working within the hospital’s changing structure, particularly today as they face an increasingly cost-conscious environment. Organizational research investigating professionals’ communication within the organization has benefited from an interpretive framework (Putnam, 1983).


An Interpretive Study of Communication and Change

We approach the study of this sweeping and revolutionary change from an interpretive perspective (Krone, Jablin, & Putnam, 1987; Putnam, 1983). We examine the meanings health professionals assign to the rules, conduct, and values communicated during the implementation of the DRG policy. We attend to professionals’ understandings and interpretations of the actions and events surrounding the change and how their interpretations inform their interactions to influence the hospital’s social order.

In our view, organizing in the hospital is not determined solely by formal policies and procedures. Professionals play a critical role in shaping organizational structure. Through communication they define and redefine their relationships with one another—values, responsibilities, and issues are interpreted, discussed, and reconsidered in light of the inevitable change (Daft & Weick, 1984; Hawes, 1974; Krone et al., 1987; Weick, 1979). Communication allows them to create and shape their organizational reality (Krone et al., 1987), align their actions with others (Donnellon, Gray, & Bougon, 1986), exercise power (Frost, 1987), and reorganize their linkages with others (Monge & Eisenberg, 1987). Hence, a knowledge of communication practices and the meanings derived from communication are essential for an understanding of hospitals in the aftermath of DRGs.

Our research enterprise rests on the relationship between this theoretical orientation and our chosen method of investigation. Our strategy to combine theory, research, and our specific interest in hospitals is the application of an interpretive perspective to all phases of research (Denzin, 1989). Not only our conceptualization of the problem, but also our techniques for data generation and analysis reflect the principles of an interpretive perspective. These principles guide our investigation by focusing on: (a) communication; (b) the various perspectives of the participants and their view of the organization; (c) the link between behavior, symbols, and understandings with the groups that provide these interpretations; and (d) the possibility of change.

We examine the negotiated order of hospitals and the interplay of structure and interaction as it takes shape over a number of years. The scene of our investigation is a mid-sized town in the Midwest, inside two general hospitals — St. John Hospital and May Memorial Hospital. (See the appendix for more detail of our research methodology.) At two points, in 1984 and 1987, we became a part of the hospitals to observe and ask about professionals’ work under DRGs. We follow three groups of health professionals — administrators, physicians, and nurses — whom in the text we identify by their job titles and specialties. We disclose their methods to design a system for implementing and communicating DRG information; their ideologies supporting and disputing new issues and values; their definitions of appropriate work tasks, responsibilities, and accountability; and the systems of control developed to coordinate and monitor working relations. These are the substantive areas of change in the hospital under DRGs.

In our conceptualization of organizational change, every instance of communication bears a dual relation to the structure as it is experienced and interpreted by each member of an organization. The various features of organizational structure constrain and initiate communicative interaction. Likewise, communication both expands and restricts change in organizational structures (Eisenberg, 1984; Frost, 1987; Krone et al., 1987; McPhee, 1985; Putnam, 1982; Weick, 1987). Structures form when communication, through whatever strategy, uncovers shared occupational specialties; shared social characteristics; or shared values that people want to preserve, promote, and expand (Weick, 1987). Because it creates, maintains, and transforms organizational structures (Pacanowsky & O’Donnell-Trujillo, 1983), communication is both a consequence and determinant of structure (McPhee, 1985; Strauss, 1969).

Organizations are not uniform in their membership. They are made up of disparate groups of individuals with diverse purposes, goals, and power (Putnam, 1983). Systematic differences exist among employees in their knowledge of, attitudes about, and meanings for structure (McPhee, 1985). These different views can be considered as a multiplicity of perspectives through which organizations operate and evolve. From this pluralistic view, organizations are not monolithic in perspective or ideology. Instead they have multiple ideologies or subcultures of interests. An interpretive approach draws attention to the multiple voices and perspectives in any organization.

Owing to its diversity, communication in an organization is inherently strategic and coalitional; messages are targeted to others with similar and dissimilar interests in the organization (Hall, 1972; Pacanowsky & O’Donnell-Trujillo, 1983). As hospitals change — through growth, deterioration, innovation, or just day-to-day adjustment — professionals engage in tactics to influence others’ perspectives and behaviors in order to bring them in line with their own interests. Multiple interests surface and collide among and between professional groups. Negotiating the meaning of social events, individuals reach agreements by creating new meanings and exchanging interpretations of events (Putnam, 1983; Strauss, 1978). Through negotiation, professionals reveal, develop, maintain, protect, enhance, and control their interests, thereby changing the combination of rules, policies, agreements, pacts, contracts, and other working arrangements referred to as the organization’s social order (Strauss, Schatzman, Bucher, Ehrlich, & Sabshin, 1964).


Hospitals as Negotiated Orders

A focus on negotiation provides a way of examining the interpretive nature of policy implementation, the multiple realities in an organization, and the dual relation between organizational structures and ongoing interactions among professionals. In the aftermath of DRGs, health professionals must negotiate an array of important issues, such as the relevance of DRG information, the importance of documentation, the division of labor in the hospital, ways of gaining compliance with or getting around the DRG system, and the values inherent in these activities.

Anselm Strauss and others (Strauss, 1978; Strauss, Fagerhaugh, Suczek, & Wiener, 1985; Strauss et al., 1964; Strauss, Schatzman, Ehrlich, Bucher, & Sabshin, 1963) developed a theoretical perspective that allows one to examine how hospitals maintain social order in the face of inevitable change. Strauss coined the term negotiated order to characterize the ordered flux in organizations. Out of the processes of negotiation, agreements are made about how hospital workers should communicate to coordinate their activities. These agreements range from firm verbal contracts to tacit understandings among people. Rules, roles, goals, values, distribution of resources, task responsibilities, and authority are all subject to negotiation (Hall, 1987; Rothman, 1979; Strauss, 1978; Strauss et al., 1964).

According to Strauss et al. (1985), negotiation is the essence of hospital work. Their conceptualization recognizes the stable features of an organization, such as rules, policies, hierarchies, ideologies, and organizational goals, but regards them as backgrounds through which and within which people communicate on a daily basis to get their work done (Maines, 1982; Strauss et al., 1963). Although they do not “reject the facticity of bureaucracy [in hospitals] …, they contend that the bureaucratic model could not explain day-to-day processes of social control” and the importance of communication in that process (Maines, 1982, p. 269). That is, to understand how organizations change, we must examine more than the formalized roles and rules of the bureaucratic hierarchy, we must investigate the emergent and temporary patterns of communication that professionals engage in to reconstitute their relations with one another.

Through communication, people in organizations negotiate change and maintain order. In Strauss’ view, the hospital is a social order worked out through the communication of shared agreements and understandings about everyday problems. Individuals participate in the social order to protect or promote their interests as these everyday problems are constituted, reviewed, and reconstituted (Strauss et al., 1963). The negotiated order perspective outlines important links between daily communication and organizational structure. It is a framework that specifically considers how the organization of hospital work is open to negotiation and how negotiation strategies function for creating stability as well as for creating change (Strauss, 1978).

These working agreements among personnel about how to coordinate their professional activity involve communication among and between the many levels within the hospital. There are agreements among individuals within the same unit, such as when two staff nurses decide who will answer a patient’s call. There are agreements that run across the echelons or units within the hospital, such as administrators’ and physicians’ agreements about the procedures for the release of patients. Their communication is the mechanism for reaching agreements on how the organization will function. Moreover, their agreements serve as grounds for future negotiations, making the hospital an organization open to frequent negotiation.


Grounds for Negotiation in Hospitals

There are many grounds for negotiation in hospitals. For one, they are without firm rules for getting things done.

Except for a few legal rules, which stem from state and professional prescription, and for some rulings pertaining to all of [a hospital], almost all of these house rules are much less like commands, and much more like general understandings; not even their punishments are spelled out; and mostly they can be stretched, negotiated, argued, as well as ignored or applied at convenient moments. (Strauss et al., 1963, p. 153)


The rules that guide the actions of the various professionals in the hospital are not extensive, clearly stated, or clearly binding (Strauss et al., 1963). Physicians have considerable leeway in the areas of medical decision making. Other personnel, oftentimes, break and stretch the rules. In order “to get things done,” hospital workers must not only violate certain rules periodically, but also must cooperate when no rules exist (Strauss et al., 1964). This fact leads to constant communication to negotiate which rules are to be followed and which roles persons are expected to take. Within the hospital there exists “great unruled areas of action, [so] agreements of one kind or another must be made by personnel” (Strauss et al., 1964, p. 14).

In addition, the product of the organization, a healthy patient, is subject to differing perceptions, dispute, and negotiation among members of the healthcare team. There are preferences among medical staff for certain treatment modes, such as a preference for surgical rather than pharmacological intervention, that may not be shared by other team members (Knafl & Burkett, 1975). Disparate treatment philosophies can lead to disputes among medical specialists or between physicians and nurses about what procedures to follow.

Moreover, hospital workers possess different judgments as to what it means for the patient to be getting better. Disputes can arise over the judgment of whether or not a patient is improving and over the “signs” of improvement (Strauss et al., 1963). And because medical uncertainty is so great, there always exists those formidable grey areas of treatment where no one knows the ultimate outcome of any particular treatment option (Strauss et al., 1985). From that ambiguity, conflict ensues, in the form of debates about what outcomes can be expected or are occurring; debates over what is the appropriate care for the individual patient (Strauss et al., 1963).

Other aspects of the hospital provide grounds for negotiation among health professionals, such as changes in hospital policy or purposes within the hospital (Strauss et al., 1963). Organizational change, in response to a new internal or external policy, requires a revision of the existing rules of operation. Consequences of the policy change are mapped and attempts are made to foresee new contingencies created by the policy. In the course of change, unruled areas of action become evident. For example, an unanticipated consequence of a new policy may arise, one that jeopardizes the health of a patient. A general mandate or an organizational philosophy may not be helpful to personnel who must quickly confront a particular patient for whom the policy creates a health problem. And where the interaction of the hospital worker is not strictly rule-governed, then it must be negotiated and agreed upon.

The implementation of a prospective payment system for Medicare introduces a new ground for negotiation in the hospital. The mandate of DRG implementation challenges the role of professionals in the hospital, the rules they follow to organize their work activities, and the information they need to meet the objective of efficient patient care. The implementation of the new DRG policy disturbs the existing working relations among professionals, finding them working at cross-purposes. When contradiction appears, new questions and problems arise. For example, does one follow the goals of the administration to implement the new policy successfully or does one follow the goals of the physician to return the patient to health, regardless of administrative directives? So professionals develop the ends they wish to obtain. For example, nurses who dispute physicians’ orders may go quietly over the physicians’ heads to gain approval for their actions from a chief administrator. Hence, a process of bargaining, negotiation, and give and take begins.


Contradictions Between Prevailing and Evolving Orders

The central dialectic in any organizational life is the tension between the impulse to preserve the existing order or stability and the necessity to evolve or change (Morrill, 1992). The evolution of a new order in the hospital under DRGs is inherently dialectical as professionals face contradictions between the way work has been accomplished in the past and the way work must now be completed under the new system. Dialectics is a way of thinking about these contradictions and conflicts. From a dialectical viewpoint, change occurs through opposition, emerging from the interplay of contradictory forces as individuals struggle with the new policy (Baxter, 1988; Benson, 1973, 1977, 1983; Lincoln & Guba, 1985). In the process of organizing — in negotiating the hospital’s social order — health professionals face an overwhelming system contradiction — a clash between the prevailing structure and the evolving one (Putnam, 1985).

Our perspective suggests that the overall consequences of DRGs will not be rigid and detailed standards for care, a kind of “cookbook medicine” (Spivey, 1984). This view does not account for the variation in professionals’ interpretations and actions as they face new, often incompatible, components of functioning under DRGs. The flexibility of hospital policy, protocols and standards for care, and the philosophy and participation of each professional group, are all open to considerable conflict and debate.

In order to explain how the social order of the hospital transforms through the negotiation of opposing forces, one must understand how elements of structure become relevant for negotiations as they occur. Professionals’ negotiations are shaped by the prevailing structures of health care. Clearly, the DRG policy of cost containment threatens professional autonomy and intensifies a variety of opposing forces of control. Professionals’ negotiations are complicated by the hospital’s authority structure and the inherent conflict between professionals and bureaucrats. Professionals respond to, argue about, and even ignore the prevailing structures of the organization as they negotiate their own and others’ control over the work they do in the hospital. Identifying the organizational structures that prevailed in the hospital prior to DRGs sheds light on the process of negotiating the contradictions and change.


The Prevailing Structure of the Hospital

Hospitals are rather uniform in being organized to facilitate the provision of medical care to patients (Coe, 1978; Croog & Versteeg, 1972; Georgopoulos & Mann, 1962; Wilson, 1970; Wolinsky, 1988). Efforts to accomplish this objective require the coordination of and communication among many different professional groups, ranging from physicians and hospital administrators to nurses, therapists, and technologists.

A division of labor among these workers divides along professional lines. Different professional groups within the hospital, each with its own background, training, and perspectives, perform specialized tasks. Physicians are primarily concerned with the management of treatment programs for patients. Nurses manage wards and are involved in therapeutic activities with patients. Hospital administrators coordinate the various nonmedical departments (purchasing, housekeeping, laundry, food service, and pharmacy), oversee resource allocation, monitor quality, and manage hospital employees. Technologists and records people manage the tools of medical work, such as the equipment, laboratories, and medical documents. Finally, patients manage their own sickness and learn to cope with an institutionalized life. Activities among these diverse groups are organized bureaucratically and clinically.


The Hospital's Bureaucratic Structure

Hospitals are unique in that they have two organizational structures — bureaucratic and clinical. Like any other organization, the hospital has a formal authority structure to coordinate its various tasks. Through a bureaucratic hierarchy, efficient operations are organized as a whole. A general hospital is organized in a fashion similar to that diagrammed in Fig. 1.1.

[image: ]Fig. 1.1 Administrative and advisory lines of authority in the modern hospital. From Coe (1978). Copyright © 1970, 1978 by Mcgraw-Hill Inc. Reprinted by permission.
The bureaucratic hierarchy originates with the board of directors and runs down the line from the hospital administrator to department heads to various professional and nonprofessional workers in the hospital. Hospitals are staffed at the top by professional administrators who oversee the hospital’s operations as a whole. Figure 1.1 shows five major divisions within the administration that represent very specialized and independent divisions of labor (Coe, 1978). The organization branches out horizontally into offices, including nursing services, dietary services, finance, personnel services, housekeeping, and support services, each with its own director and staff, and so on.

The authority and responsibility of each office is clearly defined and each of the major divisions is responsible for a particular aspect of the hospital’s operations. Each of the divisions are fairly independent, although each is responsible to the higher level and supervises the lower level in the authority structure. The relations among the divisions operate through a formalized system of rules and administrative procedures.

The bureaucratic structure of the hospital is but one of the two lines of authority that function to organize hospital work. The mere fact that an organization has two organizational structures is not by itself unusual. That physicians hold a position in the organization as powerful decision makers as medical authorities, equal in authority to administrators is unique. In Fig. 1.1, physicians are positioned in the organization at the same level as top administrators. As a consequence, the hospital has developed a unique authority structure that includes two lines of authority — the formal bureaucratic authority of administrators and the professional authority of medical doctors (Coe, 1978; Perrow, 1963; Smith, 1955; Wilson, 1954). The clinical structure, composed of individuals with different medical specialties, including physicians, nurses, technologists, and others, must communicate to coordinate their work through the health-care team.


The Hospital's Clinical Structure

The clinical work of administering patient care has its own internal structure; the health-care team. A health-care team involves an organization of work and communication distinct from the bureaucratic structure of authority in the hospital. It is highly individualized, yet interdependent; specialized, yet team-oriented. At certain times during patient care, the team operates relatively independent of other groups of professionals in the organization; at other times, team members must communicate with other professionals in the hospital to coordinate care.

The goal of achieving interdependence of team workers is accomplished through communication (Charns & Schaefer, 1983; Costello & Pettegrew, 1979; Kreps, 1986; Ray & Miller, 1989). Team communication is informal and fluid. It may involve extensive collaboration among professionals, collision or disagreement among them, or a temporary disregard for the bureaucratic order or the professional divisions in the hospital (Roth, 1972; Wilson, 1954). Frequently, the idealized goal of creating an interdependent, cooperative health-care team is, in reality, not accomplished. Often the patient-centered concerns and tensions are not discussed, resulting in concurrent, but uncoordinated care.

There are several unique aspects to clinical teamwork because it involves “work on” and “work with” people. Unlike other kinds of work in organizations, “the patient is not a chunk of raw material that passively goes through an ordered progression of machines and assembly line operators” (Georgopoulos & Mann, 1972, p. 305). Rather, the patient who is “worked over” is recognized as a unique thinking and feeling person who can communicate and contribute to the work (Strauss et al., 1985). Teamwork involves individualized patient care. Patients are diagnosed with a variety of illnesses, severities, and complicating factors. No single illness is exactly alike in its progression or in the patient’s response to treatment (Strauss et al., 1985). The nature of clinical work, then, is highly variable and does not lend itself to complete standardization — in work or in communication (Georgeopoulos & Mann, 1972).

Task Differentiation: Professional Specialities. Specialization within the field of medicine divides physicians into special wards and medical departments within the hospital. Doctors do not practice their specialty in isolation; they must communicate to coordinate their work with the work of other specialists. Communication is activated around the care of a particular patient. For example, a radiologist, a pathologist, an internist, and a surgeon may be called on to join with a primary care physician to work up and implement a treatment regimen for a cancer patient. Physicians join together not because of any administrative structure in the hospital, but because of the skill or expertise they might have to offer a particular patient. As a consequence, clinical work is organized around a patient’s illness, rather than a preexisting bureaucratic structure (Strauss et al., 1985).

The task structure for physicians’ work not only requires coordination among physicians, but also calls for coordination with others outside the medical profession who have clinical skills and expertise to offer in patient care. This alignment of the work of many health professionals is what makes the health-care team so vital to the structure of day-to-day activities in the hospital (Eaton & Scherger, 1978; Estes, 1981; Nagi, 1975; Strauss et al., 1985).

Task Coordination: Health-Care Teams. The number of professionals who participate in a health-care team is almost infinite, but those most likely to participate are physicians, nurses, physician assistants, social workers, occupational, physical and speech therapists, and administrators. However, most teams have a core that usually includes a physician, nurse, and social worker with others being called in for specific problems.

The organization of the health-care team is patient-centered. Their goal is not the same as the goal of the entire organization; the efficient management of patient services. Instead, the health and welfare of a patient with a specific illness and needs is pursued. A health-care team forms around each patient’s needs and dissolves as the patient leaves the hospital. Teams are fluid, constantly forming, dissolving, and forming again (Neuhauser, 1972).

Owing to the variability of the work and the constant adjustment within the health-care team, it is difficult to establish formal organizational rules to govern the interaction surrounding every patient (Bloom & Alexander, 1982). Hence, activities within the team are organized communicatively. The overall division of labor centers on agreements about which tasks should be performed by whom (Strauss et al., 1964). Each participant in the team is required to select and communicate a course of action in relation to their specific clinical role and in relation to the team as a whole (Strauss et al., 1964). Persons not only fulfill the tasks and responsibilities assigned to members of their profession, but also in relation to how others of the team fulfill their roles and responsibilities.

The work of health-care teams brings professionals in close contact with one another and provides many opportunities for the divergent views of professionals to surface. Conflict in hospitals often surrounds the issues of professional work responsibilities and arrangements in caring for a patient (Scott, 1972). Struggle over professional claims to special knowledge, skill, and responsibility are likely during teamwork (Bucher & Stelling, 1969; Frank, 1961; Nagi, 1975). If the hospital is to maintain its objective of returning patients to health, the activities and disputes of the various teams and professionals must be coordinated.

Although formal responsibility may be vested in an authority, such as a medical director, in practice each member has to come to terms with the team by negotiating with its members concerning the treatment goal and the assignment of tasks (Schatzman & Bucher, 1964). Professionals have to take other professionals into account in the performance of their own roles. The division of labor in the hospital is fluid and interactive (Freidson, 1976). Alterations in the division of labor are anticipated by team members when they lay “claims to given tasks, when [they are performed, and] for whatever reason” (Schatzman & Bucher, 1964, p. 270).

The fluid organization of the clinical work allows for immediate adjustments in the social order when needed — to communicate and coordinate their separate clinical activities and to overcome the obstacles created by the variability of their work and beliefs.

Because [clinical] work is neither … uniform [n]or standardized, and because it cannot be planned in advance with automatic precision … the organization must depend a great deal upon its various members to make the day-to-day adjustments which the situation may demand, but which cannot possibly be completely detailed or prescribed by formal organizational rules and regulations. (Georgopoulos & Mann, 1972, p. 305)


In summary, the unique features of the hospital’s structure, including the dual lines of authority operating in the bureaucratic and clinical structures, are not static. They are continually produced and recreated by members through communication so that organizational structures embody the meanings of its members. Part and parcel to the hospital’s bureaucratic-clinical structure and its oftentimes contradictory purposes and lines of activity are conflicts in organizing.


Bureaucratic-Clinical Organizing

Unlike other organizations, the hospital is faced with the challenge of coordinating two loosely connected organizational structures (Harris, 1977). The attempts at coordination contribute to conflicts among clinicians and bureaucrats. Conflicts arise when physicians, who are part of the clinical structure, communicate with administrators, who are part of the bureaucratic structure. Restrictions on autonomy are felt by physicians and administrators as they work to coordinate the bureaucratic-clinical structures of hospital work. Also, conflicts arise when nurses, working under the directives of both administrators and physicians, run into contradictions between them in how to provide quality medical care.


Contradictions in the Dual Lines of Authority

Physicians are outside the bureaucratic lines of authority that exist for administrative hospital employees; yet they assume almost complete command over the organization of medical professionals and their work (Freidson, 1970; Poirier-Bures & Bures, 1987). In general, almost all of the health professions are organized around the work of the physician (Freidson, 1970; Wolinsky, 1988). Moreover, although the “formal, bureaucratic structure serves as the framework for day-to-day operations, these formal lines of responsibility are nullified or superseded when the physician must exercise informal authority for medical reasons” (Wolinsky, 1988, pp. 307–308). The professional authority of physicians places them in a unique and powerful position in the organizational structure of the hospital. They enjoy an exalted position of authority because of their prestige, professional standards, and ultimate responsibility for the patient (Freidson, 1970).

A profession, by definition, has autonomy — the professional is independent, free, and self-directing (Freidson, 1970). Medicine, as one of the most powerful professions, places physicians, regardless of specialty, “in relatively invulnerable or unquestioned positions by virtue of the social value placed upon their particular professional expertise and judgment” (Daniels, 1975, p. 317). Physicians’ technological and scientific autonomy contributes to a professional ideology that allows them to resist organizing a rational bureaucratic system of work (Daniels, 1975). As a result, physicians’ autonomy extends to control over the content and terms of work, over information (Freidson, 1970), and over the ideology of care (Daniels, 1975; Scott, 1966). In addition, their position as entrepreneur in solo or group practices provides them with social and economic independence (Freidson, 1970).

The autonomous role and professional authority of physicians helps to account for the important difference of the hospital from other complex organizations (Smith, 1955). Although responsible for the efficient functioning of the formal bureaucracy, administrators have no authority to dictate the course of bedside action nor intrude into physicians’ general clinical management (Wilson, 1954). The medical staff possesses and wields authority to make all decisions directly related to patient care (Wolinsky, 1988).

while physicians are not generally employed by the hospital, they are functionally necessary for the hospital’s continued operation; though they are ordinarily “production” workers rather than administrators, by virtue of their profession they enjoy higher prestige than those in other occupations who may officially operate the hospital; and even though physicians hold staff positions that are nominally outside the line organization of authority in the hospital, their qualifications as medical experts enable them to exert influence and authority with regard to behavior of all levels of hospital personnel. They are, in other words, in a strategic position to enforce their professional demands, and it would seem that the burden of adjustment — or its alternative, unresolved tension — consequently falls heavily on their co-workers in the hospital; nurses, technicians, administrators, trustees, and other personnel. (Goss, 1963, p. 173)


As a consequence, physicians affect the organizational structure more than they are affected by it and as a result are in a position to exercise authority over administrators and other health professionals.

The hospital bureaucracy grants physicians considerable decision-making authority in administrative matters (Goss, 1963), especially when they become members of hospitals’ board of directors, utilization review committees, or peer review boards and are able to control top management directly (Smith, 1955). Hospital administrators must share their authority with physicians whose medical expertise often calls into question the bureaucratic rules (Freidson & Rhea, 1963), even when their dominance is unrelated to their medical expertise (Wilson, 1954). In fact, “there is almost no administrative routine established in the hospital which cannot be abrogated or countermanded by a physician” (Smith, 1978, p. 315). Therefore, physicians are not passive in regard to administrative functions; they intervene in hospital operations and are powerful throughout the organization (Smith, 1978).

The two lines of authority are coordinated through an “advisory bureaucracy.” For one, collegial decision making occurs among all health professionals (Goss, 1961, 1963). However, it is clear that medical staff do more than advise; they make decisions related to patient care and place hospital management in the role of facilitating physicians’ orders. Their administrative authority is informal and advisory. And the role of formal bureaucracy is reduced. Because of the hospital’s need to operate efficiently, as well as to respond to day-to-day emergencies and problems, the dual lines of authority becomes easily justifiable. In other words, the hospital’s service commitment is used by its medical members to override its administrative structure.

Conflicts are a natural and expected phenomenon as bureaucrats and clinicians communicate and work to coordinate their authorities over hospital work. As a result, the predominant dialectic in organizing hospital services is balancing these bureaucratic and clinical authorities (Freidson, 1975). There are at least four areas of conflict associated with the differences between bureaucratic and clinical models of organizing: (a) the professional’s resistance to bureaucratic rules, (b) the professional’s rejection of bureaucratic standards, (c) the professional’s resistance to bureaucratic supervision, and (d) the professional’s conditional loyalty to the bureaucracy (Scott, 1966).

The central issue in each of these conflicts centers around the definition of work tasks. First, clinical tasks are regarded as complex, requiring considerable independent judgment; whereas many bureaucratic tasks are rationalized into separate parts, learned through technical training, and performed with a minimum array of skills and capacity for judgment (Daniels, 1975). Second, the expertise required to perform clinical work is viewed as neutrally functional, self-evidently true, and to be accepted by others on faith and trust without the need for persuasion; whereas bureaucratic judgment is viewed as arbitrary administrative authority that is not accepted without effectively persuading others that work orders are appropriate (Freidson, 1970). Finally, clinical and bureaucratic work goals may be at odds. The professional’s craft goals focusing on elegant or careful services are, at times, in conflict with and subordinated to the bureaucrat’s larger time and money goals (Daniels, 1975).

Today, these bureaucratic-clinical role conflicts are exacerbated by societal changes that challenge physicians to become more accountable and less autonomous. Dependence on a society of technological experts has cut people off from the power of active decision making. Now, the public is challenging the medical community to become more accountable and to consider the individual’s interests and need for knowledge (Hyde, 1990).
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