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Accounting Facilitating Socio-Political Aims: The Case of 
Maryland Hospitals 
 

 

 

ABSTRACT 

In 2014, the State of Maryland in the U.S. implemented a substantial change to their hospital 
payment approach in the form of ‘Global Budgets’. This strategy for financing garnered 
significant attention because acute care hospitals in the state transitioned from a fee-for-service 
hospital payment system to a prospective frame-based budget. Applying the conceptual 
framework of Miller and Power (2013), we emphasise how calculative practices actively 
influence organisational structure decision-making. The study investigates the reciprocal role 
of accounting practices in the facilitation of hospital policies. Findings demonstrate that 
accounting practices recursively constitute and reshape the organisation of hospitals. The 
policy change to Global Budgets has influenced accounting practices, which likewise have 
promoted large organisational changes that increase engagement with external stakeholders. 
The consequences of the Global Budget policy have been significant, leading to highly 
complex administrative practices while also necessitating a cost shifting in order to subsidise 
physician costs, due to the separation of hospitals and physician organisations. However, we 
also witness how Global Budgets and the combination of centralised monitoring with 
decentralised managerial freedom substantiate remarkable holistic quality initiatives.  
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Accounting Facilitating Socio-Political Aims: The Case of 
Maryland Hospitals 
 
1. INTRODUCTION 
 
This case study on Maryland hospitals’ attempt to balance cost and quality illustrates the 
reciprocal influence of socio-political goals and accounting practices. More specifically, the 
case demonstrates how a calculative tool (hospital budgeting) facilitates the aims of reducing 
utilisation and costs while motivating both cooperation and quality improvement. In 2014, the 
U.S. state of Maryland applied the ‘Global Budget’ approach to implement extensive changes 
in hospital treatment practices (Patel et al., 2015). The policy aimed to replace a volume-based 
reimbursement system with a global budget, with the twin goals of improving the quality of 
healthcare and controlling costs (Evans & Meyer, 2014; Patel et al., 2015)1. The Global Budget 
in Maryland represents an unconventional shift in behavioural motivations towards quality of 
care, moving away from the traditional focus on volume. The policy change is significant for 
illustrating an attempt to extend accounting from occupying technical domains to the 
monitoring of wider social practices, an observation discussed in the public sector accounting 
literature (Bevan & Hood, 2006; Broadbent & Guthrie, 2008; Cardinaels & Soderstrom, 2013; 
Kurunmäki & Miller, 2006). This study advances these discussions with two contributions: (1) 
we include hospital quality initiatives in the accounting literature, which naturally (2) expand 
upon the problematisation of accounting practices at both the organisational and social levels 
of analysis. The study thereby addresses the call from Cardinaels & Soderstrom (2013) for 
studies on how hospitals balance the competing societal and political demands of providing 
higher quality without raising costs. Additionally, Malmmose (2019) argues that the 
accounting literature does not mirror the quality initiatives identified as a core New Public 
Management (NPM) theme in recent years. 
 
Maryland provides a unique case in the U.S. The state has historically well-established 
regulation of healthcare prices, and it is the only U.S. state to utilise an all-payer hospital rate-
setting approach (Kastor & Adashi, 2011). Therefore, the NPM goal of balancing costs and 
quality is similar in the case of Maryland as with other OECD nations. Yet, the overall U.S. 
healthcare system is distinct for having a complex mix of private and public markets and a 
variety of third-party payers. This cross-national difference is essential to contextualising the 
Maryland case study. Although NPM has been widely debated in many European nations, U.S. 
healthcare initiatives that have similarities to NPM (Watkins & Arrington, 2007) are seldom 
explored in the accounting literature. We first position the case of Maryland within the NPM 
literature, to emphasise an OECD relevance of a case study that is particular to the U.S. This 
discussion examines pertinent arguments from the accounting literature, principally by 
applying concepts of costs and quality to the case study. Subsequently, we develop a theoretical 

                                                            
1 While some public transversal health care institutions such as the Center for Medicare & Medicaid Services 
(CMS) and the Veterans Health Administration (VHA) have taken initiatives to change reimbursement systems 
with the goal cost control, a traditional fee-for-service model characterizes payment system for the majority of 
US hospital services (Rice, Rosenau, Unruh, & Barnes, 2013, p. 148) 
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framework that emphasises the influence and interrelation of calculative practices with the 
wider social context (Miller, 2001; Miller & O'Leary, 1987; Miller & Power, 2013). This 
framework allows us to explain the budget changes in conceptual terms that accentuate the 
influence of accounting on hospital management.  
 
 
2. NPM, COSTS AND QUALITY 
 
A body of critical accounting research arose in response to the NPM, highlighting the 
disadvantages of a strict focus on accounting as well as how changes in management practices 
[(Chua & Preston (1994); Preston (1992); Samuel et al. (2005); Donabedian (1985a)] 
emphasised narrow cost containment that lead to sub-optimisation and poor-quality services. 
For example, early research by Arnold et al. (1994) suggested that a skewed cost focus 
prioritized a rational market logic, which privileged a business view and dismissed the logic of 
human rights, social responsibility and democratic participation in decisions. Twenty years 
later, Watkins & Arrington (2007) confirmed the observations by Arnold et al. by identifying 
the expansion of an accounting logic in political theory. A predominant method utilised in 
hospital settings to maintain price controls is Prospective Payment Systems, typically applying 
Diagnostic Related Group (DRG) classifications (Malmmose, 2015). However, one 
consequence of the DRG-based prospective payment strategy has been to neglect volume 
control; in fact, this approach has often incentivised volume escalation in hospitals (Chapman, 
Kern, & Laguecir, 2014; Chua & Preston, 1994). In European countries, increasing volume has 
been a particular goal of healthcare systems in order to reduce waiting lists (Busse, Geissler, 
Quentin, & Wiley, 2011). In contrast, waiting lists have not been a major issue in the U.S., due 
to the private market mechanisms that structure the U.S. healthcare system. Increasing volume 
has not been a societal aim in the U.S. and instead reflects profit maximization. Additionally, 
an acknowledged concern in the U.S. has been ‘upcoding’, which refers to when patients are 
misclassified into DRGs that yield higher Medicare reimbursement (Heese, 2018; Heese, 
Krishnan, & Moers, 2016). This issue is also discussed in the literature as policy–practice 
decoupling (Bromley & Powell, 2012).  
By 2000, the World Health Organization urged nations to redirect their efforts to a uniform 
emphasis on the financial aspects of healthcare (World Health Organization, 2000). Porter 
(2010) suggested value-based healthcare as a means to establish a balance between stakeholder 
perspectives. Cardinael and Soderstrom (2013) have also described the increasing pressure for 
hospitals to balance costs with quality. Together, these initiatives exemplify the extent to which 
calculative practices create interrelated links between accounting, management control and 
socio-political economising (Miller & Power (2013).  
 
2.1 NPM Accounting and the U.S.  
Accounting is frequently associated with the NPM phenomena (Kurunmäki, 2008; Lapsley, 
2008), illustrating how accounting becomes a mediator for shaping policy, organisational and 
social changes in the present and the future. The three main goals of NPM are decentralisation, 
improved competitiveness and accountability for performance (Groot et al., 2008; Gruening, 
2001), where accounting systems are employed as facilitating tools for achieving these goals. 
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Although the NPM literature is most directly linked to the UK or New Zealand national 
contexts, with a gradual extension to other European nations (Hood, 1995; Pollitt & Boukaert, 
2004), several elements of the NPM phenomena have significant roots in the U.S. (Chua & 
Preston, 1994; Gruening, 2001; Lynn, 2006; Stivers, 2008), such as DRG’s (Malmmose, 2015). 
NPM themes emphasising business and competitive models are associated with performance 
measures and incentives that have been profoundly integrated in U.S. public management 
(Lynn, 2006). In more recent years, Watkins and Arrington (2007) highlight the U.S. initiatives 
of the National Performance Review (NPR), claiming that accounting terminology established 
a specific political rationale of ‘making government work better and cost less’ (p.39 National 
Performance Review document). According to Watkins and Arrington (2007), the NPR 
promoted increased competition between public sector agencies and private sector businesses 
in the US, illustrating an NPM theme. 
 
2.2 NPM and Costing 
In the accounting literature, concerns have been raised about how NPM elements create an 
unhealthy focus on costs and efficiency while neglecting the quality of care. This aspect of the 
literature has increasingly relied upon a contextual approach (Broadbent & Guthrie, 2008). For 
example, Chua and Preston (1994) examined the multifaceted consequences of the U.S. Centers 
for Medicare & Medicaid Services’ (CMS) prospective payment system, which sought to 
reduce the length of hospitalisation but incentivised hospitals to shift from inpatient to 
outpatient services, changes that partly influence cost shifting to other sectors such as home 
health care and nursing homes (p. 14). However, other studies also highlight that the shift to 
outpatient surgery is due to improved medical procedures and results in better patient outcomes 
(Forgione, Vermeer, Surysekar, Wrieden, & Plante, 2005). Chua and Preston (1994) further 
expand upon Arnold, Hammond and Oakes’ (1994) concern that the media’s use of the term 
‘healthcare costs’ favours the employer perspective on health costs over that of employees. In 
a similar fashion, Samuel et al. (2005) critically evaluate professional rivalries that emerged 
from the design and implementation of the DRG categorisations in prospective payment 
systems, in which engineers pursued DRGs as products for hospitals, economists transformed 
DRGs into commodities, and accountants utilised the DRG progression as a means to create 
revenues. Such concerns have spread as NPM ideas have been adopted in many countries 
(Kurunmäki, 2008). The core antecedents of NPM, such as budgets and performance measures, 
have successfully survived critical concerns, mostly because such NPM components have an 
audit nature that makes them manageable and applicable across many distinct settings (Lapsley, 
2008).  
 
2.3 NPM and Quality 
Malmmose’s (2015) historical review summarises how the dominant NPM focus on cost 
throughout the 1980s and 1990s gradually shifted over the subsequent decade to replace the 
preference for competition with that of collaboration. In light of this shift, accounting research 
since 2000 has shifted to examining the entire spectrum of performance measures (Malmmose, 
2019). Although not completely evident in the accounting literature, the quality perspective is 
more directly described in reform development (see e.g. (Cardinaels & Soderstrom, 2013; 
World Health Organization, 2006)).  
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Llewellyn (1993) explicitly discusses the management accounting challenge of connecting 
costs to quality in both health and social care more than 20 years ago, precipitated by a concern 
with the integration of management accounting in healthcare. Llewellyn (1993) warns of the 
fragile nature of applying DRG cost classifications in resource allocation, particularly when 
small variations in treatment can distort DRGs (such as moving toward caretaking rather than 
producing actual treatments). In addition, DRG-based prospective payment systems tend to 
disregard patient outcomes and are thus only loosely connected to quality. Nonetheless, DRGs 
still widely establish the foundation for classifying costs in healthcare. Although DRG-based 
prospective payment systems do not represent the actual hospital costs, they are mainly derived 
from the expected costs of a specific diagnosis. Therefore, application of DRGs in this sense is 
targeted at budgets, which can become a motivating force for hospitals to concentrate on costs 
to prevent budgets deficits (Chapman et al., 2014).  
 
2.4 Balancing Costs, Quality and Access 
Both researchers and practitioners struggle with the challenge of balancing costs and quality 
(Cardinaels & Soderstrom, 2013; Donabedian, 1983, 1985b; Llewellyn, 1993; Porter & Lee, 
2013). Donabedian (1983, p.200) defines quality of care as “When expert practitioners specify 
the preferred strategies of care based on what they consider to be best for patients, and without 
regard to momentary cost”. He describes the classic accounting dilemma of a specific cost 
rationale that may influence healthcare decision-making through a variety of modalities. 
Society places practitioners in the difficult position of monitoring national and social priorities 
(Donabedian, 1983), which bears strong resemblance to Miller & O’Leary’s (1987) description 
of constructing individuals. Donabedian (1983) suggests that having practitioners monitor 
social priorities is an incursion into the healthcare profession, putting practitioners in the 
difficult position where there may be conflict between the individual patient’s needs and the 
national social priorities. He proposes that overcoming this conflict can only occur by actively 
acquiring valid information on ‘the relationships between the costs of the inputs into care and 
the resulting benefits to health’ (p.203). Porter (2010) raises similar concerns about value 
definition in healthcare being both unmeasured and misunderstood, arguing that cost 
containment without a clear relationship to outcomes and values will most often obstruct 
effective care. Additionally, Porter (2010) includes accessibility as an equally important factor, 
which needs to be balanced with quality, cost, patient-centeredness and safety, and Porter 
further highlights that these areas are often conflicting. Yet, exactly these elements, together 
with efficiency and effectiveness, is what the WHO (2006) describes as constituting quality in 
health. Brorström and Nilsson (2008) interview 56 physicians, who highlight that an ideal 
health care organisation is characterised by accessible care. Thus balancing cost and quality 
encompass several nuanced aspects where a particular emphasis often is put on access.  
 
 
3. ACCOUNTING FACILITATING GOVERNMENT POLICIES 
 
The governmentality accounting literature initially advanced a better understanding of 
accounting’s role within healthcare research (Jacobs, 2012). For example, Preston et al. (1997) 
suggest that accounting loosely facilitates wider socio-political objectives in the U.S. In earlier 
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research, Miller & O’Leary (1987) describe a representation of budgeting and standard costs 
as establishing a foundation for governing individuals, with the underlying economic motive 
rooted in generating an efficient nation. Thus, core NPM concepts of budgets and standards 
reflect calculative practices that also mobilise government initiatives. Rose and Miller (1992) 
position these notions in terms of political rationality, whereby government programs 
transform political rationalities of avoiding waste and other problems into compelling the 
nation to move from one space to another. Thus, calculative technologies enable examination 
and continuous development and are deployed to improve the welfare of the nation. Miller & 
Power (2013) expand upon this discussion by adding a recursive mode of accounting, reflecting 
on how accounting practices not only shape organisations and society but are equally shaped 
by societal changes grounded in a desire to economise. In this ideological quest, standard 
costing and budgeting are core tools employed to facilitate desired changes. Therefore, 
government programs utilising calculative practices can influence the actions of individuals; 
“..how particular calculative practices enable new ways of acting upon and influencing the 
actions of individuals.” (Miller, 2001, p.379). Miller (2001) notes that, in contrast to economic 
theory, management accounting offers relative freedom to the individual by combining 
calculative practices with responsibility.  
 
Management accounting captures subtle contextual complexities, which enable accounting to 
mobilise for change. Management accounting also attaches responsibility to calculations, 
allowing the individuals to act freely as long as behaviours are in accordance with specific 
guidelines and rules. As Miller (2001) articulates “The calculative practices of accountancy 
have one defining feature that sets them apart from other forms of quantification: their ability 
to translate diverse and complex processes into a single financial figure” (p.381). The 
technologies of government can be directly traced to accounting, which creates a novel subject, 
the ‘self-regulating calculating person’. At this juncture, accounting becomes institutionalised 
from the common understanding of economising the organisation (Miller & Power, 2013). 
Establishing patterns of routines reinforces the accounting components; thereby, accounting 
serves the function of not only being a technical practice but also a resource for liberalism 
(Miller, 2001; Rose & Miller, 1992). As part of this relationship, standard costing is a 
prerequisite for budgets, one that enables future planning and financial control (Miller, 2001; 
Miller & O'Leary, 1987). Miller and Power (2013) conceptualise the complexity of accounting 
by identifying its four key roles: (1) the territorialising role, which reflects the constituted 
spaces of accounting; (2) the mediating role, which denotes a common narrative; (3) the 
adjudicating role, which describes accountability and evaluation; and (4) the subjectivising 
role, which resembles the aforementioned self-regulating individual. More specifically, 
“Accounting has played a decisive role, inserting calculative technologies at the heart of the 
most private domains – the individual and her choices or decisions”(p.586). These concepts 
from the governmentality literature on accounting are used to illustrate the central features of 
accounting in Maryland’s quest to balance cost and quality.  
 
 
4. THE CASE OF MARYLAND 
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In 1971, Maryland established an independent agency called the ‘Health Services Cost Review 
Commission’ (HSCRC) (Kastor & Adashi, 2011). The goal of the HSCRC was to constrain 
hospital cost growth, ensure that hospitals have the financial stability to provide efficient and 
high-quality healthcare and establish equivalent payment rates among purchasers of hospital 
services. Additionally, a core focus of the HSCRC has been on improving accessibility, which 
is further supported by a HealthCare Access organ established in 1997, which assists people in 
accessing health2. Maryland is the only state in the U.S. where hospital rates for all payers are 
centrally controlled (Pauly & Town, 2012). A core element of the Maryland model is price 
negotiations with Medicare through agreements with CMS. A nearly 40-year-old Medicare 
Waiver exempts Maryland from the Inpatient and Outpatient Prospective Payment Systems, 
allowing that state to set rates whereby all third parties pay identical rates (Centers for Medicare 
and Medicaid Services, 2014). Despite success in containing hospital costs per case, hospital 
costs per capita and total personal health care spending per capita have grown more rapidly in 
Maryland than in any other U.S. state (Pauly & Town, 2012). Costs increased in the previous 
volume-based reimbursement system, suggesting that a holistic value-based control system 
was required (Evans & Meyer, 2014; Scharfstein, Chin, & Gaskin, 2015). Therefore Maryland 
was at risk of violating its CMS agreement by 2013, providing the impetus for generating a 
broader system (Murray & Berenson, 2015). Consequently, the waiver was renewed in January 
2014, with the key introduction of a ‘Global Budget’ model for hospital reimbursement, meant 
to limit healthcare costs and promote value and quality of care.  
 
The Global Budget program is divided into two categories of contract templates; Total Patient 
Revenue (TPR) contracts and Global Budget Revenue (GBR) contracts. The TPR contracts are 
for sole community provider hospitals (10 hospitals), whereas the GBR contracts are for 
hospitals with shared markets (18 hospital systems, for a total of 36 hospitals). The GBR cap 
is based on historical revenue that is adjusted for inflation, infrastructure, population increases, 
performance in quality and changes in payer mix3. Revenue control and evaluations occur on 
a monthly basis, provided in reports to the HSCRC (Maryland Health Services Cost Review 
Commission, 2013). 
 
4.1 Regulated versus unregulated services 
A unique twist to the hospital context in Maryland has to do with the provision of services. 
Each hospital provides services that are controlled and regulated through contracts with the 
HSCRC, which are referred to as regulated services. Services provided that do not occur on the 
physical premises of the hospital and are not duplicated by regulated services are termed 
unregulated services. This division between regulated and unregulated services is because, in 
contrast to most European nations where physicians are employed directly by hospitals, the 
majority of U.S. physicians are employed through physician practice organisations that provide 
services to hospitals (Kirchhoff, 2013). The two unique issues of unregulated services and a 
fragmented system of physician practice organisations pose challenges for regulating 

                                                            
2 https://www.healthypeople.gov/2020/healthy-people-in-action/story/increasing-access-to-health-care-in-
central-maryland 
3 All GBR and TBR contracts are publically available: http://www.hscrc.state.md.us/gbr-tpr.cfm 

https://www.healthypeople.gov/2020/healthy-people-in-action/story/increasing-access-to-health-care-in-central-maryland
https://www.healthypeople.gov/2020/healthy-people-in-action/story/increasing-access-to-health-care-in-central-maryland
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healthcare services dominated by a private market. The Global Budget waiver specifically 
addresses regulated services, and therefore the cost–quality dimension that we illuminate is 
only directed towards the regulated context.  
 
4.2 Integrating Quality  
The Global Budget model addresses quality and cost conflicts by acknowledging the need for 
a holistic perspective on healthcare financing, eschewing the more restricted view of 
organisations as business entities that neglect individual patients and social values. Because 
Maryland’s acute care hospitals are non-profit organisations, the Global Budget model can 
facilitate a specific focus on cost containment. Negotiated rates are integrated with the 
reimbursement rates, reflecting the current cost level of hospitals because they are incentivised 
to achieve a specific cost focus. Cost containment is further sustained by the Global Budget 
contract requirement that hospitals do not deviate from budgets by more than 1%. If they fail 
to satisfy this requirement, a penalty is incurred, and future budgets are reduced (Maryland 
Health Services Cost Review Commission, 2015). Thus, the Global Budget as a reimbursement 
agreement contract addresses costs through monitoring that seeks to prevent budget deviations.  
 
As part of the 2014 Medicare waiver (Global Budget), Maryland committed to significant 
quality improvements by way of reducing 30-day readmission rates, limiting per capita hospital 
cost growth to 3.58 percent and saving Medicare $330 million over a period of five years 
(Centers for Medicare and Medicaid Services, 2014; Maryland Health Services Cost Review 
Commission, 2014; Patel et al., 2015). Maryland’s ability to follow through on these 
commitments can be attributed to aligning all hospitals in a reimbursement agreement, using a 
Medicare Waiver and setting a price agreement with insurance companies. All Maryland 
hospitals have entered a contract with the HSCRC under the new global budget terms. The 
contract is a highly detailed agreement, including budget conditions and quality requirements 
such as: 
 

“In accepting this Agreement, the Hospital agrees to operate within the GBR’s 
financial constraints and to comply with the various patient-centered and 
population-focused performance standards that have been or will be established 
by the HSCRC, including all of the existing components of the Maryland Hospital 
Acquired Conditions (MHAC) program, the Quality-Based Reimbursement 
(QBR) program, the readmission reduction program, and a number of other 
existing and future quality improvement programs.” (Maryland Health Services 
Cost Review Commission, 2013, pp. 3–4) 

 
 
Several quality improvement programs have been implemented with the Global Budget 
initiative. For example, the Quality-Based Reimbursement (QBR) program was initiated in 
2009 and contains three measurement areas: clinical process, patient safety and mortality. Each 
Maryland hospital is assessed in these measurement areas, and an overall score determines 
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whether a hospital is financially rewarded or penalised for its quality performance4. QBR and 
other quality assessment programs are not specifically mandated by the Global Budget 
program. Instead, such programs were instituted during the transition to the new Global Budget 
financing system to emphasise the importance of quality improvement.  
 
  
5. METHODS 
 
We used both primary and secondary data to assess Maryland’s hospital budgeting. The 
primary data were interpreted with conversation analysis, an approach that enhances 
understanding of findings by emphasising the dialectic application of respondents as an 
indicator for their actions and explanations of their behaviour (Myers, 2009). Primary data 
included 21 semi-structured key-informant interviews. Ranging from 60–90 minutes in length, 
the interviews were conducted with high-level hospital managers (n=11), central organisational 
high-level managers (n=4), regulatory commissioners (n=5) and a deputy of state (n=1). We 
included financial (n=5) and quality managers (n=6) at the hospital level to capture the 
relationship between costs and quality throughout the Global Budget transition. Using 
purposeful sampling, we selected key-informants based on the following criteria: (1) the 
individual’s ability to act on the basis of available information and make high-level decisions, 
(2) the individual’s influence on others who can act on available information and (3) the 
individual’s affiliation with organisations expected to have the most impact from acting on 
available information (Lavis, Robertson, Woodside, McLeod, & Abelson, 2003). These criteria 
ensured that respondents were key decision-makers involved in hospital policy changes and 
implementation.  
 
Interview questions elicited discussion of structural capacity and management processes, with 
specific attention on: (1) finance and accounting of hospitals, such as revenue, costs, margins, 
regulated and unregulated services and (2) quality of care, such as treatments, services 
provided, patient utilization, patient perspective and community initiatives. Interviews sought 
information about barriers and facilitators, as well as informants’ reflections on balancing costs 
and quality during the Global Budget transition. Additionally, key informants were asked to 
describe approaches to data collection and information, which provided in-depth understanding 
of how calculative practices affected healthcare decision-making5. Key informant interviews 
were recorded and transcribed. NVivo qualitative software was used to facilitate thematic 
analysis. The interview transcripts and process descriptions were closely analysed to identify 
similarities and contradictions. Themes were developed from strongly reoccurring topics in the 
transcribed interviews and were categorised to support the usability of the data. Thus, the 
themes explicated in the study are strongly recurring angles of topics found in the transcribed 
interviews.  
                                                            
4 Several reports, updates, evaluations and actual performance reports can be found on the following URL: 
http://www.hscrc.state.md.us/init_qi.cfm 
5 A central theme in conversation analysis is the speaking turn where consensus between the interviewer and 
the respondent becomes rich in order to establish a foundation for new knowledge in the examination 
(Silverman, 2013). The authors called two key-informants back for clarifications. 
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Secondary data consisted of the Maryland annual reports to the Governor during fiscal years 
2010 through 2015 (Maryland Health Services Cost Review Commission, 2010–2015), which 
included hospital data reported to the HSCRC. Audited data for each hospital are detailed, 
based on uniform reporting procedures with aggregated categories of revenues and costs. 
Annual reports were used to provide an informational foundation that could promote discussion 
during the interviews. 
 
 

6. RESULTS 
 
The Maryland case of Global Budgets incentivises a holistic approach to healthcare value, 
illustrating how a budget model constitutes a specific hospital policy. The holistic approach 
creates links between costs and quality, and as suggested by Miller and Power (2013, p.560), 
encourages medical professionals to think about costliness when providing care. The holistic 
approach also sheds light on the reciprocal role of accounting (the budget system) in 
organisations (hospitals). The Global Budget provides substantial opportunities for local ‘out-
of-the-box’ initiatives, which can incorporate patient perspectives and establish cross-
functional partnerships. Despite the introduction of a centralized global budget, the policy 
change has had a far-ranging impact on the work of hospital managers, granting them local 
flexibility to take different courses of action. This flexibility occurs in the context of 
organisational-level decision-making in the hospital that typically involves the hospital board, 
executives and managers. The relationship between budgeting and decision-making in the 
Maryland case illustrates Miller’s (2001) quest of producing a self-regulating entity that can 
better inform decision-making in asymmetrical networks, described by Power and Miller 
(2013) as subjectivising. The Maryland case findings also demonstrate a significant expansion 
of calculative complexity, reflected through a challenging dual compensation system that exists 
in a regulated and an unregulated service system. The specific findings are presented first, 
followed by a more holistic recapitulation of initiatives that introduced a quality focus while 
subtly suggesting the institutional role of accounting in hospitals.  
 
 
6.1 Calculative Practices in Action 
 
According to Donabedian (1983), costing becomes an element of quality through clinical 
efficiency, where the aim is to avoid harmful and inefficient care. Donabedian’s framing is 
consistent with the notions of economizing thought patterns and the institutionalization of 
accounting (Miller & Power, (2013). Implementing a capped budget is arduous and complex 
in the U.S. system of third-party payers. Prior to the Global Budgets policy change in 2014, 
Maryland negotiated a set of homogenous prices with Medicare and private insurance 
companies, preventing price competition among hospitals and insurance companies. In this 
system, hospitals could continuously increase revenues to sustain growth in the hospital 
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sector6. Likewise, the administration of budgets and the registration of revenues also appeared 
to be manageable. For example, if a hospital had 100 electrocardiograms (ECG) within a month 
at a price of $250, revenue would be $25,000. If the number of ECGs increased to 125, revenue 
would simply increase to $31,250 (given the same price of $250). Thus, this previous 
reimbursement system motivated increasing volumes with minimal concern for clinical 
efficiency (Chua et al. 1994), Donabedian 1983). 
 
From 2014, the Global Budget contracts replaced the previous regime of accounting 
administration. In this new reimbursement system for example, if a hospital is budgeted to 
provide 1,200 ECGs in one year at a price of $250 each, the budget placed a cost limit on such 
services at $300,000. If only 80 ECGs were provided in January of a particular year, the 
hospital would adjust prices accordingly to anticipate the continuation of this trend throughout 
the year. ECG prices would thus increase to $312.50. As a counterexample, if 120 ECGs were 
provided in January, with the anticipation that the utilisation trend would continue throughout 
the year, then prices would be adjusted to $208.33. Price adjustments take place every month, 
adding complexity to accounting and necessitating increases in administration. As stated by a 
hospital CFO, as well as the central organisational director:  

 

“In January we had to raise prices. Then the past two months, the volume became 
high, so we had to lower our prices. So, by year end, we come out with our planned 
revenue. So, as a patient, you get charged X one day, then one month later it could 
be a 5% difference due to volume changes….. Probably we now have more work, 
and a lot of it gets back to data and information.” (Hospital CFO) 

 “It (calculative practices) is accelerating with the global budget. We have to keep 
track of digitalization and price. Prior to Global Budget we were looking at other 
data. We didn't have that much need for these monthly monitoring reports looking 
at the overall revenue. So, the way we use data has changed, and the demands of 
data have accelerated.” (Central Organisational Director) 

 

From both the hospital and administrative support perspectives, data collection, analysis and 
evaluation have increased significantly, illustrating technologies of domination where budgets 
become the means to govern (Miller & O'Leary, 1987). Data and information are increasingly 
necessary to govern and control hospital operations in order to stay on budget. Consequently, 
the new governance model also challenges the existing modes of hospital steering. Although 
recognizing that the HSCRC retrospectively adjusts the budget for market shifts, a hospital 
CFO expresses frustration with the budget cap and price regulations: 

 

“For this hospital, we had pretty significant increases in volume, and the 
methodology is new and lacked. So, we technically wouldn't have gotten the money 
until July…. Unfunded volume can significantly and quickly impact your margin.“ 
(Hospital CFO) 

                                                            
6As non-profit organisations, the hospitals applied the excess profits to invest in larger and better facilities.  



12 
 

 

The above responses highlight a sustained accounting logic that emphasises the organisational 
importance of calculative practices. It also illustrates how economising thought patterns are 
profoundly institutionalised. The CFO is challenged in his duty to maintain a well-functioning 
economic institution. Therefore, the idealised attempt of creating a sustainable all-payer 
healthcare system is clearly challenging to management in some hospitals. Yet, the accounting 
system is a significant instrument for accessing and analysing data that are required to manage 
intensified calculative practices in the changing organisational context. Additionally, the 
policy changes influence the accounting practice of regulating prices, forcing hospitals to 
constantly redefine and recalculate costs while simultaneously being responsible for 
maintaining the economic stability of the organisation.  

 

6.2 Regulated and Unregulated Services 
 
The implications of accounting, discussed thus far, provide the foundation for other activities. 
Miller & Power (2013) identify this level as territorialisation, which refers to the specific 
calculative instruments and spaces. Regulated and unregulated services, in the context of the 
Maryland Global Budges, are both a territorialisation activity as well as a mediating tool 
(Miller & Power, 2013) that organises and unites divergent reimbursement systems within a 
set of accounting calculations. As a result, accounting can be understood as facilitating 
different practices. Accounting has both a unifying and disruptive role in mediating the 
regulated and unregulated parts of the hospitals, as illustrated by the fiscal data shown in Table 
1. These fiscal data, from the Maryland Governors report for 46 acute hospitals, display a 
general trend of positive net profit margins for all hospital regulated services from 2010 to 
2015. Only approximately one to three hospitals per year experienced a deficit.    

 

Table 1. Accounting data from Governor’s Report, Maryland, 2010–2015 

 

 

A quite different picture emerges upon examination of the unregulated services. Among 
individual hospitals, unregulated services show increasing deficits between 2010 and 2015 
(Malmmose, Mortensen, & Holm, 2018). The unregulated deficits can diminish the regulated 
profits by more than 50%, suggesting that unregulated services can have a significant negative 
impact on overall financial performance. During the interviews, informants were generally 
surprised and unaware of the deficit created by unregulated services. Prices can be set more 

2010 2011 2012 2013 2014 2015
Global Budget Hospitals

regulated margin 690,746,732 818,260,293 699,183,013 553,498,194 798,316,430 1,009,774,386
unregulated margin -349,854,668 -384,083,724 -415,338,798 -455,610,601 -456,440,421 -548,700,424
total margin 340,892,064 434,176,569 283,844,215 97,887,593 341,876,009 461,073,962

Total Patient Revenue Hospitals
regulated margin 42,034,630 87,899,141 76,768,255 121,016,535 138,003,334 146,638,395
unregulated margin -42,091,644 -47,609,198 -41,730,478 -48,623,024 -54,667,515 -49,216,866
total margin -57,014 40,289,943 35,037,777 72,393,511 83,335,819 97,421,529
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competitively for unregulated services; according to a free-market perspective, competitive 
pricing should create surpluses by providing additional volume. Informants offered the 
following explanations for why unregulated services did not follow such expectations and 
instead were associated with deficits.  

 “A lot of the difference is that the hospitals have chosen to subsidize their 
physicians. They sign their contracts and subsidise the incomes of the 
physicians…. for example, it can be hard to attract primary care physicians in a 
fee-for-service model in rural areas because they don't get enough patients.” 
(HSCRC Commissioner). 

“We have to pay physicians to cover for certain things. We have to subsidize that 
practice rather significantly because they (the physician organisations) don't 
have enough income to pay the physicians. There are a number of coverages: ED, 
neurosurgery, cardiology - all the specialty areas we have to pay physician 
groups to cover 24/7 so that they are available even though they may or may not 
get any patients.” (Hospital CFO) 

 

These informant statements suggest a model with contradictory incentives. Because hospital 
growth is limited by the Global Budget governance model that generally decreases volume, 
the independent physician organisations remain incentivised to increase payments through 
additional volume. The Global Budget mediates the socio-political aim of balancing cost and 
quality with local initiatives that actually reduce cost. In contrast, physician organisations are 
guided by an incentive system supporting increased volume and thereby increased cost. This 
is a general issue throughout services provided, which means that costs (physician payment) 
per case is constant, yet revenue suddenly fluctuates with Global Budget. Another general 
issue is how hospitals depend upon the constant availability of physicians. Thus, the 
physicians need reimbursement for their availability besides patients treated. Therefore, the 
hospitals are obligated to reimburse them for their availability. This is a detail of the ER 
setting, which is not reflected in the Global Budget waiver, where the overall goal is to reduce 
costs per capita7. It has also not been previously reflected in the Medicare waiver either, which 
can be seen in the unregulated deficits prior to 2014 as well. Once reimbursement is no longer 
allowed in the regulated sphere, it switches to an unregulated cost. Hospitals essentially 
combine these divergent systems, such that the unregulated accounting system absorbs any 
overspending. The accounting system serves as a complex mediating entity that facilitates 
shifting between the different regulatory systems and their associated practices. A novel 
practice of cost shifting results from this facilitation, where costs that support regulated 
activities become registered under unregulated accounts. A hospital CEO describes this key 
point: 

                                                            
7 This concern is not specifically discussed as to why the government does not accept the costs of emergency 
availability. However, the key-informants highlight this as a general concern which they work on accommodating 
in the next waiver. Yet at this point they have not known how to incorporate it due to the separation of physician 
organisations and hospitals. An updated and renewed waiver initiated in 2019 partially seek to handle this issue – 
see https://www.hopkinsmedicine.org/office-of-johns-hopkins-physicians/best-practice-news/marylands-
medicare-waiver-updated-and-extended-another-5-years.   

https://www.hopkinsmedicine.org/office-of-johns-hopkins-physicians/best-practice-news/marylands-medicare-waiver-updated-and-extended-another-5-years
https://www.hopkinsmedicine.org/office-of-johns-hopkins-physicians/best-practice-news/marylands-medicare-waiver-updated-and-extended-another-5-years
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“Well they are all paid under the hospital, but they are considered as 
unregulated costs because they are not regulated by the HSCRC. Physician 
payments are unregulated. So, they would never figure in the regulated 
numbers.” (Hospital CFO) 

 

In the context of this statement, it is specifically ER physicians who are not covered because 
costs are not directly linked to the services they provide. Thus, hospitals must subsidise 
physician costs. The hospital CFO goes on to describe how physician organisations would 
typically bill insurance companies separately for services. However, the organisations cannot 
bill the unused capacity due to service decline and a need for sustained availability. This leads 
to hospital subsidisation and the potential for significant inefficiencies. From this perspective, 
the complexity of the Global Budget and the shifting of fixed costs to unregulated services 
proves to be a continuous redundant system. It also contradicts the overall goal of cost 
containment, which has similarities to the policy-practice decoupling mentioned previously 
(Bromley & Powell, 2012; Heese et al., 2016). Accounting practices in healthcare 
organisational structures, such as with the Maryland Global Budgets, facilitate complex 
arrangements that both unify and differentiate financial practices, and where we witness how 
accounting acts as a mediating practice which links up the physician organisations, the 
hospitals and the HSCRC policy demands.  

 
6.3 Connecting Incentives to Quality Rather than Volume 
 
Findings also suggest that territorialisation extends to an adjudicating role that privileges a host 
of accounting practices for evaluating organisational performance (Miller & Power, 2013). 
HSCRC attempts to link quality with performance and reimbursement clearly illustrate this 
point. The QBR program penalises hospitals that do not meet a specific set of quality measures 
and rewards hospitals that do meet such measures. Therefore, accounting practices spread to 
non-financial areas with an emphasis on evaluation, as suggested in the following statements.  

 

“So, 2014 changed a lot of the preserved autonomy where we set a rich set of 
requirements that hospitals committed to in terms of improving quality and 
reducing avoidable types of care and readmissions” (Health Care 
Commissioner). 

“We want to get out of the penalty zone regarding quality and attempt to get 
into the reward zone. Not only does it give a better result of care but it gives 
us revenue to invest.” (Hospital CFO). 

“Well, they (quality and finance) are integrated. They need a clinical 
component of care to become efficient, and they need avoidable utilization 
focus to become efficient, and now it is a partnership driven by the clinicians 
and quality” (Hospital VP for Quality). 
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The increased adjudicating role of accounting through Global Budget reimbursement tied to 
quality becomes vital. Some quality indicators are associated with a minor part of 
reimbursement (and thus allowed in the Global Budget). The adjudicating role is also 
suggested by the tight monitoring of readmissions and treatment volume. Healthcare 
commissioners argue that readmissions should be lowered because a high rate illustrates a 
lack of sustainable care during primary admissions. Therefore, focusing on lowering 
readmissions drives management to experiment with a variety of collaborative approaches in 
pursuit of quality. Although this type of measure enforces daily monitoring and an 
overemphasis on micro-management (Miller, 2001), the readmission measure also illustrates 
a core element of Miller’s (2001, p.381) description of how individual freedom may allow 
resources to be spent in ways that management finds acceptable. Because reducing 
readmission is a single measure, which can be reached in multiple ways, responsibility and 
calculation are combined within the structure of management accounting.  

The subjectivising nature of accounting in organisations (Miller & Power’s 2013) is also 
reflected in the quest for improved quality, an additional determinant that gradually surfaced 
from the Global Budget model. Regardless of background or professional position, all key 
informants noted how quality has become paramount in hospital management. Besides 
directly monitoring quality indicators, Maryland hospitals have incorporated multiple levels 
of external engagement to extend quality management. Substantial efforts have been made to 
be innovative and cooperative, as suggested in the following key informant responses:  

 

“We asked the physicians to identify their 10–15 most difficult patients, 
and then we would help to manage them, so that is how we started. One of 
the first programs was that we used a program for care transition where 
we had nurses…]  [ We would then identify patients, and we would send 
nurses out to patients’ homes’ to make sure that they had what they needed, 
but they were only a very small part of the population. We did it for 2 years, 
and then we decided that we needed to be bigger than that. So, we had 
community educators and had them working on identifying patients with 
high risk for using hospital services. They looked at how to develop 
relationships with these people, calling them, and then quickly we made a 
program called care-connect, and we had an advertising program. We 
were able to reduce readmissions from 16% to 11.7%.” (Key Informant on 
Hospital Level) 

 
We have case managers that help with post discharge to see what the 
insurance pay for and then we sometimes pick up on the payments outside 
the hospital because it is cheaper to pay homecare than having the patients 
stay here or readmitted. Especially under Global Budget. (Key Informant 
on Hospital Level).  

 

Hospital management has adopted a long-term perspective for improving quality outcomes, 
such as addressing preventable conditions and readmission rates. Because quality has become 
compulsory, the long-term strategic perspective requires a shift in management engagement. 
Quality initiatives have become expected and increasingly are performed in partnerships with 
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community facilities in order to reduce readmission rates and improve patient welfare overall. 
The power of accounting systems is affirmed in such quality initiatives because accounting is 
used to drive performance, change behaviour and enable individualised practices, all within a 
quasi-liberal form of governance (Miller 2001). 

Despite extensive complexities in calculative practices and an overarching concern with cost 
shifting, key informants unanimously agreed that an all-payer global budget reimbursement 
system, focusing on patients and community health, is the only way forward. They express no 
intention of returning to volume-driven care.  

 “I don't think it will ever go back to what it was before and I don't think it will 
ever go to what other states are doing. There is value in doing what we are 
doing.” (Hospital CFO). 

 

The reference to value exemplifies socio-political economising, where managers are 
economic actors who influence the organisation and, in a reciprocal fashion, the organisation 
influences the managers. Thus, accounting and organisation appear to be interdependent 
(Miller & Power 2013). The freedom of actors and the ideal of integrating cooperation extends 
traditional organisational motivations to a sincere engagement with external stakeholders. 
This cooperation is intended to establish sustainable solutions for patients and advance 
economising for hospitals. External collaborations encourage hospitals to embark on 
managerial approaches that increase accounting territorialisation and expands upon the 
interdependence of accounting and organisation. The fact that managers can choose a unique 
organisational approach to lowering costs exemplifies how management accounting is not 
simply a mode of direct actions, but rather constitutes freedom to choose between a range of 
possibilities (Miller 2001).  

 

7. DISCUSSION 
 
The Maryland case illustrates the bi-directional influence of socio-political will and accounting 
practices to economise healthcare. More specifically, the case demonstrates how a calculative 
practice (hospital budgeting) facilitates socio-political aims of reducing utilisation and costs 
while motivating both cooperation and a focus on healthcare quality.  The case study revealed 
several challenges; first relating to price regulation fluctuations and cost shifting from regulated 
to unregulated settings. Given this context, we may question to what extent policy-practice 
decoupling exists. Secondly, we suggest that the study clarifies the role of accounting as a 
mediating tool for change, largely by way of subjectivising practice. The Maryland case of 
Global Budgets suggests a reciprocal interplay of centralisation and decentralisation, in which 
accounting practices facilitate organisational and social change, which in this case study 
focuses largely on qualitative and cooperative initiatives.   

 

7.1 Cost Shifting/Policy–Practice Decoupling 
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As stated in the introduction, the DRG literature raises concerns about rates driving volume 
(Chapman et al., 2014; Chua & Preston, 1994), as well as the inefficiency of upcoding to the 
most financially beneficial diagnosis (Heese, 2018). Such concerns appear to be addressed in 
the Maryland case through a capped budget, where the ability of overbilling is limited due to 
regulations on costs. However, another concern of accounting policy-practice decoupling is 
that of cost shifting. Heese, Krishnan and Moers (2016) suggest that organisations tend to 
decouple practice from policy initiatives in order to cope with the pressure of change. Using 
Bromley and Powell (2012) categorisations, they distinguish between policy-practice and 
means-end decoupling. The former includes systematically violating formal rules, such that 
evaluation becomes a symbolic act. The latter, means-end decoupling, describes the actual 
implementation of policies, yet with the goals unaccomplished. The Maryland case study 
reveals vigorous attempts to implement policy, with the goals of innovative practice and 
decreased utilisation accomplished in multiple ways. However, a synchronous coping 
mechanism of cost shifting has filled the void left by the gap between the policy goals of 
reduced costs and the operational goals of providing sufficient services. Thus, calculative 
technologies enable individual choices that are able to operationalise policy decisions, 
consistent with the subjectivising concept of Miller and Power (2013).  

Cost shifting has not been a dominant theme in the NPM literature, likely because NPM applies 
to public sector systems with universal, single-payer healthcare. Cost shifting is an established 
problem in the U.S. healthcare system, most often noted with the shifting of costs from 
Medicare/Medicaid to third-party private insurance companies (Wu, 2010). In 1983, Meyer 
and Johnson (1983) described how government policies ‘have led hospitals to shift costs to 
private patients because of inadequate payment from Medicare and Medicaid’ (p.20). They 
claim that the cost shifting problem is rooted in government, insisting that ‘it is paying doctors 
and hospitals only for the costs strictly and directly attributable to serving government 
beneficiaries.’ (p.21). Although Meyer and Johnson’s direct attention to shifting costs from 
Medicare and Medicaid patients to privately insured patients, a parallel can be made to the 
Maryland Global Budget, where costs in the regulated setting are covered for actual services 
provided. Thus, the Global Budget model represents a complex standard and costing focus that 
links procedures and institutions narrowly to calculations, all while exercising supervision over 
hospitals. The policy pressure of cost distortion is managed by shifting to unregulated services, 
which can lead to deficits and thereby reduce total hospital margins significantly.  

A consequence of multifaceted and complex healthcare markets with partial regulation is the 
shifting of costs to patients and families in the pursuit of efficiency and more expedient 
treatments (Chua & Preston (1994). In Maryland, hospitals shift costs to unregulated accounts 
in order to provide a full range of services to patients, a mechanism that illustrates the reciprocal 
and complex relationship of accounting to the socio-political environment (Hopwood, 1987; 
Miller & Power, 2013). The socio-political will influences accounting procedures in order to 
meet contractual requirements. Yet, it has been found that overtreatment is common in the 
United States (Lyu et al., 2017) and thus, a wish is to reduce costs. This is also one of the 
requirements in the Global Budget model. Therefore, it can be argued that this is necessary in 
order to find more cost-efficient ways to deliver healthcare. However, the ability to shift costs 
may alter this goal. Thus, complex practices and incentives are in place. There is, however, a 
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common wish to be innovative in finding cost-efficient solutions. Thus, accounting also 
promotes practices of responsibility and individualisation (Miller, 2001, p. 381), where 
responsible hospital management shifts costs to fulfil the Global Budget contract while striving 
to find better solutions.  

 

7.2 Subjectivising/Centralisation vs Decentralisation  

Although Maryland hospitals are tightly governed in terms of utilisation and costs, hospital 
administrators are free to manage in any direction, granted they fulfil requirements set by the 
HSCRC. Miller and Power’s (2013) concept of subjectivising can be applied to this framework. 
The budget represents the calculable self, where individuals control one another. In this case, 
the HSCRC controls the hospitals8. Yet spaces exist for exercising a degree of economic 
freedom (p. 587). At first glance, budget restrictions and managerial freedom may appear to be 
in contradiction with one another, but they constitute an obligation to a long-term perspective 
favouring prevention and reduced readmission rates. Similar to Miller (2001), the perspective 
exemplifies how accounting affects hospital conduct while providing space to act freely within 
a set of specified economic constraints designed for meeting quality of care outcomes. 
Accounting routines and practices thus mutually constrain and empower hospital management, 
as illustrated by the budget cap’s focus on reducing readmission rates and encouraging 
preventable care, which become established through innovative routines at individual hospitals. 
The lack of established structures for avoiding unnecessary care is the main reason why 
hospitals have had to develop the multiple new quality initiatives. Thus, hospital management 
are forced to create unconventional initiatives, which is only possible through some level of 
freedom to be creative in addressing cost and quality concerns.  

The balancing act between centralisation and decentralisation has been discussed in the NPM 
literature as a managerial paradox (Hood & Peters, 2004), where the impetus for decentralising 
responsibilities is often subsequently distorted by increasing government intervention. The 
Maryland case, however, is different because all hospitals in the state are non-profit 
organisations that are also not public organisations. Thus, the freedom of Maryland hospitals 
is naturally assumed, which is different from public sector hospitals in Europe. Although 
Maryland hospitals are bounded by agreements stated in the HSCRC Global Budget policy, 
they all had to voluntarily agree upon these centralised regulations, which may explain the 
obvious willingness to engage in this policy change despite its flaws. Thus, the historically 
decentralised healthcare environment in the U.S. has profound implications, which may partly 
explain the lack of policy-practice decoupling as such.  

                                                            
8 According to Miller and Power (2013, p. 580) both organisations and hospitals as well as individual persons can 
be constituted as accounting subjects obligated to calculate or be calculated. They further state on p. 586 that “..it 
is accountancy that has produced a plethora of ways to actually calculate the financial returns attached to 
individual decisions, so as to seek to remedy deficits of rationality and responsibility on the part of the subjects 
faced with a range of possible actions.” Thus, subjectivising means how accounting acts to create responsible and 
calculable individuals. This can be transferred to organisational level consisting of hospital managers facing these 
responsibilities and choices.   



19 
 

 

7.3 Driving Change 

Previous research has outlined how accounting can be a tool of social power that influences 
changes in organisational, public and individual behaviour (Hopwood, 1987; Kurunmäki, 
2008; Miller & O'Leary, 1987; Rose & Miller, 1992). The underlying motive is 
characteristically economic. In the case of Maryland, accounting is consciously utilised as a 
mediator for change, as discussed in the NPM literature (Lapsley, 2008; Malmmose, 2015). 
The socioeconomic motive of reducing health costs initiated this shift in Maryland, and 
extensive contractual agreements are in place between the Maryland HSCRC and the federal 
CMS. Miller (2001) calls for studies that investigate calculative practices as technologies of 
government ‘through which programs of government are articulated and made operable’. 
(p.379), which Miller (2001) also suggests should enable rather than restrict managers. Earlier 
studies criticised how a focus on accounting drives volume (Chua & Preston, 1994), limits 
development through standardisation (Llewellyn & Northcott, 2005) or undermines an 
emphasis on quality (Cardinaels & Soderstrom, 2013). These studies suggest that accounting 
can often stifle innovation and change. The empirical analysis of the Maryland case in this 
study, however, shows how budget agreements can be facilitating and steering, rather than 
being a purely limiting tool. The Global Budget approach has generated significant enthusiasm 
across the Maryland hospital system, often explained by the belief ‘that it is the right thing to 
do.’ This often-repeated idea illustrates the subjective creativity of the responsible, calculating 
and, most importantly, motivated individual in the hospital administration.  

The findings reaffirm the ideals advanced by Porter (2010), Donabedian (1985a) and Llewellyn 
(1993) regarding the need to balance quality and costs, but additionally illustrate the 
complexity of accounting in socio-political governance.  

 

7.4 Limitations and Future Studies 

Although Maryland, as a U.S. state, is rooted in a market-based healthcare system, similarities 
can be drawn to the public/private partnerships that infuse the NPM agenda in Europe, which 
incorporate a holistic patient approach and community engagement (Broadbent & Laughlin, 
2003). Watkins and Arrington (2007) and Lynn (2006) argue that core elements of NPM do 
exist in the U.S. Additionally, Gruening’s (2001) depiction of the NPM emphasises its 
similarities to the New Public Administration (NPA) movement that existed in the U.S. in the 
late 1960s. The NPA, however, never succeeded to nearly the same extent as the NPM in 
Europe. Nonetheless, the Maryland case study exhibits NPM similarities, such as a desire to 
govern an accessible and centrally controlled hospital system that is structured around cost 
efficiency and accountability, which are major characteristics of NPM (see (Hood, 1991)). 
Ample opportunities exist for additional research into how U.S. states, as well as other nations, 
address the challenge of balancing cost and quality. We believe that much can be learned from 
comparing OECD nations with U.S. states, regarding not only general features of health policy 
implementation but also how accounting specifically facilitates political programmes.  
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