
Revenue Cycle Management in the Wake of EMR Implementation: 

A Competing Logics Perspective 
 

 
Rajendra Singh 

University of Oklahoma 

rsingh@ou.edu 

Alexandra Durcikova 

University of Oklahoma 

alex@ou.edu  

Lars Mathiassen 

Georgia State University 

lars.mathiassen@ceprin.org  

 

 

Abstract 
The health information technology (HIT) 

literature has focused on how healthcare 

organizations use electronic medical record (EMR) 

systems and other clinical IT for care delivery and 

coordination. However, few studies have examined 

how implementation of these technologies impact the 

organizations’ revenue cycle management (RCM) and 

consequent financial sustainability. Against that 

backdrop, we draw on institutional logics perspective 

to analyze experiences from two action research 

engagements that leveraged EMR implementations in 

medical clinics to improve RCM. As a result, we 

identify four coexisting yet competing logics—logic of 

care, logic of business, logic of management, and logic 

of technology—that shaped how the clinics addressed 

challenges in their revenue cycle. While IT 

transformed practices and information exchanges, the 

competing logics shaped the clinics’ RCM in the wake 

of their EMR implementation. We conclude with 

contributions to research and practice. 

 

 

1. Introduction  

 
Health information technology (HIT) research has 

focused on the implementation and use of electronic 

medical record (EMR) systems and other clinical IT in 

healthcare organizations. These HITs improve patient 

care outcomes by enhancing efficiency, reducing 

errors, improving patient safety and clinical quality, 

facilitating information exchanges, and reducing cost 

[1-3]. However, EMR and other clinical IT represent 

only part of the HIT bundle needed to deliver care to 

patients and to support day-to-day operations in a 

healthcare organization [4]. An equally important, yet 

understudied, research area includes the IT that 

supports the revenue cycle—a complex enterprise-

wide process that includes all activities related to 

delivering health-care services to patients and getting 

reimbursed for those services [5]. The revenue cycle—

which includes activities such as patient registration, 

medical charge coding, billing, payment posting, and 

revenue recovery [6, 7]—must function smoothly to 

generate stable cash flow [8]. As such, effective 

revenue cycle management (RCM) with appropriate 

IT support is critical to a healthcare organization’s 

financial sustainability. 

Recent academic and practitioner literature has 

shown that healthcare organizations face an ongoing 

struggle with revenue cycle-related issues [7, 9], 

suggesting that these struggles continue even when the 

organizations have achieved some level of IT 

maturity. One explanation is that the healthcare 

environment is extremely dynamic, with ongoing 

policy and regulatory changes, mandated technology 

requirements (e.g., following the US HITECH Act in 

2009), and the rapid pace of advances in IT. Another 

explanation is the complex nature of the healthcare 

environment with multiple levels of intermediaries 

between physicians and patients, including public 

health agencies, insurance companies, labs, 

pharmacies, and coding and billing service providers. 

However, these contextual explanations do not fully 

account for the struggle that healthcare organizations 

face in managing their revenue cycle. To focus on 

internal organizational explanations and observing 

that EMR systems play a crucial role in shaping 

activities throughout healthcare organizations [10-12], 

we ask: How does the implementation of EMR systems 

impact RCM and financial sustainability in healthcare 

organizations? 

We examine evidence from two action research 

(AR) engagements—one at a family practice clinic in 

the southeastern US and another at a psychiatry 

practice clinic in the southcentral US—that 

successfully implemented an EMR system with 

different consequential RCM approaches. The family 

practice followed a “best-of-breed” approach [13] and 

selected an EMR system that the physician rated the 

highest for ease-of-use [14], although it did not have 

integrated RCM functionality. The psychiatry practice 

followed a fully integrated approach from the start, 
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with a single system providing both EMR and RCM 

functionality. In both cases, the EMR implementation 

and assimilation was seamless, while the RCM 

implementation and ongoing operation was 

problematic and caused severe challenges. Contrary to 

the assumption that health IT solutions in healthcare 

organizations provide almost immediate business 

value, we find that no matter which approach was 

selected, the RCM solution continued to cause 

substantial challenges.  

We draw on the institutional logics perspective to 

analyze the two AR engagements. Institutional logics 

refers to the “socially constructed patterns of symbols 

and material practices, assumptions, values, beliefs, 

and rules by which individuals and organizations 

produce and reproduce their material subsistence, 

organize time and space, and provide meaning to their 

social reality” [15]. Institutional logics allow 

individuals and organizations to provide meaning to 

actions and structure to conflicts [16] by guiding and 

constraining decisions about tasks and by channeling 

attention to particular issues [17]. To reflect the 

uncertain and complex nature of the healthcare 

context, we draw on the notion of competing 

institutional logics [18-20] in healthcare [21-23]. 

As a result, we contribute to the HIT literature by 

identifying the institutional logics related to the 

healthcare revenue cycle. We identify four co-existing 

yet competing logics—logic of care, logic of business, 

logic of management, and logic of technology—that 

shaped how the two clinics managed their revenue 

cycle after successfully implementing an EMR 

system. We find that the decision-makers at times 

managed to reconcile the competing logics, while at 

other times they had to invest time and resources to 

overcome related constraints. We extend prior 

research on competing logics in EMR implementation 

[22] to explain how the logics shape healthcare 

organizations’ IT-enabled RCM in the wake of EMR 

implementations. 

 

2. Literature review  

 
2.1. Revenue cycle management challenges 

 

Managing a stable revenue flow through effective 

RCM practices is challenging. In the case of healthcare 

organizations—especially in the US—this challenge is 

exacerbated by the uncertainty and complexity of the 

healthcare environment, where administrative costs 

associated with billing and insurance-related activities 

can account for between 3% and 25% of patient 

service revenue [24]. Internally, RCM involves 

coordination and exchange of information between 

departments focused on patient care and other 

supporting departments such as billing. Further, the 

documentation of care provision (e.g., determining 

which level of code to use for a particular encounter) 

amidst multi-year audits by different payers results in 

further uncertainty and complexity [6]. Externally, 

RCM-related departments routinely interact with 

payers (e.g., to request for prior authorizations for 

treatment or medication) as well as outsourced coding, 

billing, and other services. Thus, for each patient 

encounter, the uncertainty and complexity of 

delivering care as well as documenting and 

communicating clinical and financial information to 

numerous internal and external partners makes the 

RCM very challenging.  

Other reasons that make RCM challenging 

include increased federal and state regulations, the 

expected social responsibility of hospitals to care for 

patients regardless of their ability to pay, increased 

reporting requirements, and decreasing 

reimbursements. Moreover, reimbursements can take 

months and may be substantially lower than the 

claimed charges, thereby straining cash flow. Another 

challenge relates to the fact that physicians and nurses 

concern themselves with treating patients, not 

primarily with the cost of treatment, leaving the 

problem of managing efficiency, cost containment, 

and service volume to financial administrators [25]. 

 

2.2. IT-enabled RCM 
 

RCM-focused IT systems have been used in 

hospitals since at least the late 1970s [26]. Initially, 

these systems focused on automating data-intensive 

and rule-based functions such as patient billing. As 

reimbursement policies became more complex and as 

hospitals were pushed by successive legislation and 

market competition to reduce their costs, RCM 

vendors began offering standalone systems with 

functionalities that complemented EMR systems (e.g., 

medical charge coding, patient scheduling, and patient 

registration). These systems gained popularity in the 

mid-1990s, following the availability of low-cost 

personal computers and the development of client-

server and cloud-based RCM applications. 

Enterprise-wide integration of these IT systems 

remains a big challenge as hospitals and other 

healthcare organizations have adopted solutions by 

different RCM vendors who promised “best-of-breed” 

[13] functionalities. Complete end-to-end integration 

of RCM applications (especially coding and billing) 

with EMR systems is very complex and costly. 

Limited or partial integrations are more common, for 

example, pushing the diagnosis and procedure codes 

(recorded by the physician in the EMR system) to the 

billing system. 

IT-enabled RCM is critical to improving hospital 

performance [6]. For example, patient scheduling 
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systems help optimize patient flow, registration 

systems capture insurance and demographic 

information needed for billing, and practice 

management systems improve the accuracy of medical 

charge entry, claim submission, and account 

reconciliation [7]. The practitioner literature provides 

anecdotal evidence on the positive impact of IT use in 

revenue cycle activities [27]. Except for a few recent 

studies [7, 8], the IS literature on health IT has paid 

little attention to RCM, despite computerized billing 

being among the first IT systems in hospitals and one 

of the most commonly used [26, 28]. 

 

3. Theoretical background  

 
3.1. Institutional logics 

 

Institutional logics refer to the practices and belief 

systems that shape how individuals and groups engage 

in an organizational, societal, or political context [16, 

29]. While an institution represents a set of culturally 

and historically grounded social practices and 

behavioral patterns, institutional logics establish the 

rationale that underpins institutions and provides 

meaning and organizing principles for 

institutionalized practices [30-32]. As such, the 

institutional logics perspective allow researchers to 

examine “how decision making and behavior are 

interpenetrated with an array of wider institutional 

influences” and it can help understand how values, 

behavioral norms, and assumptions of organizational 

actors influence organizational and institutional 

change over time [20, 21].  

Contemporary institutional analyses have 

characterized organizations as institutionally plural, 

and subject to multiple, often contradictory 

institutional logics [18-20]. Several studies have 

examined such competing logics in a variety of 

contexts, including family-managed firms [33], 

community banking [34], higher education [35], 

architecture [36], culinary professions [37], and 

accounting and law [38]. 

Various IS studies have also used the competing 

institutional logics perspective, e.g., to examine 

enterprise information system implementation [32, 

39], independent third-party app development [40], 

enterprise architecture adoption [41], digital 

infrastructure [42], and digital innovation [43]. 

 

3.2. Institutional logics in healthcare 
 

The institutional logics perspective has also been 

applied to examine the plurality and complexities of 

healthcare contexts. For example, a landmark book 

investigated how health care is shaped by the 

institutional logics of the market, the logic of the 

democratic state, and the professional logic of medical 

care [44]. Further, it discussed how US healthcare has 

transformed from a field dominated by professional 

logics to one where multiple logics co-exist and no 

single logic dominates. Another study examined 

medical professionalism and business-like healthcare 

in Canada, and found that the struggles among the 

actors holding different logics resulted in power being 

distributed between the physicians and the state—

creating a counterbalancing effect of contentious co-

existence [21]. Researchers have also used the 

institutional logics perspective to examine the 

challenges of implementing an EMR system in a 

Danish hospital [45]. In the context of medical 

education, two competing logics—of care and 

science—have been identified; these are “supported 

by distinct groups and interests, fluctuate over time, 

and create dynamic tensions about how to educate 

future medical professionals” [46]. A recent study 

identified four institutional logics related to the 

adoption and use of EMR systems in hospitals and 

private practices—medical professionalism, private 

sector managerialism, technical design, and regulatory 

oversight [22]. They found that the intertwining 

(“reticulation”) of practices afforded by the EMR 

systems engendered complementarity and conflict 

between the logics.  

 

4. Research methodology  

 
Considering that the primary driver of the two 

client engagements was the need to improve RCM 

performance in the wake of EMR implementations, we 

selected AR [47-50] as our research method. AR is a 

collaborative, theory generating, situational 

methodology that is particularly well suited for 

bridging theory and practice in organizational settings 

[50]. Thus, combining theory generation with 

researcher intervention to solve immediate 

organizational problems [51], AR seeks to “contribute 

to both the practical concerns of people in an 

immediate problematic situation and to the goals of 

social science by joint collaboration within a mutually 

acceptable ethical framework” [47]. Further, as a 

particular form of engaged scholarship [52], AR 

affords a deep understanding of the problem context 

and the perspective of key stakeholders. Several 

studies have successfully applied AR to study and 

implement IT-enabled organizational change [53-56]. 

AR has also proven useful in investigating issues 

related to the implementation and use of health IT in 

general [57-60], and RCM in particular [7].  

Relying on the systematic interaction between the 

problem-solving cycle aimed at addressing RCM 

issues and the research cycle aimed at developing new 

knowledge [61, 62], two researchers independently 
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designed and enacted multiple IT-based interventions 

to improve RCM performance at the two clinics. 

Despite its utility, AR presents specific challenges, 

including the need for researchers to have an in-depth 

understanding of the local context and to adapt the 

research design and specific interventions to 

accommodate changes in that context [63]. To address 

these challenges, the two researchers worked closely 

with the respective physicians to gain an in-depth 

understanding of the day-to-day workings of RCM and 

participated actively in the problem-solving process 

for an extended period (nearly 6 years in the family 

practice clinic and over 18 months in the psychiatry 

clinic).  

Data collection and analysis followed the five-

stage canonical AR process model: diagnosing, action 

planning, action taking, evaluation, and specifying 

learning following a researcher-client agreement [50, 

64]. Next, we describe the investigative context of the 

two AR studies, followed by details of the AR cycles. 

 

4.1. Family practice clinic 

 
The family practice clinic was established in 2014 

by Dr. M. to provide urgent, preventative, and chronic 

disease management services to mainly adult patients. 

She was an independent, solo provider with 3-6 full-

time employees, including front desk staff, medical 

assistants, and a nurse practitioner (NP). Before 

establishing the private practice, Dr. M had worked for 

several years in hospital-based in-patient units and 

out-patient clinics.  

In spring 2014, when Dr. M was planning for the 

new clinic, she (and her spouse, who is one of the 

researchers) considered several EMR options. 

Ultimately, she chose an affordable, cloud-based EMR 

(FP-EMR) that had a “clinician-friendly” user 

interface and provided essential functionalities related 

to care-delivery, including patient scheduling, e-

prescribing, and lab integrations (to send lab orders 

and receive results). While ease-of-use [14] was the 

most important criterion for selection, FP-EMR also 

rated highly on maintainability, training, technical 

support, and being easy-to-learn. FP-EMR did not 

have an integrated RCM system, but the vendor 

recommended a third-party practice management 

system (FP-Sys1) with which it had partial integration 

to provide a workable solution. Since Dr. M did not 

have previous medical billing experience or an 

employee with requisite skills, she chose the FP-Sys1 

vendor as the provider of billing and practice 

management as an outsourced service (for which the 

vendor charged 6% of collected revenue). 

Accordingly, FP-Sys1 would receive patient visit-

related codes (from FP-EMR), and a remote team 

would submit the claims to payers, receive the 

electronic remittance advice of how the insurance 

company has processed a claim, track payments 

received, and send patient bills for the balance amount. 

Over the next 6 years, Dr. M struggled with RCM 

and implemented various systems (including moving 

from FP-Sys1 to FP-Sys2 and then finally to FP-Sys3) 

to address RCM challenges. During this period, Dr. M 

was satisfied with the FP-EMR system and the 

functionalities it afforded. 

 

4.2. Psychiatry practice clinic 

 
The psychiatry clinic was established in 2001 by 

Dr. P, who specialized in adult, adolescent, and child 

psychiatry. He had an independent, solo practice with 

2-3 full-time staff members until November 2018 

when he was joined by a psychiatry NP, who 

apprenticed for six months before starting to see 

patients on her own. This required that claims be 

submitted separately for Dr. P and the NP so they 

could be reimbursed for their services. However, their 

EMR-RCM system did not support this functionality.  

Initially, Dr. P was using an MS-DOS-based 

integrated EMR and RCM system (PP-Sys1) that 

stored patient’s demographic, insurance, and schedule 

related information. While PP-Sys1 allowed 

submitting most claims to insurance companies, some 

claims had to be submitted manually on insurance 

company websites. Further, PP-Sys1 was unable to 

receive electronic remittance advice from payers. 

Instead, Dr. P received a paper-based statement (called 

an explanation of benefit) for each claim, which was 

then manually entered into PP-Sys1 by a billing 

company. The billing company also submitted the 

claims to the insurance companies and charged 7.5% 

of the collected revenue for its services. Payments 

were received either as checks or as direct deposits to 

Dr. P’s bank. Given the limited functionality of PP-

Sys1 and the need for manual processing of some 

claims, around 15% of claims were never submitted to 

insurance companies. Moreover, it was difficult to 

determine which claims remained unsubmitted.  

Starting in spring 2019, Dr. P, his office manager, 

and one of the researchers started evaluating different 

fully integrated, cloud-based EMR-RCM systems that 

would allow seamless submission of claims and 

receive electronic remittance advice. After careful 

evaluation, Dr. P selected PP-Sys2. The 

implementation started in June 2019 and was fully 

functional by Sept 2019, except some integration 

issues with two insurance companies that remained 

until Dec 2019. As of June 2020, PP-Sys2 supported a 

full integration of the functionalities needed for 

clinical care (e.g., patient demographic information, 

scheduling, clinical notes, prescription refills) with 

those needed to submit claims and receive payments. 
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5. Empirical Analyses  
 

5.1. Analysis of AR cycles 

 
The AR at the family practice clinic was 

conducted across three cycles between fall 2014 and 

spring 2017, and at the psychiatry clinic across one 

cycle between spring 2019 and summer 2020. Tables 

1 and 2 offer a detailed analysis of the activities and 

events involved in these cycles. 

 

 Table 1. AR in family practice (FP) clinic 

FP-AR cycle 1 

Problem situation 

After Dr. M started the clinic in fall 2014, the FP-

Sys1 vendor could not submit claims to payers for 

over 4 months, which caused a cash flow crisis. 

 Diagnosing 

• The problem occurred because of long delays in 

signing individual contracts with over 20 payers 

• FP-Sys1 vendor was responsible for getting the 

contracts signed, but clerical errors (and manual 

processes by some payers) resulted in the delays  

 Action planning 

• Dr. M and Researcher1 (R1) discussed the options: 

1. Continue with FP-Sys1 vendor for outsourced 

billing and RCM 

2. Keep the FP-Sys1 system while ending 

outsourced billing contract with FP-Sys1 vendor 

3. Find a suitable replacement for FP-Sys1 

 Action taking 

• As the situation did not improve even after 6 

months, Dr. M ended the billing contract with FP-

Sys1 vendor (while paying a termination fee) 

• Dr. M decided to move coding and billing inhouse 

and hired a part-time employee (FP-biller&coder) 

• The FP-biller&coder recommended replacing FP-

Sys1 with FP-Sys2, a lower cost RCM system. 

• Dr. M agreed and asked R1 to help with transition 

 Evaluating 

• FP-Sys2 did not integrate with FP-EMR, resulting 

in manual entry of claim information. 

• However, FP-biller&coder had prior experience 

with FP-Sys2 and liked it 

• The revenue situation stabilized 

 Specifying learning 

• R1 and Dr. M realized the need to reduce risk in 

billing operations. They cross-trained the front 

desk staff to support billing activities. 

FP-AR cycle 2 

 Problem situation 

After about 18 months of relatively stable revenue 

cycle operations, there was a serious disruption in 

filing claims and account reconciliation 

 Diagnosing 

• The FP-biller&coder left (to attend to some 

personal issues) 

 Action planning 

• Dr. M and R1 considered different options but 

decided to continue with FP-Sys2 to minimize risk 

• Dr. M decided to hire a biller/coder. 

 Action taking  

• Dr. M interviewed several candidates and hired a 

certified medical coder (FP-coder). FP-coder said 

she could also manage billing.  

 Evaluating 

• The quality of coding improved. However, many 

claims remained pending and patient accounts 

unreconciled, resulting in significant revenue loss. 

• Dr. M discussed the situation with FP-coder, who 

informed that she had difficulty working with FP-

Sys2. She resigned soon after. 

• A new person (FP-biller), certified in billing, was 

hired to expedite the claims. The billing situation 

improved, but this employee also left within a few 

months, citing the large amount of manual entry 

required with FP-Sys2. 

 Specifying learning 

• The lack of integration between FP-EMR and FP-

Sys2 had become a bigger issue than previously 

understood, as it had now led to two key staff 

departures within a short period. 

FP-AR cycle 3 

 Problem situation  

The FP-biller’s departure led to severe RCM 

disruption. Dr. M was very distressed by this 

situation. For almost 3 years, she had seen 15-18 

patients daily. Yet, she could not make enough 

revenue to pay her staff and for the medical 

supplies, let alone draw a consistent salary. 

 Diagnosing 

• The RCM disruption occurred, in part, due to lack 

of integration between FP-EMR and FP-Sys2. 

• The inability to hire staff that could do both coding 

and billing, along with staff departures, 

contributed to the disruption. 

 Action planning  

• Dr. M. and R1 considered replacing the FP-EMR 

with an integrated EMR-RCM system.  

• They first discussed the matter with the FP-EMR 

vendor and explored if RCM functionality would 

soon be included  

• The FP-EMR vendor recommended a third-party 

practice management system (FP-Sys3) with 

which it had better integration (vis-à-vis FP-Sys1). 

 Action taking  

• To avoid major disruption in clinical care delivery 

that would result from replacing FP-EMR, Dr. M 

decided to continue with FP-EMR 
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• Dr. M decided to replace FP-Sys2 with FP-Sys3. 

• Fortunately, FP-biller&coder who had previously 

worked for over 18 months rejoined the clinic (on 

condition that she could work from home). She 

also agreed to help with FP-Sys3 transition. 

 Evaluating 

• The revenue cycle stabilized after a few months 

• In response to complaints from many patients over 

the previous months that their bills were 

inaccurate, Dr. M asked FP-biller&coder to review 

all the claims and patient bills in the past 9 months. 

Although necessary, this decision was costly as 

FP-biller&coder was paid hourly 

• As of April 2020, FP-clinic was still using FP-

Sys3 (and FP-biller&coder supported remotely) 

 Specifying learning 

• R1 and Dr. M reflected on the ongoing RCM 

problems caused by the initial decision to select 

FP-EMR. However, Dr. M and her medical 

assistants were very satisfied with FP-EMR and 

were wary of replacing it with a fully integrated 

EMR-RCM system 

 

Table 2. AR in psychiatry practice (PP) clinic 

PP-AR cycle 

 Problem situation 

In March 2019, Researcher2 (R2) and Dr. P 

identified the following issues:  

1. The outsourced RCM’s staff could not explain 

how a patient’s account balance was calculated. It 

was also unclear which claims were submitted and 

paid by insurance payers. 

2. Prescription refill requests required several 

manual steps. 

3. Appointment reminders were labor-intensive as 

patients were called 2 days before appointment. 

 Diagnosing 

• The limited functionality of MS-DOS based EMR 

(PP-Sys1) was the main cause of the RCM issues 

 Action planning  

• Dr. P and R2 discussed the need to replace PP-

Sys1. They identified the most important 

characteristics of a new EMR-RCM system, 

including a cloud-based architecture, multiple 

providers schedules, automated patient reminders, 

fully integrated billing, e-prescribing, ease of 

scheduling and rescheduling patients, and ability to 

create templates and macros. These criteria were 

used to evaluate 10 EMR-RCM systems. After 

vendor demonstrations and cost/functionality 

evaluation, Dr. P chose PP-Sys2 in June 2019. 

 Action taking 

• The PP-Sys2 vendor helped with implementation 

and training. The office manager was first trained 

and together they set up the basic functionality.  

• Although the PP-Sys2 vendor promised billing 

integration within a month, it took several months 

for the new clearinghouse to begin sending claims. 

 Evaluating 

• R2 suggested documenting each business process.  

• Intensive training initiated for billing staff on 

billing and claim resolution. 

 Specifying learning 

• Dr. P and R2 reflected on the PP-Sys2 

functionality and considered what additional 

features should be added. For example, while most 

prescriptions required a simple step in the EMR, 

some controlled medications required dual-factor 

authentication. Dr. P requested addition of this 

feature. Another feature request was for an 

integrated app to allow Dr. P to seamlessly order 

and receive lab results. 

 

5.2. Analysis of competing logics 
 

Combining analyses of the two AR engagements 

with extant literature, we identify four competing but 

co-existing logics—logic of care, logic of business, 

logic of management, and logic of technology—that 

shaped how the two clinics addressed their RCM 

challenges. The logics of care, business, and 

technology closely relate to those identified in a recent 

study [22], but we refine and contextualize the logics 

related to RCM and identify a logic of management. 

Also, we argue that the logic of regulatory oversight 

[22] is present across the four logics we have 

identified.  

The logic of care focuses on delivering the best 

possible treatment to the patient. The logic of care is 

unique to the healthcare industry since it provides 

meaning to actions [16] of physicians and other 

clinicians. Clinicians are well trained in the logic of 

care [46], even though many uncertainties and 

complexities guide and constrain decisions that shape 

this logic, such as comorbid medical problems a 

patient presents, drug interactions and 

contraindications, the patient’s prior medical history, 

and socio-demographic factors. Based on our 

observations, the two physicians concerned 

themselves with treating patients, not primarily with 

financial or administrative matters [25], which may 

explain their dependence upon other staff and the 

researchers to assist them in non-clinical matters. Our 

conceptualization of the logic of care is similar to the 

logic of medical professionalism [22, 65]. As Dr. P 

stated “My primary goal is to see how I can help a 

patient and to get to the root of the problem. I can’t 

think about anything else if I want to do a good job.” 

The logic of business seeks actions to receive 

payments for goods and services that were rendered to 

the patient and record these transactions appropriately. 

Page 3669



It includes tasks such as medical charge coding, claim 

submission, electronic remittance advice review, 

receiving payment (from insurance and/or patient), 

patient and insurance account reconciliation, sending 

balance statements to patients, and negotiation and 

renegotiation of payer contracts. Considering that it 

required specialized skills (e.g., coding and billing), 

the logic of business created much more significant 

problems and was much more costly for these clinics 

to execute. The focus on the logic of business is salient 

to healthcare because of the complex and costly 

reimbursement system in the US. While the logic of 

private sector managerialism suggested in a recent 

study [22] overlaps to a degree with the logic of 

business, their definition includes some tasks that in 

our view belong to the next logic. 

The logic of management seeks sufficient 

attention to organizing day-to-day activities in a 

healthcare organization. It is similar to the logic of 

private sector managerialism [22]. However, based on 

observations during the two AR studies, separating the 

logic of business and the logic of management made 

sense given that specialized knowledge is needed to 

manage the logic of business in healthcare 

organizations. The logic of management includes 

managerial attention to ongoing tasks such as hiring, 

training, scheduling, evaluating, and terminating staff; 

communicating with payers (e.g., requesting prior 

authorization for treatment and drugs, eligibility and 

benefits, claim resolution); managing medical supply 

inventory; negotiating with vendors; managing bank 

accounts and business credit cards; managing payroll, 

and managing accounts payable. It also includes 

periodic tasks such as medical licensing; credentialing 

and re-credentialing with different payers; managing 

practice-related insurances such as malpractice; and 

maintaining state and federal certifications (needed, 

for example, to prescribe controlled medications). 

Each of these tasks demanded the physician’s time and 

ongoing attention. In the family practice clinic, when 

Dr. M delegated the purchase of medical supplies to a 

medical assistant in fall 2019, she ended up with 2-

year worth of inventory of gloves, masks, and some 

medications. Exasperated, Dr. M noted, “Organizing 

is my enemy. I wish they had taught us about these 

things in medical school and during residency.” Dr. P 

made a similar comment. 

Finally, a healthcare organization must select 

appropriate IT (hardware and software) to manage 

needs related to patient care, reimbursement, and day-

to-day activities. Accordingly, the logic of technology 

seeks to provide IT support to help deliver clinical and 

non-clinical services efficiently and effectively. The 

logic of technology also considers integration of 

multiple technologies amidst ongoing concerns of 

patient privacy, security, and continuity of day-to-day 

operations. In the two clinics, the logic of technology 

was instantiated differently: the primary care clinic 

utilized a best-of-breed approach [13], while the 

psychiatry clinic utilized an integrated EMR-RCM 

approach. Still, both clinics suffered when it came to 

reimbursement for their services, i.e. the logic of 

business. The reason for this was the enormous 

complexity of the revenue cycle involving multiple 

third-party payers with their numerous payment plans. 

Often, the claim processing involved several 

intermediaries, each of which may have its own IT 

integration requirements. We see an overlap of 

technical design logic [22] with our definition of the 

logic of technology, although we believe our 

definition covers not only design but also issues 

related to implementation and de-implementation of 

various HIT. Dr. P stated, “The difficulty of selecting 

IT to support RCM when one doesn't understand the 

complexity [of the RCM] is overwhelming. Not 

getting paid for months is very stressful when you are 

made to believe by a vendor that [the RCM] is 

seamless and painless.” 

A recent study [22] identified regulatory oversight 

logic in the context of EMR implementation. We 

contend that the regulatory oversight logic is present 

in all the four logics we identified, and therefore it 

does not represent a unique logic. For example, the 

logic of care includes regulatory oversight in the form 

of frequent audits by payers. The logic of business 

includes rules for maximum allowable payments for 

different billing codes based on the physician-specific 

contracted amounts. The logic of management 

includes attention to specific rules, such as who can be 

credentialed, when a physician can and must renew 

their license, and when a physician can prescribe a 

certain class of drugs. Finally, the logic of technology 

contains elements of regulatory oversight because of 

the Health Insurance Portability and Accountability 

Act (HIPAA), Payment Card Industry Data Security 

Standard (PCI), and other regulations. 

 

6. Discussion  

 
This paper investigates how the implementation 

of an EMR system impacts RCM and financial 

sustainability in healthcare organizations. Drawing on 

institutional logics perspective, we analyze 

experiences from two AR engagements that leveraged 

EMR implementations to improve RCM in small 

medical clinics.  

 
6.1. Theoretical contribution 

 
We contribute to the HIT literature by identifying 

four competing institutional logics—logic of care, 
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logic of business, logic of management, and logic of 

technology—related to the healthcare revenue cycle. 

These logics shaped how the two clinics managed their 

revenue cycle after they had implemented an EMR 

system. Based on our AR experiences, we find that the 

decision-makers (physicians) at the two clinics had to 

reconcile competing logics. For example, they had to 

continually shift their attention from care delivery 

(logic of care) to improving cash flow to financially 

sustain the practice (logic of business). Often, the 

decision-makers had to invest time and resources to 

overcome constraints related to logic (e.g., 

implementation of FP-Sys2 and FP-Sys3 at the family 

practice, and PP-Sys2 at the psychiatry practice to 

address the logic of technology). We extend previous 

research on competing logics in EMR implementation 

[22] to improve our understanding of how institutional 

logics shape healthcare organizations’ IT-enabled 

RCM in the wake of EMR implementations.  

While IT transformed the practices and 

information exchanges among internal and external 

stakeholders in the two clinics (thereby suggesting 

some degree of complementarity between the logic of 

technology and the other logics), IT investments did 

not necessarily come to rescue in helping the clinics 

overcome the burden of a dysfunctional 

reimbursement system (addressing which would 

require federal and state-level policy interventions). 

Unfortunately, we conclude that IT by itself cannot 

improve the RCM situation for resource-constrained 

practices. The contextual findings from this study may 

encourage IS researchers to further examine the 

conditions in which HIT investments yield immediate 

business value for various stakeholders. 

Finally, building on the few recent studies [7, 8], 

we draw the attention of IS researchers to RCM 

processes and challenges and invite them to further 

examine this understudied but fertile area that has a 

long history of IT use [26, 28]. 

 

6.2. Practical contribution 

 
This research also offers several practical 

contributions. First, contrary to the belief that a 

medical practitioner operating a private clinic needs to 

only focus on the logic of care, our findings suggest 

that the practitioner must wear multiple hats and pay 

attention to all four logics. This is a challenge for most 

practitioners because their training primarily focuses 

on the logic of care [46]. Our research highlights the 

need for practitioners to invest in learning about the 

specifics of the logic of business, the logic of 

management, and the logic of technology. 

Unfortunately, learning about these logics may not be 

easy given that, to our knowledge, medical colleges do 

not yet offer programs to teach related skills [46].  

Second, despite the higher initial cost, selecting a 

fully integrated EMR-RCM system from the start 

(rather than trying to integrate these systems later) 

seems to be a better strategy. The family practice 

clinic’s “best-of-breed” strategy [13] to select FP-

EMR (even if it was rated highly in ease-of-use) and 

then try to integrate it with an RCM system proved 

counter-productive. Third, while all organizations face 

the logics of business and management, the 

complexity of the healthcare context makes these 

logics more challenging in healthcare organizations, 

especially in small practices. Finally, we observed that 

the coding and billing in the family practice clinic 

were far more complex (with more diagnosis and 

billing codes) than other specialty practices. As such, 

it is difficult to sustain small independent general 

practices as their revenue is often not enough to pay 

for separate billing and coding specialists. 

 

7. Conclusion  

 
Although AR afforded important in-depth 

insights and theory building, it is important to consider 

its limitations [66]. First, as AR seeks to achieve 

practical benefits for the client organization, 

researchers may not “pick and choose” the problem 

they wish to investigate [66]. Although the two 

researchers occasionally worked on non-RCM 

projects, they mostly focused on IT-enabled RCM [7]. 

As such, this limitation was not an issue in our study. 

Second, AR methodology is opportunistic and may, 

therefore, diminish the researcher’s ability to control 

the research process and outcomes [66]. In this 

research, both researchers helped the small medical 

clinics to improve their RCM while focusing on the 

theoretical and practical contributions to knowledge, 

as described above. Therefore, the potential 

limitations of AR did not affect the contribution of this 

research in a significant way.  

In conclusion, this study provides insights into the 

implementation of EMR and RCM systems in two 

small medical clinics through the lens of institutional 

logics. Specifically, the research offers contributions 

to both theory and practice by building on recent work 

[22] to improve our understanding of how institutional 

logics shape IT-enabled RCM in the wake of EMR 

implementations. 
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