
Introduction
Many care organisations claim to have installed multidis-
ciplinary teams. In a broad sense, multidisciplinary teams 
consist of care providers from different disciplines that 
share a common goal, that is, providing care for a par-
ticular population of patients. Multidisciplinary teams are 
associated with better resource utilization, minimization 
of unnecessary costs, improvements in job performance 
and quality of working life, and more efficacious outcomes 
for patients and their families [1, 2]. However, very diverse 
organisational arrangements are suspected to underlie so-
called multidisciplinary teams.

A certain degree of opacity seems to be indicative for 
the integrated care field as a whole. Care integration is 

the establishment of connectivity, alignment and collabo-
ration within and between the cure and care sector with 
regard to funding, administration, organisation, service 
delivery and clinical practice [4]. Through the establish-
ment of enhanced structures and processes for organisa-
tional and service integration, care integration practices 
try to realise integrated care, i.e. to maximize quality of 
care and quality of life, patient satisfaction and system 
efficiency for patients [4]. Multidisciplinary teams are an 
often advanced component of care integration practices.

Nolte [3] states that there is relatively little research on 
methodological, analytical and conceptual aspects of the 
use of qualitative approaches in the evaluation of care 
integration practices. There has been a move, however, 
towards ‘realistic evaluation’ [5], which involves quasi-
experimental methods for evaluating complex interven-
tions that are highly influenced by contextual factors: 
what works for whom under what circumstances? [3]. In 
order to install the preconditions for realistic evaluation, 
however, the need for a more uniform understanding of 
care integration practices has to be resolved [6]. Several 
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integrated care models, taxonomies and typologies do 
exist that improve a systematic conceptual understanding 
of care integration practices [7–9]. Yet they often identify 
components, dimensions and types of care integration, 
but shed little light neither on the interaction between 
components, dimensions and types, nor on their inner 
workings: how do they work in the first place?

Accordingly, we argue that what is needed is not just 
a systematic but a systemic conceptual understanding of 
care integration. A systemic perspective takes the rela-
tions between all elements within a system into account. 
This argument is of course not entirely new. See for exam-
ple Edgren [10], Tsasis et al. [11], Barasa et al. [12] and Tang 
et al. [13] on care integration from a complex adaptive sys-
tems perspective. Here, modern socio-technical systems 
theory is used because it offers a more elaborate and more 
abstract analytical toolkit to describe systems as showed in 
the theoretical part of this paper. General systems theory 
formalizes the organisation of phenomena into abstract 
models of elements and their interrelationships. The mul-
tidisciplinary CORTEXS (‘Care Organizations: a Re-Thinking 
Expedition in Search for Sustainability’) research project 
has tried to develop such a systemic understanding of 
care integration [14, 15]. We envision care systems from 
the patient standpoint as the whole of care-related activi-
ties that try to meet the patient’s care needs. The core of 
the care system can be seen as the process of care deliv-
ery itself, while legal and financial regulations as well as 
culture, technology and education are preconditions that 
determine the possibilities for the concrete organisation 
of the care process.

This article aims firstly to develop a systemic perspec-
tive which furthers the understanding of an important 
component of care integration, namely multidisciplinary 
teams. From a systemic view, which important differences 
might be found between supposedly similar multidiscipli-
nary teams? To answer that question, secondly, a compara-
tive case study of four Multiple Sclerosis (MS) hospitals is 
undertaken. The MS hospitals were chosen because each 
hospital substantiates that care providers from different 
disciplines work together as a multidisciplinary team. 
Data is collected through topic interviews with 31 care 
providers and analysed using deductive category applica-
tion. Ultimately, this article aims to advance a better eval-
uation, comparison and optimisation of care integration 
sites with regard to multidisciplinary teams specifically.

Theoretical framework
Systems theory
Systems theory developed from the 1930s onwards with 
lectures and publications from Bertalanffy, culminating 
into the publication of his ‘General system theory: foun-
dations, development, applications’ in 1968 [16]. Cyber-
netics, chaos theory and complex adaptive systems theory 
are theories that came forth from systems theory. The 
common thread in systems theory is that phenomena can 
be seen as systems that consist of interrelated and interde-
pendent elements. That general notion will be translated 
here to the context of care systems using modern socio-
technical systems theory.

The term ‘socio-technical systems’ was originally coined 
in the 1950s by Trist and Bamforth [17]. In the 1970s, the 
modern socio-technical systems theory was developed by 
de Sitter et al. [18], based on general systems theory, infor-
mation theory and cybernetics [19–21]. The system stud-
ied by modern socio-technical systems theory is not an 
organisation as such, but a primary process [18, 22–24]. 
A primary process consists of all necessary tasks to cre-
ate a product or to deliver a service from start till end, as 
seen from the perspective of the product or service end 
user. This is a major difference in comparison to many 
other approaches which focus on isolated aspects of an 
organisation (such as HRM, sales, production, finances) 
separately, without much consideration for the primacy of 
the primary process from the perspective of the end user.

In the context of this paper, primary processes are 
care processes and the tasks are all care-related activities. 
Patients are the end users. For clarity reasons, we will fur-
ther be using and applying this care-specific terminology in 
this paper, although all concepts are generically applicable 
to primary processes outside the healthcare context as well.

MS care processes
The context of this study is MS care. The set of symptoms 
and progression of MS varies per individual [25, 26]. The 
impact of MS on an individual’s life course is often mar-
ginal when the disease first shows, but evolves to be very 
invasive in time. The physical and psychological conse-
quences are a heavy burden to bear, especially given the 
recurrence of relapses. Accordingly, the array of necessary 
care-related activities throughout the MS care process is 
broad, varying from simple to complex procedures, and 
necessitates a high degree of coordination in order to 
guarantee continuity of care [27, 28]. In sum, the MS care 
process is the whole of care-related activities that try to 
answer a specific patients’ needs over time.

Furthermore, the care process can be seen a compos-
ite task, which can be divided into distinct tasks (i.e. care-
related activities) and grouped into organisational units. 
Each primary process is characterised by such a work 
organisation. The work organisation is the core of a sys-
tem in modern socio-technical theory, on which all other 
organisational aspects rely, such as governance. For more 
information on these other aspects studied by modern 
socio-technical theory, see de Sitter et al. [18] and other 
authors [22–24].

Looking at a generalised MS care process in Flanders 
(Belgium), the composite task of care delivery typically 
appears to be divided between monodisciplinary care pro-
viders such as GPs, home nurses and pharmacists who do 
not maintain fixed working relationships in what could be 
called ‘the primary care phase’. The specialized MS hospi-
tals perform care-related activities in what could be called 
‘the MS hospital care phase’. The two phases alternate 
throughout the care process in accordance with the previ-
ously mentioned recurrence of relapses.

In this article, we focus on the ‘MS hospital care phase’. 
From the outside, MS hospitals appear to be multidiscipli-
nary in nature as they assemble care providers from dif-
ferent disciplines, but very diverse work organisations are 
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suspected to underlie the supposedly multidisciplinary 
teams. The following section delves deeper into the differ-
ent types of work organisation.

Functional and process-oriented work organisation
Generally, two opposite work organisation types are jux-
taposed: the functional and the process-oriented work 
organisation [14, 18]. The following paragraphs define 
these two work organisation types and show their impli-
cations regarding team composition, working relation-
ships and therapeutic relationships. Team composition is 
examined because it touches upon the monodisciplinary 
or multidisciplinary nature of a team, i.e. do care provid-
ers present within the team represent one or more differ-
ent care disciplines? The concept of working relationships 
further illuminates the nature of the team as the degree is 
assessed to which care providers from different disciplines 
are accustomed to working together, which is either on an 
ad hoc basis or on a fixed basis. The concept of therapeutic 
relationships refers to the relation between a patient and 
his care provider [29], which will be categorised as being 
ad hoc (changing constantly), sequential (changing peri-
odically) or continuous (never changing).

First, a functional work organisation implies that a com-
posite task is divided into distinct tasks, which are grouped 
into different organisational units per functional area (e.g. 
medical, paramedical and nursing departments in a hospi-
tal). Consequently, care providers from different monodis-
ciplinary organisational units contribute simultaneously 
to a particular care process yet from within separate units 
in a care process, thus not being accustomed to working 
together. Moreover, a functional work organisation also 
implies that care providers from a particular discipline 
are regarded as being interchangeable with regard to a 
specific care process, which leads to ad hoc therapeutic 
relationships with the patient. A functional work organi-
sation is associated with the so-called functional silos in 
healthcare, which are related to suboptimal quality of 
care, inefficient care delivery and low quality of working 
life for care providers [30–32].

Second, a process-oriented work organisation consists 
of a composite task that is divided into distinct tasks, 
which are grouped into organisational units per care pro-
cess (e.g. an integrated stroke unit). Subsequently, care  
providers from one multidisciplinary organisational unit 
constantly work together in the context of a particular care  
process and maintain continuous therapeutic relation-
ships with a particular patient over time. Process-oriented 
work organisation is related to high quality of care, effi-
cient care delivery and high quality of working life for care 
providers [33–35].

In most cases, work organisations emerge within organi-
sations rather than being designed consciously [36]. Hence, 
in reality, a work organisation often does not completely 
accord with the theoretical types of functional or process-
oriented work organisation. Partial forms of functional or 
process-oriented work organisations can be implemented. 
Nevertheless, the functional and process-oriented work 
organisation type are useful conceptual points of refer-
ence to study work organisations in practice.

Methodology
Case Selection
Since the research question can now be refined to ‘how 
do differences in work organisation relate to team com-
position and to the continuity of working and therapeutic 
relationships?’, we choose to perform a comparative case 
study [37] of four MS hospitals. Comparative case studies 
are especially suited to answer explanatory research ques-
tions because they deal with intrinsic relations that need 
to be mapped, rather than mere frequencies or incidence.

The case in this study corresponds to the unit of anal-
ysis, which was defined as the MS hospital. We focused 
on MS because the individually varying disease course 
and symptoms of MS indicate the need for continuous, 
multidisciplinary care [26]. For the sake of comparability, 
we studied multidisciplinary teams within the four gov-
ernment-accredited MS hospitals in Flanders (Belgium), 
which delivered similar services and operate in compara-
ble constitutional contexts [38]. To increase the chance of 
finding work organisation differences, all four MS hospi-
tals were selected. Despite some differences in financial 
arrangements, all hospitals offered similar ambulatory 
and hospitalization services to patients with the same 
condition. These services specifically were surveyed in 
order make sure that the primary processes and all nec-
essary tasks were comparable between the hospitals. For 
the purpose of this study, the primary processes should be 
similar, while the work organisations differ. Furthermore, 
differences in legal structure and organisational size can 
be noted. Two of the hospitals were wholly owned sub-
sidiaries of a general hospital, while the two other hos-
pitals were autonomous. Accordingly organizational size, 
measured in number of hospital beds, was substantially 
smaller in the two subsidiaries (i.e. 10 and 20) than in the 
autonomous hospitals (i.e. 54 and 134). Although large 
organisations are often associated with functional work 
organisation, previous research and the organisations 
involved in this study show that organisational size does 
not necessarily predetermine the work organisation [39, 
40]. No further identifying information is given in this 
regard to assure anonymity of the cases.

Data Collection
The main source of data for this article was individual 
interviews with care providers (n = 31) on site, conducted 
between November 2015 and September 2016. Ethical 
approval was obtained from the KU Leuven Ethics Commit-
tee (nº G- 2015 09 349). Topic interviews were the appro-
priate means for data collection. To be precise, in-depth 
information was needed given (1) the fact that care organi-
sations and providers are not necessarily aware of the con-
cept of work organisation, let alone the particular type of 
work organisation within their organisation and (2) the dif-
ferences in in vocabulary used to describe the organisation 
of care delivery between the four MS hospitals. Unaware-
ness regarding the concept of work organisation means 
that there is no clear-cut information available in company 
documents such as organisational charts, care guidelines 
or patient brochures. Additionally, care organisations and 
providers do not use the same terminology to describe the 
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work organisation. Each organisation and provider has his 
own language to talk about work organisation. That is why 
topic interviews were necessary wherein, guided by the 
available conceptual definitions, the interview responses 
were interpreted instantaneously to adjust follow-up ques-
tions and figure out how the work organisation was actu-
ally structured. The processes of data collection and analysis 
thus intersect, which requires additional methodological 
precautions as discussed in the section below.

Individualised, open-ended, topical interview ques-
tions were necessary to extract the desired information. 
To ensure consistency in our data collection, a topic 
guide was used to conduct the interviews, which were 
prepared using case-related documents, including inspec-
tion reports, presentation slides and patient brochures. 
The common thread throughout the topic guide was the 
reconstruction of the care process from the patient per-
spective, which allowed to uncover the nature of team 
composition, working relationships and therapeutic 
relationships. The topic guide consisted of three general 
domains: (1) the respondent’s role in the organisation, 
(2) collaboration between care providers within the same 
team and (3) collaboration with regard to care provid-
ers from other teams and departments. The interviews 
all started with the same opening questions per domain 
(‘What is your role within the organisation?’, ‘Who do 
you form a team with?’, ‘What does the collaboration 
with other teams and departments looks like?’). Further 
questions were then posed depending on the content of 
the interviewee’s answers in order to grasp their specific 
terminology and delve into the specifications of the work 
organisation, team composition, working relationships 
and therapeutic relationships.

Within each hospital, interviews were concentrated in 
time to ascertain that no changes in work organisation 
would occur during the period of investigation. We first 
contacted a hospital manager to inform him or her about 
the research. Next, a list of target key informants, that is, 
representatives from the medical, paramedical and nurs-
ing care providers involved in MS care, was composed by 
the first author on the basis of publicly available informa-
tion on the hospital websites and through an on-site liai-
son, who also provided the necessary contact information. 
Interview times and locations were then directly sched-
uled with the key informants. Interviewees gave informed 
consent before the start of the interview and were able 
to stop the interview at any given time, but did not use 
this possibility. Interviews lasted between forty and 
ninety minutes, were conducted by the first author and a 
Master’s student, and were audio recorded. The recordings 
were privately and anonymously stored by the first author. 
Strict confidentiality and anonymity were ensured to the 
hospitals as well as to the interviewees.

To protect anonymity of the interviewees and the MS 
hospitals, we can only give the following, generalised 
information. The hospital number also does not corre-
spond with the numbering in the Results for that reason. 
In total, 6 medical care providers, 11 paramedical care 
providers and 14 nursing care providers were interviewed, 
but the number of interviews per hospital differed. In the 

first hospital we examined, the number of interviews was 
higher (n = 18) because the data collection and analysis 
methods were being tested, ascertaining the number of 
interviews needed to correctly categorise the work organi-
sation. In the first hospital, interviews were held with 2 
medical care providers, 6 paramedical care providers and 
10 nursing care providers. It soon became clear however 
that far less interviews were needed. In the second hospi-
tal, 6 interviews were conducted. The interviewees were 2 
medical care providers, 2 paramedical care providers and 
2 nursing care providers. In the third hospital, the inter-
viewees were 1 medical care provider, 2 paramedical care 
providers and 1 nursing care provider (n = 4). In the fourth 
hospital, 1 care provider of each discipline (medical, para-
medical, nursing) was interviewed (n = 3). Ultimately, inter-
views with one representative of each discipline proved to 
yield sufficient information for the data analysis.

Data Analysis
We used the theoretical framework introduced earlier to 
frame our analysis and investigate the actual types of work 
organisation within the MS hospitals. The analytical proce-
dure is intended to identify which type of work organisation 
was applicable to each of the cases [41]. Even though the 
hospitals’ work organisations were not explicated before 
the interviews, they soon surfaced in the topic interviews 
through instantaneous interpretation and follow-up ques-
tions. In a way, the process of data collection and analysis 
thus intersected, but this is not problematic because of two 
reasons. First, the a priori theoretical knowledge about pos-
sible work organisation differences guided the interviews 
as well as the concurrent interpretation of information 
and categorisation of the cases. Key informants’ comments 
regarding the way tasks were divided and grouped into 
organisational units were matched with the applicable 
work organisation, team composition, working relation-
ships and therapeutic relationships type, with explicit 
attention for possible deviations from the archetypal con-
ceptual definitions. Second, inter-researcher triangulation 
was organised to avoid subjectivity. The categorisation by 
the first author was thoroughly discussed to avoid mistakes 
and misinterpretations.

Ultimately, the four MS hospitals needed to be charac-
terised by contrasting types of work organisation in order 
to be able to answer our research question. Each case was 
characterised by a different type of work organisation, so 
considerable variety was in fact found.

Results
At first sight, the four MS hospitals appeared to be identi-
cal with regard to work organisation on the basis of their 
functional organograms. Not surprisingly, however, given 
the fact that organograms are notoriously flawed represen-
tations of what actually happens within an organisation 
[42], the work organisation was found to vary consid-
erably in practice. While the first case did consist of an 
MS hospital that was characterised by a functional work 
organisation, the three other cases were characterised by 
more process-oriented types of work organisation. The 
following paragraphs render a detailed description of the 
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work organisation per case, giving particular attention to 
the way care processes are shaped from the patient’s point 
of view, thus: from a systemic perspective. Table 1 sum-
marises the findings with regard to the work organisation, 
team composition, working relationships and therapeutic 
relationships within the four MS hospitals.

Figure 1 visualises the organisational units (squares), care 
providers (circles), working relationships (lines) and thera-
peutic relationships (arrows) per case. The different care pro-
viders are symbolized by circles. M stands for medical care 
providers, P for paramedical care providers and N for nurs-
ing care providers. Dotted lines represent ad hoc working 
relationships, while the solid lines show fixed working rela-
tionships. The double arrows symbolize ad hoc therapeutic 
relationships, while the single arrows indicate sequential 
therapeutic relationships. The absence of an arrow means 
that there are continuous therapeutic relationships.

As already mentioned, the first case consisted of an MS 
hospital that was characterised by a functional work organ-
isation. The composite task of delivering care for a patient 
was divided into distinct tasks which were grouped into 
organisational units per functional area. The monodisci-
plinary medical, paramedical and nursing departments 
and teams were in fact the organisational units to which 
tasks were allocated, contradicting the claim of multidis-
ciplinary team presence within the hospital. Paramedical 
care providers did maintain fixed working relationships 

with the other paramedical care providers, and nursing 
care providers with other nursing care providers (solid 
lines in Figure 1), which renders teams monodisciplinary. 
Furthermore, all patients were followed-up upon by the 
same MD, but not by the same paramedical and nursing 
care providers. As one paramedical care provider pointed 
out:

“[The paramedical care provider] who is ready [to 
perform a particular task], goes inside and that 
means the patient is his for the time being. (…) we 
try to make sure that people don’t think they have 
an assigned therapist.”

Furthermore, medical, paramedical and nursing care pro-
viders did not cooperate on a fixed basis (dotted lines in 
Figure 1) as they were assigned ad hoc and individually to a 
particular patient without attention for continuity of care. 
Consequently, the patient’s care process was highly frag-
mented given that new therapeutic relationships had to be 
initiated constantly (double-headed arrows in Figure 1).

The second case consisted of an MS hospital that was 
characterised by a partial form of process-oriented work 
organisation. The composite task was divided into distinct 
tasks which were cross-functionally grouped into tempo-
rary multidisciplinary organisational units. In other words, 
an ad hoc multidisciplinary team was created each time a 

Table 1: Work organisation, team composition, working relationships and therapeutic relationships in four MS hospitals.

Case Work organisation Team composition Working relationships Therapeutic relationships

1 Functional Monodisciplinary Ad hoc Ad hoc

2 Process-oriented (partial) Multidisciplinary Ad hoc Sequential

3 Process-oriented (partial) Multidisciplinary Fixed Sequential

4 Process-oriented Multidisciplinary Fixed Continuous

Figure 1: Work organisation, working relationships and therapeutic relationships in four MS hospitals.
Figure 1 visualises the organisational units (squares), care providers (circles; Medical, Paramedical or Nursing),  

working relationships (lines; dotted = ad hoc, full = fixed) and therapeutic relationships (arrows; double = ad hoc, 
single = sequential, absent = continuous) per case.
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patient registered at the MS hospital, until the end of a non-
predetermined care phase. As an interviewee explained:

“In principle, the team stays the same during one 
hospitalisation.”

This form of process-oriented work organisation was 
deemed partial because tasks were allocated to organisa-
tional units that related to a delineated phase of the care 
process instead of to the care process as a whole. The MD 
remained the same across care phases, thus throughout 
the care process as a whole, but paramedical and nursing 
care providers would be assigned ad hoc to serve a spe-
cific patient for the time of a particular care phase and, 
more importantly, they altered between the sequential 
care phases. This means that care providers did not main-
tain fixed working relationships with each other (dotted 
lines in Figure 1) and that the patient enters new thera-
peutic relationships at the start of each new care phase 
(single arrows in Figure 1). Again, the care process was 
fragmented, but to a lesser extent than in the first case.

The third case was also characterised by a partial form 
of process-oriented work organisation. The composite 
task was again divided into distinct tasks which were 
cross-functionally grouped into multidisciplinary organi-
sational units per care phase. The difference with the 
second case is that fixed rather than ad hoc multidiscipli-
nary teams were established linked to particular, prede-
fined care programs. Care programs include short-term 
and long-term ambulatory rehabilitation, hospitalised 
rehabilitation, hospitalised medical intervention, and 
continuous hospitalisation. Consequently, care providers 
from different disciplines did work together on a regular, 
fixed basis in the context of the care program (solid lines 
in Figure 1). Yet, except for the MD, care was discontinu-
ous in the transition between sequential care programs, 
when therapeutic relationships would be dismantled (sin-
gle arrows in Figure 1). This specific work organisation 
constituted care fragmentation in the transition between 
different care programs.

The fourth case was characterised by process-oriented 
work organisation. The composite task was divided into 
distinct tasks which were cross-functionally grouped into 
multidisciplinary organisational units per care process. 
More specifically, MS patients would always be treated 
by the same multidisciplinary team of care providers. An 
interviewee commented:

“A couple of years ago we started working in clus-
ters. We coupled [paramedical] therapists to [nurs-
ing] wards.”

Of course, some variability was possible due to, for instance, 
shift work, holiday arrangements and the general impos-
sibility of 24/7 attendance. Nevertheless, care providers 
from different disciplines cooperated on a fixed basis (solid 
lines in Figure 1) and maintained continuous therapeutic 
relationships with the patient throughout the care process 
(absence of arrow in Figure 1). Consequently, the care pro-
cess was integrated and continuous in this regard.

Discussion
This article has two major objectives: providing a systemic 
view of multidisciplinary teams through the concept of 
work organisation and showing the associated implica-
tions by means of a comparative case study. In effect, the 
findings show the merits of a systemic perspective as it 
helps to clarify the similarities and differences that arise 
regarding team composition, working relationships and 
therapeutic relationships. The proclaimed presence of a 
multidisciplinary team in a care organisation is not neces-
sarily reflected in practice. The claim might be incorrect 
as we saw in the first case, which consisted of an MS hos-
pital where in fact monodisciplinary teams were in place. 
Moreover, the concept of multidisciplinary teams can be a 
black box hiding substantial differences in care processes. 
The second, third and fourth case did in fact consist of MS 
hospitals with multidisciplinary teams, but important vari-
ations were found. Multidisciplinary teams were limited to 
delivering care in a particular care phase (second and third 
case) or throughout the care process as a whole (fourth 
case), and working relationships were maintained on an ad 
hoc basis (second case) or on a fixed basis (third and fourth 
case). Work organisation differences were also reflected in 
the continuity of therapeutic relationships, which revealed 
whether the care process was fragmented or integrated.

The presented article extends on earlier research about 
work organisation differences, but such research is scarce 
in the healthcare literature as the topic is often over-
looked. Studies on multidisciplinary teams use different 
definitions for the concept, but have in common that the 
broader work organisation is not referred to [1, 2, 43]. In 
addition, they mostly focus on topics such as professional 
cultures, communication and leadership [43, 44]. West 
[45] famously studied healthcare team effectiveness and 
discerns between pseudo teams and real teams, which are 
respectively related to a functional and to a process-ori-
ented work organisation. As our study shows, however, a 
lot more work organisation variation is to be found which 
explains differences in team composition as well as con-
tinuity of working and therapeutic relationships, and is 
expected to also have effects on health outcomes. Studies 
in other sectors show the relation between functional 
work organisations and negative outcomes with regard to 
organisational performance and quality of working life as 
well as the relation between process-oriented work organ-
isations and positive outcomes in that regard, with the 
side note that functional work organisations do appear 
to be more productive in standardized mass production 
settings [46, 47, 48]. The originality and added value of 
our research lies in the systemic view that is advanced 
which shows the connections between often separately 
studied concepts: team composition, the continuity of 
working relationships, and the continuity of therapeutic 
relationships. Our findings are in line with what could be 
expected on the basis of theory as well as with the partial 
results of earlier research and research in other sectors 
[23, 33, 34, 35, 49]. This study thus helps to understand 
the potential connections between the findings from pre-
vious studies and can guide future research to be more 
integrated in this regard.
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Taken together, the findings effectively show that the 
mere identification of a multidisciplinary team in a care 
integration study should be approached with caution if 
the team composition is not explicated in terms of work 
organisation throughout the care process as a whole, from 
the patient perspective. The current, fragmented under-
standing of these concepts [6] risks to overlook their 
interrelationships, which can only be understood through 
an in-depth, systemic understanding as advocated in our 
study. An encompassing systemic perspective on the way 
care-related activities are organised clarifies the role of dif-
ferent care integration components such as (supposedly) 
multidisciplinary teams. The concept of work organisation 
is key to this systemic perspective because it addresses 
the ‘core’ of a care system, namely the way care-related 
activities are organised, and allows to illuminate differ-
ences in this regard. Care integration taxonomies, models 
and typologies on care integration might find it useful 
to incorporate this kind of systemic thinking in order to 
establish a uniform understanding of multidisciplinary 
teams in practice. Care integration studies are expected to 
benefit from such thinking as it allows for realistic evalu-
ation and, subsequently, a better informed comparison of 
care integration sites.

Albeit not being the focus of this article, the ques-
tion is interesting why the hospitals organised their 
work organisation as they did. Some indications were 
observed for some of the hospitals. The second, partially 
process-oriented hospital seemed to have an underly-
ing management philosophy. A care provider recounted 
that multidisciplinary teams were assembled ad hoc to 
avoid that patients would have the feeling that they have 
personally assigned care providers. No clear answer was 
given in this interview to the follow-up question as to 
why that feeling should be avoided, but a care provider in 
another hospital did say that patients can become overly 
exacting in a continuous therapeutic relationship. The 
third, partially process-oriented hospital also seemed to 
have an at least partially conscious management philoso-
phy underlying the work organisation. Multidisciplinary 
teams were namely founded per care program, and 
those care programs were predefined reimbursement 
schemes by the government. The work organisation was 
thus modelled on the basis of these predefined care pro-
grams, even though the programs were not intended as 
such and other work organisation options were available 
as shown by the other hospitals. In the fourth, fully pro-
cess-oriented hospital, a care provider declared that the 
goal of having one particular multidisciplinary team as 
a whole assigned to a patient population is that all care 
providers, disregarding their disciplinary background, 
know each other and each other’s patients. As already 
mentioned, work organisations often emerge within 
organisations rather than being designed consciously 
in most cases [36]. With regard to the hospitals investi-
gated here, the question remains whether the underlying 
management philosophy was designed consciously and 
preceded the work organisation, whether the philosophy 
was conceived in hindsight to justify the work organisa-
tion, or if philosophy and work organisation emerged 

through a more complex, iterative, path-dependent pro-
cess which combines the previous options of foresight 
and hindsight.

Future research could consider other study designs, 
even though the strengths of this study should be pre-
served. The comparative case study design namely 
brings along a number of limitations. Construct validity, 
researcher subjectivity and external validity are potential 
problems that need to be dealt with. Construct validity 
is the degree to which a measure actually gauges what 
it purports to be measuring. In the context of this study, 
the ‘measurement’ took place during the interviews 
as the first author interpreted interviewee statements, 
which pertains to the issue of subjectivity as well. The 
inter-researcher triangulation in this study increased the 
inter-rater reliability and therefore diminished the threat 
of researcher subjectivity and increased construct valid-
ity. Furthermore, external validity refers to the degree of 
generalisability of the results. Generally, a comparative 
case study encompasses a limited number of cases and 
therefore the results are not generalizable to the general 
population of cases. Nevertheless, the strategic selection 
of cases allows researchers to generalise results to a par-
ticular subset of the population. In the context of this 
study, the selection of the MS hospitals as cases allows us 
to generalise the results to care organisations that offer 
ambulatory and hospitalisation services to patient popu-
lations with severe chronic conditions. For that reason, 
the results need to be replicated in inter-organisational 
settings and for patient populations other than those with 
a severe chronic illness in order to explore the systemic 
consequences of work organisation in those contexts. 
Furthermore, we believe that data collection through  
topic interviews remains necessary for an in-depth under-
standing of cases, but at the same time we also see opportu-
nities to maintain a limited number of work organisation  
categories, the measurement of process and outcome 
indicators and the execution of statistical analyses 
accordingly. The number of work organisation variations 
is potentially infinite, but a limited number of general-
ised categories can probably be defined, enabling statisti-
cal analysis. Importantly, process and outcome indicators 
should include measurements of patient experience and 
health outcomes, whose absence is an important limita-
tion of the current article. Although we conceptualised 
the care process from the patient perspective, patient 
voice should also be incorporated more actively through 
assessments of and interviews on patients’ experiences 
and health outcomes. In sum, future research might want 
to consider a mixed-methods approach that preserves the 
strengths of the present research design in the context 
of a large N study with additional process and outcome 
measurements.

As mentioned in the introduction, a care system is also 
shaped by preconditions like legal and financial regula-
tions as well as by culture, technology, education and 
other organisational aspects such as governance. Future 
research should also look into the relation with these top-
ics. The CORTEXS research project [15] and, for instance, 
the COMIC model [50] try to take this into consideration. 
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At the same time, we argue that a certain degree of con-
ceptual parsimony might be useful to prioritise the fun-
damental understanding of what actually happens in a 
care system, before turning to the more extensive ques-
tion ‘what works for whom under what circumstances?’ as 
posed by realistic evaluation.

Policymakers, managers, care providers as well as 
patients could also benefit from taking a systemic per-
spective, analysing the work organisation and reconfigur-
ing multidisciplinary teams in the desired direction. This 
article does not merely illustrate the opposite types of 
work organisation, but a wider range of work organisation 
variation and the related differences in terms of team com-
position, working and therapeutic relationships. All stake-
holders should be aware of and take into account work 
organisation specifics and their systemic implications.

A process-oriented work organisation helps care organi-
sations move towards a more integrated care. As the 
Discussion already showed, however, a process-oriented 
work organisation and continuous therapeutic relation-
ships specifically was not celebrated by all care providers 
because it potentially leads to overly demanding patients. 
Additionally, the manager of one hospital told us that a 
process-oriented work organisation would require too 
much staff. Theoretically, the work organisation type does 
not depend on the number of staff, but on the way staff 
is allocated to work units [39, 40]. Nevertheless, in line 
with the previously discussed literature, this article finds 
that functional work organisation can be related to a more 
fragmented care, while process-oriented work organisa-
tion can be linked to a more integrated care.

Conclusion
Our study shows by means of a comparative case study that 
a systemic perspective through the concept of work organ-
isation reveals the different organisational arrangements 
that can underlie supposedly multidisciplinary teams. The 
actual composition of multidisciplinary teams, and the 
related working and therapeutic relationships will vary 
depending on the type of underlying work organisation. 
To be precise, the more process-oriented the work organi-
sation, the more working relationships and therapeutic 
appeared to be fixed and continuous. Further validation 
of this conclusion will be needed in other settings, but the 
systemic perspective already allows for better evaluation, 
comparison and optimisation of care integration sites.

Acknowledgement
This research was supported by Flanders Innovation and 
Entrepreneurship (VLAIO). We would like to thank profes-
sor Steven Dhondt (TNO), Ph.D. candidate Annet Wauters 
(KU Leuven) as well as the anonymous reviewers for their 
comments which greatly improved the manuscript.

Reviewers
Terhi Lemetti, RN, MNSc, Doctoral Candidate, University 
of Turku, Department of Nursing Science, Finland.

Frank Pot, Emeritus Professor of Social Innovation of 
Work and Employment, Radboud University, Nijmegen, 
The Netherlands.

Competing Interests
The authors have no competing interests to declare.

Author Information
Sam Pless is a PhD candidate at the Centre for Sociologi-
cal Research, KU Leuven (Belgium). His research interests 
include organisational, network and ecosystem (re)design 
in health care.

Geert van Hootegem is director of the Research Institute 
for Work and Society and senior Full Professor of Sociology at 
the KU Leuven (Belgium). He teaches organisational design 
and change management. His research on teamwork, new 
sociotechnical systems design and quality of working life is 
widely published in academic and management journals.

Ezra Dessers is an Assistant Professor of Work and 
Organisation Sociology at the Centre for Sociological 
Research, KU Leuven (Belgium). His research interests 
include workplace innovation, organisation design, inter-
organisational collaboration and information technology.

References
 1. Andreatta, PB. A typology for health care 

teams. Health Care Management Review, 2010; 
35(4): 345–354. DOI: https://doi.org/10.1097/
HMR.0b013e3181e9fceb

 2. Atwal, A and Caldwell, K. Do all health and 
social care professionals interact equally: A study 
of interactions in multidisciplinary teams in the 
United Kingdom. Scandinavian Journal Caring Sci-
ences, 2005; 19(3): 268–273. DOI: https://doi.
org/10.1111/j.1471-6712.2005.00338.x

 3. Nolte, E. Evidence supporting integrated care. In: 
Amelung, V, Stein, V, Goodwin, N, Balicer, R, Nolte, 
E and Suter, E (eds.), Handbook integrated care, 
2017; 25–38. Cham: Springer. DOI: https://doi.
org/10.1007/978-3-319-56103-5_2

 4. Kodner, DL and Spreeuwenberg, C. Integrated 
care: Meaning, logic, applications, and implica-
tions – a discussion paper. International Journal of 
Integrated Care, 2002; 2(4): 1–6. DOI: https://doi.
org/10.5334/ijic.67

 5. Pawson, R and Tilley, N. Realistic evaluation. 
London: Sage; 1997.

 6. Goodwin, N, Stein, V and Amelung, V. What is 
integrated care? In: Amelung, V, Stein, V, Goodwin, 
N, Balicer, R, Nolte, E and Suter, E (eds.), Handbook 
integrated care, 2017; 3–24. Cham: Springer. DOI: 
https://doi.org/10.1007/978-3-319-56103-5_1

 7. Wagner, EH, Austin, BT and Von Korff, M. Organ-
izing care for patients with chronic illness. Milbank 
Quarterly, 1996; 74(4): 511–544. DOI: https://doi.
org/10.2307/3350391

 8. van der Klauw, D, Molema, H, Grooten, L and 
Vrijhoef, HJM. Identification of mechanisms ena-
bling integrated care for patients with chronic dis-
eases: A literature review. International Journal of 
Integrated Care, 2014; 14(3): 1–10. DOI: https://doi.
org/10.5334/ijic.1127

 9. Valentijn, PP, Boesveld, IC, van der Klauw, 
DM, Ruwaard, D, Struijs, JN, Molema, JJW, 

https://doi.org/10.1097/HMR.0b013e3181e9fceb
https://doi.org/10.1097/HMR.0b013e3181e9fceb
https://doi.org/10.1111/j.1471-6712.2005.00338.x
https://doi.org/10.1111/j.1471-6712.2005.00338.x
https://doi.org/10.1007/978-3-319-56103-5_2
https://doi.org/10.1007/978-3-319-56103-5_2
https://doi.org/10.5334/ijic.67
https://doi.org/10.5334/ijic.67
https://doi.org/10.1007/978-3-319-56103-5_1
https://doi.org/10.2307/3350391
https://doi.org/10.2307/3350391
https://doi.org/10.5334/ijic.1127
https://doi.org/10.5334/ijic.1127


Pless et al: Advancing a Systemic Perspective on Multidisciplinary Teams Art. 3, page 9 of 10

Bruijnzeels, MA and Vrijhoef, HJM. Towards a tax-
onomy for integrated care: A mixed-methods study. 
International Journal of Integrated care, 2015; 15(1): 
1–18. DOI: https://doi.org/10.5334/ijic.1513

 10. Edgren, L. The meaning of integrated care: A systems 
approach. International Journal of Integrated Care, 
2008; 8(4): 1–6. DOI: https://doi.org/10.5334/
ijic.256

 11. Tsasis, P, Evans, JM and Owen, S. Reframing the 
challenges to integrated care: A complex-adaptive 
systems perspective. International Journal of Inte-
grated care, 2012; 12(5): 1–11. DOI: https://doi.
org/10.5334/ijic.843

 12. Barasa, EW, Molyneux, SS, English, M and 
Cleary, S. Hospitals as complex adaptive systems: 
A case study of factors influencing priority setting 
practices at the hospital level in Kenya. Social Sci-
ence & Medicine, 2017; 174: 104–112. DOI: https://
doi.org/10.1016/j.socscimed.2016.12.026

 13. Tang, W, Wei, L and Zhang, L. Analysing a Chinese 
regional integrated healthcare organisation reform 
failure using a complex adaptive system approach. 
International Journal of Integrated Care, 2017; 17(3): 
1–11. DOI: https://doi.org/10.5334/ijic.2420

 14. Pless, S, Van Hootegem, G and Dessers, E. Making 
care organisations great again? A comparison of care 
pathways, lean thinking, relational coordination, 
and modern sociotechnical design. International 
Journal of Care Coordination, 2017; 20(3): 64–75. 
DOI: https://doi.org/10.1177/2053434517725529

 15. Dessers, E, Vrijhoef, HJM, Annemans, L, Cambré, 
B, Dhondt, S, Hellings, J, Hermans, K, Kenis, 
P, Nys, H, Vandijck, D and Van Hootegem, G. 
Towards a comprehensive research design for study-
ing integrated care. International Journal for Care 
Coordination, 2014; 17(3–4): 105–115. DOI: https://
doi.org/10.1177/2053434514562082

 16. von Bertalanffy, L. General system theory: Founda-
tions, development, applications. New York: George 
Braziller; 1968.

 17. Trist, EL and Bamforth, KW. Some social and psy-
chological consequences of the Longwall method of 
coal-getting. Human Relations, 1951; 4: 3–38. DOI: 
https://doi.org/10.1177/001872675100400101

 18. de Sitter, UL, Den Hertog, FJ and Dankbaar, B. 
From complex organizations with simple jobs to 
simple organizations with complex jobs. Human 
Relations, 1997; 50(5): 497–534. DOI: https://doi.
org/10.1177/001872679705000503

 19. Ashby, WR. An introduction to cybernetics. 
London: Chapman & Hall; 1956. DOI: https://doi.
org/10.5962/bhl.title.5851

 20. Simon, H. The architecture of complexity. In: Simon, 
H (ed.), The sciences of the artificial, 1962; 192–229. 
Cambridge: MIT Press.

 21. Thompson, J. Organizations in action: Social science 
bases of administrative theory. New York: McGraw-
Hill; 1967.

 22. Vermeerbergen, L, Van Hootegem, G and 
Benders, J. Putting a band-aid on a wooden leg: A 

sociotechnical view on the success of decentralisa-
tion attempts to increase job autonomy. Team Per-
formance Management, 2016; 22(7/8): 383–398. 
DOI: https://doi.org/10.1108/TPM-03-2015-0013

 23. Dessers, E, Vancauwenberghe, G, 
Vandenbroucke, D, Crompvoets, J and Van 
Hootegem, G. Analysing spatial data performance 
in inter-organisational processes. International 
Journal of Digital Earth, 2015; 8(5): 403–420. DOI: 
https://doi.org/10.1080/17538947.2014.945499

 24. Van Hootegem, G. De draaglijke traagheid van het 
management: Tendensen in het productie-en person-
eelsbeleid. [The bearable slowness of the manage-
ment: Trends in production and personnel policies.] 
Leuven/Amersfoort: Acco; 2000. [in Dutch].

 25. Lublin, FD and Reingold, SC. Defining the clinical 
course of multiple sclerosis: Results of an interna-
tional survey. Neurology, 1995; 46(4): 907–911. DOI: 
https://doi.org/10.1212/WNL.46.4.907

 26. Sanders, EACM and Vrijhoef, HJM. Multiple scle-
rose en zorglijnen. [Multiple sclerosis and care lines.] 
Utrecht: Academic Pharmaceutical Productions bv; 
2012. [in Dutch].

 27. Thompson, AJ. Symptomatic management and 
rehabilitation in multiple sclerosis. Journal of Neu-
rology, Neurosurgery & Psychiatry, 2001; 71(Suppl 
2): ii2–ii27.

 28. Oreja-Guevara, C, Miralles, A, García-Caballero, 
J, Noval, S, Gabaldón, L, Esteban-Vasallo, MD, 
García-Matres, MJ, Bayón-Pérez, C, Royo, A, 
González, A, Hernanz, A, López-Pajares, MR, 
Morante, JL and Díez-Tejedor, E. Clinical path-
ways for the care of multiple sclerosis patients. 
Neurología, 2010; 25(3): 156–162. DOI: https://doi.
org/10.1016/S0213-4853(10)70003-7

 29. Haggerty, JL, Roberge, D, Freeman, GK and 
Bealieu, C. Experienced continuity of care when 
patients see multiple clinicians: A qualitative meta-
summary. Annals of Family Medicine, 2013; 11(3): 
262–271. DOI: https://doi.org/10.1370/afm.1499

 30. Holman, D. Job types and job quality in Europe. 
Human Relations, 2013; 66(4): 475–502. DOI: 
https://doi.org/10.1177/0018726712456407

 31. Aiken, D, Clarke, LH and Sloane, DM. Hospital 
staffing, organization, and quality of care: Cross-
national findings. International Journal for Quality 
and Healthcare, 2002; 14(1): 5–13. DOI: https://doi.
org/10.1093/intqhc/14.1.5

 32. Miles, A and Mezzich, JE. The care of the patient 
and the soul of the clinic: Person-centered medi-
cine as an emergent model of modern clinical prac-
tice. The International Journal of Person Centered 
Medicine, 2011; 1(2): 207–222. DOI: https://doi.
org/10.5750/ijpcm.v1i2.61

 33. Lawrence, D. From chaos to care. The prom-
ise of team-based medicine. Cambridge: Da Capo  
Press; 2002.

 34. Pollock, R. Value-based health care. The MD 
Anderson experience. Annals of Surgery, 2008; 
248(4): 510–516.

https://doi.org/10.5334/ijic.1513
https://doi.org/10.5334/ijic.256
https://doi.org/10.5334/ijic.256
https://doi.org/10.5334/ijic.843
https://doi.org/10.5334/ijic.843
https://doi.org/10.1016/j.socscimed.2016.12.026
https://doi.org/10.1016/j.socscimed.2016.12.026
https://doi.org/10.5334/ijic.2420
https://doi.org/10.1177/2053434517725529
https://doi.org/10.1177/2053434514562082
https://doi.org/10.1177/2053434514562082
https://doi.org/10.1177/001872675100400101
https://doi.org/10.1177/001872679705000503
https://doi.org/10.1177/001872679705000503
https://doi.org/10.5962/bhl.title.5851
https://doi.org/10.5962/bhl.title.5851
https://doi.org/10.1108/TPM-03-2015-0013
https://doi.org/10.1080/17538947.2014.945499
https://doi.org/10.1212/WNL.46.4.907
https://doi.org/10.1016/S0213-4853(10)70003-7
https://doi.org/10.1016/S0213-4853(10)70003-7
https://doi.org/10.1370/afm.1499
https://doi.org/10.1177/0018726712456407
https://doi.org/10.1093/intqhc/14.1.5
https://doi.org/10.1093/intqhc/14.1.5
https://doi.org/10.5750/ijpcm.v1i2.61
https://doi.org/10.5750/ijpcm.v1i2.61


Pless et al: Advancing a Systemic Perspective on Multidisciplinary TeamsArt. 3, page 10 of 10  

 35. Durlinger, B. Naar een ideale zorgorganisatie. 
Patiëntgericht en procesgestuurd. [Towards an  
ideal care organization. Patient-centered and  
process-driven.] Amsterdam: Mediawerf; 2011. [in 
Dutch].

 36. Nijholt, JJ and Benders, J. Measuring the preva-
lence of self-managing teams: taking account of 
defining characteristics. Work, Employment and 
Society, 2010; 24(2): 375–385. DOI: https://doi.
org/10.1177/0950017010362149

 37. Yin, RK. Case study research: design and methods. 
Beverly Hills: Sage; 2003.

 38. Desomer, A, Mistiaen, P and Eyssen, M. Belrai 
suite of instruments: An exploratory study on applica-
bility for individual care planning and budget alloca-
tion in rehabilitation care. Brussels: Belgian Health 
Care Knowledge Centre; 2016. [cited 2018 22 May]. 
Available from: https://kce.fgov.be/sites/default/
files/atoms/files/KCE_262_Class-Rehab_Report.
pdf.

 39. Daft, RL. Organization theory and design. St. Paul: 
West Publishing Company; 1992.

 40. Padsakoff, PM, Williams, LJ and Todor, WD. 
Effects of organizational formalization on aliena-
tion among professionals and nonprofessionals. 
Academy of Management, 1986; 29: 820–831.

 41. Mayring, P. Qualitative content analysis. Theo-
retical foundation, basic procedures and soft-
ware solution. Klagensfurt; 2014. [cited 2018 22 
May]. Available from: http://nbn-resolving.de/
urn:nbn:de:0168-ssoar-395173.

 42. Mintzberg, H and Van der Heyden, L. Organi-
graphs: drawing how companies really work. 
Harvard Business Review, 1999; 77(5): 87–94.

 43. Choi, B and Pak, AWP. Multidisciplinarity, inter-
disciplinarity and transdisciplinarity in health 
research, services, education and policy: 1. Defini-
tions, objectives, and evidence of effectiveness. 

Clinical and Investigative Medicine, 2006;  
29(6): 351–364.

 44. Atwal, A and Caldwell, K. Do all health and 
social care professionals interact equally: a study 
of interactions in multidisciplinary teams in the 
United Kingdom. Scandinavian Journal of Caring 
Sciences, 2005; 19(3): 268–273. DOI: https://doi.
org/10.1111/j.1471-6712.2005.00338.x

 45. Nembhard, IM and Edmondson, AC. Making it 
safe: the effects of leader inclusiveness and profes-
sional status on psychological safety and improve-
ment efforts in health care teams. Journal of 
Organizational Behavior, 2006; 27(7): 941–966. 
DOI: https://doi.org/10.1002/job.413

 46. West, M and Lyubovnikova, J. Illusions of team 
working in health care. Journal of Health Organiza-
tion and Management, 2013; 27(1): 134–142. DOI: 
https://doi.org/10.1108/14777261311311843

 47. Awa, KI. Functional structure and operational 
issues: An examination of core challenges and rem-
edies. IOSR Journal of Business and Management, 
2016; 18(1): 1–4.

 48. Haak, AT. “Dutch sociotechnical design in practice. 
An empirical study of the concept of the whole task 
group”. Ph.D. dissertation, University of Groningen; 
1994.

 49. van Kollenburg, T. “Taakgroepen: duurzaam verbe-
teren? Tien jaar praktijkervaring met sociotechnisch 
organiseren” [“Task groups: sustainably improv-
ing? Ten years of practice experience in socio-tech-
nical organizing”]. Ph.D. dissertation. Eindhoven 
University of Technology; 2003. [in Dutch].

 50. Busetto, L, Luijkx, K and Vrijhoef, HJM. 
Development of the COMIC model for the 
comprehensive evaluation of integrated care 
interventions. International Journal of Care Coor-
dination, 2016; 19(1–2): 47–58. DOI: https://doi.
org/10.1177/2053434516661700

How to cite this article: Pless, S, Van Hootegem, G and Dessers, E. Advancing a Systemic Perspective on Multidisciplinary Teams: 
A Comparative Case Study of Work Organisation in Four Multiple Sclerosis Hospitals. International Journal of Integrated Care, 
2018; 18(3): 3, 1–10. DOI: https://doi.org/10.5334/ijic.3745

Submitted: 13 October 2017        Accepted: 19 June 2018        Published: 05 July 2018

Copyright: © 2018 The Author(s). This is an open-access article distributed under the terms of the Creative Commons 
Attribution 4.0 International License (CC-BY 4.0), which permits unrestricted use, distribution, and reproduction in any medium, 
provided the original author and source are credited. See http://creativecommons.org/licenses/by/4.0/.
 

        OPEN ACCESS International Journal of Integrated Care is a peer-reviewed open access journal published 
by Ubiquity Press.

https://doi.org/10.1177/0950017010362149
https://doi.org/10.1177/0950017010362149
https://kce.fgov.be/sites/default/files/atoms/files/KCE_262_Class-Rehab_Report.pdf
https://kce.fgov.be/sites/default/files/atoms/files/KCE_262_Class-Rehab_Report.pdf
https://kce.fgov.be/sites/default/files/atoms/files/KCE_262_Class-Rehab_Report.pdf
http://nbn-resolving.de/urn:nbn:de:0168-ssoar-395173
http://nbn-resolving.de/urn:nbn:de:0168-ssoar-395173
https://doi.org/10.1111/j.1471-6712.2005.00338.x
https://doi.org/10.1111/j.1471-6712.2005.00338.x
https://doi.org/10.1002/job.413
https://doi.org/10.1108/14777261311311843
https://doi.org/10.1177/2053434516661700
https://doi.org/10.1177/2053434516661700
https://doi.org/10.5334/ijic.3745
http://creativecommons.org/licenses/by/4.0/

	Introduction
	Theoretical framework
	Systems theory
	MS care processes
	Functional and process-oriented work organisation

	Methodology
	Case Selection
	Data Collection
	Data Analysis

	Results
	Discussion
	Conclusion
	Acknowledgement
	Reviewers
	Competing Interests
	Author Information
	References
	Table 1
	Figure 1

