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Preface  
If I must name one thing I have learned during the process of writing my master’s thesis, it 

definitely would be that the grey area is where you find complexity. Black and white are just 

two extremes – something is either good or bad - which rarely occur in this pure form in 

reality. To do justice to reality, we need to appreciate the inherent complexity of real-life 

phenomena. Let’s look at a simple example: 

It is relatively easy to consider the behavior of human beings as good or bad. For 

example, someone who harms another person can initially be considered to be bad. However, 

this conclusion is based on one observation of the behavior of a person. This conclusion can 

be flawed in at least two ways: by considering only one situation, and by reducing a person to 

his behavior. First, the undesirable behavior of the person may be an exceptional event. If this 

is the case, it seems a bit of an overstatement to argue that this person is bad. The behavior of 

this person, in this particular situation, may have been bad. 

 

The second flaw could be oversimplification of the matter. That is because this reasoning does 

not take into account the complexity of human nature. A variety of factors may have caused 

this behavior, among other things, the personality traits of this person and experiences during 

one’s life. Imagine, this person harmed someone because of unresolved childhood traumas. 

Now, knowing that this person is harmed himself, can you still say that this person is bad? 

Someone may show ‘bad’ behavior, but that does not necessarily make him a bad person. A 

more appropriate conclusion could be that the particular action of this person was bad. 

 

With this short narrative, I intend to show that phenomena are not as easy as one may initially 

think. My supervisor, Dirk Vriens, commented more than once: “have you thought about 

this?” and occasionally “be careful with your statements!”. This helped me to better 

comprehend the complexity of SMTs in healthcare organizations. It is not as simple as “well, 

the teams are not functioning well, so there must be something wrong with these teams”. 

What if SMTs are not the problem, but there are other factors that cause their dysfunction? In 

my (humble) opinion, it would be a missed opportunity to abandon or dismiss the concept of 

SMTs, without considering other reasons that may hinder their well-functioning. At least, that 

is what I believe (and what theory and practice suggest). 
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Abstract 
The purpose of this research is to enhance our understanding of the effect of SMTs as a 

structure-driven solution for problems with affordability, accessibility, quality of care-services 

and well-being of healthcare professionals, by identifying contextual factors that may hinder 

the successful implementation of SMTs in healthcare organizations. This purpose can help to 

understand why SMTs are abandoned in some healthcare organizations, while both theory and 

practice suggest that they are proper solutions for the problems where healthcare 

organizations are dealing with (Van Hooft, 1996; Monsen & de Blok, 2013; de Sitter, 1994). 

 

SMTs are most likely to function well, if they are designed conform the characteristics of 

SMTs as described in theory (Hackman, 2002). Well-functioning means that the SMTs can 

co-contribute, in coherence with other structural elements on meso- and macro-level, to the 

alleviation of the problems where healthcare organizations are dealing with. The criteria of 

the quality of organization and the quality of work can be used to assess the functioning of 

SMTs (Achterbergh & Vriens, 2019). This assessment consists of three steps: first, the 

variables of these criteria have to be operationalized to the unique context of a healthcare 

organization. Subsequently, desired and actual values on the variables can be determined, to 

identify structure-relate problems with the functioning of SMTs. Secondly, one has to 

establish whether structural inadequacy of SMTs is causing structure-related problems. If so, 

the structure needs to be fixed, before contextual factors become relevant to consider. If 

structural inadequacy is not the reason why the SMTs are not functioning well, then step three 

can be performed. The third step is to identify factors in the context of the SMTs that may 

hinder their well-functioning. 

 

Various contextual factors that can hinder the well-functioning of SMTs are identified by 

means of an integrative literature review. A creative process in which literature was searched, 

collected, selected, analyzed, integrated, and synthesized, resulted in a theoretical model of 

contextual factors that may hinder the well-functioning of SMTs in healthcare organizations. 

Two categories of contextual factors are identified: organizational goals and infrastructure 

(structure, HR, and technology) (Achterbergh & Vriens, 2019). This model extends the 

literature on organization design, by providing insight in the possible influence of contextual 

factors of SMTs on their well-functioning. Moreover, this model suggests that SMTs do not 

have to be dismissed as an effective, structure-driven solution for problems where healthcare 
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organizations are dealing with, by indicating that the well-functioning of SMTs may be 

caused by other factors than their structural inadequacy. As such, healthcare organizations 

may use the model as a guide for the identification of contextual factors that may hinder the 

well-functioning of SMTs. This may enable healthcare organizations to formulate proper 

solutions for these problems. Thereby, the well-functioning of SMTs may be enhanced, and as 

a consequence, the ability of SMTs to contribute to the alleviation of problems where 

healthcare organizations are dealing with in terms of affordability, accessibility, quality of 

care-services and well-being of healthcare professionals may be improved.  

 

A recommended direction for future research is to empirically investigate the causes of 

problems with the functioning of SMTs, in a particular type of healthcare organizations (such 

as elderly care). 

 

Key words: self-managing teams; contextual factors; successful implementation; 

dysfunction; healthcare organizations; integrative literature review 
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Chapter 1. Introduction 
 
1.1. Problem statement 

A much-discussed topic nowadays concerns the affordability, accessibility, and quality of 

healthcare (Trouw, 2019; SER, 2020). For years, healthcare organizations all over the world 

are experiencing a growing number of problems such as increasing costs of healthcare-

services (Deloitte Insights, 2021) and long waiting-times before patients receive the care they 

need (OECD, 2020). Currently, the situation has reached a point where little is needed to push 

the system over the edge (Christensen, Grossman, & Hwang, 2009). In their latest inquiry 

regarding the viability of hospitals, KPMG (2019) encountered the same problems within 

hospitals, such as increasing costs and waiting times. They emphasize their concerns about the 

viability of hospitals, mainly in terms of quality, affordability, and accessibility.  

Moreover, several authors (Bachynsky, 2019; Bodenheimer & Sinsky, 2014, West, 

2016) emphasize that problems with quality, affordability and accessibility cannot be solved 

without improving the well-being of healthcare professionals. Work-related burnout 

symptoms and dissatisfaction are becoming more widespread among healthcare professionals, 

which is problematic as they are the ones who perform care-services for patients (Bachynsky, 

2019; Bodenheimer & Sinsky, 2014, West, 2016). Consequently, the well-being of healthcare 

professionals is the fourth problem where healthcare organizations have to deal with. As 

healthcare is a basic need for society, resolving these four issues is an urgent matter (KPMG, 

2019). 

 

Many healthcare organizations have tried to reform their internal structure to deal with these 

problems (Renkema, Bondarouk, & Bos-Nehles, 2018). The internal structure of a healthcare 

organization refers to the way different tasks (care, support, preparation, and regulation) and 

processes are organized (de Sitter, 1994). Contemporary healthcare organizations often have a 

traditional, bureaucratic structure in which tasks and processes are grouped functionally, 

which means that care-professionals with similar knowledge and skills are clustered together 

(Mintzberg, 1980). The professionals in these functional teams perform only a small part of 

the complete care-process, because of the functional concentration and high level of 

specialization (Kuipers, van Amelsvoort, & Kramer, 2010). In addition, the work of the 

healthcare professionals is often regulated by a formal manager. This type of internal structure 

results in, among other things, inertia, long cycle times and complexity (Kuipers et al., 2010). 

These characteristics become problematic when an organization is located in a dynamic and 
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complex environment (Anand & Daft, 2007; Kuipers et al., 2010; Mintzberg, 1980). In this 

type of environment, bureaucratic structures frequently cause problems such as (long) waiting 

times, loss of quality for patients and insufficient quality of work for the organizational 

members (van Hooft, 1996; de Sitter, 1994). 

 

Considering research on organizational design (Christensen et al., 2009; van Hooft, 1996; de 

Sitter, 1994), it is a logical response to reform the internal structure of a healthcare 

organization to deal with problems such as affordability, accessibility, quality of care-services 

and well-being of healthcare professionals. An internal structure that enables organizations to 

improve their ability to deal with their environment, is the ‘horizontal organization’ (Anand & 

Daft, 2007). The core of the horizontal organization is to design a team- and process-based 

structure. This means that work is organized in work-processes that are based on customers’ 

needs rather than internal capabilities, and these work-processes are performed by teams that 

can “manage everything” (Anand & Daft, 2007, p. 332). Horizontal structures, as counterpart 

of vertical structures (bureaucracies), have lower levels of specialization and centralization, a 

flatter hierarchy, and more flexibility (Anand & Daft, 2007). Nadler and Tushman (1997) 

encountered benefits such as reduced costs, increased quality of services and a higher quality 

of work for organizational members within horizontal organizations. A higher quality of work 

can improve the well-being of healthcare professionals (Bodenheimer & Sinsky, 2014; Sikka, 

Morath, & Leape, 2015; de Sitter, 1994; West, 2016). Other researchers found similar benefits 

of horizontal structures, including costs reduction, decreased waiting times, increased service 

quality, adaptability of the organization and quality of work (Christensen et al., 2009; van 

Hooft, 1996; de Sitter, 1994). In conclusion, theory suggests that horizontal organizations that 

are based on teams and processes are an effective, structure-driven, solution for problems 

where healthcare organizations are dealing with. 

 

One type of structural reform that is frequently observed in healthcare organizations, is the 

implementation of self-managing teams (SMTs) (Benders, Missiaen, & Hootegem, 2013; 

Schuurmans & Boonstra, 1999). A well-known and successful example in the Netherlands is 

Buurtzorg. This homecare organization has a relatively flat structure, in which the care-tasks 

and processes are organized around SMTs of approximately 12 nurses. These teams perform 

care-services to, and share responsibility over, a limited number of patients that live in a 

particular neighborhood. The nurses in these teams jointly account for all the care-activities 

within the complete care-processes of patients, and they also account for the regulation of 
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these activities (Monsen & de Blok, 2013). The outcomes of this structural design are, among 

other things, lower total costs per patient and a higher quality of care relative to other 

homecare providers (Gray, Sarnak, & Burgers, 2015). 

 

Other well-known cases of healthcare organizations that successfully implemented SMTs, are 

Karolinska hospital (Philips, 2019) and Antoni van Leeuwenhoek hospital (Effectory, n.d.). 

What these cases have in common, is that care-activities and the regulation of these activities 

are performed by healthcare professionals within SMTs. These SMTs are responsible for a 

large part of a care-process (preferably the complete care-process), and they have decision-

making power to deal with problems that occur while they perform care-activities (van Hooft, 

1996; de Sitter, 1994). These cases suggest that SMTs are effective in practice. In conclusion, 

both theory and practice imply that SMTs may be a structure-driven solution for problems 

where healthcare organizations are dealing with. 

 

What is remarkable, is that in some cases experiments with SMTs in healthcare turned out to 

be successful, while in other cases these experiments have been abandoned. Homecare 

organizations Laurens and Cordaan are examples of cases in which the SMTs ultimately have 

been abandoned (Visser, 2019). This phenomenon raises the question why SMTs have been 

abandoned even though theory, and many examples from practice, suggest that they seem to 

be proper solutions (Van den Groenendaal, van Veldhoven, & Freese, 2020; van Hooft, 1996; 

de Sitter, 1994? 

 

If we assume that the adoption of SMTs can help to alleviate problems with affordability, 

accessibility, quality of care-services and well-being of healthcare professionals, as theory and 

the before mentioned cases suggest, then a reason for abandoning them may have to do with 

other factors than their structural inadequacy. We will refer to such factors as contextual 

factors. Contextual factors can be defined as: “the special characteristics of a setting that 

needs to be considered in understanding how a set of interventions may play out” (Frechtling, 

2015, p. 300). Li, Jeffs, Barwick and Stevens (2018) argue that contextual factors are 

important determinants for the success of the implementation of SMTs within healthcare 

organizations. A few examples of contextual factors that may influence the successful 

implementation of SMTs can be the ability of team members of SMTs to work in SMTs, the 

supportiveness of information systems and the level of autonomy of the SMTs.  
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To illustrate the possible influence of contextual factors on the successful implementation of 

SMTs, an example is given of an inappropriate organizational culture:  

The organizational culture may hinder successful implementation of SMTs within 

healthcare organizations, when organizational members do not trust each other (Khatri, 

Brown, & Hicks, 2009; Seren & Baykal, 2007). In case of distrust, organizational members 

may blame each other for mistakes to avoid being reprimanded (Khatri et al., 2009). As a 

result, it becomes less likely that SMTs will be implemented successfully (Roberto & 

Levesque, 2005; Schneider, Brief, & Guzzo, 1996). What happens in this case, is that 

regardless of the adequacy of the structure of SMTs, the successful implementation of SMTs 

is hindered by the culture of the healthcare organization (Khatri et al., 2009). Thus, even 

though the SMTs may be adequately designed, the successful implementation of SMTs may 

still be hindered by other factors. 

 

1.2. Research purpose 

The purpose of this research is to gain insight in the effect of SMTs as a structure-driven 

solution for problems with the affordability, accessibility, quality of care-services and well-

being of healthcare professionals, by identifying contextual factors that may hinder the 

successful implementation of SMTs in healthcare organizations. In the context of this 

research, the SMTs are considered to be successfully implemented when the SMTs function 

in such a way, that they help to alleviate problems where healthcare organizations are dealing 

with such as the affordability, accessibility, quality of care-services and well-being of 

healthcare professionals. Throughout this research successful implementation and well-

functioning will be used interchangeably. 

 

The identification of contextual factors that may hinder the successful implementation of 

SMTs in healthcare organizations, will be the main focus of this research. The contextual 

factors can only be identified when we know, in more detail, what SMTs in healthcare 

organizations are and when they are successfully implemented. Based on these insights, we 

can determine if SMTs are adequately designed. By doing so, we can make sure that structural 

inadequacy is not the reason for abandoning them. Thereafter, the contextual factors that may 

hinder the successful implementation of SMTs can be identified. The identification of 

contextual factors may help to understand in retrospect, why some SMTs are implemented 

successfully, while others are abandoned in healthcare organizations. Ultimately, the 

contextual factors that are identified will be integrated into a model. 
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This inquiry focuses on healthcare organizations, because of the urgency for proper solutions 

for the problems they are dealing with such as the affordability, accessibility, quality of care-

services (Christensen et al., 2009; Deloitte, 2019; KPMG, 2019) and well-being of healthcare 

professionals (Bachynsky, 2019; Bodenheimer & Sinsky, 2014, West, 2016). This research 

will focus on SMTs in healthcare organizations in general, rather than SMTs in healthcare 

organizations within a specific type of healthcare organizations. By doing so, the model of 

contextual factors may be applicable to a broader range of healthcare organizations. When 

contextual factors would be identified in a specific type of healthcare organizations, then the 

contextual factors reflect the unique situation of the selected type of healthcare organizations. 

Consequently, the model of contextual factors may not be applicable to healthcare 

organizations in other types of healthcare organizations. Problems with the affordability, 

accessibility, quality of care-services and well-being of care-services are not limited to one 

type of healthcare organization (Christensen, Grossman, & Hwang, 2009) and as such, the 

identification of contextual factors will be based on healthcare organizations at large. 

Therefore, examples that will be given throughout this research for the clarification of 

theories or concepts, will be based on a variety of different healthcare organizations such as 

hospitals, mental healthcare, and homecare. 

 

1.3. Research question 

Healthcare organizations are dealing with problems such as affordability, accessibility, quality 

of care-services and well-being of healthcare professionals (Christensen et al., 2009; 

Bodenheimer & Sinsky, 2014). Theory and practice suggest that the successful 

implementation of SMTs may be a proper solution for these problems (Achterbergh & Vriens, 

2019; Monsen & de Blok, 2013; Philips, 2019; de Sitter, 1994). Although SMTs seem to 

work effectively in some healthcare organizations, they are abandoned in other healthcare 

organizations (Visser, 2019). We assume that a reason for abandoning them may have to do 

with other factors than their structural inadequacy, as both theory and practice suggest they 

are proper solutions for problems where healthcare organizations are dealing with. Such 

factors can be called ‘contextual factors’ because these factors are related to the context in 

which SMTs are implemented (Li et al., 2018). These factors may hinder the successful 

implementation of SMTs in healthcare organizations (Figure 1). This research aims to 

enhance our understanding of the effect of SMTs as a structure-driven solution for problems 

where healthcare organizations are dealing with, by identifying contextual factors that may 

hinder the successful implementation of SMTs in healthcare organizations. 
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Figure 1. Conceptual model 

 

Research question 

How can we enhance our understanding of the functioning of SMTs in healthcare 

organizations, by identifying contextual factors that may hinder the successful implementation 

of SMTs in healthcare organizations? 

 

Sub-questions 

The following three sub-questions contribute to answering the research question: 

1) What is the successful implementation of SMTs in healthcare organizations? 

• What are SMTs in healthcare organizations? 

• When are SMTs successfully implemented in healthcare organizations? 

2) What are contextual factors that may hinder the successful implementation of SMTs in 

healthcare organizations? 

3) What is the influence of contextual factors on the successful implementation of SMTs 

in healthcare organizations? 

 

The research question and sub-questions help to realize the purpose of this research. As 

mentioned earlier, after the contextual factors that may hinder the successful implementation 

of SMTs are identified, the contextual factors will be integrated in a model. Therefore, an 

integrative literature review is considered to be the most appropriate research methodology. 

Toracco (2016, p. 62) defines an integrative literature review as: “a distinctive form of 

research that generates new knowledge about a topic by reviewing, critiquing, and 

synthesizing representative literature on a topic in an integrated way such that new 

Contextual factors

Successful 
implementation of SMTs 

in healthcare 
organizations

- 



13 
  

frameworks and perspectives on the topic are generated”. As such, an integrative literature 

review is a creative process in which existing literature is selected, analyzed, integrated, and 

synthesized. By doing so, new knowledge can be created (Toracco, 2016). Additionally, an 

integrative literature review is especially useful for broad research questions, as this method 

enables for the integration of different perspectives and findings (Snyder, 2019). Although 

this method is not often used in the business literature, an integrative research can add value 

by creating new perspectives and new ways of thinking (Snyder, 2019). 

 

1.4. Scientific and practical relevance 

Although the concept of SMTs is relatively well-developed in literature (Achterbergh & 

Vriens, 2019; Nadler & Tushman, 1997; de Sitter, 1994), SMTs do not always function well 

in healthcare organizations. If we assume that other factors than the structural inadequacy of 

SMTs may hinder their well-functioning, then we need to identify what these factors are and 

how they may hinder the well-functioning of SMTs. However, previous research on the 

functioning of SMTs is mainly focused on factors that support the successful implementation 

of SMTs (Lee, Weiner, Harrison & Belden, 2012; Weerheim, Rossum & ten Have, 2019). To 

extend our understanding of the concept of SMTs, more studies should address situations in 

which the SMTs are not successfully implemented (Lee et al., 2012; Weerheim et al., 2019).  

 

Several studies (Druskat & Wheeler 2004; Lancaster, Kolakowsky-Hayner, Kovacick & 

Greer-Williams, 2015) discuss some of the factors in the context of SMTs that may hinder 

their successful implementation. However, there is not yet an integrated model of contextual 

factors. Other studies (Magpili & Pazos, 2018; Vera & Kunz, 2007) only identified barriers 

that may hinder the implementation process of SMTs. As the purpose of this research is to  

identify factors in the context of SMTs that may hinder their well-functioning, the contextual 

factors need to be identified after the SMTs are implemented. Otherwise, it would not be 

possible to determine their well-functioning because during the implementation phase, the 

SMTs are not functioning yet. 

 

This study contributes to literature on SMTs by creating a model of contextual factors that 

may hinder the well-functioning of SMTs in healthcare organizations. These contextual 

factors will be integrated into a model, and this model may enhance our scientific 

understanding of the functioning of SMTs in healthcare organizations, by considering the 

context in which they are implemented. This may help to enhance our scientific understanding 
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of the effect of SMTs as a structure-driven solution for problems where healthcare 

organizations are dealing with. 

 

Furthermore, the model can function as a guideline for healthcare organizations that encounter 

problems with the affordability, accessibility, quality of care-services and well-being of 

healthcare professionals and try to deal with these problems by transforming their current 

organizational structure into a horizontal organization with SMTs. The practical aim of the 

model is to enhance the probability of successfully implementing SMTs in healthcare 

organizations. In conclusion, the model can be deployed as a tool to improve the probability 

of successfully implementing SMTs in healthcare organizations, and thereby alleviating 

problems with the affordability, accessibility, quality of care-services and well-being of 

healthcare professionals. 

 

The practical relevance of this research is that it provides a better understanding of contextual 

factors as a structure-driven solution where healthcare organizations are dealing with. 

Healthcare organization may use these insights to assess what may be hindering the well-

functioning of SMTs. This may enable healthcare organizations to formulate proper solutions 

for the factors in the context of SMTs that may hinder their well-functioning. By alleviating 

problems with the well-functioning of SMTs, a more conducive environment may be created 

for SMTs. Ultimately, the SMTs may functioning well, which amplifies the probability that 

the SMTs can contribute to the alleviation of problems where healthcare organizations are 

dealing with. 

 

1.5. Research outline 

In chapter 2, the first sub-question: what is the successful implementation of SMTs in 

healthcare organizations? will be answered. This chapter is divided into two parts. The first 

part is focused on the question what are SMTs in healthcare organizations? Thereafter, in the 

second part, the question ‘when are SMTs successfully implemented in healthcare 

organizations?’ will be answered. Sub-question 1 will be answered by means of these two 

questions. 

 

In chapter 3, the second two sub-questions will be answered: what are contextual factors that 

hinder the successful implementation of SMTs in healthcare organizations? And what is the 

influence of contextual factors on the successful implementation of SMTs in healthcare 
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organizations? These questions will be answered by means of an integrated literature review. 

Based on existing literature, several contextual factors will be identified, integrated, and 

described in terms of their influence on the successful implementation of SMTs in healthcare 

organizations. 

 

Chapter 4 is dedicated to the conclusion and discussion of this research. In this chapter, the 

research question will be answered, the scientific and practical implications will be discussed, 

and the limitations of this research will be described. Lastly, recommendations for future 

research will be given. 
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Chapter 2. Self-managing teams in healthcare 
As stated in the previous chapter, the purpose of this research is to enhance our understanding 

of the effect of SMTs as a structure-driven solution for problems of healthcare organizations 

with the affordability, accessibility, quality of care-services and well-being of healthcare 

professionals, by identifying contextual factors that hinder the successful implementation of 

SMTs in healthcare organizations. The contextual factors of SMTs within healthcare 

organizations can only be determined, if we know what the successful implementation of 

SMTs in healthcare organizations is. In this chapter the two questions What are self-managing 

teams in healthcare organizations? and when are these self-managing teams considered to be 

successfully implemented? will be discussed, to answer sub-question 1. 

 

To answer these questions, this chapter is structured as follows: first, an ideal-typical 

description of SMTs is given, followed by a definition of SMTs. Thereafter, different 

characteristics of SMTs will be elaborated. These characteristics will be described based on 

ideal types. Ideal types are concepts in their purest form, and they are rarely encountered in 

that exact form in practice (Weber, 1978). However, ideal types provide a more abstract point 

of view that allows us to compare empirical realities (Morgan, 2006). In the context of this 

research, this means that structural characteristics of a wide variety of healthcare 

organizations can be compared to these ideal types. This can be illustrated by an example: 

when we would use characteristics of SMTs in mental healthcare organizations, it would limit 

the possibilities to compare characteristics of other types of healthcare organizations such as 

hospitals and homecare organizations. Thus, ideal types allow for comparison of a variety 

different types of healthcare organizations. An example of an ideal type is the size of a SMT, 

which is ideally between 8-12 members (Kuipers et al., 2010). This rule of thumb applies to 

every organization and therefore, allows for comparison of many different healthcare 

organizations. 

 

After establishing the general characteristics of SMTs, it becomes possible to answer the 

second question. This part focuses on the well-functioning of SMTs in healthcare 

organizations. Starting from here, it becomes crucial to integrate characteristics of healthcare 

organizations in relation to the well-functioning of SMTs. That is because we want to 

understand the well-functioning of SMTs in the particular context of healthcare organizations. 

Examples will be given of different types of healthcare organizations. 
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2.1. What are SMTs? 

Ideal-typically, SMTs are relatively permanent teams in which organizational members are 

grouped together, to perform activities within the primary process of the organization with the 

purpose of realizing a certain team task. These teams perform all the activities of a complete 

care-process from beginning until the end, and simultaneously have the necessary regulatory 

potential to deal with problems that are related to these activities (van Hooft, 1996; de Sitter, 

1994). 

 

To understand what this description of SMTs means, we have to take a closer look at the 

meaning of the different elements in this description. First, a definition of SMTs is given, 

after which the characteristics of SMTs are elaborated. 

 

2.1.1. Definition of SMTs 

The concept of SMTs will be defined to clarify what is meant by SMTs within the context of 

this research. The definition of a SMT provided by Kuipers et al. (2010), is:  

“a small group of people, which is responsible for the performance of all operational 

activities (preparation, production and support), to realize a clearly defined and 

complete task-segment and is, for this purpose, facilitated with the necessary 

resources. Besides the performance of daily operations, the group is responsible for 

improving daily operations by analyzing and evaluating their own achievements 

against the background of the organizational strategy”. (p. 353) 

 

2.1.2. Characteristics of SMTs 

In the previous sections, the ideal-typical description, and the definition of SMTs are 

described. Several characteristics of SMTs are derived from these two sections and selected 

for this research. Additionally, when authors in the field of organization design (Galbraith, 

1973; van Hooft, 1996; Kuipers et al., 2010; Nadler & Tushman, 1997; de Sitter, 1994) 

discuss SMTs, they often refer to this set of characteristics: team size, team duration, task 

design, coordination, interfaces, disturbances, regulatory potential, decision-making, and 

resources. Therefore, these characteristics will be discussed in more detail in the next 

subsections. It is important to elaborate on the characteristics of SMTs, because SMTs are 

most likely to be implemented successfully when the SMTs in healthcare organizations meet 

the characteristics of SMTs as described in theory (Hackman, 2002). 
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The descriptions of the characteristics of SMTs are ideal-typical. This means that 

characteristics are described in their purest form (Weber, 1978). Weber (1978) argues that 

ideal types are rarely encountered in that exact form in reality, due to disturbances such as 

error or emotions. De Sitter (1994) acknowledges that every organization has a unique context 

that has to be taken into consideration, in order to design an adequate structure for that 

particular organization. Every organization has its own limitations and hence, deviations from 

the ideal-typical descriptions may be necessary for individual healthcare organizations (de 

Sitter, 1994). Thus, differences that are encountered in practice are not necessarily 

problematic, because the specific design of SMTs has to be coherent with the specific 

characteristics of an organization and its unique context (de Sitter, 1994). 

 

Another notion that is important before elaborating on the characteristics of SMTs, is that 

SMTs are only one element of the overarching structure of organizations. De Sitter (1994) 

emphasizes the interrelatedness of structural elements (on micro-, meso-, and macro-level), 

instead of regarding teams as an isolated element. According to de Sitter (1994), the different 

structural elements have to be developed in coherence in order to be effective.  

SMTs are considered as a structural element at the micro-level of healthcare 

organizations (de Sitter, 1994), and therefore, other structural elements can be seen as the 

context of SMTs. For that reason, structural elements at meso- and macro-level will be 

discussed in more detail in chapter 3. 

 

In the next subsections, an ideal-typical description of the characteristics of SMTs will be 

elaborated. The characteristics of SMTs are team size, team duration, task design, 

coordination, interfaces, disturbances, regulatory potential, decision-making, and resources. 

 

Team size and team duration 

In the definition of Kuipers et al. (2010), a SMT is described as a small group of people. They 

argue that the team has to be small enough to make the right decisions, large enough to be 

able to perform a complete product or service and large enough to achieve team goals. Several 

other variables such as the participation of team members, the cohesion and consensus among 

members of the team and the flexibility of the team, suggest that the ideal size of a SMT is 8-

12 members. Dependent of the particular context of the organization, a maximum team size of 

20 members and a minimum team size of 4 members is prescribed (Schumacher, 1973). 

Teams with less than 4 team members are not stable enough because, among other things, the 
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absence of one team member is too disturbing for the team performance. Teams with more 

than 20 team members are not effective because large groups often break up into smaller 

informal groups (Kuipers & van Amelsvoort, 1990). To ensure stability of the group, SMTs 

preferably have a relatively permanent character, rather than a varying team composition as is 

usual for project teams. In addition, the team members preferably collaborate on a daily basis 

(Tjepkema, 2003). 

 

Task design and coordination 

To be able to function as a team, the team members of SMTs have to be assigned with team 

tasks (de Sitter, den Hertog & Dankbaar, 1997; Kuipers & van Amelsvoort, 1990). A team 

task is a clustering of interdependent tasks, which can only be performed by means of 

collaboration among the team members (van Amelsvoort, 1994). One could say that a task 

becomes a team task when team members have to collaborate to realize a task. 

These team tasks should be broad, redundant, and overlapping. Broad tasks can be designed 

by integrating preparation, production and support activities that are necessary to perform and 

realize a complete care-process (de Sitter, 1994). As described in chapter 1, SMTs preferably 

perform a complete care-process or at least a large part of a care-process. Moreover, 

redundancy of tasks means that at least two team members are able to perform the tasks 

(Morgan, 2006). This is necessary because it enhances the ability of the team members to 

adapt to disturbances, such as absence (van Hooft, 1996). Redundancy can only be created 

when team members possess multiple skills (Morgan, 2006; Nadler & Tushman, 1997). By 

means of these multiple skills, the team members gain a better understanding of each other’s 

tasks, and it helps to develop a shared understanding of the team task. Hence, multiskilled 

team members are able to help each other (Nadler & Tushman, 1997). Additionally, within 

SMTs it is important to find a balance between redundancy and specialization. Specialization 

contributes to the individual identity of team members while redundancy contributes to the 

group-identity of the team. Both specialization and redundancy are necessary for flexibility 

and self-organization (Kuipers et al., 2010). 

Galbraith (1973) argues that the more differences among the sub-tasks of individual team 

members, the more difficult it becomes to achieve collaboration. In those circumstances, the 

sub-tasks of individual team members have little in common. This relation seems to also work 

the other way around: the higher the interdependency among team members to perform their 
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tasks, the higher the need for coordination, communication, and collaboration between the 

team members (Thompson, 1967). Team members that are highly interdependent of each 

other, need a coordination mechanism that allows for intensive communication and 

collaboration. A coordination mechanism, that is suitable according to Thompson (1967) is 

‘mutual adjustment’. Mutual adjustment includes information sharing during the process and 

continuously adjusting the course of actions based on this information (Thompson, 1967). 

Decision-making 

The way that tasks are distributed among team members can be decided by the team members 

themselves, due to the self-regulating ability of SMTs (Morgan, 2006). The self-regulating 

ability of SMTs can be created by means of shared leadership. Shared leadership is a form of 

leadership in which the team members are jointly responsible for decision-making (Achua & 

Lussier, 2010). Carson, Tesluk and Marrone (2007) define shared leadership as “an emergent 

team property that results from the distribution of leadership influence across multiple team 

members” (p. 1218). Shared leadership implies that every team member has leadership 

responsibilities and hence, they can only practice these responsibilities in collaboration with 

each other (Carson et al., 2007). 

 

In the previous subsections, the characteristics were related to the design of SMTs. The next 

four characteristics are more focused on the embedding of SMTs in the overarching 

organizational structure. 

 

Interfaces and disturbances 

As mentioned in chapter 1, a SMT is preferably responsible for all the care-activities within a 

complete care-process, from beginning to end. However, it is not always possible to assign a 

complete care-process to one team, and therefore multiple teams have to participate in one 

care-process. When this situation occurs, one has to reduce the number of interfaces between 

team members of one SMT with individual members of other SMTs (de Sitter, 1994). The 

more interrelations between individual team members of different teams, the higher the 

number of interfaces will be. The reason that interfaces should be avoided as much as possible 

outside of the team, is because every interface is a possible source of disturbances (de Sitter, 

1994). The more interfaces that are necessary to perform one its tasks, the higher the chances 

of disturbances to occur. Therefore, the SMTs should function as independent as possible of 

other teams, unless it concerns an issue on team-level. Issues on team-level entail those issues 
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that are related to the input or output of the team, which is a team task. Issues on individual 

level should be solved within the SMTs. One way to reduce interfaces between different 

teams, is to integrate all the operational activities (preparation, support, and production) that 

are necessary to realize the team output, within one SMT. Another way in which interfaces 

can be reduced is by providing SMTs with the necessary regulatory potential to deal with 

disturbances that occur during the performance of care-activities (de Sitter, 1994). The team 

characteristic regulatory potential will be discussed in more detail in the next subsection.  

Besides the number of interfaces, the variety of the content of interfaces is also an important 

variable for predicting the probability of disturbances. De Sitter (1994) argues that the degree 

of variation between the content of different interfaces, depends on the amount of different 

information, resources, requests, and orders. The more variation between the content of the 

different interfaces, the more effort an organizational member has to make to switch its work 

method, tools and its cognitive and possibly emotional capabilities (de Sitter, 1994). 

Consequently, the probability that disturbances occur increases (de Sitter, 1994). 

Regulatory potential 

The probability of the disturbances has to be attenuated whereas the autonomy of the SMTs 

has to be amplified. De Sitter (1994), and Achterbergh and Vriens (2019), call autonomy 

‘regulatory potential’. For that reason, this description will be used throughout this research as 

well. Regulatory potential is necessary to enable SMTs to deal with problems (disturbances) 

that occur while performing operational activities (van Hooft, 1996; Kuipers et al., 2010; de 

Sitter, 1994). When team members have the regulatory potential to deal with disturbances 

during the performance of daily activities, it is called ‘operational regulation’ (Van Hooft, 

1996: de Sitter, 1994). However, to enable SMTs to perform operational activities effectively, 

the SMTs should be able to contribute to strategic regulation and regulation by design. 

Strategic regulation means that the team members can set and adapt their own team goals, and 

regulation by design means that the team members can make decisions about the conditions of 

their work (de Sitter, 1994). These conditions are necessary for SMTs to be able to perform 

operational activities, deal with disturbances that occur during the performance of these 

operational activities and set and adapt (team-) goals. There are three conditions that can be 

distinguished: human resources, technology, and structure. These three conditions are called 

the infrastructure of the organization (Achterbergh & Vriens, 2010).  
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There are some limitations to the amount of regulatory potential that can be assigned to 

independent SMTs. The reason that there is a limit, is because it is undesirable that 

independent SMTs alter infrastructural conditions that exceed the level of independent SMTs 

(Achterbergh & Vriens, 2019). For instance, it would be inadequate if one SMT would buy a 

new ICT-system, while the healthcare organization chose to provide a centralized ICT-

system. What independent SMTs can do to influence the infrastructural conditions on 

organizational level, is discuss their ideas with other SMTs and thereby try to change the ICT-

system (de Sitter, 1994). These infrastructural conditions will be discussed in chapter 3, 

because they are considered as contextual factors of SMTs. 

 

Moreover, the SMTs have to be assigned with different sub-activities of regulatory potential: 

monitoring, assessing and adjusting (de Sitter, 1994). This means that team members have to 

be able to gather information, determine if and what actions are appropriate and ultimately 

decide if adjustment is necessary based on this information. With respect to these regulatory 

capacities, the rule of thumb is: if the team can regulate it, the team should regulate it (van 

Hooft, 1996; de Sitter, 1994). The amount of regulatory potential is preferably as high as 

possible, what results in a shared leadership design: a self-managing team. In the subsection 

about decision-making in this chapter, the concept of shared leadership is defined. Shared 

leadership in relation to regulatory potential entails the joint responsibility of the team 

members of SMTs to perform operational regulation, regulation by design and strategic 

regulation. One can think of tasks such as: discussing disturbances that occurred during the 

performance of operational activities, giving feedback to each other, hiring new team 

members and altering team goals when necessary. The team members of SMTs have to 

perform these tasks in collaboration with each other (de Sitter, 1994). 

 

Resources 

SMTs need to be facilitated with adequate resources to enable team members to perform 

operational activities and to regulate their work. These resources can either be social 

resources such as knowledge and skills of team members or technological resources such as 

machines and buildings (Achterbergh & Vriens, 2019). The team members of SMTs 

preferably possess knowledge and skills with respect to preparation and support tasks in 

addition to their knowledge of care-tasks. Also, the team members have to be able to perform 

all the care-activities, or several activities, within a particular care-process. Moreover, the 

team members should have the required knowledge and skills to perform regulation tasks. The 
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performance of regulation tasks requires knowledge and skills of team members to deal with 

disturbances. For example, one could think of problem-solving skills, and knowledge about 

proper solutions for disturbances (Achterbergh & Vriens, 2019). 

When we look at technological resources within healthcare organizations, we have to 

take the necessary machines such as MRI- and CT-scanners into consideration (Philips, 

2019). The placement of these machines is preferably as close to the patients and referring 

clinicians as possible. For instance, Karolinska hospital redesigned their technological 

resources in such a way that they moved from a central radiology department to a function 

that is spread across different buildings. They had to install many new technological resources 

to realize this new design. By doing so, Karolinska improved the efficiency of care-processes 

(Philips, 2019). However, not every healthcare organization has the financial means to afford 

new technological resources. Other technological resources can be communication tools, 

which should support information sharing about patients among different professionals that 

are involved in the care-process of a patient (Philips, 2019). 

 

2.1.3. Overview 

In the previous section, several characteristics of SMTs are described. In this section, an 

overview of these characteristics is provided. It is important to mention that these 

characteristics are ideal-typical. In practice, some deviation is possible or even inevitable (de 

Sitter, 1994). 

 

Table 1. Characteristics of SMTs 

1. Team size Ideal team size is 8-12 team members 

2. Team duration Relatively permanent 

3. Task design 3.1. Team tasks: broad, overlapping, redundant 

3.2. Preparation, production, and support activities 

have to be integrated in the tasks of SMTs 

3.3. The SMTs should perform a complete care-

process (or at least a large part of a care-process) 

4. Coordination mechanism Mutual adjustment 

5. Decision-making Shared leadership 
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6. Interfaces and disturbances 6.1. Interdependency among team members within 

SMTs. Issues on individual level have to be dealt 

with, within the SMT 

6.2. The individual team members should be as 

independent as possible of other teams, unless it 

concerns an issue on team-level (related to in- or 

output) 

6.3 Number of interfaces and variety of the content 

of interfaces (information, resources, requests, and 

orders) should be low 

7. Regulatory potential  7.1. The SMTs should have regulatory potential on 

all organizational levels: operational regulation, 

regulation by design and strategic regulation 

7.2. The SMTs should be able to perform different 

sub-activities of regulation: monitoring, assessing, 

and adjusting 

7.3. Regulatory potential as high as possible: if it can 

be regulated by the SMTs, it should be regulated by 

the SMTs 

8. Resources The SMTs have to be facilitated with the necessary 

resources: social and technical 

 

2.1.4. Refinement of characteristics of SMTs 

The characteristics that are described in the previous subsections are ideal-typical. However, 

each healthcare organization has its own unique characteristics and limitations and therefore, 

some deviation of the ideal-typical descriptions of the characteristics of SMTs may be 

desirable (van Hooft, 1996; Nadler & Tushman, 1997; de Sitter, 1994).  For example, in an 

ideal-typical situation, one SMT is responsible for a complete care-process. However, some 

care-processes are too complex to be performed by one SMT and therefore, it might be more 

desirable to assign the SMTs to a relatively independent part of the care-process (de Sitter, 

1994).  
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Furthermore, SMTs can never be completely self-managing, as they are part of an overarching 

organization (Tjepkema, 2003). This can be explained by means of an example of the 

integration of preparation, production, and support activities in the SMTs. Support activities 

can include HR-practices such as selecting, hiring, and training new team members, but these 

activities can also be extended with activities such as performance management, and (salary) 

administration. The range of activities that are assigned to the SMTs, can differ for various 

SMTs, care-processes, and healthcare organizations (van Hooft, 1996). 

 

Although there is not one right way to design SMTs, it is important that SMTs are to some 

extent designed conform the characteristics as mentioned in table 1 (de Sitter, 1994). That 

means, for instance, that SMTs at least have to perform some support and preparation tasks in 

addition to the care-activities. When the team does not perform any support and preparation 

tasks, we consider it to be a pseudo-team. Pseudo-teams are teams that are labelled as team, 

whilst in reality they have a limited amount of actual (shared) responsibility for their tasks 

(Reeves, Xurichis, and Zwarenstein, 2017). These teams are dysfunctional because they are 

not designed conform the characteristics of SMTs as described in the previous subsections. 

Consequently, these pseudo-teams may not be able to contribute to the alleviation of problems 

where healthcare organizations are dealing with (Achterbergh & Vriens, 2019; de Sitter, 

1994). 

In other cases, the characteristics of SMTs are to a large extent designed conform the 

characteristics of SMTs. However, they may still be dysfunctional (Balkema & Molleman, 

1999; Luxford, Safran, & Delbanco, 2011). In these cases, we can assume that the structure 

design of the SMTs is not the reason of dysfunction, instead there may be contextual factors 

that hinder their well-functioning (Li et al., 2018). In conclusion, we can look at dysfunction 

of SMTs in two general ways. First, the SMTs that are not functioning well because their 

characteristics deviate too much from the ideal-typical characteristics (pseudo-teams). 

Second, the characteristics of SMTs are designed conform the characteristics of SMTs, but 

they are not functioning well for other reasons. Dysfunction in these cases, is assumed to be 

caused by contextual factors.  

 

This research focusses on the second perspective, because otherwise the contextual factors 

would be irrelevant: the SMTs are inhibiting themselves. Self-inhibiting means that the 

structure of SMTs is inadequate and consequently does not allow for improvements of 

contextual factors (Achterbergh & Vriens, 2019). Inadequate structures of SMTs are 
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characterized by primary processes that are error-prone and as a result increase the probability 

of disturbances, often in combination with insufficient regulatory potential to deal with these 

disturbances. The inadequate structure of the SMTs is the source of dysfunction. Efforts to 

improve the contextual factors will be sub-optimizations of partial problems, instead of fixing 

the root cause (Achterbergh & Vriens, 2019). In these cases, the structure of the teams has to 

be fixed, before it becomes useful to identify contextual factors that hinder their well-

functioning. 

 

2.2. When are SMTs in healthcare organizations well-functioning? 

As mentioned in chapter 1, SMTs are considered to be successfully implemented when they 

function in such a way that they help to alleviate problems of healthcare organizations with 

the affordability, accessibility, quality of care-services and well-being of healthcare 

professionals. However, to determine whether the SMTs are functioning well, a better 

understanding of the concept well-functioning with respect to SMTs in healthcare is needed. 

 

In the next section, the well-functioning of SMTs is related to the organizational criteria 

‘quality of organization’ and ‘quality of work’. The quality of organization refers to the ability 

of an organization to realize (and adapt) its societal contribution efficiently and effectively. 

The quality of work refers to the meaningfulness of the work (de Sitter, 1994). The reason for 

selecting these criteria, is because de Sitter (1994) argues that these criteria are generic, and 

therefore applicable for every organization. The advantage of generic criteria for this research, 

is that they allow for translation to the context of healthcare organizations.  

 

The generic criteria will be used as a starting point for the determination of the well-

functioning of SMTs. The leading principle is that SMTs in healthcare organizations have to 

contribute to the realization of these criteria, in order to be well-functioning (de Sitter, 1994). 

To obtain a more precise indication of the functioning of SMTs in healthcare organizations, 

the generic criteria will be translated to the particular context of healthcare organizations. 

 

2.2.1. Criteria of societal contribution 

In this section, the relation between ‘the quality of organization’ and ‘the quality of work’ and 

the societal contribution will be explained. The basic idea is that organizations can realize 

their societal contribution by means of two general criteria: the quality of organization and the 
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quality of work. It is important to discuss this relationship, because SMTs can contribute to 

the societal contribution of healthcare organizations by means of their contribution to the 

criteria of the quality of organization and the quality of work (Achterbergh & Vriens, 2019; 

de Sitter, 1994). 

 

According to de Sitter (1994), regardless of the particular goals that an organization wants to 

pursue, every organization contributes to society in some way. Broadly speaking, this 

contribution can be either positive or negative. This research focuses on organizations that 

deliver a positive societal contribution. That means that an organization aims to go beyond 

viability, which encompasses merely the survival of the organization. When organizations aim 

to act in a responsible manner and thereby deliver a positive contribution to society, it is 

called the ‘rich survival’ (Achterbergh & Vriens, 2010). Organizations can deliver a positive 

contribution to society in three ways: by providing valuable products and/or services, by 

providing positive side-effects that are not related to the products and/or services that the 

organization offers (for example, employment) and by avoiding negative side effects as much 

as possible (for example, medical errors that may cause unnecessary deaths) (Achterbergh & 

Vriens, 2010). In general, the positive contribution of healthcare organizations to society, is to 

deliver affordable and accessible care-services with sufficient quality and providing 

meaningful work for healthcare professionals. 

De Sitter (1994) argues that irrespective of the particular societal contribution that an 

organization wants to pursue, the societal contribution can always be realized by two general 

categories of organizational criteria that an organization has to meet: the quality of 

organization and the quality of work. Both criteria are distinguished into two levels (table 2), 

one level that represents general variables or external functional requirements (flexibility, 

control over order realization, innovation), and one level that represents organizational 

variables or internal functional requirements. Organizational variables are those variables that 

help to realize the general variables (for instance, the organizational variable short cycle times 

has to be realized in order to realize the variable flexibility) (de Sitter, 1994). If we want to 

understand the contribution of SMTs to the societal contribution of healthcare organizations, 

then first we have to understand what the organizational criteria of the quality of organization 

and the quality of work are. 
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The quality of organization refers to the ability of the organization to realize (and adapt) its 

societal contribution efficiently and effectively (de Sitter, 1994). As mentioned in the 

previous subsection, the quality of organization has two categories: external functional 

requirements and internal functional requirements. The external functional requirements have 

structural implications for internal functional requirements (de Sitter, 1994). For instance, if a 

patient in a hospital immediately needs a surgery to survive, it requires flexibility of the 

organization. If the organization is not able to adapt the fluctuating demands from patients, 

the organization cannot efficiently and effectively realize its societal contribution. To what 

extent an organization has to be flexible, depends on the specific characteristics of the 

organization and the specific environment in which the organization is operating (Thompson, 

1967). An organization can enhance its flexibility, an external requirement, by improving the 

following internal functional requirements: short production times, sufficient product 

variation, sufficient product mix and sufficient volumes. The second external structural 

requirement is the control over order realization. Whether an organization is able to provide 

products and/or services in line with the patients’ expectations, depends on three generic 

variables as described by de Sitter (1994): reliable production time, reliable production, and 

effective quality control. The last external structural requirement is the potential for 

innovation. An organization can enhance its innovativeness by enhancing the following 

variables: strategic product and/or service development and short innovation time. By doing 

so, the organization can improve its effectiveness and efficiency regarding the realization of 

its societal contribution (de Sitter, 1994). 

The quality of work has also these two categories of variables: external structural 

requirements and internal structural requirements (de Sitter, 1994). The quality of work refers 

to “the degree of meaningfulness of organizational jobs” (Achterbergh & Vriens, 2019, p. 63). 

There are two external structural requirements that an organization has to meet: absenteeism 

of organizational members and personnel turnover. Both should be as low as possible (de 

Sitter, 1994). To alleviate the first variable, organizations have to involve organizational 

members, offer them opportunities to learn and facilitate their personal development (internal 

functional requirements). With regard to alleviating the second variable, the organizational 

members should be able to deal with stress themselves (de Sitter, 1994). The values on both, 

the quality of organization and the quality of work, are preferably as high as possible. 
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The organizational structure, including SMTs, should be designed in such a way that it 

contributes to the quality of organization and quality of work and thereby helps to realize the 

societal contribution. SMTs contribute only partially to the quality of organization and the 

quality of work because they are just one element of the organizational structure. The 

structural design of the SMTs co-conditions the well-functioning of the teams, together with 

other structural elements on meso- and macro-level (van Hooft, 1996; de Sitter, 1994). Thus, 

the criteria of quality of organization and quality of work can only be improved by means of a 

joint contribution of different structural elements. 

 

2.2.2. Quality of organization and quality of work in healthcare organizations 

As mentioned in the previous section, the SMTs have to be designed in such a way that they 

contribute to the quality of organization and quality of work and thereby help to realize the 

societal contribution. In this section, the particular contribution of SMTs to the variables of 

the quality of organization and the quality of work will be elaborated. 

 

As mentioned earlier, the variables of the quality of organization and the quality of work are 

generic. To use these variables to assess if SMTs are functioning well, the variables need to 

be operationalized to the context of healthcare organizations. For the purpose of this research, 

operationalization to healthcare organizations in general suffices. Nevertheless, to be useful 

for healthcare organizations in practice, the healthcare organizations need to operationalize 

these variables to the unique context of their organizations (de Sitter, 1994). 

 

First, the generic criteria of the ‘quality of organization’ and the ‘quality of work’ are 

operationalized for healthcare organizations. Achterbergh and Vriens (2019, p.159-161) have 

operationalized the generic variables of de Sitter (1994), for an example of a nursing home. 

This example is adopted as foundation for this research. However, a few changes are added to 

fit the particular context of this research. The operationalization of generic variables to 

healthcare organizations is presented in table 2. Subsequently, the way in which the variables 

of the quality of organization and the quality of work can be used to identify structure-related 

problems with the well-functioning of SMTs will be elaborated. 
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Table 2. Operationalization of generic variables to healthcare organizations 

General variables (de Sitter, 1994) Operationalized for healthcare 
organizations 

Quality of 
organization 

Flexibility  
 
= the ability to 
react to 
fluctuations in 
demand by 
realizing three 
variables 

Short cycle 
times 
 

Average time needed by a SMT 
to perform a complete care-
process (or at least a part of the 
process that is as large as 
possible) 

Sufficient 
product 
variations 

Number of different types of 
care-services offered – Note: this 
differs for every organization. For 
some organizations, the number 
of different types of care-services 
that offered is limited, because 
they chose to specialize in a 
certain type of disease, while 
other organizations may have a 
high number of different types of 
care-services (such as hospitals) 

Sufficient 
product mix 

Degree to which the organization 
can realize all distributions of 
types of care – 
Distributions of types of care 
refer to the ability of healthcare 
organizations to deal with 
fluctuations in demand. For 
instance, the healthcare 
organization can deal with 100 
patients with different ailments at 
one moment and, at a later time, 
100 patients with a similar 
ailment. 
 
Note: healthcare organizations 
can only realize those care-
services that they chose to offer 
based on their organizational 
goals. Moreover, ability to deal 
with fluctuations partially 
depends on the capacity of SMTs. 
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Sufficient 
volumes 

Degree to which a healthcare 
organization can provide care for 
different numbers of patients at a 
time – so a sudden increase in the 
number of patients should not be 
problematic (this also depends on 
the capacity of the healthcare 
organization) 

Control over order 
realization 
 
 = the ability to 
provide products 
and services at the 
expected quality 
standards, in a 
reliable and timely 
way 
 

Reliable 
production time 

Percentage of patients that are 
treated by a SMT and received 
healthcare-services on time (as 
scheduled), according to quality 
standards 

Reliable product 
quality 

1. Percentage of patients that 
received care-services performed 
by a SMT conform quality 
standards 
2. Patients’ satisfaction with the 
quality of healthcare-services 
performed by a SMT (Prakash, 
2010) 

Potential for 
innovation  
 
= ability to define 
and improve 
relevant products 
and services 

Strategic product 
development 

Degree to which new, sustainable 
materials and work-methods are 
used in processes of SMTs 

Short innovation 
time 

Degree to which improvements 
can be easily adopted within 
processes of SMTs 

Quality of 
work 

(Low) levels of 
absenteeism and 
personnel turnover 
 
= degree of 
meaningfulness of 
organizational jobs 
 

Absenteeism Percentage of organizational 
members that stayed home 
because they reported sick  

Personnel 
turnover 

Percentage of organizational 
members leaving the company in 
the past five years 

Opportunities to 
(1) be involved, 
(2) learn, and (3) 
develop 

1.Degree to which organizational 
members are satisfied with their 
work 
2.Degree to which organizational 
members can learn and develop 
themselves as a healthcare 
professional while carrying out 
healthcare-activities 
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3.Degree to which organizational 
members feel involved with the 
output of their work 

Controllable 
stress conditions 

1.Degree to which an 
organizational member 
experiences job-related stress 
2.Degree to which an 
organizational member can deal 
with disturbances they encounter 
while carrying out healthcare-
activities 

Note: Adapted from “Organizational Development – Designing Episodic Interventions” by J. 

Achterbergh and D. Vriens, 2019, Abingdon, United Kingdom: Routledge 

 

For the purpose of this research, this level of operationalization of the variables is sufficient. 

That is because this research is focused on healthcare organizations in general, rather than a 

particular type of healthcare organizations. However, before this model becomes useful for 

healthcare organizations, they need to operationalize the variables to the unique context of 

their organization. By doing so, the variables reflect the unique circumstances of an individual 

healthcare organization. This is important, because otherwise it would not be possible to 

properly interpret the values on these variables (Achterbergh & Vriens, 2019). What might 

work for one healthcare organization, may not work in the context of another healthcare 

organization (de Sitter, 1994). 

 

After the variables of the quality of organization and the quality of work are operationalized, 

it becomes possible to diagnose structure-related problems with the functioning of SMTs 

(Achterbergh & Vriens, 2019). As mentioned earlier, SMTs are considered to be successfully 

implemented when they function in such a way that they help to alleviate problems where 

healthcare organizations are dealing with. The criteria of the quality of organization and the 

quality of work enable healthcare organizations to realize their societal contribution 

(Achterbergh & Vriens, 2019; de Sitter, 1994). As such, these criteria reflect the functioning 

of SMTs. It is important to remember that SMTs co-contribute to the quality of organization 

and the quality of work, in coherence with other structural elements on meso- and macro-level 

(van Hooft, 1996; de Sitter, 1994). Thus, they can only partially contribute to these criteria. 

However, without a diagnosis of the structure-related problems with the functioning of SMTs, 

it is not possible to identify the causes. 
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Achterbergh and Vriens (2019) suggest that a gap-analysis is an appropriate way to diagnose 

these problems. A gap-analysis is a tool to identify the differences (gap) between the desired 

situation and the actual situation. Healthcare organizations can establish desired and actual 

values for each variable of the quality of organization and the quality of work. The difference 

between these values, represents the extent of the problems. 

 

Although the criteria of the quality of organization and the quality of work are preferably as 

high as possible, it depends on the specific circumstances of each individual healthcare 

organization, what the desired and actual values are. Therefore, the desired values, actual 

values, and the difference between these values need to be interpreted against the background 

of the unique context of an individual healthcare organization (Achterbergh & Vriens, 2019). 

Moreover, theory and experience (with similar cases) can guide the interpretation of the 

values. By doing so, healthcare organizations can determine if an actual value is likely to 

cause problems within the unique context of their organization (Achterbergh & Vriens, 2019). 

 

In conclusion, the well-functioning of SMTs can be expressed in terms of the quality of 

organization and the quality of work. By determining desired and actual values on the 

variables of these criteria, healthcare organizations can identify structure-related problems. 

Subsequently, healthcare organizations can assess if the structure-related problems are caused 

by structural inadequacy of the SMTs or by factors in the context of SMTs. 

 

2.2.3. The contribution of SMTs to the variables of quality of organization and quality of work 

In this section will be discussed how SMTs can contribute to the variables of quality of 

organization and quality of work will be explained. As mentioned, SMTs can only contribute 

partially to the variables of quality of organization and quality of work, because SMTs 

encompass only the structural elements at the micro-level of the organization (van Hooft; 

1996; de Sitter, 1994). For now, the other structural elements (on meso- and macro-level) are 

assumed to enable the well-functioning of SMTs. 

 

Flexibility 

This subsection consists of two parts. Part one focuses on the general contribution of SMTs to 

the improvement of flexibility. The second part focuses on the contribution of SMTs when we 

look at different care-processes. 
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PART I. General contribution of SMTs to flexibility 

To understand how SMTs contribute to the variable flexibility, we first have to understand the 

influences of task design on the functioning of teams. De Sitter (1994) argues, when every 

organizational member would only perform a small task, it is very likely that multiple 

problems emerge with respect to flexibility. First, the high level of specialization impedes the 

ability of organizational members to understand the content of the tasks of other 

organizational members, because the organizational members will be focused on their own 

small tasks (de Sitter, 1994). As a result, organizational members are not able to help each 

other (de Sitter, 1994). Second, it is impossible to assign a complete care-process or a large 

part of a care-process to a (functional) team, because it would require many small jobs to 

perform the complete care-process. Third, it becomes impossible to gain insight in the 

complete care-process, since every organizational member only performs a small part of the 

complete care-process. And fourth, it may become very hard to cooperate, since the small 

tasks have no overlap or redundancy (Galbraith, 1973; de Sitter, 1994).  

To illustrate what this means in practice, the following example is given: when 

individual organizational members perform a small task for several patients, they constantly 

have to adjust to different information, resources, requests, and orders (de Sitter, 1994). An 

organizational member who performs the same small care-activity to 10 different patients in 

one day, has to adjust to the particular medical conditions and medical history (for instance 

allergies or medication) of each patient. Therefore, the organizational member in question has 

to adjust to the unique situation of every patient. This is not only time-consuming, but also 

increases the probability of disturbances (de Sitter, 1994). 

 

On the contrary, the team members within SMTs perform broad tasks that include all the 

operational activities: production, preparation, and support, which are needed to perform a 

complete care-process from input to output. When team members all perform broad tasks, it 

becomes easier to create overlap and redundancy among the tasks. By doing so, the team 

members become interdependent of each other for realizing a certain team output. Moreover, 

team members can help each other because they are all multiskilled (Morgan, 2006; Nadler & 

Tushman, 1997). Multiskilled means that individual team members are able to perform 

multiple functions, what results in higher task variety and flexibility (Nadler & Tushman, 

1997). As a consequence of interdependency and multi-skills within SMTs, the team members 

can understand their own task as well as the tasks of other team members.  
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Another design characteristic that contributes to flexibility, is to assign a complete care-

process to SMTs (or at least a large part of a care-process). When SMTs can perform a care-

process from beginning until the end, the team members are involved in the entire care-

process of patients and consequently, have more time to get to know their patients. As a 

result, team members of SMTs may be better able to identify patient’s needs and detect when 

changes occur in the needs of patients. As such, it is possible for team members of SMTs to 

react more flexible to changes in the patient’s needs (Achterbergh & Vriens, 2019; de Sitter, 

1994). When SMTs perform a complete care-process (or a large part of a care-process), they 

perform different care-activities for the same patients, instead of performing one care-activity 

for several patients. Moreover, the team members in SMTs do not have to adjust to the 

particular situation of several patients, because they perform care-activities for less patients. 

In addition, the team members of SMTs can realize their team output independent of other 

teams and therefore, interfaces are reduced to a minimum. Consequently, the probability of 

disturbances in the care-processes of SMTs is lower and the care-processes will be less time-

consuming (Achterbergh & Vriens, 2019; de Sitter, 1994). 

 

Another way in which SMTs contribute to flexibility is by means of shared leadership, as a 

form of regulatory potential. Shared leadership within teams can create shorter lines of 

communication, in contrast to the lines of communication in traditional teams. In traditional 

teams, the decisions are often made by a formal leader, the team manager. The interference of 

a manager can increase the probability of disturbances. The main problem is that they are 

detached from the care-process. According to Achterbergh and Vriens (2010), the hierarchical 

position of team managers has two negative side-effects: 1) the team managers do not have 

the same knowledge about the care-process as the team members, because they are not 

performing the care-activities themselves and 2) they are not present when disturbances occur. 

Instead, they have to be informed by a team member about the context and nature of the 

disturbance. These two implications of the hierarchical position of team managers, can make 

it harder for team managers to find appropriate solutions (Achterbergh & Vriens, 2010). The 

team members in these teams cannot react immediately to disturbances because they are 

limited by the lack of regulatory potential. 

 

The team members within SMTs, on the other hand, have the regulatory potential to deal with 

disturbances themselves. Shared leadership decreases the probability that disturbances occur 

during the care-process, because there is no formal leader that is responsible for making 
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decisions for the team members (de Sitter, 1994). When a disturbance occurs during the 

performance of a care-process, the team members of SMTs can decide themselves which 

course of action is the most appropriate, considering the information they directly receive 

from the patient (Thompson, 1967). In other words, the team members of SMTs can make 

decisions based on primary information of the patient. Consequently, the communication will 

be less time-consuming. As a result, the SMTs are able to react more flexible to product 

variation and to decrease the cycle times of care-processes (van Hooft, 1996). 

 

PART II. Contribution of SMTs to different care-processes 

In subsection 2.1.2., mutual adjustment is suggested to be the most appropriate coordination 

mechanism for SMTs. However, to successfully implement SMTs in healthcare organizations, 

the design of the characteristics of SMTs needs to be tailored to the unique context of 

healthcare organizations. For this reason, we need to look at the different care-processes in 

healthcare organizations and at the implications of these care-processes for SMTs. It is 

important to mention that, in this research, care-processes are considered as structural element 

at the macro-level of organizations (de Sitter, 1994). Therefore, the nature of care-processes 

will be discussed in more detail in chapter 3. Nevertheless, the influence of (coordination 

mechanisms of) SMTs on the quality of organization and the quality of work cannot be fully 

understood without understanding the implications of care-processes. The ideas of 

Christensen, Grossman, and Hwang (2009) about processes in healthcare organizations will 

be used for this purpose. 

 

Broadly speaking, two different care-processes can be distinguished within healthcare 

organizations: Value Adding Processes (VAP) and Solution Shops (SS). VAPs are focused on 

diseases in the realm of ‘empirical’ and ‘precision’ medicine. In short, we have enough 

knowledge about effective treatments related to the symptoms (empirical) or causes 

(precision) to repeat the same course of actions for different patients. As a result, the 

processes can be standardized to a certain extent. The more we know about the relation 

between causes, symptoms, and treatments, the more the process can be standardized 

(Christensen et al., 2009). As a consequence of standardization, the different activities within 

the process, can be performed sequentially. This means that the activities within a process 

have to be performed step-by-step, in a particular order: step B can only be performed after 

step A is completed successfully (Thompson, 1967). When team members of SMTs perform 

care-activities sequentially, then the coordination mechanism mutual adjustment may be less 
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crucial. Thompson (1967) suggest adopting the coordination mechanism ‘coordination by 

plan’ for sequential processes. Coordination by planning includes the application of schedules 

for the SMTs that are guiding the actions that have to be undertaken. This type of 

coordination allows for flexible collaboration and adaption to deviations, while it 

simultaneously provides the opportunity to improve the process. This type of coordination 

mechanism may be the most effective for care-processes related to empirical medicine 

(Thompson, 1967). 

 

It depends on the knowledge about the relation between the causes, symptoms, and treatment 

of a disease, whether the coordination mechanism ‘standardization’ may be applied 

(Christensen et al., 2009). Standardization means the implementation of rules and routines 

with respect to the care-activities. This coordination mechanism can only be effective in 

highly stable circumstances. The course of action has to be the same for every patient without 

deviations (Thompson, 1967). For diseases in the realm of precision medicine, this may be the 

case. An example of a disease in the realm of precision medicine is a cataract.  

Although another coordination mechanism is recommended for empirical and 

precision medicine, SMTs in healthcare organizations always need to be open for and react to 

information they receive from patients (Tartaglione, Cavacece, Cassia, & Russo, 2018). Thus, 

in every care-process, some interaction between team members of SMTs and patients is 

required. However, it depends on the extent in which the care-process can be standardized, 

what amount of interaction is needed. For instance, the treatment of a cataract can be fully 

standardized, and therefore we may expect less need for interaction. 

 

Solution Shops are focused on diseases in the realm of intuitive medicine. Intuitive medicine 

refers to a situation in which little knowledge is available about the causes of the disorder. 

The diagnosis is therefore based on the symptoms of the patient. Moreover, the treatment 

cannot be aimed at a particular cause and therefore, the treatment has to be performed by 

means of an unstructured process of trial and error (Christensen et al., 2009). Christensen et 

al. (2009) suggest bundling the care-processes of these diseases in ‘Solution Shops’ (SS). The 

care-processes of these diseases require mutual adjustment within the SMTs as well as 

between the team members of SMTs and the patients. 

 

The design of mutual adjustment within SMTs is explained earlier in this chapter. In this 

subsection, we will take a closer look at mutual adjustment between SMTs and patients. 
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When team members of SMTs perform care-processes in SS, they depend on the information 

of patients during the care-process to determine the appropriate course of action. To 

determine whether a treatment is working, the team members of SMTs depend on continuous 

information of the patient and their relatives during the process (Thompson, 1967). The team 

members can decide if any adjustments are necessary in the course of their actions, based on 

the information they receive from the patients. Simultaneously, the patients and their relatives 

depend on the team members to provide the patients with adequate care-services for their 

disease. The coordination mechanism mutual adjustment facilitates intensive communication 

and decision-making between the team members and patients and their relatives (Thompson, 

1967). 

 

The coordination mechanisms come with different costs. Highly complex diseases require 

intensive interaction, which can be facilitated by mutual adjustment. However, this is also the 

most expensive coordination mechanism. Sequential care-processes are less complex because 

they can be performed by means of a particular sequence. The steps that have to be 

undertaken to treat the patients are clear which means that it would be inefficient and 

ineffective to apply the most expensive coordination for these processes as well.  

When the coordination mutual adjustment is applied to every care-process, then some 

processes come with unnecessary costs (Thompson, 1967). Christensen et al. (2009) suggest 

adapting the coordination mechanism to the required amount of interaction. As a 

consequence, many processes can be performed against lower costs. 

 

In conclusion, every type of care-process requires some amount of interaction within the 

SMTs and between team members of SMTs and patients. Irrespective of the type of care-

process, team members of SMTs need to be open for and react to information they receive 

from patients (Tartaglione et al., 2018). However, the adequate coordination mechanism for 

SMTs depend on the particular care-process they are responsible for and the amount of 

interaction that the care-process requires. Mutual adjustment allows for a maximum amount 

of interaction, coordination by plan still allows for interaction but is restricted by schedules 

and standardization allows for the least amount of interaction (Thompson, 1967). While 

mutual adjustment is essential for the well-functioning of SMTs that perform care-processes 

in SS, mutual adjustment may be less crucial for SMTs that perform care-processes in VAPs. 

By applying a coordination mechanism that facilitates the necessary amount of interaction, the 

care-process can be performed as flexible as required. By doing so, the communication will 
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be organized in the most efficient manner and thereby less time-consuming (Thompson, 

1967). SMTs are enabled to efficiently perform a complete care-process (or at least a large 

part of the care-process, which results in shorter cycle times and reduced waiting-times for 

patients (de Sitter, 1994). 

 

Control over order realization 

As discussed earlier, the characteristic ‘regulatory potential’ of SMTs is related to the variable 

flexibility. This same design characteristic also influences the control over order realization 

because, by means of regulatory potential, the team members of SMTs are able to monitor, 

assess and adjust operational activities in order to meet the quality standards they agreed 

upon. The team members of SMTs can monitor the values on quality factors, such as patients’ 

satisfaction, themselves. Subsequently, the team members can assess if the patients’ 

satisfaction level is desirable or not. Ultimately, the team members can decide if it is 

necessary to adjust the care-process in such a way that the problem is dealt with, and the 

desired quality standard can be achieved. Hereby, team members can enhance the quality of 

their services as well as improving the reliability and timeliness of their services (de Sitter, 

1994). They are in control over these variables themselves. It is important to mention that 

quality standards might be set on organizational level, and hence it may not be desirable that 

independent SMTs can decide to change these quality standards themselves (de Sitter, 1994). 

 

Another design element that helps SMTs to have control over order realization is the task 

design. When the team members of a SMT are responsible for a complete care-process, they 

can realize their team output independently of other SMTs. Because of the overview over the 

complete care-process, the team members have a better understanding about the complete 

care-process, which helps to make informed decisions (Nadler & Tushman, 1997). For 

instance, they understand the implications of adjusting one part of the process, for other parts 

of the process. This can result in a higher quality of care-services because they reduce the 

probability that the solution for one disturbance, causes disturbances in another part of the 

care-process. In addition, the team members of SMTs preferably have multiple skills, which 

enable them to find proper solutions for disturbances that occur during the performance of the 

care-activities. These skills enable the team members to improve the quality of the care-

activities they perform within a care-process themselves (Nadler & Tushman, 1997). For 

example, team members discuss a disturbance that one or more team members encountered 

during the care-process of a patient. Due to the broad and overlapping tasks, the particular 
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problem applies in all likelihood to the work of several team members. The team members 

can come-up with a proper solution for the disturbance together because they all understand 

the disturbance. Subsequently, every team member can implement the solution in their work. 

By coming-up with a solution together and subsequently implementing the solution in their 

work, the whole team contributes to achieving a higher quality of the care-process (de Sitter, 

1994). 

 

According to Prakash (2010), a commonly used factor that reflects quality in healthcare is 

patient satisfaction. One of the most important factors for realizing patient satisfaction, is the 

interaction between the healthcare professional and the patient (Tartaglione et al., 2018). The 

intensity of interaction between team members of SMTs and patients depends on the 

coordination mechanism that is in place in combination with the complete care-process where 

the SMTs is responsible for. The coordination mechanism should be designed, based on the 

type of care-process that has to be performed (Christensen et al., 2009). By doing so, the team 

members of SMTs interact with patients as intensive as necessary to perform the care-process 

effectively and efficiently. 

Standardization offers the least room for deviations for individual patients. As a 

consequence, the intensity of the communication between team members of SMTs and 

patients is relatively low. When the coordination mechanism coordination by plan is applied, 

then the communication between team members of SMTs and patients is relatively more 

intensive and allows for deviations to individual patients. The coordination mechanism 

mutual adjustment allows for highly intensive communication between team members of 

SMTs and patients (Thompson, 1967). Thus, the intensity of interaction between team 

members of SMTs and patients is adjusted to the desired amount of interaction to perform the 

care-process efficiently and effectively. Consequently, the quality of care-processes can be 

improved.  

 

Within VAPs, SMTs perform standardized procedures that are similar for every patient. 

Because the team members of SMTs are specialized in one particular care-process, they are 

able to improve the steps within that care-process. Consequently, the quality of these 

processes will be higher. Within SS, the intensive interaction between team members of 

SMTs and patients helps to find a proper course of action that meets the individual needs of 

patients, what also contributes to higher quality of care-services. By designing care-processes 

in this way, the quality of care-services can be enhanced (Christensen et al., 2009). 
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Innovation 

Morgan (2006) argues that redundancy is “a kind of excess capacity that can create room for 

innovation and development to occur” (p. 105). This is a different type of redundancy than we 

have discussed earlier. The type of redundancy that is discussed earlier refers to redundancy 

of functions within a SMT. The type of redundancy that will be discussed in this subsection 

refers to intersegmental regulations and thereby exceeds the level of individual SMTs. 

Redundancy, in this context, allows for different SMTs to work on the same care-

process, without being dependent of each other. This works as follows: all the independent 

SMTs obtain information from their own perspective. When the SMTs subsequently share this 

information, it may become a source of shared understanding, creativity, and innovation 

(Morgan, 2006). The example of Buurtzorg illustrates this phenomenon accurately: all the 

SMTs perform the same services, with the exception of the geographical location. Every 

SMTs delivers care-services to patients in a different neighborhood. They work 

independently, but they can share their experiences and insights with the other SMTs. By 

doing so, innovative ideas can easily be spread throughout the organization (Monsen & de 

Blok, 2013).  

 

Another design element that helps to increase the potential for innovation, is regulatory 

potential because that allows for team members to experiment with self-regulating their own 

work. By enabling team members to self-regulate the performance of operational activities, 

setting and adapting goals and installing and changing conditions that help to perform all 

these activities, the SMTs have all the means to incorporate innovative work-methods and 

materials (de Sitter, 1994). When we focus on the different regulation tasks of SMTs, 

operational regulation, regulation by design and strategic regulation, we can see different 

benefits for innovation by means of each regulation task. Operational regulation enables 

SMTs to exchange information and to find new ways of dealing with disturbances. The team 

members are the closest to the patients, and hence they have primary information about the 

patients’ needs. Thereby they can come up with innovative ideas that match the patients’ 

needs (de Sitter, 1994). Regulation by design enables team members of SMTs to adapt the 

infrastructural conditions in such a way that these conditions support the new ways of 

performing the operational activities. Strategic regulation enables the team members of SMTs 

to come up with innovations that are coherent with the organizational goals (de Sitter, 1994).  
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When SMTs perform a complete care-process, or at least a large part of a care-process, they 

can better understand the implications of innovations for the complete process. Therefore, the 

SMTs have the ability to come up with innovations that improve the complete care-process, 

rather than implementing sub-optimizations within small parts of the process. 

 

(Low) levels of absenteeism and personnel turnover 

Low levels of absenteeism and personnel turnover are variables that belong to the criterium 

quality of work. The way care-tasks and -processes are organized has implications for the 

quality of work. What we often encounter in bureaucratic organizations are, among other 

things, a high level of functional specialization, small jobs, repetitive tasks, and a low level of 

regulatory potential of organizational members (Anand & Daft, 2007; Nadler & Tushman, 

1997; de Sitter, 1996). These characteristics restrict the ability of organizational members to 

be creative and unfold themselves (de Sitter, 1994). As a consequence of the small and 

specialized jobs that each organizational member performs within the primary process, the 

organizational members are focused on their own tasks. The organizational members do not 

understand the content of the tasks of other organizational members in the same care-process. 

Therefore, organizational members are not challenged to learn from each other or help each 

other. Moreover, the organizational members are not invited to participate in decision-making 

or to find creative solutions for disturbances that occur during the performance of their own 

tasks. Instead, a formal manager makes decisions about the work of the organizational 

members (de Sitter, 1994). The organizational members are focused on their own small, 

specialized jobs and thereby are constrained to help each other. Consequently, the 

organizational members may experience their jobs as meaningless (Iliffe & Manthorpe, 2019; 

de Sitter, 1994). 

 

Another effect of a traditional organizational structure is the high degree of job-related stress 

for organizational members (Karasek, 1979). The balance between job control and job 

demands is disturbed in organizations with this type of structure. Job demands include the 

problems that an organizational member has to face during the performance of his or her 

tasks. For example, tasks complexity, work pace and disturbances. In traditional 

organizations, the probability that disturbances occur is often high (Karasek, 1979). Job 

control reflects the amount of control or autonomy an organizational member has to deal with 

these problems. This refers to the regulatory potential of organizational members with respect 

to their tasks. In traditional organizations, job control is often very low (Karasek, 1979). The 
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combination of high job demands, and low job control often results in a high level of job-

related stress for organizational members. Organizational members are facing problems while 

simultaneously they are unable to solve them (Karasek, 1979). Job related stress as a result of 

low job control is related to poor well-being of healthcare professionals (Bodenheimer & 

Sinsky, 2015; West, 2016). 

 

On the other hand, healthcare professionals that work in SMTs can perform broad tasks. 

According to Karasek (1979), broader tasks are related to more learning opportunities. 

Learning opportunities arise when organizational members understand the tasks of other team 

members, and able to help each other. Moreover, learning opportunities are present when 

organizational members are involved in the complete process because they can perform 

multiple activities and therefore use multiple skills (Nadler & Tushman, 1997). Higher 

involvement of organizational members can be created by means of SMTs because the team 

members have the regulatory potential to influence the outcome of their tasks and to control 

disturbances (Karasek, 1979; de Sitter, 1994). Additionally, by means of regulatory potential 

the job satisfaction of organizational members may increase while job-related stress will 

decrease (Karasek, 1979). 

 

2.2.4. The relation between quality of organization and quality of work and the affordability, 
accessibility, quality of care-services and well-being of healthcare professionals 

We established earlier in this chapter that healthcare organizations, in general, pursue to 

contribute to society by delivering affordable and accessible healthcare-services with 

sufficient quality and providing meaningful work for healthcare professionals. Improving the 

affordability, accessibility, quality of healthcare-services, and the well-being of healthcare 

professionals requires reducing costs and waiting times while still complying to quality 

standards of care-services and providing meaningful work for healthcare professionals 

(Bodenheimer & Sinsky, 2014; Christensen et al., 2009; Porter & Lee, 2013; Sikka et al., 

2015). 

 

As discussed earlier, de Sitter (1994) argues that two general categories of organizational 

criteria can enable organizations to realize their societal contribution, irrespective of the 

particular societal contribution that an organization wants to pursue. These general categories 

are the quality of organization and the quality of work. Both categories have two levels: 

external functional requirements and internal functional requirements. By improving the 
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internal functional requirements, the organization enables itself to realize the external 

functional requirements. By realizing the external functional requirements, the organization 

can realize its societal contribution (de Sitter, 1994). Moreover, several authors (Anand & 

Daft, 2007; Morgan, 2006) mention that if organizations experience difficulties with adapting 

to their environment, adopting a team-based structure can help to enhance their adaptability.  

 

The SMTs have to be designed conform the ideal-typical characteristics that are explained in 

this chapter. As mentioned earlier, some deviations to the ideal-typical description are 

possible or even desirable since every organization is different. These SMTs co-contribute to 

the realization of the quality of organization and the quality of work, in coherence with other 

structural elements such as the design of care-processes. As a consequence of enhancing the 

quality of organization and the quality of work, the organization will improve its flexibility, 

control over order realization, potential for innovation and decrease the levels of absenteeism 

and personnel turnover. By doing so, healthcare organizations can increase their ability to 

react to fluctuations in demand, provide care-services conform quality standards and in a 

reliable and timely way, improve care-services and offer meaningful jobs. As a result, 

healthcare organizations can provide more accessible care-services against lower costs and 

with higher quality (de Sitter, 1994).  

 

In the next section, the influence of the variables of the quality of work and quality of 

organization, to the realization of the societal contribution of healthcare organizations will be 

elaborated. It is important to mention that the well-being of healthcare professionals can be 

improved by amplifying the levels of the quality of work (Bodenheimer & Sinsky, 2014; 

Sikka et al., 2015; de Sitter, 1994; West, 2016). Therefore, the well-being of healthcare 

professionals will be covered by the quality of work. 

 

2.2.5. How the variables of quality of organization and quality of work influence the ability of 
healthcare organizations to realize their societal contribution 

In this section the influence of the variables of the quality of organization and the quality of 

work on the societal contribution of healthcare organizations (delivering affordable and 

accessible care-services with sufficient quality) will be explained. For each part of the societal 

contribution of healthcare organizations: affordability, accessibility, and quality of care-

services, will be discussed how they may be influenced by the variables of the quality of work 

and the quality of organization. 
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Affordability 

In this subsection will be discussed how the variables of the quality of organization and the 

quality of work contribute to the affordability of care-services. We will first describe the 

contribution of variables related to quality of organization, and thereafter the contribution of 

variables related to quality of work. 

 

The variable production cycle times refers to the time that is needed to deliver a care-service 

(de Sitter, 1994). However, it is impossible to determine the production cycle time of the 

complete care-process of patients, when the different care-activities of the complete care-

process are delivered by fragmented departments within an organization (Porter & Lee, 2013). 

What we see in contemporary hospitals for example, is that each patient follows one’s own 

unique pathway through different specialized departments within the hospital. Duration and 

costs of a care-services are department-based, and because these departments are isolated 

from each other, it becomes very difficult to gain insight in the duration and costs of the 

complete care-process. When there is a lack of insights in cycle times and costs of a complete 

care-process, it may be impossible to improve the cycle times and reduce costs (Porter & Lee, 

2013). Another consequence of this structure design is a high probability of disturbances, such 

as duplication of effort, delays, and inefficiency. These disturbances are expensive (Porter & 

Lee, 2013). 

When adequately designed SMTs are assigned to complete care-processes of patients 

with similar medical conditions, the SMTs can function independent of each other to a great 

extent (de Sitter, 1994). The SMTs perform all operational tasks (preparation, production, 

support) and regulation tasks (operational regulation, regulation by design and strategic 

regulation). By doing so, the probability of disturbances such as duplication of effort, delays 

and inefficiency can be attenuated (Porter & Lee, 2013). SMTs have an overview of the 

complete care-process, and when disturbances occur, the SMTs have the regulatory potential 

to deal with them. In addition, the responsibility for the complete care-process, regulatory 

potential and shared leadership enables SMTs to come up with more focused and adequate 

solutions for disturbances that are beneficial for the complete care-process. When a complete 

care-process is performed with a minimum number of disturbances, the care-process will be 

shorter and less expensive (Porter & Lee, 2013). 

 

The variables reliable production time, reliable production, and effective quality control have 

implications for the affordability as well. For example, when the quality of care-services is 
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insufficient, the probability that patients have to be readmitted increases. Readmission is 

expensive because the healthcare organization has to deliver more care-services than would 

be the case when care-services were delivered with sufficient quality (Porter & Lee, 2013). 

 

SMTs are better able to deliver care-services conform expected quality standards, in a reliable 

and timely way, than functional teams (Nadler & Tushman, 1997; de Sitter, 1994). For 

instance, the team members can monitor the values on quality standards, timeliness, and 

patient satisfaction. Subsequently, they can assess their own performance on these variables 

and if necessary, make adjustments to improve their performance. Thus, SMTs can improve 

the values on control over order realization themselves. As a result, they can reduce the 

probability of readmission of patients. This is not only beneficial in terms of costs, but also in 

terms of quality of care-services (Porter & Lee, 2013). 

 

When we look at the variables of quality of work, we also encounter possibilities to reduce 

costs. By improving the variables of the quality of work, the meaningfulness of the work will 

increase. That is because providing organizational members with opportunities to learn, to be 

involved and to develop themselves, contributes to improvement of the quality of work (de 

Sitter, 1994). Another way to amplify the quality of work, is to provide the SMTs with the 

necessary amount of regulatory potential to deal with stress conditions. As a result, the 

variables of quality of work will increase and thereby the levels of absenteeism and personnel 

turnover will decrease (de Sitter, 1994).  

 

Absenteeism and personnel turnover can be seen as disturbances, which can cause delays and 

inefficiency (de Sitter, 1994). As discussed earlier, disturbances such as delays, and 

inefficiency will most likely result in unnecessary costs (Porter & Lee, 2013). Regardless of 

the disturbances that are caused by absenteeism or personnel turnover, the turnover of 

personnel itself is also expensive. Waldman, Kelly, Arora and Smith (2010) found that the 

annual costs of personnel turnover in healthcare organizations is between 3,4 – 5,8 percent of 

the total annual operating budget (Waldman et al., 2010). Thus, reducing absenteeism and 

personnel turnover is not only beneficial for the involvement of organizational members and 

meaningfulness of jobs, but also contributes to cost reduction. 
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Accessibility  

Access is a phenomenon that is open for multiple interpretations (Gulliford et al., 2002; 

Levesque, Harris, & Russel, 2013). In the context of this research, access is related to the 

equal opportunities for different groups in the population to gain access to care-services and 

to utilize these services (Gulliford et al., 2002; Milieu ltd., 2019). Healthcare organizations 

can improve accessibility by means of the following variables of the quality of organization: 

short production cycle times, sufficient product variations, sufficient product mix, different 

volumes, reliable production time, reliable production, effective quality control, strategic 

product development, short innovation time. The variables of the quality of work also 

contribute to accessibility. The influence of the variables of the quality of work will be 

explained after the variables of the quality of organization are discussed. 

 

Mental healthcare organizations are an example of healthcare organizations that experience 

difficulties with delivering care-services in an accessible way for decades. Two important 

sources of insufficient accessibility of mental care-services, are costs and waiting times 

(Barbato et al., 2014). SMTs can reduce waiting times by lowering the cycle times of care-

processes. When healthcare organizations implement SMTs successfully, they enhance their 

flexibility. A higher level of flexibility means that the SMTs are better able to deal with 

fluctuations in demand (de Sitter, 1994). It is important to mention that healthcare 

organizations do not have to provide a high number of care-services to enhance their 

flexibility (de Sitter, 1994). Most important for the reduction of waiting times is that 

healthcare organizations can deal with fluctuations in demand, by delivering care-services that 

meet the individual needs of patients. SMTs are able to deal with fluctuations in demand if 

they are able to adapt to the individual needs of patients. Moreover, the SMTs should be able 

to deal with fluctuations in volumes. This means that they are able to provide care-services in 

different volumes (de Sitter, 1994). At one moment there may be more patients that require 

care-services than at another time. When SMTs have to deal with high volumes, it should not 

be at the expense of other care-activities. Whether SMTs are able to deal with fluctuations, 

depends partially on the capacity of the SMTs. For example, the number of team members 

that have the specific knowledge and skills to perform particular activities influences the 

ability of the SMTs to be flexible (de Sitter, 1994). The more flexible SMTs are, the more 

they contribute to reducing the waiting times and thereby improve the accessibility of 

healthcare organizations. 
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When SMTs are able to deliver care-services as scheduled, conform the quality standards and 

in a reliable way, they can attenuate waiting times, improve quality of care-services and 

thereby contribute to the accessibility of care-services (de Sitter, 1994). SMTs can only define 

and provide relevant care-services when they keep informed of innovations that are relevant 

to the care-services they deliver. Subsequently, they can adjust the care-activities to these new 

insights (de Sitter, 1994). Thus, to be able to perform care-services successfully and thereby 

contribute to the accessibility of care-services, the SMTs should continuously improve the 

care-services. 

 

The variables of the quality of work can contribute to improve the accessibility of healthcare 

organizations as well. To provide equal opportunities, different sub-groups of the population 

have to be able to gain access to healthcare professionals with the right skills (Milieu ltd., 

2019). The opportunity to gain access to healthcare professionals with appropriate skills and 

capacities has to be equal for different social groups. Healthcare organizations should invest 

in their organizational members by creating jobs in which professionals can learn, develop 

themselves and feel involved to make sure they possess the appropriate skills and capacities to 

serve different sub-groups of the population equally (Milieu ltd., 2019). By investing in 

opportunities for healthcare professionals to learn and develop, the well-being of healthcare 

professionals may be improved as well (Schrijver, Brady, & Trockel, 2016). 

 

Quality 

The quality of care-services is already addressed in the previous subsections; therefore, we 

will discuss the quality of care-services only briefly in this subsection. 

 

The WHO (2020) defines quality of care as: “the extent to which healthcare-services provided 

to individual and patient populations improve desired health outcomes. In order to achieve 

this, health care must be safe, effective, timely, efficient, equitable and people-centred” 

(WHO, 2020, “Quality of care”). Healthcare organizations with a functional structure, often 

face problems with realizing their societal contribution (Achterbergh & Vriens, 2019). 

Variables such as safety, effectiveness, timeliness, equitability, and people-centered care are 

difficult to improve within the context of the traditional structures within healthcare 

organizations. The high probability of disturbances in combination with a lack of regulatory 

potential of those organizational members who are closest to the patients, results in problems 

with realizing the production time and quality which they agreed upon (de Sitter, 1994). 
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Team members of SMTs have overview of the complete care-process, share leadership 

responsibilities, and mutually adjust their work. As a result, they have to deal with less 

disturbances and simultaneously have the ability to deal with disturbances that occur during 

the performance of care-activities. SMTs are able to detect disturbances early and 

subsequently react quickly and fix the problem efficiently and effectively (de Sitter, 1994). 

Therefore, the SMTs have more control over the realization of care-services conform quality 

standards. Healthcare organizations that have high values on the variables of quality of 

organization and quality of work (flexibility, control over order realization, potential for 

innovation, opportunities to be involved, to learn and to develop and controllable stress 

conditions), are able to deliver care-services with higher quality (Nadler & Tushman, 1997; de 

Sitter, 1994). In addition, Porter and Lee (2013) argue that care-processes that can be 

performed with a minimum number of disturbances, result in better care for patients than 

care-processes that are subject to delays and other disturbances. 

Buurtzorg is an example of a healthcare organization with exceptionally high levels on 

the quality of care-services (Monsen & de Blok, 2013). This homecare organization shows 

that healthcare organizations can realize all four outcomes simultaneously: affordable, 

accessible care-processes with sufficient quality and providing meaningful work for 

healthcare professionals (Nandram, 2015). 

 

In conclusion, when healthcare organizations amplify the levels on the variables of the quality 

of organization and the quality of work, they can improve the affordability, accessibility, 

quality of the care-services and well-being of healthcare professionals. 
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Chapter 3. Contextual factors  
 
As mentioned in chapter 1, the purpose of this research is to enhance our understanding of the 

effect of SMTs as a structure-driven solution for problems with the affordability, accessibility, 

quality of care-services, by identifying contextual factors that hinder the successful 

implementation of SMTs in healthcare organizations. Furthermore, in chapter 1 the following 

sub-questions were formulated: 2) What are contextual factors that hinder the successful 

implementation of SMTs in healthcare organizations? And: 3) What is the influence of 

contextual factors on the successful implementation of SMTs in healthcare organizations? The 

aim of chapter 3 is to identify contextual factors that may hinder the successful 

implementation of SMTs in healthcare organizations and to explain how these contextual 

factors influence the successful implementation of SMTs in healthcare organizations. 

 

To understand why SMTs are not functioning well or even abandoned in some healthcare 

organizations, there are three steps that need to be undertaken. The first step is to establish 

what the problems with the functioning of SMTs are. That is because it is not possible to 

properly identify the causes of problems, without knowing what the problems are 

(Achterbergh & Vriens, 2019). To perform a diagnosis of the problems, Achterbergh and 

Vriens (2019) suggest starting with a gap-analysis. 

To be able to perform a gap-analysis, healthcare organizations should select variables 

that reflect the functioning of SMTs. The variables of the quality of organization and the 

quality of work are suitable for this purpose, as the amplification of these variables enable 

healthcare organizations to realize their societal contribution (Achterbergh & Vriens, 2019).  

Subsequently, the desired and actual values on the variables of the quality of organization and 

the quality of work can be determined. Ultimately, healthcare organizations can compare 

these values and determine if the differences between the desired and actual values are likely 

to cause problems with the functioning of SMTs in the unique context of their organization 

(Achterbergh & Vriens, 2019). 

 

The second step is to determine if the structural inadequacy of the SMTs is causing the 

structure-related problems that are identified in step 1. However, it is important to emphasize 

that SMTs can only co-contribute to the variables of the quality of organization and the 

quality of work, in coherence with other structural elements (de Sitter, 1994). To determine if 

the structural inadequacy of the SMTs is causing the structure-related problems, healthcare 
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organizations have to consider whether they are dealing with SMTs or pseudo-teams. 

Healthcare organizations are dealing with SMTs when they are designed (to some extent) 

conform the ideal-typical characteristics in table 1 ‘Characteristics of SMTs’. Pseudo-teams 

are SMTs with characteristics that deviate too much from the ideal-typical characteristics 

(Reeves et al., 2017). When we are dealing with pseudo-teams, the structure of these teams 

has to be fixed, before it becomes useful to identify contextual factors that hinder their well-

functioning (Achterbergh & Vriens, 2019). When we have established that we are dealing 

with SMTs, then we arrive at step three. 

 

Step three is the identification of contextual factors that may hinder the well-functioning of 

SMTs in healthcare organizations. Healthcare organizations can only identify contextual 

factors that hinder their well-functioning, by looking at the context of SMTs after they are 

implemented in the healthcare organizations. When one would look at SMTs, for example 

during the implementation process, then we would not be able to identify contextual factors 

that hinder their well-functioning, since they are not functioning yet. 

As described in chapter 1, in this research contextual factors are defined as “the special 

characteristics of a setting that needs to be considered in understanding how a set of 

interventions may play out” (Frechtling, 2015, p. 300). Contextual factors can be present 

either inside or outside of healthcare organizations, as long as they can influence the well-

functioning of SMTs. However, due to time restrictions, this research will be focused on the 

contextual factors within healthcare organizations. It is important to mention that the 

contextual factors outside of healthcare organizations may have a profound influence on the 

well-functioning of SMTs as well. Christensen et al. (2009) emphasize the importance of 

institutional factors (factors in the environment of healthcare organizations) for the 

performance of care-processes. An example could be the influence of care-insurers, as they 

determine what price healthcare organizations receive for the care-services they perform.  

 

Chapter 3 is dedicated to this last step: the identification of contextual factors that may hinder 

the well-functioning of SMTs in healthcare organizations. This chapter is structured as 

follows: first, the methodology of this research will be discussed. Thereafter, the 

categorization of the contextual factors is elaborated, followed by an overview of the 

categories and corresponding contextual factors (Table 3). Subsequently, the contextual 

factors that are represented in table 3 will be elaborated. 
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3.1. Methodology 

In this subsection, the methodology of this research will be discussed. In chapter 1 is argued 

that an integrative literature review is considered to be the most appropriate research method 

for the purpose of this research. That is because by conducting an integrative literature 

review, existing knowledge can be integrated and synthesized into a new model or theory 

(Torraco, 2005; Snyder, 2019). Due to the possibility to combine different perspectives and 

findings, broad research questions can be answered (Snyder, 2019). 

 

To realize the purpose of this research, integrating and synthesizing different perspectives and 

findings in a creative manner is more desirable, than to cover all possible existing knowledge 

on the functioning of SMTs (Snyder, 2019). That is because there are many possible factors 

that may hinder the well-functioning of SMTs in some way. Not every contextual factor may 

have a substantial influence on the well-functioning of SMTs. Whether a contextual factor 

may have a substantial influence depends on the extent to which SMTs may be hindered to 

contribute to the quality of work and the quality of organization, and thereby reducing the 

possibility that the SMTs can contribute to the alleviation of problems where healthcare 

organizations are dealing with. 

 

3.1.1. Search strategy 

In this subsection, the search strategy will be discussed. The search strategy consists of  

the inclusion and exclusion criteria, search terms, and databases (Snyder, 2019). First, the 

inclusion and exclusion will be illustrated after which the search terms will be elaborated and 

ultimately, the databases are discussed. 

 

Inclusion and exclusion criteria are informed by the purpose of this research, the research 

question, and the sub-questions. Sub-question 1 is already answered in chapter 2, and these 

insights can be used as a background for the search strategy. Moreover, sub-questions 2 and 3 

can guide the search strategy as well, because these sub-questions have to be answered by 

means of the outcomes of the integrative literature review. This resulted in the inclusion and 

exclusion criteria that are illustrated in table 3. 
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Table 3. Inclusion and exclusion criteria 

Inclusion criteria Exclusion criteria 

Articles that are published in academic 

journals and textbooks 

Are written in another language than 

English or Dutch 

Both qualitative and quantitative research Literature that is focused on virtual SMTs 

Literature is focused on SMTs and/ or 

process-based organization design (in 

healthcare organizations) 

Literature that is focused on institutional 

factors that may hinder SMTs 

Literature is focused on at least one factor in 

the context of SMTs 

Literature that is focused on teams that 

deviate too much from the characteristics of 

SMTs 

 

Data collection and selection 

Although an integrative literature review requires a creative process of data collection and 

selection, it is important to determine how literature will be collected, and how contextual 

factors will be selected. By doing so, the rigor and quality of the integrative literature review 

can be enhanced (Toracco, 2005; Snyder, 2019). 

 

As this research is written from a structure-driven perspective, the relevance of contextual 

factors that are mentioned in existing literature has to be determined against the background 

of chapter 2. This means that the characteristics of SMTs (table 1), and the variables of the 

quality of organization and quality of work (table 2) are guiding the collection of literature 

and the selection of contextual factors that may hinder the well-functioning of SMTs. 

 

The identification of contextual factors that may hinder the well-functioning of SMTs will be 

performed in two phases. In the first phase, a broad range of potential contextual factors that 

may hinder the well-functioning of SMTs in healthcare organizations will be identified. The 

purpose of the first phase is to obtain a general impression of potential contextual factors that 

may hinder the well-functioning of SMTs. For this purpose, more general search terms will be 

used: self-managing (work) teams in healthcare organizations, self-managing (work) teams, 

interdisciplinary teamwork in healthcare organizations, collaboration in healthcare 

organizations, patient-centered healthcare organizations, clinical pathways in healthcare 

organizations, process-based organization design, process-oriented organization healthcare, 
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radical transformation healthcare organizations, fix healthcare organizations, barrier self-

managing team, self-organizing teams, redesigning work healthcare. 

 

Thereafter, literature will be selected by undertaking different steps. First, titles and abstracts 

will be scanned. If these indicate that the literature may be relevant, then the full text will be 

read. Unless it concerns a textbook, in that case the specific chapter(s) or section(s) will be 

read. Then, if the contextual factor meets the inclusion criteria they will be selected and listed. 

Subsequently, each contextual factor can be labeled based on its key word(s). These labels 

can be used to find patterns among the labels, and contextual factors with similar labels will 

be clustered. By doing so, it becomes possible to derive categories that express the clusters of 

contextual factors with similar labels.  

 

The second phase starts after a categorization is established. For each category of contextual 

factors, a more in-depth integrative literature review will be conducted, to be able to answer 

sub-question 3: what is the influence of contextual factors on the successful implementation of 

SMTs in healthcare organizations? For this purpose, additional literature will be collected 

based on more specific search terms and the references of selected articles. For example, 

Achterbergh and Vriens (2019) refer to Schein (1992) when discussing organizational 

cultures. As organizational cultures can influence the well-functioning of SMTs, Schein 

(1992) can be selected as a relevant source that may help to understand how the 

organizational culture (as a contextual factor of SMTs) may hinder the well-functioning of 

SMTs. However, we do not know how cultures in healthcare organizations may hinder the 

well-functioning of SMTs. Therefore, additional literature may be selected, to understand 

which organizational cultures are encountered in healthcare organizations. 

 

Within each category of contextual factors, existing knowledge will be searched for, 

collected, analyzed, integrated, and synthesized against the background of the purpose, 

research question and sub-questions of this research. Existing literature will be collected, and 

contextual factors will be selected until theoretical saturation is achieved. This means, in the 

context of this research, that literature will be collected until no more substantive contextual 

factors can be identified (Saunders et al., 2017). 

 

Lastly, multiple electronic databases will be used to minimize the chance of biased 

conclusions. That is because biased conclusions can be a result of limited representation of 
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results, when a researcher would only use one electronic database (Toronto & Remington, 

2020). Therefore, the databases that will be used are Google Scholar, the online database of 

the Radboud University, Springer, JSTOR, ScienceDirect, SAGE Journals, PubMed, Taylor 

& Francis Online, Emerald Insight, Academy of Management, and BMC. Additionally, 

references of selected articles will be checked to collect other relevant literature. 

 

In the next section, the categorization of contextual factors will be discussed. 

 

3.2. Categorization of contextual factors 

The different contextual factors that are identified by means of an integrative literature review, 

can be divided into two categories: organizational goals and infrastructural conditions 

(structure, HR, technology) The organizational goals and infrastructural conditions 

(Achterbergh & Vriens, 2010; Nadler & Tushman, 1997; de Sitter, 1994) encompass the 

contextual factors that can be identified within healthcare organizations. To clarify the 

importance of organizational goals and infrastructural conditions to the well-functioning of 

SMTs, some examples can be useful. Organizational goals may hinder the well-functioning of 

SMTs when they are too ambitious. In this case, it becomes very difficult, if not impossible, for 

SMTs to realize these goals. Too ambitious goals can work counterproductive when team 

members of SMTs are unable to attain them (Locke & Latham, 1991; McNulty & Ferlie, 2004). 

If we look at the structure of healthcare organizations, the well-functioning of SMTs may be 

hindered when too many preparation, support, care or regulation tasks are allocated outside of 

the SMTs. This may hinder the SMTs because the number of interfaces that are necessary to 

perform these tasks increase, which enhances the probability of disturbances (Achterbergh & 

Vriens, 2010; de Sitter, 1994). Furthermore, an example of a contextual factor that is related to 

HR could be: when the team members of SMTs do not have the necessary abilities to perform 

the new tasks, such as shared leadership, it may also hinder the well-functioning of the SMTs. 

Ultimately, the absence of adequate information systems may hinder the intensive 

communication and information-sharing among team members within SMTs (Shortell, Bennett, 

& Byck, 1998). 

 

The categories and contextual factors that will be discussed in this chapter are presented in the 

table below (table 4). 
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Table 4. Overview of contextual factors 

Category Contextual Factors 
(C.F.) 

Author(s) 

Organizational 
goals 

Clarity Hu and Liden, (2011); 
Latham, Borgogni, and 
Petitta (2008); Locke and 
Latham, (1991); Vriens, 
Vosselman, and Groß 
(2018) 

Attainability 
Commitment 
Team goals 

Infrastructure 
 
1. Structure 

Forms of structures Van Hooft (1996); 
Kuipers, van Amelsvoort, 
and Kramer (2010); De 
Sitter (1994) 

Intersegmental 
structure 

2. HR Organizational 
culture and 
subcultures 
& Leadership 

Agryris (1967); Morgan 
(2006); Schein (1992) 

Abilities 
(knowledge & 
skills) 

Manz (1992); Stevens and 
Campion (1994) 

Other contextual 
factors: 

- Role blurring 
- External 

leaders 
- Attitude of 

team 
members of 
SMTs 

Kjellstrom, Avby, 
Areskoug-Josefsson, Gare, 
and Back (2017); 
Nancarrow, (2004); Rapp, 
Gilson, Mathieu, and 
Ruddy (2016) 

3. Technology Too much 
standardization of 
information in ICT-
systems 
 

Kuipers et al. (2010); 
Øvretveit, Scott, Rundall, 
Shortell and Brommels 
(2007) 

Technology is not 
aligned to the 
complete care-
process 

Carayon and Hoonakker 
(2019); Kuipers et al. 
(2010); Kuziemsky et al. 
(2009); Øvretveit et al. 
(2007) 

 

3.3. Identification of contextual factors 

3.3.1. Organizational goals 

The category ‘organizational goals’ is chosen because of the importance of organizational 

goals for the well-functioning of SMTs. To understand the importance of organizational 

goals, we will briefly discuss how organizational goals relate to the well-functioning of 
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SMTs. In general, the reason for healthcare organizations to implement SMTs is because they 

have problems with realizing their societal contribution (delivering affordable and accessible 

healthcare-services with sufficient quality and providing meaningful work). The societal 

contribution of healthcare organizations has to be expressed by means of the organizational 

goals, in order to realize the societal contribution (de Sitter, 1994). 

In the context of this research, organizational goals that express the societal 

contribution would be the criteria of the quality of organization and quality of work. When the 

organizational goals are based on the variables of these criteria, healthcare organizations can 

guide the care-activities that are performed by SMTs, towards enhancing the organization’s 

ability to realize their societal contribution (de Sitter, 1994). 

 

What are organizational goals? 

A goal can be described as a means to give direction to organizational activities, by 

representing desired outcomes (Hoek, Groeneveld, & Kuipers, 2018; Ogbeiwi, 2018). 

Organizational goals refer to goals that are set at the organizational level (Tang, powell, 

Marino, Tang, & Dickson, 2008). When the organizational goals are appropriate, they can 

guide the activities of SMTs towards desired outcomes. However, when they are 

inappropriate, they may hinder the well-functioning of SMTs (Achterbergh & Vriens, 2019). 

To understand how organizational goals may influence the well-functioning of SMTs, we first 

need to discuss the (goals of) care-processes and segments. 

 

Care-processes and segments 

As one may recall, SMTs are preferably assigned to complete care-processes. Some complete 

care-processes can be performed by one SMT, but in other cases the care-processes are too 

complex to be performed by one SMT (de Sitter, 1994). In case of the latter, multiple SMTs 

are assigned to the same care-process. The different SMTs that perform care-activities for the 

same care-process are preferably as independent as possible of each other, because thereby 

the number of interfaces between SMTs can be as minimal as possible. Consequently, the 

probability of disturbances is attenuated (de Sitter, 1994). When a complete care-process is 

divided into relatively independent parts, then the independent parts are called ‘segments’ (de 

Sitter, 1994). Thus, a segment is a part of a complete care-process. The SMTs have to realize 

the output of the segments, and thereby they contribute to the realization of the complete care-

process. Unless one SMT can perform the complete care-process, in that case there are no 
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segments and therefore there are no goals of the segments. These SMTs directly realize the 

goals of the care-process (van Hooft, 1996; de Sitter, 1994).  

When we look at the goals of a care-process that is divided into different segments, 

then we encounter goals on two levels: goals of the SMTs (segments) and goals of the care-

process. The goals of the segments can be set and adapted by independent SMTs. The goals of 

the different segments have to be aligned to and contribute to the goals of the care-process 

(Achterbergh & Vriens, 2019). This activity cannot be performed by independent SMTs, and 

therefore has to be regulated on meso-level of the organization. Preferably, representatives of 

the segments within the care-process jointly (re)set and adapt the goals of care-processes, 

conform the organizational goals (de Sitter, 1994).  

 

Now, we can link the goals on different organizational levels to the well-functioning of 

SMTs. Literature suggests (Hu & Liden, 2011; Latham, Borgogni, & Petitta, 2008; Locke & 

Latham, 1991; Vriens, Vosselman, & Groß, 2018) that there are three general ways in which 

organizational goals can influence the well-functioning of SMTs: 1) the clarity of the 

organizational goals, 2) the attainability of the organizational goals, and 3) goal commitment. 

Goal commitment will be considered in two ways: in relation to clarity and attainability and 

apart from clarity and attainability. Both perspectives will be discussed, after the clarity and 

attainability are elaborated. 

 

Clarity of organizational goals 

The clarity of goals helps team members to understand what course of action is necessary to 

set and realize team goals that contribute to the realization of the organizational goals (Hu & 

Liden, 2011). When the organizational goals are clear, they contribute to the ability of SMTs 

to set goals that represent the desired outcomes of their segment, in coherence with the 

organizational goals (Hu & Liden, 2011; Magpili & Pazos, 2018). The reason clear goals are 

supportive for the well-functioning of SMTs is that the team members can understand how 

their team tasks relate to the organizational goals. By means of this clarity, the team members 

are enabled to communicate effectively. Consequently, the team members can create mutual 

understanding for each other’s tasks and gain a better understanding of how these tasks can be 

aligned in such a way that the goals of the segment can be realized (Hu & Liden, 2011; Lock 

& Latham, 1991). Thus, clear organizational goals can provide direction for SMTs and 

thereby enhance the well-functioning of SMTs. Subsequently, the representatives of the 
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segments can align the goals of each segment to make sure they contribute to the complete 

care-process (de Sitter, 1994). 

However, when the organizational goals are unclear (Headrick, Wilcock, & Batalden, 1998) 

or ambiguous (Beaussier, Demeritt, Griffiths, & Rothstein, 2016) they may hinder the well-

functioning of SMTs. Ambiguous goals are goals that are open to different interpretations 

(Chun & Rainey, 2005). These different interpretations allow for a wide range of indicators 

for well-functioning (Locke & Latham, 1991). An example of an ambiguous organizational 

goal in a healthcare organization is: ‘improving the quality of care-services’. In this example, 

it is unclear what improvement and quality mean. For instance, quality may have to do with 

patient’s satisfaction, reliability of care-services or health outcomes of patients after 

treatment. Consequently, each SMT can have a different interpretation of the meaning of 

quality. 

SMTs may have the regulatory potential (strategic regulation) to set and adapt team goals and 

to monitor, assess and adjust these goals (de Sitter, 1994). However, that may not be sufficient 

for SMTs to come up with appropriate team goals, which reflect the contribution of their 

segment to the care-process. Goal-setting theory suggests that behavior of people is guided by 

feedback (Locke & Latham, 1991). In case of ambiguous organizational goals, the SMTs lack 

feedback from the organization to determine whether their team goals contribute to the 

realization of the organizational goals (Kluger & DeNisi, 1996). Moreover, the SMTs cannot 

evaluate their performance because the organizational goals do not provide the feedback that 

is necessary to do so (Wright, 2001). Subsequently, it may become difficult to align the goals 

of the different segments and to ensure that each segment contributes to the complete care-

process. 

Attainability of organizational goals  

Ogbeiwi (2018) defines attainability of goals as: “it states an achievable relevant target level 

of the indicator” (p. 329). Attainable goals support the well-functioning of SMTs, when they 

are challenging (Ogbeiwi, 2018), and in line with the abilities of the organizational members 

(Latham et al., 2008; Locke & Latham, 1991). Higher target levels may lead to higher 

performance because organizational members will increase their efforts to achieve difficult 

goals (Latham et al., 2008; Locke & Latham, 1991). Moreover, organizational goals that meet 

the abilities of organizational members require from healthcare organizations that they only 
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hold SMTs accountable for factors that they can control (Latham et al., 2008; Latham & 

Wexley, 1994). 

Another way in which attainability of goals can be enhanced, is by defining organizational 

goals that are measurable (Latham et al., 2008). Measurability depends on the clarity of the 

organizational goals. The clearer the organizational goals are, the more appropriate they 

become for evaluating the progress that is made towards these goals. Consequently, the SMTs 

are able to determine whether their strategy to attain their team goals and thereby contribute to 

the realization of the organizational goals is appropriate. Based on these insights, the SMTs 

can determine whether their strategy to attain their team goals need to be adjusted. Thus, clear 

goals also contribute to the attainability of organizational goals (Locke & Latham, 1991). 

Although higher target levels may result in higher performance, it is less likely that SMTs 

attain goals that are too challenging (Locke & Latham, 2019). If organizational goals are too 

ambitious, organizational members may not believe that the organizational goals are 

attainable and become cynical. This can occur when the targets are not realistic and the SMTs 

have no ownership of the outcomes (McNulty & Ferlie, 2002). SMTs are not likely to take 

ownership over the outcomes of their segments, when they are not held accountable 

(Katzenbach & Smith, 1993; Lukas et al., 2007). An example of an unrealistic goal is an 

absenteeism rate of zero percent. As one may recall, absenteeism is related to the percentage 

of organizational members that stayed home because they reported sick (de Sitter, 1994). 

Logically, zero percent absence is unrealistic for any organization. However, zero percent 

absence is especially unattainable for most healthcare organizations in the Netherlands, as the 

healthcare sector has the highest absenteeism rates relative to other sectors for years (CBS, 

2020). 

Organizational goals may also become unattainable when the team members of SMTs are 

held accountable for the outcomes of the complete care-process, while they are assigned to a 

segment of the complete care-process. In this case, the outcomes of the complete care-process 

are beyond the control of individual SMTs, which makes it impossible for the SMTs to attain 

the goal(s) (Latham et al., 2008; Latham & Wexley, 1994). 

Another reason why organizational goals can be unattainable, is that the SMTs do not have 

the necessary capacities to adequately perform activities that lead to achieving their team 

goals. For instance, when SMTs are dealing with underperformers, shortage of team members 
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or low budgets, then this lack of capacities may hinder the ability of SMTs to achieve their 

team goals (Latham, 2007; McNulty & Ferlie, 2002; Ogweibi, 2017), and thus hinder their 

well-functioning. 

Goal commitment 

First, goal commitment will be described in relation to clarity and attainability whereafter 

commitment will be discussed apart from these requirements. Organizational goals cannot be 

attained when SMTs are not committed to the goals (Locke & Latham, 2019). If healthcare 

organizations decide to set challenging or difficult goals, then the importance of commitment 

of SMTs to these goals increases (Locke & Latham, 2019). Logically, difficult goals are 

harder to attain, and require more effort and perseverance of the SMTs. When SMTs regard 

the organizational goals as unattainable or ambiguous it may reduce the goal commitment of 

the team members (Perry & Hondeghem, 2008). As a result, the team members of SMTs may 

put less effort in attaining their team goals, which may hinder well-functioning.  

On the other hand, goal commitment can be enhanced by paying attention to the self-efficacy 

of SMTs, which means that the team members belief that they can attain the goal (Locke & 

Latham, 1991; Wright, 2001). Goal clarity can be beneficial for the commitment of SMTs 

because it enables the team members of SMTs to evaluate whether they believe that the goals 

are attainable (Wright, 2001). When the team members of SMTs believe that the goal is 

attainable, they may be willing to put more effort in attaining the team goals, and be more 

perseverant (Locke & Latham, 2019). 

However, even when organizational goals are clear and attainable, organizational members 

may still not be committed to these goals. In healthcare organizations, organizational 

members will most likely be more committed to goals that they perceive as important (Klein, 

1991). Commitment in this context refers to the acceptance of the goal by organizational 

members. Organizational members in healthcare organizations are, in general, driven by their 

motivation to contribute to the well-being of society (Perry & Hondeghem, 2008). When 

organizational goals do not reflect the societal contribution, the organizational members may 

perceive them as less important. As a result, organizational members may be less committed 

to the goals (Klein, 1991; Wright, 2001). This problem may occur when organizational goals 

are predominantly performance-related, which means that goals are focused on output targets 

such as efficiency and profit maximization (Iliffe & Manthorpe, 2019; Vriens, Vosselman, & 

Groß, 2018). These performance-related goals are not aligned to the drives and values of 
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healthcare professionals, as these goals do not contribute (directly) to the wellbeing of 

patients (Perry & Hondeghem, 2008). Consequently, healthcare professionals may perceive 

these goals as unimportant or irrelevant (Vriens et al., 2018). As a result of this perception, 

the commitment of healthcare professionals may be low although the goals are clear and 

attainable. A low level of goal commitment may hinder the well-functioning of SMTs because 

the team members may be less motivated to put effort in attaining the goals. 

Team goals 

Ultimately, we will briefly discuss organizational goals from another perspective. Until now, 

we focused on the scenario in which the organizational goals are inadequate and thereby 

hinder the well-functioning of SMTs. In the next subsection we will look at a different 

scenario: the organizational goals are clear, attainable, and accepted by organizational 

members.  

 

Although the organizational goals may be adequate, the well-functioning of SMTs can still be 

hindered by the inadequacy of team goals (Nadler & Tushman, 1997). We have discussed 

earlier in this section that SMTs can (re)set and adapt the goals of care-processes. However, 

during the implementation process of SMTs, the team goals may be set by the healthcare 

organization (with involvement of the SMTS) (Achterbergh & Vriens, 2019). We refer to 

these goals as the initial goals. When these goals are inappropriate for some reason 

(ambiguous, unattainable, low commitment), then the team goals can hinder the well-

functioning of the SMT. An example of an inappropriate goal could be when they are too 

demanding. A team goal such as ‘deliver care-services for 600 patients in one month, as 

scheduled and according to quality standards’, may be too demanding for one SMT. It is very 

unlikely that a SMT is able to attain that goal. 

 
3.3.2. Infrastructural factors: structure 

As one may recall from chapter 2, infrastructural conditions can be divided into three types: 

structure, human resources, and technology. The infrastructural conditions influence the well-

functioning of SMTs, by enabling the SMTs to perform operational activities, deal with 

disturbances that occur during the performance of these operational activities (operational 

regulation) and to set and adapt goals (strategic regulation). In chapter 2, the ability of SMTs 

to adjust the infrastructure was called regulation by design (de Sitter, 1994). Regulation by 

design is a task that has to be performed by the team members of SMTs. However, there are 
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also infrastructural conditions that exceed the level of independent SMTs (because it concerns 

conditions that apply to multiple SMTs), then the infrastructural decisions can no longer be 

made by independent SMTs (de Sitter, 1994). The infrastructural conditions that are used to 

categorize contextual factors within healthcare organizations, refer to those infrastructural 

conditions that cannot be dealt with by independent SMTs. 

 
In this section, the infrastructural condition ‘structure’ will be discussed. In chapter 1, the 

internal structure of healthcare organizations is defined as “the way different tasks (care, 

support, preparation and regulation) and processes are organized”. Also, we briefly payed 

attention to the shift from bureaucratic healthcare organizations to horizontal healthcare 

organizations. As argued in chapter 1, the core of horizontal organizations is the team- and 

process-based structure. Chapter 2 was mainly focused on the ideal-typical design of 

structural elements on micro-level, in other words: the team-based structure. Moreover, in 

chapter 2 we established that the well-functioning of these SMTs, in terms of the quality of 

organization and the quality of work, depend on the design of the SMTs in combination with 

the design of (other) structural elements on meso- and macro level (van Hooft, 1996; de Sitter, 

1994). In the next subsections, we will focus on the influence of structural elements on meso- 

and macro level of healthcare organizations on the functioning SMTs, such as the process-

based structure. 

 

Forms of structures in healthcare organizations 

In this subsection, we will first discuss the ideal-typical structure design of healthcare 

organizations. The ideal-typical structure refers to a structure that supports the well-

functioning of SMTs. Based on the insights from what structural design is ideally applied to 

support the well-functioning of SMTs, it is possible to identify characteristics of structures 

that may hinder the well-functioning of SMTs. 

 

Ideal-typical, the SMTs are embedded in an overarching structure that is horizontal (Anand & 

Daft, 2007; de Sitter, 1994). Several authors (Anand & Daft, 2007; de Sitter, 1994; 

Christensen et al., 2009) formulated design principles that help to design horizontal structures. 

All these authors recommend organizing care-activities into flows or care-processes that are 

centered around patients’ needs. As one may recall, a plausible way to organize care-

processes is based on our current knowledge of the symptoms, diagnosis, and treatments of a 

disease (Christensen et al., 2009). The difference between the types of medicine, intuitive, 
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empirical, and precision, can be used to design care-processes and simplify the currently 

complex structure of bureaucratic healthcare organizations. When VAPs and SS are designed, 

then particular diseases have to be identified within these focused business models. Business 

models encompass both the content and the process of the care-services they deliver (Zott, 

Amit, & Massa, 2011). The care-processes of a business model (VAP/SS) have to be 

dedicated to a “sub-set of external order types” (Achterbergh & Vriens, 2019, p.183). This 

means that one care-process is dedicated to a particular group of patients with similar 

characteristics. By reducing the variety of patients that are assigned to a particular care-

process, the complexity of the care-process can be attenuated. Additionally, the care-

processes preferably have their own infrastructure (HR, ICT), and thereby do not depend on 

other care-processes due to shared resources (Achterbergh & Vriens, 2019). However, 

resources such as knowledge, skills and equipment in healthcare organizations are often 

expensive, and therefore it may be impossible to facilitate every care-process with its own 

resources (de Sitter, 1994).  

Organizing care-processes around particular groups of patients, results often in so 

called ‘clinical pathways’ or ‘care pathways’ (Gabutti, Mascia, & Cicchetti, 2017). A care 

pathway can be defined as “a care pathway is really an idea, a high-level representation, of the 

journeys that people take through health system” (Keen, 2012, p. 73). Benders et al., (2013) 

argue that care pathways can be effective when they are designed as flows, and the complete 

care-processes are integrated in one unit. This requires breaking down the functional structure 

and redesign the entire organization structure (Lega & De Pietro, 2005; de Sitter, 1994). 

 

However, some structures are not designed conform the ideal-typical description. The next 

subsections are focused on characteristics of structures that may hinder the well-functioning 

of SMTs in healthcare organizations. 

 

The first characteristic of an overarching structure that deviates from the ideal-typical 

structure is the matrix structure. Healthcare organizations that designed a matrix structure, 

implemented the care pathways on top of the existing functional structure instead of breaking 

the functional departments down (Vos et al., 2011). In this case, the healthcare organization 

tries to improve the communication among different functional departments, by combining 

the functional structure with horizontal linkages (Anand & Daft, 2007; Kuipers et al., 2010). 

Horizontal linkages in this context refer to care pathways, performed by SMTs. 
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As a result of the matrix structure, organizational members may have to perform care-

activities in a functional department as well as in SMTs. In addition, the professionals within 

a SMTs may be employed by the different functional departments (Headrick et al., 1998). 

Consequently, the organizational members may experience difficulties with prioritizing 

between the, often conflicting, interests of the functional department and the SMT (Galbraith, 

1973; Vos et al., 2011). These conflicting interests may especially be problematic when the 

preservation of the functional structure is preferred by organizational members (McNulty & 

Ferly, 2004). The preference for the old structure, can make it nearly impossible to break with 

the functional departments (Vos et al., 2011). 

 

Kuipers et al. (2010) argue that these organizations become even more complex by using two 

structure designs simultaneously. What happens, is that the number of interfaces of 

organizational members increases. The professionals have to deal with a greater number of 

interactions and interdependencies due to the different teams they are part of. When the 

interaction network becomes more complex, the probability of disturbances will most likely 

increase. At the same time, the ambiguous boundaries, unclear relations, and the 

responsibility of organizational members to reconcile conflicting interests (Mickan & Rodger, 

2000), attenuate the ability of organizational members to deal with these disturbances. In 

conclusion, the functional structure hinders the successful implementation of SMTs when 

they are left unaltered (Lega & De Pietro, 2005; Mickan & Rodger, 2000; Roufaiel & 

Meissner, 1995; Vos et al., 2011). 

 

Intersegmental structure 

Another characteristic of an overarching structure that deviates from the ideal-typical 

structure, can be the intersegmental structure. The intersegmental structure refers to the 

coordination between the different segments within a care-process. The SMTs that are 

assigned to these segments, are preferably as independent of each other as possible. However, 

as mentioned in chapter 2, SMTs are part of an overarching organization and for that reason, 

the SMTs can never function completely independent (Tjepkema, 2003).  

 When a SMT would be fully autonomous, it would mean that they perform all the 

preparation, care, and support tasks in combination with operational regulation, regulation by 

design and strategic regulations. In addition, they would perform all these tasks by means of 

shared leadership. One can imagine that it would be undesirable for healthcare professionals 
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to perform all these non-clinical tasks, while they would prefer to work with patients 

(Bodenheimer & Sinsky, 2014). 

 

Thus, there are always some tasks that are more effective and efficient when they are not 

allocated to the SMTs (de Sitter, 1994). This can be illustrated by an example of the 

distribution of tasks by Buurtzorg: Buurtzorg implemented a centralized ICT-system that 

provides the SMTs with the necessary information and support to perform their operational 

activities (care, preparation, and support activities) and regulation tasks (operational 

regulation, regulation by design and strategic regulation) successfully (Nandram, 2015). The 

responsibility over the ICT-system is assigned to the back office. The back office also 

performs other preparation and support tasks such as purchasing equipment for the SMTs (f.e. 

laptops, phones), salary payment of the organizational members and arranging contracts for 

organizational members (Nandram, 2015). Buurtzorg intends to keep the back office as small 

as possible, by assigning most tasks and responsibilities to the SMTs. Only those tasks that 

are not effective when they would be performed by independent SMTs, are assigned to the 

back office (Nandram, 2015). By allocating tasks in this way, they allow the SMTs to 

function as independent as possible and they minimize the number of interfaces between 

SMTs and the back office (de Sitter, 1994). 

 

However, there is a downside of allocating certain support, preparation, and regulation tasks 

outside of the SMTs, on the level of the care-processes. SMTs still depend on the performance 

of these activities for the realization of their team goals. However, the SMTs do not have 

control over the performance of these activities. This may become problematic for the well-

functioning of SMTs (de Sitter, 1994). This problem can be illustrated by means of the 

example of Balkema and Molleman (1999). Balkema and Molleman (1999) found a situation 

in which some support and preparation tasks were assigned to the SMTs, whereas other tasks 

were assigned to group coordinators. The group coordinators perform preparation activities 

such as distributing work among the team members of the SMTs and scheduling leaves. 

Additionally, the group coordinators also perform support tasks such as analyzing team 

performance data and performance appraisal. Moreover, there is also another team that 

performs maintenance activities for the SMTs (Balkema & Molleman, 1999).  

 

Although it is possible to separate some support and preparation tasks, the task allocation of 

this organization hindered the well-functioning of the SMTs (Balkema & Molleman, 1999). 
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Balkema and Molleman (1999) argue that team members of SMTs become more passive, 

when group coordinators take more initiative to perform preparation tasks. As a result, the 

motivation of the team members of SMTs decreases and subsequently, the group coordinators 

keep performing these tasks. Besides lower motivation of team members of SMTs, this is 

problematic because the team members of SMTs may develop a negative attitude towards 

self-management (Balkema & Molleman, 1999). With respect to support tasks, when they are 

performed by group coordinators, then it becomes more difficult for SMTs to understand the 

relation between the complete process and their team performance. Ultimately, maintenance 

activities can be performed outside of the SMTs, provided that it concerns non-routine tasks. 

When maintenance tasks have to be done frequently, then SMTs have to perform these tasks 

themselves. That is because otherwise the required frequency of the interfaces between the 

SMTs and the maintenance team may amplify the probability of disturbances (Balkema & 

Molleman, 1999). 

 

In addition to the allocation of support and preparation tasks outside of the SMTs, allocating 

regulation tasks outside of SMTs was found to be hindering their well-functioning as well  

(Balkema & Molleman, 1999). The group coordinators were present during periodic meetings 

with managers, where they gained information necessary for the performance of the tasks of 

the SMTs. There were no representatives of SMTs present and consequently, the SMTs did 

not have the necessary information to perform these tasks (Balkema & Molleman, 1999). The 

group coordinators are not part of the SMTs and therefore they may not be aware of what 

information is relevant for the SMT. The probability of disturbances increases which may 

hinder the well-functioning of the SMT(s). 

 

On the other hand, we also may want to avoid that all team members are involved in 

intersegmental coordination. When all team members would be involved, the number and/or 

content of the interfaces may be too high. As a result, the probability of disturbances 

increases. De Sitter (1994) argues that intersegmental coordination is preferably performed by 

representatives of the SMTs. By doing so, the representatives can deal with issues that exceed 

the individual segments, while minimizing the number of interfaces. Furthermore, the 

representatives can discuss the outcomes with their team, so that the SMT can make informed 

decisions which are aligned to the other segments within the care-process. Ultimately, the 

probability of disturbances is attenuated. 
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3.3.4. Infrastructural factors: HR 

The third overarching category of contextual factors that may hinder the well-functioning of 

SMTs is human resources (HR). Until now, we mainly discussed the formal and more overt 

components of healthcare organizations, from a structure-driven perspective. However, as 

Morgan (2006) states: “organizations are in essence socially constructed realities that are as 

much in the minds of their members as they are in concrete structures, rules, and relations” 

(Morgan, 1986, p. 137). Thus, although healthcare organizations may implement a horizontal 

structure with SMTs, the well-functioning of SMTs may still be hindered by social 

interactions within healthcare organizations (Morgan, 2006; Nadler & Tusman, 1997). In this 

section we will look at the influence of social interactions on the well-functioning of SMTs. 

In order to do so, we will first briefly discuss what social interactions include. 

The starting point of the HR, or social, perspective is the interaction between organizational 

members. Morgan (2006) argues that interactions between organizational members can 

influence how organizational members behave, think, and feel (Morgan, 2006). To understand 

how the behavior, thoughts and feelings of organizational members relate to the well-

functioning of SMTs, the following illustration is given: when team members do not trust 

each other, they may not feel safe enough to share important information with each other 

(Goh, Chan, & Kuziemsky, 2011). As discussed in chapter 2, team members have to 

collaborate and communicate intensively, preferably by means of mutual adjustment 

(Thompson, 1967). When SMTs would be adopted in a work environment in which 

organizational members do not trust each other, then intensive collaboration and 

communication could be hindered by team members who feel unsafe and behave accordingly. 

 

The contextual factors that will be discussed are organization culture and subcultures, 

leadership, and (learning) abilities of team members of SMTs. Several authors (Morgan, 

2006; Nadler & Tushman, 1997; Schein, 1992) refer to these elements when discussing social 

arrangements in organizations. HR is a broad category that includes many contextual factors. 

Due to time restrictions of this research, it is impossible to describe all the contextual factors 

that are related to HR and influence the well-functioning of SMTs in detail. For that reason, 

only those contextual factors that are assumed to have a substantial influence on the well-

functioning of SMTs, will be elaborated in the next subsections. In other words, we will focus 

on contextual factors that may hinder the well-functioning of SMTs in such a way that they 

cannot contribute to the quality of organization and quality of work, and thereby are not able 
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to alleviate problems of healthcare organizations with the affordability, accessibility, quality 

of care-services and well-being of healthcare professionals.  

 

The influence of other contextual factors on the well-functioning of SMTs may be less 

substantial, however these contextual factors may still hinder the well-functioning of SMTs. 

For this reason, the contextual factors will be briefly discussed after the more substantial 

contextual factors for the well-functioning of SMTs are elaborated. 

 

Organizational culture and subcultures 

In the next subsections will be explained how organizational culture and subcultures may 

influence the well-functioning of SMTs. However, before we can do that, we first need to 

understand what an organizational culture is. 

 

Some cultural elements may be shared throughout the entire organization, whereas other 

cultural elements are only shared among members of a subgroup within the organization 

(Morgan, 2006). Organizational culture and subcultures are different levels within an 

organization. To make sure that the definition applies to different organizational levels we 

will follow Shein’s (1992) definition of a culture of a group (for example: society, 

organization, subunit). Schein (1992) defines culture as:  

“a pattern of shared basic assumptions that the group learned as it solved its problems 

of external and internal integration, which has worked well enough to be considered 

valid and, therefore, to be taught to new members as the correct way to perceive, 

think, and feel in relation to those problems”. (p. 12) 

 

This definition encompasses several concepts that should be explained to better understand 

what a culture of a group is. 

 

First, Schein (1992) refers to a pattern of shared basic assumptions. A pattern emerges when 

people create shared experiences by means of interaction. The shared experiences are 

something that these people have in common and based on this common experience, people 

start to develop shared understandings of situations (Schein, 1992). These situations can occur 

either within the SMTs (for example: absence of a team member) or outside of the SMTs (for 

example: new policies). These shared understandings subsequently evolve into various social 

practices which are part of a culture (Schein, 1992). Culture is often manifested through social 
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practices such as language, traditions, norms, habits, values, and beliefs (Morgan, 2006; 

Schein, 1992). Let’s look at the example of absence. After a while of working together as a 

team, particular norms and perspectives will be developed with respect to absence. Some 

SMTs may have a supportive culture and help each other by taking over work from the person 

who is absent, whereas other SMTs may criticize other team members for being absent. These 

two different cultures (supportive and blame) will be discussed in more detail later, after we 

elaborated on the different concepts of a culture. 

 

According to Schein (1992), some values and beliefs may still be discussable, and people can 

still argue about them. However, when certain values and beliefs are repeatedly perceived as 

successful for solving problems, these values and beliefs become deeply rooted into the 

group. When values and beliefs are at a point where they are no longer negotiable and are 

taken-for-granted, then they are unconsciously present in the minds of the people within the 

group (Schein, 1992). According to Schein (1992), this is when values and beliefs become 

basic assumptions. These basic assumptions guide the perceptions, behavior and emotions of 

the members of the group. Subsequently, these deeply rooted basic assumptions are taught to 

new team members. When the new team members perceive, think, and feel like the other team 

members, the culture is stabilized and continues to exist (Morgan, 2006). 

 

An element of culture that we did not mention yet, is group learning. Broadly speaking, group 

learning can occur in two different ways: single loop learning and double loop learning 

(Agryris, 1976; Morgan, 2006). Single loop learning refers to solving problems while 

reinforcing the status quo. In other words, problem-solving occurs without questioning the 

broader context of the problem such as “the fundamental design, goals and activities of the 

organization” (Agryris, 1976, p. 367). Double loop-learning, on the other hand, refers to 

questioning the existing status quo, by reflecting on operating norms and assumptions 

(Agryris, 1976; Morgan, 2006). 

 

Now we understand the different elements of an organizational culture, we can relate these 

insights to the implications for the well-functioning of SMTs in healthcare organizations. In 

the next subsections, the main concepts: basic assumptions and learning, will be discussed in 

relation to the well-functioning of SMTs in healthcare organizations. 
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Organizational cultures in healthcare 

In this subsection, first two organizational cultures that have been encountered in healthcare 

organizations will be explained: a supportive culture and a blame culture (Khatri et al., 2009). 

Both cultures refer to the level of the entire organization. In addition, the sub-cultures that are 

related to the supportive and to the blame culture will be explained. The sub-cultures refer to 

the level of the individual SMTs. While elaborating on the two cultures, simultaneously the 

influence on the well-functioning of SMTs will be discussed. 

 

Supportive culture 

A supportive culture, as the concept suggests, is supportive for the well-functioning of SMTs. 

The main characteristics of a supportive culture are safety, trust, humanistic, collaborative, 

open and harmonious (Rashid, Sambasivan, & Rahman, 2004). By creating a safe and trusting 

work environment, a high level of psychological safety may be experienced by organizational 

members. As a result, organizational members may be encouraged to be critical towards 

existing practices, to take accountability for mistakes and express concerns (Tucker, 

Nembhard, & Edmondson, 2007). Furthermore, a supportive culture may encourage learning 

behavior of team members of SMTs (Khatri et al., 2009). Organizational members are 

stimulated to identify, report, and evaluate mistakes, and correct their course of actions if 

necessary. By doing so, the organizational members find more sustainable solutions that 

eventually may prevent the mistake to reoccur (Khatri et al., 2009; Waring, 2004). Basic 

assumptions in a supportive culture could be that human beings are fallible, and that mistakes 

are learning opportunities to improve care-services and prevent reoccurrence. In a supportive 

culture, organizational members are not scared for unfair treatment, blame or punishment for 

mistakes (Waring, 2004). However, it is important that team members of SMTs take 

responsibility for mistakes. By openly discussing mistakes, without negative judgement, team 

members can be held responsible and take responsibility without fear for blame (Parker & 

Davies, 2020). 

 

The type of culture within a healthcare organization is partially constructed by the basic 

assumptions and metaphors of top managers (Morgan, 2006; Schein, 1992). Top managers 

who believe that organizational members are self-motivated by nature and that organizational 

members are trustworthy (theory Y) (McGregor, 1960), may express those beliefs by trusting 

organizational members with decentralized decision-making authority (Schein, 1992; Khatri 

et al., 2009). By enacting values such as openness, trust, collaboration, and empowerment 
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themselves, the top managers may create a supportive culture which will be adopted by 

organizational members as well (Graber & Kilpatrick, 2008; Morgan, 2006). Another way in 

which managers may promote a supportive environment is by adopting a reward system that 

rewards organizational members who contribute to a supportive environment. Reward 

systems may, for instance, encourage team members of SMTs to collaborate, by rewarding 

SMTs for team outcomes instead of individual outcomes (Graber & Kilpatrick, 2008). 

 

When we look at the subcultures within SMTs in healthcare organizations, ideally the team 

members of SMTs trust each other and share social practices such as shared understanding, 

shared values, shared beliefs, and shared language (Morgan, 2006; Schein, 1992). A shared 

understanding may enhance the communication and collaboration within SMTs (Morgan, 

2006; Schein, 1992). An example could be the team composition of SMTs within the 

homecare organization Buurtzorg. Buurtzorg works with SMTs in which organizational 

members with the same medical specialty, nurses, work together in a SMT (Nandram, 2015). 

These nurses share the same or a similar educational background and have a shared language. 

This may be one of the reasons why the SMTs of Buurtzorg are well-functioning. 

Additionally, Morgan (2006) emphasizes that some degree of diversity among team member 

may be desirable to create new perspectives and solutions. For healthcare organizations in 

which team members of SMTs have different specialties, the diversity among the team 

members may be beneficial to enhance creativeness of team members of SMTs (Morgan, 

2006). Consequently, interdisciplinary teams may be better able to deal with increasing 

patient complexity such as comorbidity (Ritchie et al., 2016), and thereby may improve the 

quality of care-services. 

 

Blame culture 

However, more often a blame culture prevails in healthcare organizations (Khatri et al., 2009; 

Seren & Baykal, 2007). A blame culture refers to an unsafe culture that is based on distrust 

and fear. Healthcare organizations in which a blame culture is predominant, may experience 

that organizational members do not take responsibility for their mistakes out of fear for the 

consequences. Moreover, organizational members may even blame each other to avoid 

criticism or being reprimanded (Khatri et al., 2009; Waring, 2004). When organizational 

members stay silent about mistakes, their ability to learn is hindered because learning requires 

openness about mistakes (Goh et al., 2011). A basic assumption of organizational members 

who work in a healthcare organization with a blame culture may be that mistakes are not 
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tolerated within the organization. An example of a situation that may happen in a blame 

culture could be that medical residents are reluctant to question choices or actions of senior 

physicians, because they are afraid to speak up (Khatri et al., 2009). In this situation, 

information about possible risks may be kept silent because of an underlying fear for the 

consequences of being open about (possible) mistakes (Goh et al., 2011). When SMTs are 

implemented in a healthcare organization where the prevailing organizational culture is a 

blame culture, then the organizational culture may hinder the well-functioning of SMTs 

(Cameron & Quinn, 1999). 

 

This type of culture may be created by top managers who believe that organizations are 

‘mechanistic’ (Morgan, 2006). The basic assumptions of senior managers, that are related to 

this metaphor, may be the fundamental belief that organizational members cannot be trusted, 

are lazy by nature and that performance can only be ensured by means of close supervision 

and other control systems (theory X) (McGregor, 1960; Morgan, 2006). Khatri et al. (2009) 

suggest that a blame culture may be inherent to a hierarchical organizational structure, which 

is predominantly control-based rather than commitment-based. Organizational members who 

are controlled by (top) managers and treated as if they are untrustworthy, may internalize 

these expectations and start to act upon them (McGregor, 1960). 

 

When single-loop learning is prevalent, top managers and other organizational members will 

probably not challenge their own basic assumptions, beliefs, and organizational practices 

(Schein, 1992). Consequently, the old, control-based, way of doing will be reinforced 

(Morgan, 2006). This may hinder the ability of team members of SMTs to experiment with 

new realities, such as collaboration and trusting each other (Morgan, 2006). Consequently, 

organizational members may lose trust in organizational change initiatives, and become 

frustrated or cynical (Khatri et al., 2009). Therefore, the risk of being trapped in the cycle of 

single-loop learning is an important contextual factor that may hinder the well-functioning of 

SMTS. 

 

Unlike the homogenous team composition within SMTs of Buurtzorg, other healthcare 

organizations may need to adopt interdisciplinary SMTs, to be able to assign the SMTs to a 

complete care-process (or a large part of a care-process) (Hall & Weaver, 2001). For example, 

the complexity of some care-processes within hospitals may require intensive collaboration 

between healthcare professionals with different medical specialties (de Sitter, 1994). Before 
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the healthcare organizations adopted these interdisciplinary SMTs, healthcare professionals 

with the same medical specialism may have worked together for years. Consequently, the 

medical specialists created their own subculture, consisting of their own basic assumptions, 

habits, traditions, and language (Hall & Weaver, 2001). The differences between these 

subcultures may be difficult to reconcile, as these subcultures can be deeply rooted in the 

perception, thoughts, and feelings of the healthcare professionals (Mickan & Rodger, 2000; 

Morgan, 2006). One element of culture that may be especially difficult to reconcile are 

existing power differences (Mickan & Rodger, 2000; Hearnshaw, Reddish, Carlyle, Baker, & 

Robertson, 1998). An example of power differences is that doctors are often used to being in 

charge. Consequently, they may tend to assume a leadership role within the SMTs (Hall & 

Weaver, 2001; Hearnshaw et al., 1998). In some cases, doctors may even disregard the 

opinions and perceptions of other team members, because the doctors consider the opinions 

and perceptions of others to be less important (Hearnshaw et al., 1998; Lancaster, 

Kolakowsky-Hayner, Kovacick, & Greer-Williams, 2015). By doing so, doctors may also 

contribute to an unjust and unsafe work environment (Nembhard & Edmondson. 2006). In 

that case, the power differences may hinder the ability of SMTs to collaborate, communicate 

and share leadership effectively (Hall & Weaver, 2001; Hearnshaw et al., 1998). 

Consequently, power differences between team members of SMTs can hinder the well-

functioning of SMTs (Hall & Weaver, 2001; Morgan, 2006). 

 

In conclusion, although a supportive culture may support the well-functioning of SMTs by 

manifesting a safe, open, and harmonious work environment (Rashid et al., 2004), more often 

a blame culture is encountered in healthcare organizations (Khatri et al., 2009). When a blame 

culture is prevalent within a healthcare organization, the unsafe work environment may hinder 

the well-functioning of SMTs. An unsafe work environment in which distrust and fear are 

dominant, may be problematic for the collaboration and communication among team 

members of SMTs. Important information may not be shared and power differences within 

SMTs can hinder the performance of team tasks, among other things, shared leadership (Hall 

& Weaver, 2001; Morgan, 2006). In addition, even when a blame culture is not the prevalent 

organizational culture, the well-functioning of (some) SMTs may still be hindered by 

subcultures, for example, when the different perspectives of team members are hard to 

reconcile (Morgan, 2006). As a consequence, the SMT may not be able to perform the team 

tasks and realize the team output (Hearnshaw et al., 1998; Morgan, 2006). 
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Abilities: knowledge and skills 

In this subsection, we will focus on the abilities that organizational members need to have in 

order to work in SMTs. More specifically, the particular knowledge and skills that 

organizational members need to have, to perform team tasks and realize the team output. For 

this purpose, the abilities (knowledge and skills) of team members of SMTs that will be 

identified need to be related to the team tasks of SMTs. To understand how abilities of 

organizational members may hinder the well-functioning of SMTs, we will briefly 

recapitulate the ideal-typical task design for SMTs. 

 

As described in chapter 2, the tasks of team members in SMTs are fundamentally different 

than the tasks that organizational members perform in a functional organization structure 

(Nadler & Tushman, 1997; de Sitter, 1994). For instance, the task design of SMTs consists of 

team tasks rather than individual tasks, to enable SMTs to function as a team. Team tasks are 

clusters of interdependent tasks, which require intensive collaboration and communication 

between team members (van Amelsvoort, 1994). As one may recall, the tasks of team 

members of SMTs are preferably broad, redundant, and overlapping. This type of task design 

can be created by means of integrating preparation, production, support, and regulation 

activities that are needed to perform and realize a complete care-process (or a large part of a 

care-process) (de Sitter, 1994). To be able to perform these tasks, team members of SMTs 

have to be able to perform broad tasks which include preparation tasks, (additional) care-

tasks, support tasks, regulation tasks. 

 

Now we have discussed the ideal typical task design, we can consider which abilities 

(knowledge and skills) may be necessary to perform these team tasks successfully. Broadly 

speaking, abilities can be divided into two categories: technical skills and social abilities 

(Manz, 1992). Technical skills refer to the content of preparation, care, support, and 

regulation tasks. The specific task content of care-tasks depends on the type of care-services 

that a particular healthcare organization provides (Stevens & Campion, 1994), in combination 

with the intersegmental structure of the particular healthcare organization (de Sitter, 1994). 

For example, the task content of surgeons will probably be very different from the task 

content of nurses. As this research is focused on healthcare organizations in general, instead 

of a particular type of healthcare organization, the set of knowledge and skills related to the 

content of care-tasks will not be discussed further. However, from a structure-driven 

perspective, it is relevant to identify the technical skills that are related to the preparation, 
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support, and regulation tasks (de Sitter, 1994). By doing so, we can enhance our 

understanding of the way in which (the absence of) technical skills may hinder the well-

functioning of SMTs. 

 

The technical skills that are necessary to perform preparation, support, and regulation tasks, 

relate to the particular tasks that are assigned to the SMTs within a particular healthcare 

organization. As discussed in chapter 2, team members of SMTs ideal-typically perform three 

types of regulation tasks, in order to deal with disturbances: operational regulation (such as 

rescheduling patients), regulation by design (such as recruiting and selecting new team 

members) and strategic regulation (such as setting and adapting team goals). In addition, team 

members are preferably also responsible for different sub-activities of regulation: monitoring, 

assessing, and adjusting (de Sitter, 1994). To come up with appropriate solutions for different 

types of disturbances, team members need to have the required knowledge and skills to 

perform these tasks. This means, for instance in terms of strategic regulation, team members 

of SMTs need to know what the organizational goals are and understand how they can set and 

adapt team goals that contribute to the realization of these organizational goals. Additionally, 

team members may also need to be able to identify when team goals need to be adjusted, for 

instance, if the team goals turn out to be unattainable (McNulty & Ferlie, 2002) or too much 

focused on efficiency (Vriens et al., 2018). The same applies to preparation and support 

activities. To prevent the occurrence of some disturbances (Bitter, van Veen-Berkx. Gooszen, 

& van Amelsvoort, 2013), for example overstaffing or understaffing, team members of SMTs 

may also need knowledge and skills to make effective schedules. 

 

The second category of abilities (knowledge & skills) that may be necessary for team 

members of SMTs to possess, are social abilities (Manz, 1992). Other authors refer to social 

abilities as ‘non-technical skills’ (Andersen, Jensen, Lippert, & Østergaard, 2010), or 

interpersonal competences (Stevens & Campion, 1987; Varney, 1989). These different labels 

refer to a similar, overarching concept of social abilities, which encompasses different 

abilities that team members need to possess to collaborate in interprofessional SMTs. Social 

abilities can be described as those abilities that help to build and sustain relationships with 

other team members of the SMT and to treat other team members of the SMT with respect 

(Varney, 1989). Social abilities are important for team members of SMTs because they have 

to communicate and collaborate intensively (Stevens & Campion, 1994). 
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Social abilities that team members of SMTs may need to possess are, among other things, 

being able to deal with conflicts (for example: negotiation skills), collectively participating in 

problem solving activities, open and supportive communication, collaboration, (double-loop) 

learning, reflexivity, shared decision-making, and providing feedback and support to and 

receiving feedback and support from other team members (Andersen et al., 2010; Baker, Day, 

& Salas, 2006; Jorm et al., 2016; Morgan, 2006; Stevens & Campion, 1994). Additionally, 

some other abilities may be particularly important for team members of SMTs in healthcare 

organizations. One could think of exchanging relevant information about patients with other 

team members, taking responsibility for mistakes, and being aware of the well-being of 

colleagues (Gordon, Baker, Catchpole, Darbyshire, & Schocken, 2015). 

 

The technical and social abilities are assumed to be equally important for team members of 

SMTs to possess, because both are necessary for the performance of team tasks and the 

realization of team goals (Gordon et al., 2015; Manz & Sims, 1987; Stevens & Campion, 

1994). However, the team members of SMTs may not possess all the knowledge and skills 

that are necessary to work in SMTs. The reason team members of SMTs may not possess 

these skills, can be that the particular knowledge and skills were less important in the 

previous, functional organization structure (Kuipers et al., 2010; Stevens & Campion, 1994). 

When healthcare organizations adopt SMTs, but do not invest in the necessary abilities of 

team members of SMTs to perform these tasks, then the team members may be unable to 

perform and realize the team tasks and team output (Achterbergh & Vriens, 2019; Salas & 

Cannon-Bowers, 2001; de Sitter, 1994). As a consequence, the well-functioning of the SMTs 

may be hindered (Achterbergh & Vriens, 2019; Balkema & Molleman, 1999). Furthermore, 

Balkema and Molleman (1999) suggest that the educational level of organizational members 

may influence their social abilities. It may be more difficult to develop social abilities for 

organizational members with lower educational levels. Consequently, problems may be more 

likely to occur during communication activities. As communication is an important element of 

SMTs, it may be problematic for the performance of such activities if some team members are 

not able to communicate effectively (Balkema & Molleman, 1999; Galbraith, 1973; 

Thompson, 1967). 

 

Other HR-related contextual factors 

Some contextual factors of SMTs, that are related to HR, are not mentioned yet. As 

mentioned earlier, these contextual factors may also hinder the well-functioning of SMTs, but 
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their influence may be less substantial. There are many contextual factors that could be 

identified, that may have some influence on the well-functioning of SMTs. However, it may 

not be desirable to discuss all of these contextual factors, as they are assumed to be less 

substantial. In this subsection, three examples of these contextual factors will be discussed: 

role blurring, external leadership, and attitude. These contextual factors are selected because 

they are relatively often discussed in literature (Druskat & Wheeler, 2003; Hall & Weaver, 

2001; Heinemann, Schmitt, Farell, & Brallier, 1999; Kjellstrom, Avby, Areskoug-Josefsson, 

Gare, and Back, 2017; Morley & Cashell, 2016; Nancarrow, 2004; Rapp, Gilson, Mathieu, & 

Ruddy, 2016).  

 

The first contextual factor is role blurring. As discussed in chapter 2, some overlap of team 

tasks is necessary to create redundancy. Redundancy means that at least two team members 

are able to perform that particular task (Morgan, 2006). To design redundant and overlapping 

tasks, the team members of SMTs need to possess multiple skills (Morgan, 2006; Nadler & 

Tushman, 1997). As a result, the boundaries between the roles of different team members may 

become less clear (Brown, Crawford, & Darongkamas, 2000; Hall & Weaver, 2001; 

Nancarrow, 2004). Although multiple skills and redundancy may have several benefits for 

SMTs, such as the enhanced ability of the team members of SMT to deal with disturbances 

and increased learning opportunities (Sims, Hewitt & Harris. 2014), there is also a downside 

to less clear role boundaries.  

 

Less clear role boundaries may result in role ambiguity or ‘role blurring’ (Sims, Hewitt & 

Harris, 2014). Role blurring may reduce the distinctiveness of the medical specialties of 

individual team members of SMTs. Additionally, the unique contribution of each individual 

team member to the team performance and team output may become less clear as well 

(Balkema & Molleman, 1999). As a consequence of role blurring, team members may feel 

like their professional identity is threatened (Nancarrow, 2004). The professional identity of 

organizational members refers to the way in which organizational members define themselves 

by means of their work role (Best & Williams, 2018). According to van Maanen and Barley 

(1984) professional identity provides organizational members with “a sense of uniqueness” 

(p. 295). If the professional identity of healthcare professionals is threatened, then 

organizational members may not want to perform some team-tasks (Balkema & Molleman, 

1999). For example, team members with a higher status may not want to learn and/or perform 

the tasks with a ‘lower status’ (Balkema & Molleman, 1999). Moreover, too much 
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redundancy may result in a lack of clarity regarding the role boundaries of tasks (individual 

roles versus roles of other team members), and a lack of understanding of team skills and 

individual skills (Nancarrow, 2004).  

 

In some organizations, such as home-care organizations, it may not be problem to have a high 

degree of redundancy of functions within SMTs (Galbraith, 1973; Nandram, 2015). Buurtzorg 

is an example of a healthcare organization in which team members of well-functioning SMTs, 

have highly redundant functions (Nandram, 2015). Nevertheless, in other healthcare 

organizations, such as hospitals, in which SMTs often consists of team members with 

different specialties, it may not be possible or desirable to design highly redundant functions 

because of the implications for the professional identity of team members (Best & Williams, 

2018). In case of interdisciplinary SMTs, both specialization and redundancy are necessary 

for the well-functioning of SMTs. That is because the well-functioning of these SMTs may be 

hindered when there is either too much redundancy or too much specialization (Kuipers et al., 

2010). Specialization contributes to the clarity of role boundaries of team members whereas 

redundancy contributes to the group-identity of the team (Kuipers et al., 2010). Too much 

redundancy may be problematic for the sense of professional identity of team members of 

SMTs (Nancarrow, 2004) while too much specialization may hinder the ability of team 

members to perform team tasks and realize team output by means of intensive collaboration 

and communication (Galbraith, 1973). For instance, without overlap and redundancy of tasks 

within SMTs, the team members of SMTs may be unable to understand each other’s tasks and 

to help each other (de Sitter, 1994). 

 

The second contextual factor is the role of external leaders of SMTs. When healthcare 

organizations recently adopted SMTs, then the team members of the SMTs may not be able to 

perform new tasks such as shared leadership. For example, because they did not have to 

perform such tasks in the previous organization structure, as a formal team manager was 

responsible for the performance of those tasks (Kuipers et al., 2010). To help team members 

of SMTs to gain the necessary knowledge and skills to perform these tasks, healthcare 

organizations may have introduced external leaders or coaches (Rapp et al., 2016). These 

roles are not mentioned before in this research. However, in some cases external leaders may 

hinder the well-functioning of SMTs (Rapp et al., 2016). 
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External leaders or coaches differ from former team leaders by performing a facilitative role 

which consists of motivating team members of SMTs, supporting team members of SMTs 

with the development of shared leadership abilities and social abilities, and providing SMTs 

with information and resources (Druskat & Wheeler, 2003; Rapp et al., 2016). However, it is 

still unclear whether the external leaders positively contribute to the well-functioning of 

SMTs (Rapp et al., 2016). The main difference between external leaders and coaches is the 

person who performs this function. When this function is performed by someone who fulfilled 

a role as team leader in the previous organization structure (before implementing SMTs), then 

we refer to this role as ‘external leader’ (Rapp et al., 2016). Various problems may occur 

when healthcare organizations assign previous team leaders to the function of external leader, 

in the new organization structure. A frequent problem of assigning external leaders to SMTs, 

is that they do not want or do not know how to perform a different function within the 

healthcare organization (Rapp et al., 2016). When previous team leaders do not want to give 

up their control, they may tend to exert too much control over SMTs. Consequently, the 

performance of regulation tasks by team members of SMTs may be undermined by the 

interference of the external leader (Druskat & Wheeler, 2004). 

 

The third contextual factor that may hinder the well-functioning of SMTs is the attitude of 

team members of SMTs towards working in SMTs. While some team members of SMTs may 

flourish in a work environment in which teamwork, collaboration and self-management are 

encouraged, other team members of SMTs may not want to work in SMTs (Morley & 

Cashell, 2016). Heinemann et al. (1999) argue that the attitude of healthcare professionals 

may influence their behavior. When healthcare professionals do not want to work in SMTs, 

they may behave accordingly (Heinemann et al., 1999). As a result, the healthcare 

professionals may be less inclined to participate in team activities such as shared decision-

making, giving and receiving feedback and adapting team goals (Heinemann et al., 1999). 

Thus, a negative attitude of healthcare professionals may hinder the well-functioning of 

SMTs.  

 

A negative attitude towards working in SMTs may be caused by a variety of factors (Morley 

& Cashell, 2016). We will discuss a few factors to illustrate why team members of SMTs may 

have a negative attitude towards working in SMTs. It is important to emphasize that these 

factors are not exhaustive, which means that there are various other factors that may cause a 

negative attitude towards working in SMTs. Nevertheless, discussing a small number of 
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factors can provide a better understanding of reasons why team members of SMTs may have a 

negative attitude towards working in SMTs, or do not want to work in SMTs. 

First, Kjellstrom et al. (2017) argue that some individual factors may also influence the 

attitude of healthcare professionals, such as the perception of the meaningfulness of the work 

and the fit between the organizational goals and personal goals of healthcare professionals. If 

the organizational goals and personal goals do not match, then organizational members may 

develop a negative attitude or unwillingness towards teamwork (Kjellstrom et al., 2017). 

Another factor could be that healthcare professionals feel undervalued or underappreciated 

(Stadick, 2020). As one can imagine, healthcare professionals who feel undervalued or 

underappreciated may not want to work in SMTs (Stadick, 2020). 

 

In conclusion, the attitude of healthcare professionals towards working in SMTs may be a 

result of dissatisfaction with other factors such as a poor fit between organizational goals and 

personal goals of healthcare professionals or feeling undervalued or underappreciated. 

However, regardless of the particular reason for the negative attitude towards working in 

SMTs, the negative attitude of team members of SMTs may result in less participative 

behavior and thereby hinder the well-functioning of SMTs (Heinemann et al., 1999). 

 

3.3.5. Infrastructural factors: Technology 

The last overarching category of contextual factors that may hinder the well-functioning of 

SMTs is technology. Technology can be defined as “a broad set of means referring to all but 

the human resources in organizations” (Achterbergh & Vriens, 2019, p, 26). Examples of 

technology can be ICT, buildings, and equipment such as machines and technological tools. 

Research (Monsen & de Blok, 2013; Nandram, 2015; the National Academies of Sciences, 

Engineering, and Medicine, 2019) suggests that ICT-systems, such as (clinical) decision 

support and health information technology, may have a profound influence on the well-

functioning of SMTs. Therefore, the main focus of this chapter will be on the influence of 

ICT-systems, as a form of technology, on the well-functioning of SMTs. 

 

As one may recall, technology is part of the infrastructure of healthcare organizations 

(Achterbergh & Vriens, 2010). The infrastructure (structure, HR, and technology) can 

influence the well-functioning of SMTs, by enabling team members of SMTs to perform 

regulation activities (strategic regulation, regulation by design and operational regulation) and 

to perform the care-processes (by means of preparation, care and support activities) 
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(Achterbergh & Vriens, 2010). In chapter 2 is explained that SMTs are well-functioning when 

the SMTs can co-contribute, in coherence with other structural elements (such as the design of 

care-processes), to the quality of organization and quality of work (de Sitter, 1994). By 

amplifying the levels on the variables of the quality of organization and quality of work, 

healthcare organizations can improve the affordability, accessibility, quality of care-services 

and well-being of healthcare professionals (de Sitter, 1994). 

 

Technology should adequately support the well-functioning of SMTs (Kuipers et al., 2010). 

This means that technology supports the team members of SMTs with the performance of 

operational activities within the care-processes, and with the regulation of disturbances that 

occur during the performance of these activities (de Sitter, 1994). Moreover, technology 

should also support interfaces between SMTs and their environment (de Sitter, 1994). For 

example, different SMTs that contribute to the same care-process may need to exchange 

information about patients, in order to perform the complete care-process effectively and 

efficiently (de Sitter, 1994). 

 

If technology does not support the team members of SMTs with the activities within SMTs, 

and between SMTs and their environment, then the technology may hinder the well-

functioning of SMTs (Kuipers et al., 2010). In this chapter, several different ways in which 

technology may hinder the well-functioning of SMTs will be discussed. However, it is 

important to mention that there can be numerous ways in which technology may hinder the 

well-functioning of SMTs (the National Academies of Sciences, Engineering, and Medicine, 

2019; Yusof & Sahroni, 2018). Due to time limitations, it is not feasible to discuss them all. 

For this reason, only the most substantial ways will be elaborated in this chapter.  

 

Broadly speaking, there are two ways in which technology may hinder the well-functioning of 

SMTs. The first way refers to too much standardization of information in ICT-systems in 

healthcare organizations (Kuipers et al., 2010; Øvretveit, Scott, Rundall, Shortell & 

Brommels, 2007), and the second way refers to technology that is not aligned to the complete 

care-process (Carayon & Hoonakker, 2019; Kuziemsky et al., 2009; Øvretveit et al., 2007). 

Research shows that technology can substantially hinder the well-functioning of SMTs, when 

the technology is either too much standardized and/or not related to the complete care-process 

(Kuipers et al., 2010; Øvretveit et al., 2007). Both ways will be elaborated in the next 

subsections. 
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Too much standardization of information in ICT-systems 

The first way in which technology may hinder the well-functioning of SMTs in healthcare 

organizations, is when information is too much standardized in ICT-systems (Kuipers et al., 

2010). Standardization of information refers to the specification of rules and routines, with the 

purpose of reducing the frequency of decision-making activities and the need for 

communication (Thompson, 1967). The level of standardization can vary from general 

standards to highly specified and detailed descriptions of rules and routines (Thompson, 

1967). Subsequently, these rules and routines are embedded in the ICT-systems (Alami et al., 

2020). By doing so, ICT-systems can be deployed as a tool in which information can be 

collected, stored, retrieved, analyzed, shared, exchanged, and adapted (de Sitter, 1994; 

Thompson & Brailer, 2004; Tubaishat, 2017). In this subsection will be discussed how too 

much standardization of information in ICT-systems may hinder the well-functioning of 

SMTs. 

 

The ICT-systems may hinder the well-functioning of SMTs, when the ICT-systems provide 

all the care-processes with highly standardized information (Kuipers et al., 2010). General 

descriptions of rules and routines may be useful to guide the behavior of organizational 

members, while simultaneously offering enough leeway for SMTs to deal with disturbances at 

their own discretion (Kuipers et al., 2010). However, the higher the level of standardization of 

information in ICT-systems, the less likely it becomes that the specified rules and routines 

apply to every (local) situation (Kuipers et al., 2010; de Sitter, 1994). In other words, highly 

standardized ICT-systems may not “accurately reflect the uniqueness of a particular clinical 

situation” (the National Academies of Sciences, Engineering, and Medicine, 2019, p. 205).  

For example, when a healthcare organization adopted multiple VAPs that are 

dedicated to different diseases. Some VAPs may be dedicated to diseases in the realm of 

empirical medicine whereas other VAPs may be dedicated to diseases in the realm of 

precision medicine (Christensen et al., 2009). This means that there is enough knowledge 

about effective treatments related to the symptoms (empirical) or causes (precision) to repeat 

the same course of actions for different patients (Christensen et al., 2009). Because of this 

available knowledge, the different steps within these care-processes can be standardized to a 

certain extent (Thompson, 1967). The more we know about the relation between causes, 

symptoms, and treatments, the more the process can be standardized (Christensen et al., 

2009). Therefore, the appropriate level of standardization of technology may be different for 

every VAP (Christensen et al., 2009; Thompson, 1967).  
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If ICT-systems provide the same level of standardization to all the VAPs, then the level of 

standardization may not reflect the needs of the individual care-processes (Kuipers et al., 

2010; the National Academies of Sciences, Engineering, and Medicine, 2019). That is 

because the high level of specification of rules and routines provides (representatives of) 

SMTs with less possibilities to deal with unforeseen circumstances (de Sitter, 1994). For 

example, a highly standardized ICT-system may not offer the possibility to process a certain 

solution in the system, when this solution deviates from the standard options that are provided 

by the ICT-system (Kuipers et al., 2010). As a consequence, the ICT-systems may hinder the 

regulatory capacity of SMTs by reducing the possibilities for (representatives of) SMTs to 

deal with disturbances at their own discretion. A few examples of disturbances that may occur 

during the performance of the care-processes are patients who do not show up, a treatment 

that does not work for a particular patient, a team member who is unmotivated, or 

unanticipated downtime of ICT-systems. ICT-systems may hinder the well-functioning of 

SMTs when they do not enable SMTs to deal with such disturbances in a flexible manner (de 

Sitter, 1994). 

 

In conclusion, ICT-systems that provide the same level of standardization to all the VAPs, 

may not allow for differences between the care-processes. This becomes problematic, when 

individual care-processes require a different level of standardization than the one that is 

provided. That is because too much standardization of information in ICT-systems reduces the 

possibilities of (representatives of) SMTs to come up with (creative) solutions for 

disturbances (Kuipers et al., 2010).  

 

Another way in which highly standardized ICT-systems may hinder the well-functioning of 

SMTs, is by increasing the administrative burden of healthcare professionals. Because of 

highly specified rules and routines, the time that (representatives of) SMTs need to spend on 

administration and documentation may increase (Øvretveit et al., 2007). As healthcare 

professionals often prefer to spend time with patients, an increase of the administrative burden 

can cause work-related stress, a decrease of professional satisfaction or even burnout 

(Bodenheimer & Sinsky, 2014). 

 

Technology is not aligned to complete care-processes  

In this subsection, the situation in which technology is not aligned to the complete care-

process will be discussed. The complete care-process refers to the performance of care-
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processes, and the coordination of activities, both within the SMTs and between multiple 

SMTs that contribute to the same care-process. 

 

Technology may hinder the coordination between and within segments in a care-process when 

segments need to share too many technological resources (Kuipers et al., 2010; de Sitter, 

1994), and when ICT-systems provide the (representatives) of SMTs with inadequate 

information (de Sitter, 1994; Kuziemsky et al., 2009). 

 

Shared Resources 

Ideally, complete care-processes are performed by individual SMTs. Nevertheless, some care-

processes may be too complex to be performed by one SMT (de Sitter, 1994). When care-

processes are too complex to be performed by one SMT, they have to be divided into 

relatively independent parts, which are called segments. Ideally, these segments are as 

independent as possible, in order to attenuate the probability of disturbances (de Sitter, 1994). 

Nevertheless, every segment within a care-process (co-)contributes to the realization of the 

output of the complete care-process. For that reason, there are always some issues that need to 

be regulated between segments (Achterbergh & Vriens, 2019).  

 

As mentioned earlier, each segment is preferably facilitated with its own dedicated 

(technological) resources, in order to increase the independence of the segments (de Sitter, 

1994). However, in practice this may not always be desirable and feasible, because 

technological resources are often very expensive (de Sitter, 1994). If it is not possible to 

facilitate each segment with its own dedicated technology, then segments of different care-

processes may need to share the technological resource (Achterbergh & Vriens, 2019). For 

example, different segments that each perform their own complete care-process need to use an 

MRI-machine regularly but facilitating each segment with their own MRI-machine is too 

expensive. In this case, the segments need to share the MRI-machine. 

 

Another example is that segments within one care-process are sequentially related to each 

other. As one may recall, this refers to a situation in which team members of segment B can 

only perform their (care) activities when team members of segment A completed their (care) 

activities successfully (Thompson, 1967). It is also possible that these segments within a care-

process need to share (technical) resources (de Sitter, 1994).  
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Either way, when segments need to share too many (technical) resources, additional 

coordination between the segments is required. That is because, for instance, the segments 

need to coordinate the use of the MRI-machine. The more resources need to be shared among 

segments, to more complex the structure design of the care-process becomes (de Sitter, 1994). 

That is because the number of interfaces increases, and consequently, the probability of 

disturbances may be amplified (de Sitter, 1994). 

 

ICT-systems providing inadequate information 

Another way in which technology may hinder the coordination between and within segments, 

is when ICT-systems provide the (representatives of) SMTs with inadequate information. The 

inadequacy of information can be a result of information that is not reliable, actual, complete 

and/or relevant (de Sitter, 1994). For instance, a healthcare professional wants to retrieve 

information about a patient’s medical status. If this information would indicate the wrong 

blood group of the patient, it may have detrimental consequences for the patient (Carayon & 

Hoonakker, 2019). Moreover, when the information about the patient’s health status does not 

show real-time information, decisions may be (accidentally) made, based on obsolete 

information. The completeness of information can refer to a situation in which information is 

fragmented among different ICT-systems. As each ICT-system only provides a part of the 

available information, the probability of errors may increase (Hall & Walton, 2004; 

Kuziemsky et al., 2009). Ultimately, the relevance of information means that ICT-systems 

properly reflect the information that is required for the performance of activities (performance 

of care-processes and regulation activities) by (representatives of) SMTs (de Sitter, 1994). 

 

If the information that is provided to (representatives of) SMTs, by means of ICT-systems, is 

not reliable, actual, complete and/or relevant, then the inadequacy of the information may 

hinder the well-functioning in multiple ways. First, the inadequate information may hinder the 

performance of care-processes by SMTs. Second, inadequate information can hinder the 

ability of SMTs to deal with disturbances during the performance of these care-processes, and 

third, the inadequate information may hinder the intersegmental coordination (de Sitter, 

1994). The examples mentioned in the previous subsection are examples of disturbances that 

may occur during the performance of care-processes. In the next subsections will be discussed 

how inadequate information, provided by ICT-systems, may hinder the ability of 

(representatives of) SMTs to deal with these disturbances. 
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In order to coordinate activities between and within segments, the (representatives of) SMTs 

need to perform different aspects of regulation: operational regulation, regulation by design 

and strategic regulation (Achterbergh & Vriens, 2019; de Sitter, 1994). Besides the different 

aspects of regulation, coordination within and between segments also requires the 

performance of different parts of regulation: monitoring, assessing, and adjusting 

(Achterbergh & Vriens, 2019; de Sitter, 1994). However, ICT-systems may hinder the ability 

of (representatives of) SMTs to perform these regulation activities, among other things, by 

providing too much information or fragmented information among different ICT-systems 

(Hall & Walton, 2004; Kuziemsky et al., 2009). For example, it would be troublesome to hold 

(representatives of) SMTs accountable for the outcomes of teams and/or care-processes, while 

they are not facilitated with information that is reliable, actual, complete and/or relevant (de 

Sitter, 1994). 

In this case the (representatives of) SMTs are unable to monitor, assess and adjust 

their performance because they do not have the necessary information to do so. Imagine 

noticing that more and more mistakes are made, causing patients to be harmed. 

Simultaneously, it is your (shared) responsibility to deliver care-services with sufficient 

quality. The problem is that you are not provided with any insights as to how you perform, the 

level of patients (dis)satisfaction, the reason why mistakes are made, what to do to improve 

the quality of care or assess whether the improvements that are implemented are effective. 

Probably anyone can imagine that such a situation is very stressful. Work-related stress may 

cause deteriorating well-being of healthcare professionals and eventually even burnout 

(Bodenheimer & Sinsky, 2015; West, 2016). 

 

Research (Carayon & Hoonakker, 2019; Hall & Walton, 2004; Klumper, 2016; Kuziemsky et 

al., 2009; Øvretveit et al., 2007) shows that the well-functioning of SMTs may be hindered by 

inadequate information, when ICT-systems provide (representatives of) SMTs with too much 

information, or when (representatives of) SMTs have to work with different, incompatible 

systems. For that reason, these two contextual factors will be discussed in more detail. 

 

First, too much information refers to a situation in which ICT-systems provide representatives 

of SMTs with an overload of information (Hall & Walton, 2004). An overload of information 

means that the SMTs are provided with more information than they need for decision-making 

purposes (Hall & Walton, 2004). In this situation, activities such as navigating through the 

information and selecting relevant information may become more difficult and time 
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consuming (Hall & Walton, 2004). Moreover, important and relevant information can be 

easily missed. Consequently, decisions may be based on inaccurate or incomplete information 

(Kuziemsky et al., 2009; Singh, Spitzmueller, Petersen, Sawhney, & Sittig, 2013). In other 

words, providing (representatives of) SMTs with too much information may increase the 

probability of disturbances. Another consequence can be that decision making is delayed due 

to the variety or quantity of information (Hall & Walton, 2004; Wilson, 2001). Delays in 

decision-making may reduce the reliability of the information, as the information may not be 

actual anymore when the decision is made (Achterbergh & Vriens, 2019). Consequently, 

when ICT-systems provide (representatives of) SMTs with too much information, the 

performance of regulation activities which are necessary for coordination within and between 

segments, may be hindered. 

Secondly, ICT-systems can also hinder the coordination between and within segments when 

(representatives of) SMTs have to work with different, incompatible ICT-systems 

(Kuziemsky et al., 2009; Singh et al., 2013). Incompatibility or ‘lack of interoperability’ of 

ICT-systems can be described as: “the parallel utilization of various non-integrated 

technological applications (e.g., doctor’s records, patient’s records, pharmacist’s records) may 

force health care providers to enter the same information several times (a form of “human 

interoperability”) or to search for information dispersed in different systems” (Alami et al., 

2020, p. 2).  

Different ICT-systems can relate to care-tasks, such as health information systems, or to other 

activities such as preparation, support, and regulation activities. In some healthcare 

organizations, healthcare professionals need to work in multiple different and incompatible 

health information systems (Øvretveit et al., 2007). Now, imagine that for every activity, one 

or more different ICT-systems and or applications have to be used. For example, a different 

system for patient information, planning, e-learning, decision-making, ordering equipment, 

diagnosis, and treatment. In this case, healthcare professionals would have to work in six 

different ICT-systems. When (representatives of) SMTs need to work with incompatible ICT-

systems or applications, they may need to switch between these systems multiple times a day. 

This may cause several problems such as double documenting the same information in 

different systems, a lack of overview because of the fragmentation of information between 

different ICT-systems and/or applications, and a high number of clicks and scrolls that are 

necessary to complete activities within the ICT-system and/or applications (Carayon et al., 

2020; Carayon, Hundt, & Hoonakker, 2019; Christodoulakis, Asgarian, & Easterbrook, 2017). 
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As a result of these problems, the performance of administration and documentation tasks 

may become more time-consuming and error prone (Carayon & Hoonakker, 2019). 

Consequently, these problems may ultimately result in delays of (parts of the) care-processes 

and insufficient quality of care-services (Middleton et al., 2013; Walker & Carayon, 2009). 

Thereby, the ICT-systems may hinder the well-functioning of SMTs. 

In conclusion, when ICT-systems provide SMTs with inadequate information, the probability 

of disturbances increases while simultaneously the ability of (representatives of) SMTs to deal 

with these disturbances will attenuate (de Sitter, 1994). This is because information that is not 

reliable, actual, complete and/or relevant, cannot properly support (representatives of) SMTs 

with the performance of care-processes, the regulation of disturbances that occur during the 

performance of these care-processes, and intersegmental regulation (de Sitter, 1994). 

Inadequate information may be caused by, among other things, too much information and/or a 

lack of interoperability of ICT-systems (Kuziemsky et al., 2009; Øvretveit et al., 2007). 

 

3.3.6. Conclusion 

In conclusion, contextual factors that may hinder the well-functioning of SMTs can be 

divided into two categories: organizational goals and infrastructure (structure, HR, and 

technology). The purpose of this chapter was to answer sub-questions 2: What are contextual 

factors that may hinder the successful implementation of SMTs in healthcare organizations? 

And 3: What is the influence of contextual factors on the successful implementation of SMTs 

in healthcare organizations? 

These questions are answered by means of an integrative literature review. The outcomes of 

the integrative literature are shown in the table below (Table 5). 
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Table 5. Extended version of the overview of contextual factors 

Category Contextual 
Factors (C.F.) 

How can they hinder the well-
functioning of SMTs? 

Author(s) 

Organizational 
goals 

Clarity – Goals 
are ambiguous 
or vague 

When organizational goals are 
unclear, they are open for various 
interpretations. This can be 
problematic because thereby SMTs 
are not provided with the necessary 
feedback to: 

1) Assess the appropriateness 
of team goals relative to the 
organizational goals. 

2) Evaluate the performance 
of the teams and segments 
relative to the 
organizational goals/ goals 
of the care-processes. 

Locke and 
Latham, 
(1991) 

Attainability – 
Goals are too 
ambitious or  

Team members of SMTs may not 
believe that goals can be attained: 

1) When goals are too 
ambitious 

2) They are not held 
accountable for the 
outcomes (results in lack of 
ownership)  

3) They are held accountable 
for outcomes they cannot 
control 

4) They do not have the 
necessary capacities 

 
If team members do not believe 
that goals can be attained, then  
it becomes less likely that SMTs 
will attain these goals. 
 

Commitment Commitment related to clarity and 
attainability 
Team members of SMTs can 
become less committed to the goals 
when they believe that the goals are 
unattainable or unclear. 
Consequently, they may put less 
effort in attaining the team goals. 
 
Commitment not related to clarity 
and attainability 
Despite clear and attainable 
organizational goals, team 
members of SMTs may not be 
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committed because the goals do not 
reflect the societal contribution. 
This can be the case when goals are 
performance-related (efficiency, 
profit). SMTs may perceive this 
type of goals as unimportant or 
irrelevant 
 

Team goals (Initial) team goals can also be 
inadequate. These goals may be 
initially set by the healthcare 
organizations, and can be 
ambiguous, unattainable or 
performance-related as well. 

Infrastructure 
 
1. Structure 

Forms of 
structures 

When horizontal structures are 
implemented on top of the existing 
functional structure, then the 
complexity of the structure 
increases (increased number of 
interfaces which enhances the 
probability of disturbances). In this 
case, team members of SMTs have 
to work in functional- and self-
managing teams. These teams may 
have conflicting interests, which 
requires from team members of 
SMTs to prioritize one team over 
the other (this effect may be 
reinforced when the organizational 
members prefer to hold on to the 
old, functional, structure). Possible 
consequences: 
 

1) Ambiguous boundaries. 
2) Unclear relations. 
3) Reconcile conflicting 

interests. 

Achterbergh 
and Vriens, 
2019; van 
Hooft 
(1996); 
Kuipers, 
van 
Amelsvoort, 
and Kramer 
(2010); De 
Sitter 
(1994) 

Intersegmental 
structure 

Allocation of preparation, support, 
and regulation tasks outside of the 
SMTs: 

1) Decreases overview of the 
complete care-process 
(support and preparation) 

2) Not possessing all the 
information that is 
necessary for decision 
making (regulation) 
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2. HR Organizational 
culture and 
subcultures 
& Leadership 

A blame culture (unsafe culture 
based on fear and distrust) 

1. Team-members of SMTs do 
not take responsibilities for 
their mistakes, or 

2. Blame each other for their 
mistakes 

 
When team-members of SMTs stay 
silent about mistakes, then their 
ability to learn is hindered. That is 
because learning requires openness 
about mistakes. This type of culture 
may be created by top managers 
who believe that organizations are 
‘mechanistic’. 
 
Other cultural problems:  

- Single-loop learning rather 
than double-loop learning. 

 
- Differences between sub-

cultures can be hard to 
reconcile (power 
differences in particular), as 
disregarding opinions of 
team-members can 
contribute to an unsafe 
culture. 

Agryris 
(1967); 
Morgan 
(2006); 
Schein 
(1992) 

Abilities 
(knowledge & 
skills) 

Team members of SMTs are not 
able to perform team-tasks and 
realize their team-output if: 
 

1. Team-members of SMTs do 
not possess technical skills 
(related to the content of 
preparation, care,  
support, and regulation 
tasks) or  

2. When they do not possess 
social abilities (those 
abilities that help to build 
and sustain relationships 
with other team members of 
the SMT and to treat other 
team members of the SMT 
with respect) 

Manz 
(1992) 

Other contextual 
factors: 

Role blurring 
Role blurring can be problematic if 
the professional identity of 

Kjellstrom, 
Avby, 
Areskoug-



93 
  

3) Role 
blurring 

4) External 
leaders 

5) Attitude 
of team 
members 
of SMTs 

healthcare professionals is 
threatened. If this is the case, then 
organizational members may not 
want to perform some team-tasks 
and/or they do not (fully) 
understand the tasks and skills of 
other team member relative to their 
own tasks and skills.  
 
Too much redundancy may be 
problematic for the sense of 
professional identity of team 
members of SMTs whereas too 
much specialization may hinder the 
ability of team members to perform 
team tasks and realize team output 
by means of intensive collaboration 
and communication. 
 
External leaders 
A frequent problem of assigning 
external leaders to SMTs, is that 
they do not want or do not know 
how to perform a different function 
within the healthcare organization 
(Rapp et al., 2016). When previous 
team leaders do not want to give up 
their control, they may tend to 
exert too much control over SMTs. 
Consequently, the performance of 
regulation tasks by team members 
of SMTs may be undermined by 
the interference of the external 
leader. 
 
Attitude of team members of SMTs 
When healthcare professionals 
have a negative attitude towards 
working in SMTs or do not want to 
work in SMTs for some reason, 
then they may be less inclined to 
participate in team activities such 
as shared decision-making, giving 
and receiving feedback and 
adapting team goals. 

Josefsson, 
Gare, and 
Back (2017) 
Nancarrow, 
(2004); 
Rapp, 
Gilson, 
Mathieu, 
and Ruddy 
(2016) 

3. Technology Too much 
standardization 
of information 
in ICT-systems 
 

The ICT-systems may hinder the 
well-functioning of SMTs, when 
the ICT-systems provide all the 
care-processes with highly 
standardized information. Too 

Kuipers et 
al. (2010) 
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much standardization of 
information in ICT-systems is 
problematic because: 

1) The higher the level of 
standardization, the less 
likely it becomes that the 
specified rules and routines 
apply to every (local) 
situation. 

2) This may hinder the 
regulatory capacity of 
SMTs by reducing the 
possibilities for 
(representatives of) SMTs 
to deal with disturbances at 
their own discretion. 

3) This increases the 
administrative burden of 
healthcare professionals 

Technology is 
not aligned to 
the complete 
care-process 

Technology may hinder the 
coordination between and within 
segments in a care-process when: 

1) Segments need to share too 
many technological 
resources and/or: 

2) When ICT-systems provide 
the (representatives) of 
SMTs with inadequate 
information. 

 
When segments need to share too 
many technological resources, the 
structural complexity may increase 
due to the increased number of 
interfaces between segments. 
Consequently, the probability of 
disturbances may be amplified.  
 
In case of the latter, the well-
functioning of SMTs may be 
hindered by inadequate 
information, when ICT-systems 
provide (representatives of) SMTs 
with too much information, or 
when (representatives of) SMTs 
have to work with different, 
incompatible systems. For that 
reason, these two contextual factors 
will be discussed in more detail. 

Kuipers et 
al. (2010); 
Kuziemsky 
et al., 2009;  
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Chapter 4. Conclusion and discussion 
In this chapter, the research question will be answered. In chapter 1 of this research, the 

following research question was stated: “How can we enhance our understanding of the 

functioning of SMTs in healthcare organizations, by identifying contextual factors that hinder 

the successful implementation of SMTs in healthcare organizations?”. This research is 

relevant because of the urgency for proper solutions for the problems where healthcare 

organizations are dealing with in terms of affordability, accessibility, quality of care-services 

(Christensen et al., 2009; Deloitte, 2019; KPMG, 2019) and well-being of healthcare 

professionals (Bachynsky, 2019; Bodenheimer & Sinsky, 2014, West, 2016). 

 

A thorough review of the literature resulted in the identification of various contextual factors 

of SMTs, that may hinder their well-functioning. The magnitude and content of these 

contextual factors suggest that there are, indeed, other factors that may hinder the well-

functioning of SMTs, rather than their structural inadequacy. Nevertheless, to ensure that the 

structural inadequacy of SMTs is not the problem, it is important to establish that we are not 

dealing with pseudo-teams. 

 

To understand why the SMTs in healthcare organizations are not functioning well, there are 

three steps that need to be undertaken. First, the structure-related problems with the 

functioning of SMTs need to be diagnosed. This is important because it is not possible to 

properly identify the causes, if it is unclear what the problems are (Achterbergh & Vriens, 

2019). Achterbergh and Vriens (2019) suggest performing a gap-analysis. A gap-analysis can 

be performed based on variables that express the well-functioning of SMTs. The variables of 

the quality of organization and the quality of work are suitable for this purpose, as the 

amplification of these variables enables healthcare organizations to realize their societal 

contribution (Achterbergh & Vriens, 2019). Subsequently, the desired and actual values on 

the variables of the quality of organization and the quality of work can be determined. 

Ultimately, healthcare organizations can compare these values and determine if the 

differences between the desired and actual values are likely to cause problems with the 

functioning of SMTs in the unique context of their organization (Achterbergh & Vriens, 

2019). 

 

The second step is to determine if the structural inadequacy of the SMTs is causing the 

structure-related problems that are identified in step 1. To do so, healthcare organizations 
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have to consider whether they are dealing with SMTs or pseudo-teams. SMTs are adequately 

designed, when they are designed (to some extent) conform the eight characteristics of SMTs: 

team size, team duration, task design, coordination mechanism, decision-making, interfaces 

and disturbances, regulatory potential, and resources. If the SMTs deviate too much from the 

ideal-typical description of these characteristics, then the healthcare organization may have 

adopted pseudo-teams (Reeves et al., 2017). In case of the latter, the structure design of the 

SMTs should be fixed before it becomes useful to consider other factors that may hinder the 

well-functioning of SMTs. When a healthcare organization assessed the structural adequacy 

of the SMTs and conclude that the SMTs are adequately designed (and therefore, structural 

inadequacy is probably not the problem), then they may want to consider the possibility that 

there are other factors that may hinder their well-functioning. This is the third step that needs 

to be undertaken to understand why SMTs are not functioning well. 

 

The model of contextual factors provides insight in possible reasons why the SMTs are not 

functioning well. These insights may help healthcare organizations to identify what is 

hindering the well-functioning of the SMTs, and subsequently create solutions that may 

improve the circumstances in which the SMTs are functioning. By adjusting those factors that 

hinder the well-functioning of SMTs, healthcare organizations may be able to create a more 

conducive environment for the well-functioning of SMTs. Consequently, the well-functioning 

of SMTs may be improved, which means that the SMTs are better able to co-contribute to the 

variables of the quality of organization and the quality of work, and thereby enhance the 

healthcare organization’s ability to attenuate problems with the affordability, accessibility, 

quality of care-services and well-being of healthcare professionals (Achterbergh & Vriens, 

2019; de Sitter, 1994). 

 

This process of identifying what may hinder the well-functioning of SMTs, is presented in 

Figure 2.
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  Figure 2. Flowchart of the identification of factors that hinder the well-functioning of SMTs 
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In the next section, the practical implications of this study will be elaborated. Thereafter, the 

theoretical implications are discussed and ultimately, the limitations of this research and 

recommendations for future research will be discussed. 

 

4.1. Practical implications 

In this section, the practical implications of this research will be discussed. More specifically, 

the practical implications of an enhanced understanding of the factors in the context of SMTs, 

that may hinder their well-functioning. First, the implication for society at large will be 

discussed after which the practical implications for individual healthcare organizations will be 

described. 

The model of contextual factors suggests that SMTs do not have to be dismissed as an 

effective, structure-driven solution for problems where healthcare organizations are dealing 

with, by indicating that there are contextual factors that may hinder their well-functioning of 

SMTs rather than their structural inadequacy. This is valuable for society at large, as 

affordable, and accessible care-services with sufficient quality are a basic need. 

Individual healthcare organizations can use these insights for the identification factors in the 

context of SMTs in healthcare organizations that may hinder their well-functioning. The 

insights of this research may be particularly useful for healthcare organizations that adopted 

SMTs and are dealing with dysfunction of the SMTs, healthcare organizations that are in the 

process of implementing SMTs and healthcare organizations that consider adopting SMTs. 

 

The identification process that is illustrated in figure 2 may be particularly relevant for 

healthcare organizations that are currently dealing with SMTs that are dysfunctional. They 

may use these insights to determine if there are values that are problematic, and if so, if they 

are not dealing with pseudo-teams. When the SMTs turn out to be adequately designed, 

conform the ideal-typical characteristics, then the healthcare organization may want to 

consider if there are factors in the context of SMTs that hinder their well-functioning. The 

model of contextual factors can be used to identify what is causing the problems with the 

functioning of the SMTs. Consequently, healthcare organizations may be better able to 

formulate proper solutions. 
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Healthcare organizations that consider adopting SMTs, may use the insights of this research 

to prevent that the context in which the SMTs are going to be implemented, hinders their 

successful implementation. After identifying contextual factors that may become problematic, 

healthcare organizations may decide to improve contextual factors before or during the 

implementing the SMTs. For example, by transforming a blame culture into a learning 

culture, by breaking down the functional departments or by improving the information 

provision.  

 

Ultimately, healthcare organizations that are currently in the process of implementing SMTs 

could use these insights for early detection of the existence of such factors and thereby reduce 

the possible (additional) consequences of the problematic contextual factor(s) (Achterbergh & 

Vriens, 2019). An example of reducing the possible (additional) consequences of a hindering 

contextual factor could be to provide the SMTs with training, in order to enable the team 

members of the SMTs to perform the broad team tasks (preparation, care, support, and 

regulation). If the healthcare organization would not properly facilitate the SMTs with 

opportunities to improve their skills, the lack of necessary abilities that are necessary to 

perform team tasks may cause extra disturbances. 

 

4.2. Theoretical implications 

In this section, the theoretical implications of this research will be elaborated. The model of 

contextual factors that may hinder the well-functioning of SMTs mainly contributes to the 

literature on organization structures. More specifically, the model extends our knowledge of 

the functioning of SMTs in healthcare organizations. Although the concept of self-

management is well-developed in theory on organization design and development (such as 

socio-technical systems design theory), we do not yet understand the reasons why SMTs are 

not functioning well in some healthcare organizations. 

In the literature on organization design, several authors consider organizations as systems 

(Achterbergh & Vriens, 2010, 2019; Morgan, 2006; Nadler & Tushman, 1997, de Sitter, 

1994). This refers to the interrelatedness between elements both within organizations, and in 

the environment of organizations. These elements need to be developed in coherence with 

each other, because otherwise these elements may become misaligned. By developing 

organizational elements in coherence with each other, organizations may be able to create a 

more conducive environment for SMTs. By doing so, the probability that SMTs are 
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implemented successfully is amplified. Consequently, SMTs are enabled to co-contribute to 

the quality of organization and the quality of work (de Sitter, 1994). Ultimately, by improving 

the variables of the quality of organization and the quality of work, the ability of healthcare 

organizations to realize their societal contribution is enhanced. This research extends the 

existing knowledge on organization structures by enhancing our understanding why SMTs are 

not functioning well in some healthcare organizations. More specifically, by providing a 

model that can be used to assess the influence of the context of SMTs on their well-

functioning. 

 

4.3. Limitations and recommendations for future research 

There are several limitations that apply to this research. These limitations will be described in 

this section, followed by some recommendations for future research. 

 

First, it may be relatively difficult to replicate this research because of the creative nature of 

an integrative literature review. Using an integrative literature review as a methodology 

allows for the creation of a new theoretical model. That is because this research method 

provides limited methodological guidelines, which allows the researcher to perform the 

literature in a creative manner (Snyder, 2019). Although this methodology is especially 

suitable for the type of research question of this research, the downside of a creative process is 

that it may come at the expense of replicability. 

 

Secondly, although contextual factors outside of healthcare organizations are excluded of the 

scope of this research, the value network (such as suppliers, complementors, and health 

insurers) may also have a substantial influence on healthcare organizations (Christensen, 

2009). Roughly speaking, health insurers determine what they are willing to pay for care-

services. A possible consequence of low prices of care-services could be that SMTs have to 

help more patients, with less capacity. This may hinder the ability of team-members of SMTs 

to deal with disturbances on their own discretion, as in this case they would have limited 

financial resources. Therefore, a third category of contextual factors could be institutional 

factors. 

  

Third, the model of contextual factors is not exhaustive. There are four issues that are not 

addressed in this research, and therefore they are missing in the current model. First, the 
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relative importance of the contextual factors. Some contextual factors may have a more 

substantial influence on the well-functioning of SMTs than others. For example, a blame 

culture may be deeply rooted into basic assumptions which can make it very difficult to 

change the culture. Abilities on the other hand, may be more easily improved. One could 

think about facilitating (on-the-job) training to improve the abilities of team-members of 

SMTs. Second, the interrelatedness between the contextual factors is not addressed. For 

example, if organizational goals are not aligned to organizational values (HR), then team 

members of SMTs may put less effort in attaining the organizational goals. Third, a tool to 

diagnose the influence of contextual factors on the well-functioning of SMTs in healthcare 

organizations. And fourth, the differences between the contextual factors of SMTs in specific 

types of healthcare organizations. 

 

This model is a first attempt to enhance our understanding of the factors in the context of 

SMTs that may hinder their well-functioning. Therefore, a recommended direction for future 

research is to refine and improve the model by means of theoretical and empirical research. 

Theoretical research may focus on the development of a tool that enables the diagnosis of the 

influence of contextual factors, on the functioning of SMTs. Another recommended direction 

for theoretical research is to determine the relative importance of the contextual factors for the 

well-functioning of SMTs. Furthermore, empirical research may be conducted to investigate 

problems with the functioning of SMTs, and the causes of these problems, in a particular 

healthcare sector. Subsequently, the empirical findings may contribute to the refinement and 

improvement of the current model of contextual factors.  
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