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Abstract

:

Community Mental Health Teams (CMHTs) have been introduced as an alternative to hospital-based treatment. Their effectiveness and the factors that may influence it have not yet been fully investigated. According to Belbin’s theory, a team is more effective if its members have diverse roles. The aim of this study was to investigate if there is an association between CMHTs’ effectiveness and Belbin’s team role balance. Participants were members of eight CMHTs. The data collected were demographics (age, gender), discipline, years of experience, and team tenure. Also, the following scales were administered: the Belbin Team Role Self-Perception Inventory (SPI) and team effectiveness scale (TES). One hundred and six members participated. A significant correlation between team role diversity and effectiveness was found. Multilevel analysis showed that role diversity and being a doctor were the only two significant independent predictors of team effectiveness. Belbin’s theory is therefore applicable to CMHTs. The more diverse roles the members of a team have, the better the effectiveness of the team. Given that roles can be modified, team leaders need to be aware of the members’ roles and be able to modify them. Thus, they can increase the effectiveness of their teams.
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1. Introduction


European and international mental health policies emphasize and endorse community-based mental health care as opposed to institutionalized care, although its implementation varies between countries [1]. The delivery of community care is through Community Mental Health Teams (CMHTs). In Ireland, “A Vision for Change” was published in 2006, introducing CMHTs as an alternative to inpatient treatment. Two previous studies on CMHTs in Ireland showed that service users in Ireland did not have multidisciplinary access and input, that the medical model was the prominent model, and that there was little involvement of service users in decision-making about their treatment [2,3].



Thus, CMHTs are relatively new; they are, at present, the only alternative therapeutic approach to asylum treatment and institutionalization, and their effectiveness has not been fully evaluated—if at all. Most studies until now have looked only into the implementation of policies; they are sparse and based on a small number of qualitative data which perhaps do not reflect the overall picture. Furthermore, failures to implement policies or the underdevelopment of teams do not necessarily imply a lack of effectiveness. Perhaps a lack of resources, mismanagement, unwillingness, or other reasons are the main causes, but not necessarily a lack of effectiveness. Even underdeveloped teams can be effective if other conditions are met within them. Previous research has looked into different external outcomes which are more related to the performance, rather than the effectiveness, of CMHTs. Outcomes like Key Performance Indicators (KPIs), waiting lists, or admission rates may reflect organizational deficits, under-resourced situations, bad management, or other deficits, but not necessarily the lack of effectiveness of CMHTs. What has been defined as effectiveness in other organizational teams perhaps does not apply to CMHTs. CMHTs are different from other general organizational or industrial teams. Also, they are different from their nearest comparable multidisciplinary healthcare teams. The environment in which CMHTs work is more complex and more diverse, and service user needs are bigger and more challenging compared to general healthcare teams. Similarly, given the mental health problems and the subsequent social and family problems, carers of service users also need to be involved and supported by the CMHTs. In addition, relatively high caseloads and multiple demands from external constituents differentiate CMHTs from other general multi-professional teams. Furthermore, competing pressures and priorities that CMHTs face, e.g., a chronic lack of resources and competing interests around prioritizing needs, make the work of CMHTs more demanding [4]. Finally, the management and leadership of CMHTs is more challenging and difficult because CMHTs are typically more diversely multi-professional compared to general health teams [5]. Thus, the effectiveness of CMHTs needs to be defined in other ways. Concepts like continuity of care, service user wellbeing, therapeutic relationship and empathy, engagement with carers, and relationships within the teams need to be taken into account. A previous work by El Ansari et al. [6] developed different operational criteria for effectiveness specifically for CMHTs. They tried to capture effectiveness from a different perspective by looking at multiple stakeholders. They specified seven themes that constitute effectiveness in CMHTs. These themes are as follows: (a) improved service user well-being, (b) therapeutic relationships with service users, (c) provision of continuous care, (d) effective inter-teamwork, (e) engagement with carers, (f) creative problem solving, and (g) respect between professionals. Then, they developed a scale, the team effectiveness scale, which we also used in the present research.



Team Roles and Belbin’s Team Role Model


Despite the fact that CMHTs are multidisciplinary and each member has a professional role, each member simultaneously has a role within the team and interacts with other members of the team. This interaction is perhaps reciprocal. The term “role” as a general concept can be seen from two different theoretical points of view: a sociological one, in which attitudes and behavior are assigned by the members of a group or team to a person occupying a specific position, and a psychosocial one, in which a role can be defined as the behavior expected from an individual occupying a specific position. In the former situation, members expect this behavior or role from a person on the basis of his/her social position and social status in their team roles; in the latter situation, members expect this role because the position is associated with these specific role(s). These two concepts are not mutually exclusive and one person can have both roles [7]. There are many theoretical models of how roles are developed [8]. The first set of role theories (role-taking theories) is those which consider roles as a passive phenomenon [9,10]. There are two parts to it: the person who performs the role (focal person) and the person who has certain beliefs about the role (role sender). The role sender communicates their beliefs about the role to the focal person and the focal person acts accordingly, internalizing that this is his/her role. The second set of theories (role-taking theories) supports the belief that individuals are more motivated and active when they have roles that they can successfully perform. In the second model, the role sender is also influenced by the focal person [7]. Thus, team roles (and more generally group roles) are performed patterns of behavior which are influenced by experience, motivations, abilities, personality, values, contexts, and learning. Team roles can explain work-related outcomes and character strengths [11]. It has been suggested that successful teams owe their success to their composition of roles [12]. In this context, Belbin suggested that team roles are defined as a behavior pattern which makes team members interact with each other in order to achieve greater success [7]. Belbin [13] proposes that, for a team to be effective, a balance of roles is needed and all roles must be present within the team. Also, he asserts that duplicate roles must be avoided in order to have a balanced team. Team role balance assumes that team performance will have more positive outcomes. The eight roles (he later added one more, the specialist) are: Plant (PL); monitor/evaluator (ME); company worker (CW), which later in 1993 he renamed to Implementer (IM); shaper (SH); completer/finisher (CE); team worker (TW); Chairman (CH) (later the name changed to Coordinator); and resource investigator (RI). Belbin’s team role categorization has become very popular amongst many others [14]. In 1981 Belbin created the Belbin Team Roles Self-Perception Inventory (SPI) questionnaire, which was used to measure team roles in the present study. SPI was proposed after a nine-year study around team effectiveness and team building [15]. According to Belbin [16], teams should have a mixed combination of the types he includes in his SPI.



In addition, Belbin’s theory distinguishes between a person’s role and a functional role. The functional role is what the job demands from the person who has the skills and the knowledge for this job. Many team members may have the same functional role but perhaps have different team roles. Therefore, Belbin’s theory can be applied to multidisciplinary teams.



Thus, given the above, the aims of this study are: (a) to explore if Belbin’s theory may be applicable to CMHts and (b) to investigate if there is a direct association between team effectiveness (as defined specifically for CMHTs) and Belbin’s team role balance.





2. Materials and Methods


2.1. Design, Setting, Sample


The design of the study was prospective cross sectional. All the members of CMHTs in Sligo Leitrim Mental Health Service were eligible to participate. The only exclusion criterion was if the person declined to participate. The total number of CMHTs in Sligo/Leitrim was 9, and the number of members in CMHTs was 141 employees.




2.2. Measurements/Scales


	(a)

	
Demographics: data have been collected on the following demographics: age, gender, profession, years of experience, and team tenure.




	(b)

	
Team effectiveness scale: Twenty items reflecting the seven dimensions of effectiveness in CMHTs (see also literature review above). The items are rated on a five-point Likert scale (1 = strongly disagree; 5 = strongly agree). Some of the items are worded negatively and for them the scoring is reversed. Higher sores indicate more effective teams [6].




	(c)

	
Team Roles scale: Belbin Team Roles Self-Perception Inventory (SPI) [16]. The SPI includes seven sections, and each section comprises eight sentences. Participants need to distribute a total of 10 among the sentences while selecting which sentences best describe their behavior. Points cannot be allocated to more than four sentences. The older version of SPI was used for this study as there are more empirical data for it and more research enabling comparisons with previous studies. Furthermore, its psychometrics have been investigated extensively. An individual’s primary role is considered the role with the highes6 score, and the secondary role is the role with the second highest score.








2.3. Procedure


The study was carried out between May 2018 and August 2018. Team members were offered an appointment to complete questionnaires at the time of their community team meeting. Those who were not in attendance at the team meeting for any reason were contacted again in person or by post and invited to participate. For those who declined to participate, no further contact was made. For those who did not reply after the first contact in person or by post, a reminder letter was sent together with the questionnaires again via internal post after a few weeks. If four weeks had elapsed with no reply given after two instances of contact, those individuals were recorded as non-participants.




2.4. Ethics


Ethical approval was granted from the Local Ethical Committee on the 5 March 2018. Informed consent was obtained from all participants in writing (anonymously) by ticking the relevant box in the questionnaires.




2.5. Statistical Analysis


SPSS software (v.25) was used to analyze the data. Continuous data are presented as means and standard deviations (SDs), with categorical data presented as counts and percentages. The effectiveness between teams was tested with ANOVA, using Bonferroni corrections for multiple testing. To examine the association of team effectiveness and Belbin’s Team Roles scale (SPI), Spearman’s correlation test was used (data not normally distributed). To investigate the effects of team roles, demographics, team tenure, years of experience, profession, and team size on team effectiveness, a multilevel regression model was conducted with team effectiveness as a dependent variable and with all others as independent variables. The multilevel approach was used because individuals were nested within the teams. This model takes into account the fact that observations within a team are correlated [17]. In addition, the interactions between independent variables were examined to investigate for moderator and/or mediator factors. A new variable was created by measuring the balance/imbalance of each team. This was based on both of Belbin’s theoretical principles: (a) that all roles must be present for a team to be balanced, and (b) roles should not duplicated. Therefore, teams were considered imbalanced by 1 point if (a) teams (with more than 10 members) had a primary role missing. For each missing primary role one point was added, (b) for teams with 10 or less members the secondary role was taken into account (to avoid penalizing small teams) and the above rule was applied. If statistically significant overlap in primary roles (for big teams) existed, one point was given for each overlap. For smaller teams (which may not have all the primary roles) the secondary role was also examined. The overlap was examined by using an x2 test (goodness-of-fit test) and by examining if the overlap was statistically significant (adjusted residuals ≥ 2). This variable was hereafter called the Imbalance Index. Higher scores indicate more imbalanced teams. Finally, a post hoc calculation for the achieved power was performed by using G*Power version 3.1.9.7. software [18].





3. Results


3.1. Descriptive Statistics


The number of teams analyzed was 8, and the total number of participants was 106 (response rate 87%). One team was excluded because of a very low response rate (2 out of 19, 11%).



3.1.1. Demographics


The demographics of the sample are presented in Table 1 in total and categorized by profession. Also, the composition of each team in demographic variables and profession is presented in Table S1 (supplementary material).




3.1.2. Team Effectiveness Scale


The descriptive statistic of the seven dimensions of the scale and its total is presented in Table 2. Table 3 shows the mean Total Effectiveness Scale in each team, the Standard Deviation (SD), and the significant differences found between teams by using the ANOVA test and Bonferroni corrections.



From Table 3, it can be seen that the least effective was team A followed by team D, while the most effective were teams H and E.




3.1.3. Belbin’s Primary and Secondary Roles


The distribution of primary and secondary Belbin’s team roles across the eight teams is presented in Table 4.





3.2. Bivariate Statistics


Here, a correlation is performed between the variables, total effectiveness scale, and Imbalance Index by ignoring the other variables and the fact that data are nested. Spearman’s correlation test shows that there is a significant negative correlation between the Imbalance Index variable and the total team effectiveness scale (Spearman’s rho = −0.355, p < 0.01). Therefore, more imbalanced teams are less effective. In addition, despite the small sizes of the teams and by ignoring that the data are correlated (nested), a comparison of the teams using the demographic variables (age, gender) and the years of experiences, years of tenure, and profession variables was performed. For the categorical variables gender and profession, a x2 test was performed, and for the continuous variables (age, years of experience, and years of tenure) a ANOVA test was performed. Differences among the teams in terms of gender and profession (x2 = 5.952, df: 7, p = 0.545; x2 = 35.611, df:42, p = 0.746, respectively) were not significant. Regarding the continuous variables, no differences were found in terms of age and years of experience but differences were found in years of tenure between teams C, F, and G (less years of tenure in team C). (Table S2 in supplementary material shows the ANOVA results and the multiple comparisons after Bonferroni corrections).




3.3. Multilevel Analysis (Hierarchical)


An initial model was constructed with team effectiveness as a dependent variable and all others (the Imbalance Index, profession, years of experience, time of tenure [in years], gender, age, and team size) as independent variables. The unit of analysis was the eight teams, and they were used as random effects with the remaining variables used as fixed effects. Variables which did not significantly contribute to the model were dropped one by one from the model with the guidance of the Akaike’s Information Criterion (AIC). A lower AIC score for a model compared to a previous one means that the new model is better. The final parsimonious model with the estimate parameters is presented in Table 5. In the initial model (full model), the AIC was equal to 814.06, with 26 levels and 23 parameters. In the final presented model, the AIC was 745.36, with 9 levels and 9 parameters. The test of fixed effects (Type-III test of fixed effects) showed that the Belbin’s Imbalance Index was significant (F = 24.87, DF:(1, 98), p = 0.001, but not the professions (F = 1.567, DF: (6, 98), p = 0.165.



It can be seen from Table 5 that there is an independent negative effect of the imbalance of roles on team effectiveness. The more imbalanced the team is, the less effective it becomes. Also, there is an independent significant effect of the profession of doctor on the effectiveness of CMHTs. Demographics (age and gender), team tenure, years of experience of each member, and size of the team did not have any significant effect and they did not contribute to the final model.




3.4. Power Calculations


The power of the study to detect true significant correlations was calculated post hoc. For the given sample size (n = 106), for correlation the calculated effect size was 0.6 and the power of the study 1. Similarly, the power for the multilevel analysis was equal to 1 (two-tailed hypothesis, effect size = 0.65, n = 106, number of predictors = 8).





4. Discussion


The results indicated that teams with duplicated roles or lack of some roles in their teams are less effective. We found no previous similar studies with which to perform a direct comparison with the results of this study. However, an indirect comparison can be performed with studies which investigate performance in other teams (although, as it was argued above, performance is different from effectiveness). For instance, a study of 11 management teams in public and private organizations reported an association between team balance and team performance [19]. Similar results have also been reported in Integrated Project Teams [20]; in software development teams [21]; in teams of management games [22]; and in groups of engineering students [23]. In contrast, no associations or weak associations have been reported in teams involving management games [24]; in student groups [25]; and in student virtual teams [26]. There are multiple possible reasons for these discrepancies. Firstly, a number of studies (even where they found positive or no associations) used sample artificial groups or lab experimental designs, e.g., Prichard [22] or Batenburg [24]. Therefore, they may not reflect reality as artificial groups are not equivalent to teams. A second reason is the different outcome that they measured, or the different concepts that they used to define the same outcome, e.g., performance or effectiveness. Using different outcomes contributing to the same roles will inevitably give different results. A third (and possibly the most important) reason for these discrepancies is the different scoring systems of SPI that these studies used. Big teams have more chance of duplicated roles, while small teams have more chance of missing roles. None of the current scoring systems control for this chance. Another reason is the statistical approach that has been used. Most studies (if not all) have failed to take into account the hierarchical (nested) nature of the data. Individuals are nested within teams and teams within organizations; therefore, the data are intercorrelated and this correlation needs to be controlled for. In addition, some studies compared teams between themselves; comparisons of small numbers give uncertain results with large confidence intervals, and therefore the results are underpowered and questionable.



Another interesting result from the present study is the association between the profession of doctor and team effectiveness. Some previous publications about CMHTs in Ireland reported that the majority of CMHTs are not truly multidisciplinary, but rather medically orientated [2,3,27]. Although the present study cannot confirm or contradict this claim, it seems that after controlling for other variables doctors have a significant effect on the effectiveness of the teams in question. This does not mean that care is medically orientated, as other disciplines also exist within teams. The likely explanation is that doctors tend to be involved with all of the patients, whereas the other disciplines may be involved in smaller subsections of the team caseload. Alternatively, perhaps other disciplines for different reasons are not as involved in the care of patients as the doctors. Whatever the explanation is, it cannot be given by this study. However, this result is also a worrying finding. It can have an impact on patients’ care, as patients possibly cannot access all disciplines within the teams, and thus lack the different professional inputs necessary for their improvement. In modern healthcare, and especially mental healthcare, all disciplines need to contribute to team effectiveness. Buljac-Samardzic and colleagues [28] in their systematic review suggested that in order to increase team effectiveness among all team members who are from different disciplines, standardized training is needed. Training has also been suggested by [29] in their systematic review on the effectiveness of multidisciplinary interventions in improving quality of life for people with Parkinson’s disease. However, training is not a panacea [30,31]. Perhaps other hidden or less obvious factors—such as attitudes, perceptions, beliefs, or burnout—need to be investigated.



Nevertheless, from the results above, it seems that Belbin’s theory and inventory can be applied to CMHTs. There was a significant association between team role balance and effectiveness. Also, team role balance was an independent predictor of effectiveness after controlling for other variables. Belbin’s team role theory has previously been applied in nearly all kinds of teams but very seldom in health care teams and perhaps not at all in mental health teams. Each role has some strengths and some allowable weakness. For instance: (a) The Plant is often free-thinking and creative but also might ignore incidentals and may be too concerned to communicate effectively. Plants may also be absent-minded or forgetful, but can open new ways in the service development for better care provision. (b) The Monitor/evaluator can judge accurately but often lacks the ability to inspire others. This type of role can help the CMHTs with audits, team evaluations, and service evaluations. (c) The Company worker (CW) or Implementer is practical, efficient, and reliable but is also inflexible, slow in responding to new opportunities, lacks imagination, and has difficulty inspiring others. However, despite some negatives, the CW can help the team by implementing policies and guidelines. (d) The shaper is dynamic, highly motivated, and challenging, although can be prone to provocation and can offend other’s feelings. This role can help the team to innovate, research, expand the service, and attract funding. (e) The completer/finisher is conscientious and anxious and has a preference for guidelines and policies. This role type can be criticized for taking their perfectionism too far but is still helpful in identifying risks, potential mistakes, and giving a team some stability. (f) The team worker can be diplomatic, flexible, and co-operative, keeping balance within the team but can also be indecisive in difficult situations. (g) The Coordinator or Chairman is usually confident and mature but can be seen as manipulative by others. (h) The resource investigator (RI) explores opportunities and is both enthusiastic and outgoing. However, the RI might also lose interest easily and can be over-optimistic.



Despite the wide acceptance of Belbin’s theory, there is also some criticism. Fisher [32] suggested that Belbin’s roles in reality are personality traits and thus difficult to change. However, Belbin [33] showed that certain behaviors in organizations are in agreement with the “personality” of the culture of the organization rather than the personality of the individual. Although for some individuals it is more natural to perform specific roles related to their personalities compared to others, with a distance between their role and their own personality, learning also has a role. Therefore, changes of roles are always possible.



4.1. Implications for Leadership


According to Belbin the leadership of a team is not static and the most effective team leaders are not always those with the highest mental ability but those with certain team roles. The most successful team leaders are those with the Chairman role and at times the shapers, who are less calm but more driven [33].



In CMHTs in Ireland, the leaders are usually consultant psychiatrists. Despite earlier concerns that in leadership many different activities are involved which cannot be all carried by one person [34], until now the role of consultants as leaders has remained ambiguous [35]. This is especially the case when the consultant psychiatrist also has clinical responsibilities and often lacks leadership training and knowledge.



In addition, the other disciplines which constitute CMHTs have line managers outside of the team who are also involved directly or indirectly in mental health teams (at least in the area in which this research was carried out). Therefore, the leaders of CMHTs often do not have full managerial power to move personnel around in order to have balanced—and thus effective—teams. However, they can easily—particularly if they are aware of imbalances within their teams—encourage the development of certain missing team roles within the team, making specific individuals who have them as secondary roles take them on as primary ones or the other way around (if duplicated roles). Roles are modifiable, and thus teams can be more effective. Also, Belbin’s inventory is a good tool for the placement of newcomers in teams. Most importantly, team leaders need to be aware of their own role within the team and to adjust their role and leadership style accordingly in order to have more effective teams. CMHTs need to have diversity, not only in the professions that are involved, but also in the roles of their members in order to be more effective. These roles are also changeable. Belbin’s theory can help to make teams more effective. The findings of this study show that putting different professions together in one team does not, in itself, ensure effective team-working. Simply “picking” up personnel and appointing them to different teams or to teams which have a shortage of a specific discipline is not the best strategy. Appointing new members to a team requires good planning in order to appoint the right person for the team not only in terms of profession but also in terms of Belbin’s roles in order to increase the dynamics of the team and to make it more effective. To do so, managers and leaders need to know in advance the distribution of roles within each team, its effectiveness, and its needs. Thus, if the association of CMHT effectives and role balance can be replicated in other studies in mental health teams, it may have considerable benefits, not only in terms of the effectiveness of teams, but also for the leadership and the management of teams.




4.2. Limitations and Strengths of the Study


The present study is not without limitations. First of all, the results are not generalizable as the data were collected from only one mental health service in Ireland. A second limitation is that this study is cross-sectional. Generally, teams change and evolve over time, as do personnel and perhaps effectiveness. Cross sectional studies cannot capture those changes. In contrast, the present study has several strengths as well. It is the first (at least in Ireland) which investigates the effectiveness of CMHTs from an internal (within the teams) perspective. It uses different operationalization criteria to define the concept of effectiveness which are more appropriate and more specific to CMHTs. Finally, although the results may not be generalizable, the methodology we used here can be easily replicated in CMHTs elsewhere.





5. Conclusions


This study has implemented Belbin’s team roles balance theory to investigate the effectiveness of CMHTs in one area of North-Western Ireland. Notwithstanding the fact that this study has used a different concept of effectiveness which applies only to mental health teams, it is in accordance with most previous studies that have shown an association between team balance and effectiveness in different organizations. In addition, it was found that team role balance and the discipline of doctor were the only two independent factors which predicted effectiveness in a CMHT. However, the results need replication in other CMHTs before firm conclusions can be reached. Furthermore, team leaders need to be aware of their team members’ roles, as well as to be aware about their own role within the team. This is going to help them first to adjust their role, but also to promote secondary roles to primary, if there is a missing role in the team, or, if there are duplicated primary roles, to change them to secondary roles. Team roles are modifiable and by doing so they will produce a diverse team with perhaps less conflicts but, most importantly, a team with viability and effectiveness which will help both their patients and the members of their team.
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	Ge