
Community mental health teams determinants
of effectiveness in an Irish context

Item Type Report

Authors de Búrca, Stiofán;Armstrong, Claire;Brosnan, Pat

Publisher Health Systems Research Centre

Download date 26/05/2023 17:13:35

Link to Item http://hdl.handle.net/10147/145513

Find this and similar works at - http://www.lenus.ie/hse

http://hdl.handle.net/10147/145513


Community 
Mental Health 

Teams

Determinants of Effectiveness
in an Irish Context

Stiofán de Búrca
Claire Armstrong

Pat Brosnan

July 2010



© Health Systems Research Centre
All rights reserved. No part of this publication may be reproduced, stored in a retrieval system 
or transmitted in any form or by any means, electronic, mechanical, photocopying, recording or
otherwise, without prior permission in writing from the publisher.

Published by the Health Systems Research Centre, Limerick. Ireland.

Email: stiofan.deburca@hsyrc.com
Website: www.hsyrc.com

Completed on the 15th July, 2010

ISBN  978-0-9568753-2-7



 

 

 

 

 

 

Community Mental Health Teams:  

Determinants of Effectiveness 

 

 

 

 

 

 

 

 

Stiofán de Búrca 

Claire Armstrong 

Pat Brosnan 

 

 

 

 

 

15th July 2010 

 



Community Mental Health Teams: Determinants of Effectiveness 

i 

Table of Contents 

List of Tables.......................................................................................................................... viii 

List of Figures.......................................................................................................................... xii 

List of Abbreviations.................................................................................................................xv 

Acknowledgements .................................................................................................................. 1 

Foreword................................................................................................................................... 3 

Executive Summary ................................................................................................................. 4 

CHAPTER 1 INTRODUCTION AND BACKGROUND..................................9 

1.1 Defining a Community Mental Health Team............................................................... 9 

1.2 Purpose of the Current Study.................................................................................... 10 

1.3 Background to the Current Study............................................................................. 11 

1.3.1 Burden of Mental Illness........................................................................................ 11 

1.3.2 Policy and the Emergence of Community Psychiatry and Community Mental 

Health Teams....................................................................................................................... 13 

1.3.3 Recent developments in mental healthcare governance structure in Ireland ....... 15 

1.3.4 Activity and Financial Trends in the Mental Health System .................................. 16 

1.3.4.1 Admissions......................................................................................................... 16 

1.3.4.2 Inpatients ........................................................................................................... 22 

1.3.5 Community Mental Health Services ...................................................................... 23 

1.3.5.1 Outpatients......................................................................................................... 24 

1.3.5.2 Day Facilities...................................................................................................... 25 

1.3.5.3 Community Residences ..................................................................................... 25 

1.3.5.4 Reflection ........................................................................................................... 25 

1.3.6 Financial Trends in the Mental Health System...................................................... 26 

1.3.6.1 Staffing in the Adult Community Mental Health Service .................................... 30 

CHAPTER 2 REVIEW OF THE RELEVANT LITERATURE.......................34 

2.1 Performance Management and the Mental Health Services in Ireland ................. 34 

2.2 Teams........................................................................................................................... 37 

2.1.1 Why are teams important? .................................................................................... 37 

2.1.2 Factors that affect team performance ................................................................... 38 

2.1.3 Team Composition ................................................................................................ 38 

2.1.4 Case–mix and caseload ........................................................................................ 39 



Community Mental Health Teams: Determinants of Effectiveness 

ii 

2.1.5 Team Processes.................................................................................................... 40 

2.1.6 Clarity of Team Objectives .................................................................................... 41 

2.1.7 Team Participation................................................................................................. 42 

2.1.8 Team Member Interdependence ........................................................................... 42 

2.1.9 Trust....................................................................................................................... 43 

2.1.10 Reflexivity .............................................................................................................. 43 

2.1.11 Support for New Ideas........................................................................................... 44 

2.2 Team Leadership ........................................................................................................ 44 

2.2.1 Leadership and Management................................................................................ 45 

2.2.2 Leadership in Context and Complexity.................................................................. 45 

2.2.3 Leadership in Healthcare ...................................................................................... 46 

2.2.4 Leadership Style.................................................................................................... 46 

2.2.5 Shared Leadership ................................................................................................ 47 

2.2.6 Effective Clinical Team Leadership ....................................................................... 48 

2.2.7 Mental Health Team Leadership: Challenges and Opportunities ......................... 49 

2.2.8 Dimensions of Team Leadership........................................................................... 51 

2.3 Engagement of Service Users in Mental Health Care ............................................. 51 

2.3.1 The Voice of Service Users ................................................................................... 51 

2.3.2 Information............................................................................................................. 53 

2.3.3 Involvement ........................................................................................................... 53 

2.3.4 Engagement .......................................................................................................... 54 

2.3.5 Empowerment ....................................................................................................... 54 

2.3.6 Care pathways and multidisciplinarity ................................................................... 55 

2.3.7 Satisfaction ............................................................................................................ 55 

2.3.8 Summary ............................................................................................................... 56 

CHAPTER 3 RESEARCH METHODOLOGY..............................................57 

3.1 General Research Approach ..................................................................................... 57 

3.2 National Study Research approach .......................................................................... 59 

3.2.1 National CMHTs Activity Data ............................................................................... 59 

3.2.2 The National Study of CMHTs............................................................................... 59 

3.2.3 Fieldwork management ......................................................................................... 60 

3.2.3.1 Consultation and Advice .................................................................................... 60 

3.2.3.2 Study Participants .............................................................................................. 61 

3.2.3.3 Procedures for accessing teams and administering the team survey ............... 61 

3.2.3.4 Procedures for accessing Local Health Managers and administering the Local 

Health Managers’ survey.................................................................................................. 61 



Community Mental Health Teams: Determinants of Effectiveness 

iii 

3.2.3.5 Procedures for accessing teams and carrying out the focus groups................. 62 

3.2.4 Questionnaire completed by individual team members ........................................ 62 

3.2.5 Questionnaire completed by external raters (Local Health Managers)................. 63 

3.3 The Case Study of 11 Community Mental Health Teams ....................................... 64 

3.3.1 Research Approach in examining 11 Community Mental Health Teams.............. 64 

3.3.2 Research approach in accessing the views of service users................................ 66 

3.4 Summary...................................................................................................................... 71 

CHAPTER 4 FINDINGS FROM THE NATIONAL STUDY..........................72 

4.1 Team profiling ............................................................................................................. 72 

4.2 Analysis of National Secondary Data: A Changing Mental Health Service, 1984 – 

2007……...…………………………………………………………………………………………….73 

4.2.1 The CMHTs: Categories and Catchment Areas – Change in Admissions............ 73 

4.2.2 Differences between Groups of Community Mental Health Team Categories ..... 80 

4.3 Findings from the study of 70 CMHTs...................................................................... 90 

4.3.1 Response rates ..................................................................................................... 90 

4.3.1.1 Team.................................................................................................................. 90 

4.3.1.2 Profession .......................................................................................................... 90 

4.3.1.3 Local Health Manager........................................................................................ 90 

4.3.2 Description of the responding teams..................................................................... 91 

4.3.2.1 Team size .......................................................................................................... 91 

4.3.2.2 Gender diversity................................................................................................. 91 

4.3.2.3 Team member age............................................................................................. 92 

4.3.2.4 Tenure of team members .................................................................................. 94 

4.3.2.5 Team age........................................................................................................... 95 

4.3.2.6 Team composition by discipline......................................................................... 95 

4.3.2.7 Nationality of team members ............................................................................. 96 

4.3.2.8 Level of multidisciplinarity .................................................................................. 98 

4.3.2.9 Level of involvement of the different disciplines in service user care.............. 100 

4.3.2.10 Deprivation of teams’ populations ................................................................ 102 

4.3.2.11 Use of Integrated Clinical Notes................................................................... 104 

4.3.2.12 Use of Performance Indicators..................................................................... 105 

4.3.2.13 Access to specialist services........................................................................ 107 

4.3.2.14 Frequency of meetings................................................................................. 108 

4.3.3 Description of responding Local Health Managers ............................................. 108 

4.3.4 Data analysis ....................................................................................................... 109 

4.3.4.1 Introduction ...................................................................................................... 109 



Community Mental Health Teams: Determinants of Effectiveness 

iv 

4.3.4.2 Data preparation prior to analysis.................................................................... 111 

4.3.4.3 Analysis procedure .......................................................................................... 111 

4.3.5 Descriptive findings ............................................................................................. 112 

4.3.5.1 Team effectiveness according to Local Health Managers............................... 113 

4.3.5.2 Transformational leadership according to team member reports on team leader

 115 

4.3.5.3 Transformational leadership of Local Health Managers according to team 

leaders (Consultant Psychiatrists).................................................................................. 116 

4.3.6 The association between the composition of a CMHT and the ratings of its team–

working processes ............................................................................................................. 117 

4.3.6.1 Effects of differing levels of multidisciplinarity within teams ............................ 117 

4.3.6.2 Differences across disciplines ......................................................................... 118 

4.3.6.3 Status as full–time or part–time employees..................................................... 119 

4.3.6.4 Presence of key disciplines within the team .................................................... 120 

4.3.6.5 The association between the context of a community mental health team and 

the team processes that occur ....................................................................................... 121 

4.3.6.6 Status as a Vision team ................................................................................... 122 

4.3.6.7 The association between the composition, context and processes of a 

community mental health team and the innovativeness and effectiveness of that team122 

4.3.6.8 The association between team leadership, team processes and team 

effectiveness................................................................................................................... 127 

CHAPTER 5 FINDINGS FROM THE FOCUS GROUP DISCUSSIONS 

(CASE STUDY) WITH 11 COMMUNITY MENTAL HEALTH TEAMS ........130 

5.1 Introduction............................................................................................................... 130 

5.1.1 Representativeness of case–study sub–sample of CMHTs................................ 130 

5.1.2 Response rates and participation........................................................................ 132 

5.2 Report from Focus Group Analysis........................................................................ 132 

5.2.1 Defining Effectiveness ......................................................................................... 133 

5.2.2 Performance Measures ....................................................................................... 133 

5.2.3 Performance Monitoring ...................................................................................... 134 

5.2.3.1 Internal ............................................................................................................. 135 

5.2.3.2 Discipline Monitoring........................................................................................ 135 

5.2.3.3 External ............................................................................................................ 136 

5.2.4 Areas for Improvement ........................................................................................ 136 

5.2.5 Influences ............................................................................................................ 137 

5.2.5.1 Internal ............................................................................................................. 137 

5.2.5.2 External Influences .......................................................................................... 141 



Community Mental Health Teams: Determinants of Effectiveness 

v 

5.3 HSE Policies.............................................................................................................. 143 

5.3.1 Mental Health Act ................................................................................................ 143 

5.3.2 Vision for Change ................................................................................................ 143 

5.3.2.1 Primary Care Teams (PCTs) ........................................................................... 144 

5.4 Multi–disciplinary working....................................................................................... 147 

5.4.1 Characteristics of Multidisciplinary Working........................................................ 147 

5.4.2 New Perspective.................................................................................................. 148 

5.4.3 Process of engagement....................................................................................... 148 

5.4.4 Areas for Improvement ........................................................................................ 149 

5.5 Patient Focus ............................................................................................................ 150 

5.5.1 Access and Information ....................................................................................... 150 

5.5.2 Engagement and Participation ............................................................................ 151 

5.5.3 Recovery ............................................................................................................. 152 

5.5.4 Areas for Improvement ........................................................................................ 152 

5.5.5 Reflections........................................................................................................... 153 

CHAPTER 6 FINDINGS FROM THE SERVICE USER STUDY................154 

6.1 Research Participant Information ........................................................................... 154 

6.2 Service User Participation ....................................................................................... 156 

6.2.1 Access to Community Mental Health Teams ...................................................... 157 

6.2.2 Access to Professionals at Community Mental Health Teams ........................... 158 

6.2.3 Service User Information ..................................................................................... 158 

6.2.3.1 Information received by Service User on first visit........................................... 158 

6.2.3.2 Information on Care/Treatment Plan ............................................................... 159 

6.2.4 Service Users Involvement in Community Mental Health Teams ....................... 160 

6.2.4.1 Involvement with Care/Treatment Plan............................................................ 160 

6.3 Multidisciplinarity of Community Mental Health Teams....................................... 162 

6.3.1 Stages: Diagnosis, Treatment, Therapies and Review. ...................................... 163 

6.3.1.1 Treatment therapies......................................................................................... 163 

6.3.1.2 Treatment review ............................................................................................. 164 

6.4 Service User Satisfaction......................................................................................... 165 

6.4.1 Satisfaction with appointments............................................................................ 165 

6.4.2 Satisfaction with care plan................................................................................... 166 

6.4.3 Overall satisfaction .............................................................................................. 166 

6.4.3.1 Perceived Clinical Improvements .................................................................... 168 



Community Mental Health Teams: Determinants of Effectiveness 

vi 

CHAPTER 7 TRIANGULATION OF CMHTS’ FOCUS GROUP 

DISCUSSIONS AND THE SERVICE USERS’ SURVEY.............................171 

7.1 Effectiveness............................................................................................................. 171 

7.1.1 Responsiveness .................................................................................................. 171 

7.1.2 Quality of life........................................................................................................ 171 

7.1.3 Satisfaction with service received ....................................................................... 171 

7.2 Performance measures and monitoring................................................................. 172 

7.3 Internal and external influences on team performance........................................ 172 

7.4 Multidisciplinarity ..................................................................................................... 172 

7.5 Patient Focus*........................................................................................................... 173 

7.6 Summary.................................................................................................................... 174 

CHAPTER 8 WHAT ARE THE DETERMINANTS OF EFFECTIVENESS 

FOR COMMUNITY MENTAL HEALTH TEAMS? COMBINED FINDINGS 

AND DISCUSSION......................................................................................175 

8.1 Introduction............................................................................................................... 175 

8.2 Historical – Contextual Overview............................................................................ 176 

8.3 Shared vision and goals .......................................................................................... 177 

8.4 Compositional variety .............................................................................................. 177 

8.5 Performance management....................................................................................... 178 

8.6 Contextual Influences .............................................................................................. 179 

8.6.1 Internal: Principles, values, attributes and leadership style ................................ 179 

8.6.2 External ............................................................................................................... 183 

8.7 Multidisciplinary Working: How ‘Real’ are multidisciplinary CMHTs? ............... 183 

8.8 Considerations for Multidisciplinary Team Criteria .............................................. 185 

8.9 User Participation ..................................................................................................... 186 

8.10 Multidisciplinarity and the Patient Care Process .................................................. 188 

8.10.1 Multidisciplinary Involvement in the Care Process.............................................. 188 



Community Mental Health Teams: Determinants of Effectiveness 

vii 

8.11 Concluding Overview ............................................................................................... 190 



Community Mental Health Teams: Determinants of Effectiveness 

viii 

List of Tables 

Table 1.1: Highest admissions: Health Boards 1982–96 ........................................................ 17 

Table 1.2: Change in Rates of Involuntary Admissions 1989–2002 ....................................... 18 

Table 1.3: Highest and lowest decrease in percentage of schizophrenia, depression and 

alcohol–related admissions 1984 – 2007 ................................................................................ 19 

Table 1.4: Schizophrenia, depression and alcohol–related disorders (SDA) as a percentage of 

total admissions for HSE Regions 1984–2007........................................................................ 20 

Table 1.5: Total Admissions for HSE Regions 1984–2007 ..................................................... 20 

Table 1.6: Schizophrenia, depression and alcohol–related disorders – highest and lowest 

percentage of all admissions 1984–2007................................................................................ 21 

Table 1.7: Rate of decrease of inpatients at year end by Health Board 1982–2003 .............. 22 

Table 1.8: Community Services Mental Health System: 2004 High – Low rates per 100,000 of 

population ................................................................................................................................ 24 

Table 1.9: Community Services Mental Health System: 2004 Rates per 100,000 of population

................................................................................................................................................. 24 

Table 1.10: Gross Non–Capital Expenditure 2005 – 2008...................................................... 26 

Table 1.11: Non–capital expenditure on Mental Health as a percentage of expenditure in 

PCCC and HSE overall 2005 – 2008 ...................................................................................... 26 

Table 1.12: Percentage regional distribution of mental health service budget 2006–2008 .... 28 

Table 1.13: LHO Group 1: Teams – Some Inputs / Outputs ................................................... 29 

Table 1.14: CMHT Disciplines and Roles................................................................................ 30 

Table 1.15: Staffing in the Adult Community Mental Health Services..................................... 32 

Table 3.1: Summary of Community Mental Health Team Effectiveness Questionnaire and 

Transformational Leadership Questionnaire Survey Instruments ........................................... 63 

Table 3.2: Summary of Service User Instruments................................................................... 69 

Table 3.3: Content of the Service User Questionnaire............................................................ 70 

Table 4.1: Description of team categories according to their level of multidisciplinarity ......... 72 

Table 4.2: Team categories by HSE Region ........................................................................... 73 

Table 4.3: Distribution of community mental health teams by multidisciplinary category type 73 

Table 4.4: Shift across 4 Ranges of the SDA % of all Admissions by HSE Region & 

Psychiatric Institutions/Units.................................................................................................... 75 

Table 4.5: Change in Admissions% – Total and SDA – 1984/2003 and 1984/2007............... 77 



Community Mental Health Teams: Determinants of Effectiveness 

ix 

Table 4.6: LHO Group 1: Teams – Some Inputs / Outputs ..................................................... 82 

Table 4.7: LHO Group 2 Teams –Some Inputs/Outputs ......................................................... 83 

Table 4.8: LHO Group 3 Teams – Some Inputs / Outputs ...................................................... 84 

Table 4.9: LHO Group 4 Teams – Some Inputs/Outputs ........................................................ 85 

Table 4.10: Dashboard: Four LHO groups based on strength of presence of A teams.......... 87 

Table 4.11: Dashboard: LHO Groups ranking by selected indices ......................................... 88 

Table 4.12: Illustrative Comparison of 4 Multidisciplinary Indicators....................................... 89 

Table 4.13: Group 1 and 3 LHOs/CMHT compared re multidisciplinary indicators ................ 89 

Table 4.14: Community mental health team occupational groups by gender ......................... 96 

Table 4.15: Recap of multidisciplinary team categories .......................................................... 98 

Table 4.16: Involvement of disciplines with different aspects of service user care............... 100 

Table 4.17: Level of influence of disciplines on referral of SUs ............................................ 101 

Table 4.18: Non–parametric independent samples test to show impact of role being medical 

or otherwise on involvement and influence over service user care....................................... 102 

Table 4.19: Specific performance indicators mentioned ....................................................... 106 

Table 4.20: Demographic information on Local Health Managers ........................................ 109 

Table 4.21: Variables examined in National Study................................................................ 110 

Table 4.22: Significant Compositional Predictors of Team Processes.................................. 117 

Table 4.23: Significant Differences between A2 and B1 Teams........................................... 118 

Table 4.24: Effect size* of significant differences between disciplines ................................. 119 

Table 4.25: The extent to which psychologists perceptions of aspects of team effectiveness 

are affected by whether they are part time or full time employees........................................ 119 

Table 4.26: The extent to which teams’ perceptions of aspects of team processes and 

effectiveness are affected by whether they have a part–time or at least full–time input from a 

psychologist ........................................................................................................................... 120 

Table 4.27: The extent to which teams’ perceptions of aspects of team processes and 

effectiveness are affected by whether they have no or only part–time input from a 

psychologist ........................................................................................................................... 120 

Table 4.28: The extent to which teams’ perceptions of aspects of team processes and 

effectiveness are affected by whether they have no or at least full–time input from a 

psychologist ........................................................................................................................... 121 

Table 4.29: Significant Contextual Predictors of Team Processes ....................................... 121 



Community Mental Health Teams: Determinants of Effectiveness 

x 

Table 4.30: Significant Differences between Vision Teams and Non–Vision Teams ........... 122 

Table 4.31: Significant Compositional, Contextual and Processual Predictors of Team 

Innovativeness and Effectiveness ......................................................................................... 122 

Table 4.32: Significant Predictors of the Factors of Team Effectiveness.............................. 127 

Table 4.33: Results of Regression Analysis with Transformational Leadership predicting 

Team Effectiveness ............................................................................................................... 128 

Table 4.34: Results of Regression Analysis with Transformational Leadership predicting 

Team Processes.................................................................................................................... 129 

Table 4.35: Results of Regression Analysis with Transformational Leadership predicting 

Team Effectiveness mediated by Team Processes .............................................................. 129 

Table 5.1: Characteristics of teams....................................................................................... 131 

Table 5.2: Response rates and participation......................................................................... 132 

Table 5.3: Formal Team Measures ....................................................................................... 134 

Table 5.4: Team Monitoring................................................................................................... 135 

Table 5.5: Discipline–based Monitoring ................................................................................ 136 

Table 5.6: External Monitoring............................................................................................... 136 

Table 5.7: Team Improvements............................................................................................. 137 

Table 5.8: Team Principles and Values................................................................................. 139 

Table 5.9: Team Attributes .................................................................................................... 140 

Table 5.10: Perceptions of HSE National .............................................................................. 143 

Table 6.1: Demographic Characteristics, Education and Employment Status among the 

sample ................................................................................................................................... 154 

Table 6.2: Completion of Service User’s Questionnaire........................................................ 155 

Table 6.3: Accessibility (general) for Service Users to Community Mental Health Teams... 157 

Table 6.4: Accessibility (on the appointment day) for Service Users to Community Mental 

Health Teams ........................................................................................................................ 157 

Table 6.5: Professionals at Clinic to contact whenever necessary ....................................... 158 

Table 6.6: Information given explaining problem on first visit ............................................... 159 

Table 6.7: Service Users reporting having a treatment plan and opportunity to involve 

advocate in that plan ............................................................................................................. 161 

Table 6.8: Involvement of service user in decisions around care/treatment plan ................. 162 

Table 6.9: Treatment/Care Plan Review ............................................................................... 162 



Community Mental Health Teams: Determinants of Effectiveness 

xi 

Table 6.10: Therapies provided in accordance with treatment needs................................... 164 

Table 6.11: Professionals involved in Treatment and Treatment Review............................. 164 

Table 6.12: Means and Grouped Medians for Each CSQ–8 Item and Total Scale Score for 

service users.......................................................................................................................... 166 

Table 6.13: Distribution of satisfaction scores for each of the Community Mental Health 

Teams.................................................................................................................................... 167 

Table 6.14: How the service user has felt over the last two weeks....................................... 168 

Table 6.15: Levels of Improvements in the service user as a result of the treatment from Clinic

............................................................................................................................................... 168 

Table 8.1: Multidisciplinary Involvements in service user Care Process............................... 189 



Community Mental Health Teams: Determinants of Effectiveness 

xii 

List of Figures 

Figure 1.1: Number of Admissions by Health Board 1982–2003 (Dept. of Health and Children)

................................................................................................................................................. 17 

Figure 1.2: Total Admissions by Health Board Area1984–2007. Ref.: HRB Annual Reports) 18 

Figure 1.3: Involuntary Admission rates by Health Board 1989–2003 .................................... 19 

Figure 1.4: Total Admissions and schizophrenia, depression and alcohol–related disorders 

(SDA) as a percentage of total admissions for HSE Regions 1984–2007.............................. 20 

Figure 1.5: Number of in–patients at year–end by Health Board 1982–2003......................... 23 

Figure 1.6: A Comparison of Non–capital Total Healthcare Expenditure and Mental 

Healthcare Expenditure from 1984–2002 and 2005–2008 ..................................................... 27 

Figure 1.7: Programme specific non–capital expenditure 1997 and 2006.............................. 27 

Figure 4.1: Change in Admissions (Institutions) Total & SDA, 1984– 2003, (b) 2003 – 2007, 

(c) 1984  – 2007, and (d) Change in Admissions (New PSUs) –Total & SDA, 2003  –2007.. 79 

Figure 4.2: Team Response Rates.......................................................................................... 90 

Figure 4.3: Team Size across Responding Teams ................................................................. 91 

Figure 4.4: Relative Gender Diversity in Teams...................................................................... 92 

Figure 4.5: Percentage of female team members in teams .................................................... 92 

Figure 4.6: Age of Responding Team members ..................................................................... 93 

Figure 4.7: Relative Age Diversity in Teams ........................................................................... 93 

Figure 4.8: Tenure of responding teams ................................................................................. 94 

Figure 4.9: Relative tenure diversity in teams ......................................................................... 94 

Figure 4.10: Distribution of team ages .................................................................................... 95 

Figure 4.11: Percentage distribution by Professional Group................................................... 95 

Figure 4.12: Irish and non – Irish team members.................................................................... 97 

Figure 4.13: Nationalities of Non–Irish Team Members.......................................................... 97 

Figure 4.14: Multidisciplinarity in teams (n = 70) ..................................................................... 99 

Figure 4.15: Multidisciplinarity in regions .............................................................................. 100 

Figure 4.16: Relative Deprivation of Populations across HSE .............................................. 103 

Figure 4.17: Relative Deprivation in 4 Regions ..................................................................... 103 

Figure 4.18: Percentage of Team members reporting use of integrated clinical notes......... 104 



Community Mental Health Teams: Determinants of Effectiveness 

xiii 

Figure 4.19: Percentage of team members reporting use of integrated clinical notes – 4 

Regions.................................................................................................................................. 105 

Figure 4.20: Percentage of Team members reporting use of performance indicators.......... 105 

Figure 4.21: Percentage of Team members reporting use of performance indicators – 4 

Regions.................................................................................................................................. 106 

Figure 4.22: Number of Specialist Services available to community mental health teams – 

HSE ....................................................................................................................................... 107 

Figure 4.23: Number of Specialist Services available – 4 Regions....................................... 108 

Figure 4.24: Frequency of Management Meetings................................................................ 108 

Figure 4.25: Teams self–reported levels of effectiveness..................................................... 112 

Figure 4.26: Percentage of teams in 4 HSE Regions reporting as ‘quite effective’ and ‘very 

effective’................................................................................................................................. 113 

Figure 4.27: Level of team effectiveness reported by local health managers for entire HSE114 

Figure 4.28: Effectiveness of community mental health teams as reported by local health 

managers, by region.............................................................................................................. 114 

Figure 4.29: Team reports on level of transformational leadership ability demonstrated by their 

consultant psychiatrist – entire HSE...................................................................................... 115 

Figure 4.30: Percentage of teams in each HSE region rating their consultant psychiatrist’s 

level of transformational leadership ability ............................................................................ 115 

Figure 4.31: Number of team leaders across entire HSE rating their Local Health Managers’ 

level of transformational leadership ability ............................................................................ 116 

Figure 4.32: Percentage of team leaders in each HSE region rating their Local Health 

Managers’ level of transformational leadership ability........................................................... 117 

Figure 4.33: Relationship between proportion of females on team and team effectiveness 123 

Figure 4.34: Impact of team processes on team innovativeness .......................................... 123 

Figure 4.35: Relationship between frequency of team management meetings and team 

innovativeness ....................................................................................................................... 124 

Figure 4.36: Relationship between use of performance indicators and self–reported team 

effectiveness.......................................................................................................................... 125 

Figure 4.37: Relationship between team processes and self–reported team effectiveness. 125 

Figure 4.38: Relationship between team size and externally–reported team effectiveness . 126 

Figure 4.39: Relationship between occupational therapy whole–time equivalents on team– 

and externally reported– team effectiveness......................................................................... 126 



Community Mental Health Teams: Determinants of Effectiveness 

xiv 

Figure 4.40: Complete mediation of the relationship between transformational leadership and 

team effectiveness by team processes ................................................................................. 127 

Figure 4.41: Relationship between transformational leadership and team effectiveness ..... 128 

Figure 4.42: Relationship between transformational leadership and team processes.......... 128 

Figure 6.1: Consistency of service users’ reported diagnosis ............................................... 156 

Figure 6.2: Diagnosis reported by the Clinical Professional and the Service User............... 156 

Figure 6.3: Professional at Clinic to speak to whenever necessary...................................... 158 

Figure 6.4: Extent to which service users understand their Care Plan ................................. 159 

Figure 6.5: Purpose of medication explained to service user ............................................... 160 

Figure 6.6: Extent to which effects of medication were explained to service user................ 160 

Figure 6.7: Care/ Treatment plan – Service User Awareness............................................... 161 

Figure 6.8: Given opportunity to involve friend/relative in care plan ..................................... 161 

Figure 6.9: Level of Multidisciplinarity of Professionals involved in Diagnosis and Treatment 

Review ................................................................................................................................... 163 

Figure 6.10: Professionals involved in the clients’ treatment and treatment review ............. 165 

Figure 6.11: Satisfaction with appointments for service user................................................ 165 

Figure 6.12: Satisfaction levels with care plan ...................................................................... 166 

Figure 6.13: Ratings for Each CSQ–8 Item for service users ............................................... 167 

Figure 6.14: Levels of Improvements in Self–confidence as a result of the treatment from 

Clinic ...................................................................................................................................... 169 

Figure 6.15: Levels of Improvements in Social Life as a result of the treatment from Clinic 169 

Figure 6.16: Levels of Improvements in Family relations as a result of the treatment from 

Clinic ...................................................................................................................................... 170 

 



Community Mental Health Teams: Determinants of Effectiveness 

xv 

List of Abbreviations 

AND  Assistant National Director 

CHI  Commission for Health Improvement 

CNM  Clinical Nurse Manager 

CPA  Care Programme Approach 

CPOSS  Charleston Psychiatric Outpatient Satisfaction Scale 

CSQ–8  Client Satisfaction Questionnaire CSQ–8 

DCU  Dublin City University 

GP  General Practitioner 

HoNOS  Health of the Nation Outcome Scales 

HRB  Health Research Board 

HSE  Health Service Executive 

HSyRC  Health Systems Research Centre 

ICN  Integrated Clinical Notes 

IPO  Input–Process–Output 

KBS  Kemmy Business School 

LHM  Local Health Manager 

LHO  Local Health Office 

MHC  Mental Health Commission 

MHS  Mental Health Service 

NHS  National Health Service 

NMHO  National Mental Health Office 

PCCC  Primary Community and Continuing Care 

PCT  Primary Care Team 

PI  Principal Investigator or Performance Indicators 

PoC  Perception of Care 

PSQ  Patient Satisfaction Questionnaire 

SAHRU  Small Area Health Research Unit 

SDA  Schizophrenia depression and alcohol–related disorders 

SHMRG Strategic Healthcare Management Research Group 

SUQ  Service User Questionnaire 

TLQ  Transformational Leadership Questionnaire 

UCC  University College Cork 

UL  University of Limerick 

VSSS  Verona Service Satisfaction Scale 

VSSS–EU Verona Satisfaction Scale– European Version for Patients 

WHO  World Health Organization 

WTE  Whole Time Equivalent 

NPIRS  National Psychiatric In–patient Reporting System 



Community Mental Health Teams: Determinants of Effectiveness 

1 

Community Mental Health Teams: Determinants of Effectiveness 

Acknowledgements 

The delivery of this very challenging project is a product of tenacity and a commitment to 

generate knowledge and to create an awareness of what inhibits and enables community 

mental health teams in providing integrated care with and for service users. 

Prof. Stiofán de Búrca, Director, Health Systems Research Centre (HSyRC) & P.I. initiated 

the project with Dr. Claire Armstrong, Strategic Healthcare Management Research Group 

(SHMRG in KBS, UL) and Mr. Pat Brosnan of the National Mental Health Office, HSE who 

also represented Mr. Martin Rogan, Director, NMHO.  

A Mental Health Commission (MHC) award in March 2007 funded Dr. Agata Vitale, Research 

Fellow (September 2007 to September 2009) and contributed towards the engagement of Ms. 

Joanne Ryan part time administrator and research assistant (May 2008 to December 2009) 

and contract work by Ms. Noelle Fitzpatrick, School of Clinical Psychology, UL and Ms. Neasa 

McCurtin, Dept. of Applied Psychology, UCC. 

Other contributors to the project: 

Prof. Patrick Flood (KBS) - Dublin City University since September 2007, Dr. Peter Williams, 

Enterprise Research Centre, UL, Dr. John Mc McCarthy, Dept. of Applied Psychology, UCC. 

Dr. Jean Saunders, Director Statistical Consultancy Unit, UL, Dr. Sarah Mc Curtain and Ms. 

Liz Kelly and Ms. Elsa Droog, KBS & Ms. Katarzyna Ramsey, Department of Sociology, UL. 

Advisory Panel (mainly Service User component): Prof. David Meagher, UL; Dr. Patrick Ryan, 

Director, Clinical Psychology Programme, UL; Mr. Michael Byrne, Principal Psychologist, 

Roscommon Mental Health Service; Mr. Paddy McGowan (Service User Representative), 

Dept. of Nursing Studies, DCU, and Mr. Gerry Finn, Limerick Acute Mental Health Service. 

We are especially indebted to the liaison persons and team members who participated in the 

national survey and focus group discussions and to the service users, facilitators and liaison 

personnel who participated in or assisted with and/or tested the development of the Service 

User Questionnaire (SUQ) and study. 

During the consultative phase the Clinical Directors’ and Directors’ of Nursing groups, and 

other mental health professions and various levels of management in the HSE gave us 

valuable inputs including alternative viewpoints for our consideration. 

We acknowledge the assistance of research staff of the Health Research Board, and 

personnel in the Dept. of Health and Children and HSE, particularly NMHO staff in Limerick, 

in sourcing secondary data.     

Stiofán de Búrca 

Health Systems Research Centre 

July 2010 



Community Mental Health Teams: Determinants of Effectiveness 

2 

Foreword  

There has been major change in the orientation and delivery of Mental Health Services in 

Ireland since the adoption of ‘Planning for the Future’ in October 1984. That was initiated in a 

time of severe economic recession. Great credit is due to all who pioneered the 

implementation of a deinstitutionalisation process with minimum resources and much 

resistance at all levels. An overview of that change is summarised in Chapter 1. 

The assertion in the Mental Health Commission Report on Multidisciplinary Team Working 

(Mental Health Commission, 2006a) to the effect that there are very few fully functioning 

multidisciplinary teams in the Mental Health Service provided the motivation for the present 

enquiry into the determinants of their effectiveness. 

Multidisciplinary clinical teams are the preferred organising and delivery arrangements around 

patient care. Community mental health teams occupy a space that links the institutional 

services past and present with the current mix of hospital based and community modalities. 

They are enablers of change in the transition between the institutional and alternative care in 

the community models. Regrettably, very few have been described as ‘fully functioning’ 

(Mental Health Commission, 2006). This enquiry set out to establish a national compositional 

and contextual baseline insofar as possible, and to investigate CMHTs associations’ 

with/between team processes, leadership and effectiveness. That is counterbalanced with the 

perceptions of Local Health Managers’ (LHMs) on team effectiveness; Service Users’ (SUs) 

of Case Study Teams in their experience of involvement with multidisciplinary care and, 

indepth focus group discussions with their CMHTs to identify the dominant influences that 

enable or inhibit their effectiveness. In the absence of team-based activity data the next levels 

(institutional/unit, regional etc.) of secondary data were analysed as proxies to challenge or 

affirm the output of primary data in this study. 

In spite of the limitations of such secondary data to support external validation, this study 

provides some key ingredients in making the context and reality of team working and 

performance more transparent. 

This was a most challenging enterprise in creating awareness, getting access that yielded a 

very high response rate, limitations in time, resources and discontinuity of research 

personnel.  The final report is the result of much data collection, analysis, literature review, 

triangulation & reflection. Hopefully it will lead to a serious reflection on the variability of 

investment in and commitment to all dimensions of mental health care in Ireland.  Evidence of 

the reality of change reflects on the contribution of Community Mental Health Teams as one 

set of change entities that are key to a process of reorientation to integrated multidisciplinary 

practice and a recovery ethos. 
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Executive Summary 

The aim of this study is to provide a baseline for the adult mental health teams in terms of 

their current profiling and key influences that affect their performance so as to inform policy 

and practice and areas for further enquiry. This was undertaken with a mixed method 

approach that profiles and identifies significant associations between key aspects of team 

working and effectiveness in a national study and a Case Study of selected teams’ 

perceptions of determinants of effectiveness. Team effectiveness is externally assessed by 

relevant local health managers and is reflected in the experience of the service users 

associated with the Case Study teams. In the absence of specific activity data for the teams, 

longitudinal trends in proxy data of inpatient admissions data for catchment teams’ throughput 

is examined by Region, former Health Board/ERHA and Institutional level. 

The conclusions are presented as an emergent multifactor model that clarifies key influences 

on performance that comprises the following elements: 

Historical–Contextual, Compositional Variety, Shared Vision and Goals, Performance 

Management, Influences – Internal and External, Multidisciplinarity – Characteristics, and the 

Care Process. 

1. Historical –contextual: Efforts to induce a paradigmatic shift in the mental health 

delivery system have spanned the past 40 years and more. Since the early ‘80s there 

have been four main waves of admission peaks and four clusters of decreasing rates 

of admissions with a wide variation in total and SDA (Schizophrenia, Depressive and 

Alcohol–related Disorders) admissions between 1984 and 2007. They are not related 

to relative need or resources. Institutional closures and varying reductions in 

admissions coincided with, a wide variation in inpatient decreases (highest in NW & 

MWHB and lowest in EHB/ERHA), significant differences in the scope and rate of 

development of the alternative community mental health services. This was 

accompanied by a decrease in the mental health services share of the overall 

revenue budget and more recently, a redistribution of that reduced share between 

HSE Regions has occurred. CMHTs have evolved, functioned and have influenced 

and been influenced by the shift from institutional to community settings since 1984. 

2. Shared Vision & Goals: The presence of shared objectives is associated with greater 

use of performance indicators. It is the only process variable affected by team context 

variables. While there is general acknowledgement of the role of the main policy 

directives, they have not been translated into team level statements of objectives. In 

discussions with teams, they emphasis that their primary goals relate to 

responsiveness to service users (SUs), to the referring GPs and outcomes. 74% of 

survey respondents identify SUs and 54% identify GP liaison as priorities. There is 
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minimal reference to other stakeholders. 

3. Compositional Variety: The availability and national distribution of ‘Real’ Teams is not 

evidently based upon relative need as just over 25% of 124 teams can be categorized 

as A1 or A2. That group ranges from 63% of teams in Dublin NE to 19% in the South. 

In contrast 75% of teams in the South have access to three Specialist MH Services 

while Dublin ML has only 6%. However that does not appear to have statistical 

significance in relation to team performance. There are no significant differences 

between A1 and A2 teams, but the lower end of the A2 scale is the critical level in 

terms of multidisciplinarity. Below this point, no more significant difference occurs. 

Teams with high multidisciplinarity report a high degree of participation, support for 

new ideas, shared team objectives, team effectiveness in terms of service 

management and personal leadership skills. However as noted above, the availability 

of such teams is limited and unevenly distributed. A basic dashboard test in this 

study, however, demonstrates that a high multidisciplinary group does not come out 

on top on all counts overtime. Other influences may be at work. 

4. Performance Management: Various national reports identified gaps in supports for 

and performance management activity that are also reflected in the Mental Health 

Service. Survey and Focus Group data illustrate a lack of adequate team 

performance measurement and of relevant routine data and performance indicators. 

Some formal and informal and team and discipline – based approaches are reported. 

However, in only 1% of teams (West) two–thirds of members report the use of 

performance indicators. There are no reported sets of standardized measures in use 

and computerized information systems are routinely used in only two mental health 

care systems. Less than half of the study teams review their objectives or monitor an 

aspect of performance. From the national survey, self–reported team effectiveness is 

related to team processes and the proportion of the team using performance 

indicators. Different aspects of CMHT effectiveness are related to different predictors. 

Each of the factors relate positively and significantly to team processes. Service 

quality is predicted by team processes. Better clinical performance management is 

associated with a wider age distribution of team members and the proportion of team 

members using performance indicators. Service management is positively related to 

transformational leadership. 

5. Contextual influences: The internal influences are team principles, values, attributes 

and leadership style. Principles embrace a democratic process and a psychosocial 

model; values include cooperation, mutual respect, honesty; attributes are role clarity, 

interdependence, being approachable & flexible. In discussions, communications and 

trust do not rank high whereas 74% rate friendliness and trust as ‘to a great extent/a 

lot’.  

Teams with longevity interact frequently, have high levels of participation and 
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accommodates minority dissent. Older teams give greater support for new ideas and 

a combination of team processes, frequent management meetings and female 

participation yield greater innovation and effectiveness. In discussions only a few 

teams acknowledge that differences or some conflict occurs or that minority 

disciplines experience professional isolation and vulnerability. Reflexivity is known to 

be relatively rare in busy teams and is reflected in the frequency range of team 

management meetings ie 20% – never and 27% – regular. Team innovativeness is 

predicted by the percentage of females on a team, team processes and the frequency 

of management meetings. 

Leadership traditionally falls to the medical domain although some disciplines are 

better able to facilitate team dynamics and patient outcomes. There is limited 

reference to governance or power imbalances. The popular view is of a clinical 

leadership that is approachable and democratic or in giving clear direction and 

effective delegation. The leadership ratings of CMHTs’ Clinical Team Leaders (rated 

as ‘high’ for 71% of leaders) contrasts strongly with Clinical Team Leaders ratings of 

leadership among Local Health Manager (rated as ‘high’ for 25% of managers). 

Transformational leadership factors are influencing style, capability development in 

followers and management and technical skills. The service management factor of 

team effectiveness is associated with higher levels of multidisciplinarity. Clinical and 

managerial foci have separate leadership and management axis with the latter 

generally falling to nursing and discipline line management. Team leadership and 

outcomes are almost completely mediated by team processes. Interdependency 

requires leadership that emphasizes relationships and collaborative work and good 

care processes. 

CMHTs are affected by influences that originate primarily from inter–level HSE 

tensions and a directive organizational leadership style. Centralism dominates and 

the perceived preoccupation is with budgets and acute care issues. In contrast there 

are positive reports of interagency working at local level. 

6. Multidisciplinarity: Issues of shared goals, communications and integration, 

interdependent action and performance management are mediated by 

interdisciplinary processes that are reliant on the availability of mixed disciplines. 

‘Real’ teams have the necessary and sufficient diversity of attitudes, knowledge, 

skills, orientation and influence to impact holistically on outcomes. The immediate 

realities are inadequacies in team composition, evidence of shared goals and 

performance management. 

Multiple disciplines bring other considerations associated with diversity and 

orientation. Significant differences between disciplines occur in leadership overall, 

team participation, support for new ideas, team objectives, reflexivity, 

interdependence, innovation and team effectiveness. A good level of team 
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participation and interdependence is reported by 45.7% and 27% respectively. 

Interdependence is indicated in the use of Integrated Case Notes by all members – 

37% of teams, performance indicators in use by half of members – 14.3% of teams. 

Of particular note is that the perceived differences between psychiatrists and nursing 

are much smaller than that between psychiatrists and psychologists. What is evident 

is that there are three main discipline groups ie psychiatry, nursing and other 

therapies. The traditional model and early form of CMHT is still evident although more 

holistic models are emerging. 

There are no Vision Teams with Category A status. Furthermore, they have 

significantly lower scores on team participation, support for new ideas, shared team 

objectives, reflexivity and innovation than non–Vision teams. Team size and caseload 

can adversely affect team processes that influence outcomes. The range identified is 

6 – 37.3 members. 

7. Multidisciplinarity and the patient care processes: First of all, 35% and 29% of SUs 

experienced responsiveness as an up to one week wait for initial access and first 

appointment respectively. Satisfactory access to speak to a professional in various 

circumstances was reported by 79% of service users. Awareness and information 

sharing indicate a level of SU participation. Awareness of their care plan, not unlike 

UK experience, is reported by 42% and 39% understand it and 75% are aware of 

their treatment review; information is good on the first visit for 67% of service users 

and on the purpose of medication for 85%. Service users and clinicians are 75% in 

accord on individual diagnosis. Teams believe that service users should be given co–

responsibility for their recovery although ‘Recovery’ is a contested concept. Some 

caution against too much formality and others deem service user involvement to be a 

luxury. 

8. A level of multidisciplinary involvement is revealed in comparing service user and 

CMHT reports on common stages in the care pathway. For example, in respect of 

involvement in treatment for all users, Psychiatrists are identified by 98% of service 

users and 88.1% of CMHTs, Nurses by 84% of service users and 52% by CMHTs, 

Social Work by 32% of service users and 17.9% by CMHTs, Psychology by 46% of 

service users and 12.3% by CMHTs and OT by 12% of service users and 16.7% by 

CMHTs. 

Regarding treatment review, Psychiatrists are identified by 94% of service users and 

92.5% of CMHTs for the discharge plan, Nurses by 40% of service users and 39.5% 

of CMHTs for the discharge plan. Correspondingly, Social Work is 9% for service 

users and 19.3% for CMHTs, Psychology is 6% for service users and 9.4% for 

CMHTs and OTs are 3% for service users and 10.4% for CMHTs. Overall, in respect 

of the diagnosis and treatment review stages, 44% and 24% of service users report 

one professional involved, 56% and 46% for two professionals and 26% for three and 
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four professionals in both stages. 

Unidisciplinary involvement by the ‘new’ therapists is more strongly indicated for 

‘Some’ as against ‘All’ patients. Service users say that their input is not relevant in 

18% – 22% of cases. Psychiatrists and nurses have the highest level of involvement 

followed by social work. The level of CMHTs reporting input in the treatment process 

confounds the level of multidisciplinarity indicated in both the diagnosis and treatment 

review. This suggests that the manner in which the treatment process takes place is 

uni– or at best duo– disciplinary. 

The foregoing is indicative of a strong traditional orientation in practice. The consequences of 

that orientation are demonstrated in this study’s key findings and conclusions, and in 

particular the current reality of multidisciplinarity and effectiveness. There is a priority need to 

move on from the early model of CMHTs and revisit investment in team formation and 

development in many instances. There are clear signals for improvement and teams 

themselves identify many of them as noted in the Case Study. 

 

Essential actions arising from this study 

The main intent of this study is to examine, explore and make more explicit what has been 

generalized in the past regarding the performance of CMHTs. The reality of teams and their 

leadership can only be understood by reflection and learning on such phenomena from the 

historical, contextual and processual perspectives that created them and enable or inhibit 

their effectiveness. The MHC has provided many relevant and helpful publications to 

enlighten and support policy implementation. More recently, a Resource Paper on the 

development of effective teamwork aims to equip mental health teams to understand what 

contributes to successful team working and some of the pitfalls and to develop creative 

solutions for more effective team working (Byrne& Onyett, 2010). It is not our intention to 

replicate that work but to confront the reality of experience and prescription. That reality has 

for long been experienced in the frustrations of attempting to implement “Planning for the 

Future” (DoH, 1984) which unfortunately continue under the current policy – “A Vision for 

Change” (DoHC, 2006). The latter is comprehensively addressed in “From Vision to Action? – 

An Analysis of the Implementation of A Vision for Change” (MHC, 2009) and raises serious 

concerns on the slow pace of implementation and lack of attention to specific key actions by 

the HSE. 

The following are offered as key action points that are grounded in the reality of the CMHTs 

experience and prompt a need to reflect on the contents of the foregoing and other relevant 

publications with reference to the findings and conclusions of this study. 

Develop and adopt a strategy for action that addresses the following: 
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1. The underlying historical and current causes of significant differences in pace, scope and 

design of policy implementation in and between geographic areas. For example, the 

range and type of variation in the distribution of: 

• The rate and pace of reduction in Institutional Acute admissions (Total admissions 

and SDA as a percentage of total admissions) and the associated development of 

alternative modes and providers of delivery e.g. community intervention and support 

and other specialties and disciplines. 

• CMHT categories and the absence of need – based staffing norms and core 

resources. 

• The composition and variety of community service elements and interventions. 

• Acute care provision in Hospital Units versus Community Facilities such as 

24/7access and care. 

2. The absence of a tangible commitment to ensure national and corporate leadership with 

sustained investment and implementation based on need – contrast certain National 

acute care priorities and the drive to implement primary care teams in recent years. 

3. Perceived incongruities across policy domains such as Vision for Change and the 

Primary Care Strategy in relation to the specialist versus generalist role in mental health 

care provision and priorities. 

4. Nominal versus ‘Real’ multidisciplinary teams and in particular, unrealistic expectations in 

the current formation and development of Vision Teams. 

5. Clarity of purpose, shared goals and performance capability and capacity with service 

delivery underpinned by overarching principles and  values that translate into key 

performance indicators. 

6. The reality of User involvement, the Recovery ethos and multidisciplinarity. 

7. The role of CMHTs leader–manager, individual and collective team member roles and 

relationships and the accountability boundaries of Adult Community Mental Health Teams 

– Vision for Change, other Specialties and Primary Care Teams. 

8. Develop a programme to guide the formation and selection, induction and training – 

development and review process for CMHT leadership/management, multidisciplinary 

structure, and process and stakeholder outcomes. 

9. Priority development of criteria based, integrative arrangements and processes and a 

performance management protocol to monitor and review multidisciplinarity and service 

user involvement having regard to the findings and conclusions of this study. 

10. Early and continuing investment in a standardised mental health information system. 
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Chapter 1 Introduction and Background 

1.1 Defining a Community Mental Health Team 

Multi disciplinary team based health organisations place the patient at the centre of their 

mission and care processes and are constantly endorsed as the most effective organising 

arrangement particularly in specialist care (Carter, Garside, and Black, 2003). Specifically, 

Thornicroft (1991) defines a Community Mental Healthcare Team (CMHT) as: 

“...a multidisciplinary team of mental health staff which has a lead responsibility 

for the provision of specialist assessment, treatment and care to a defined 

population, often defined by geographical catchment area or primary care 

registration. Such a team will usually provide the full range of functions 

necessary at the specialist care level, including initial assessment of general 

adult patients referred from other agencies and teams, consultation to primary 

care staff on the management of patients, the initial provision of treatment during 

the onset of a disorder or the early stages of a relapse, and the continuing care 

of patients with longer term disabilities”. 

The United Kingdom’s National Health Service (NHS) implementation guidelines (Dept. of 

Health, 2002) describe CMHT functions as giving advice to other professionals particularly in 

primary care, providing treatment and care for those with time–limited disorders who can 

benefit from specialist interventions and for those with more complex and enduring needs. 

Their core rationale is to bring together a range of professions in order to deliver more 

effective care co–ordination than could be achieved without an integrated, multidisciplinary 

team. However, it is not simply a matter of getting different mental health professionals 

together and assuming that multidisciplinary team working will occur. Teams need to have an 

appropriate disciplinary composition, shared goals and values, need to understand and 

respect the competencies of other team members, need to learn from other disciplines, 

communicate effectively with each other and respect their different views and perspectives. 

Individual team members may need to relinquish exclusive claims to specialist knowledge and 

authority in order to form effective multidisciplinary teams, which can provide the best 

possible care to the individual service user (Mental Health Commission, 2006a). 

Specifically, in the Irish context, there appears to be a lack of concordance between what the 

HSE expects in terms of performance as a team and what is expressed in the job descriptions 

for the various team roles. In fact reference in job descriptions of ‘working relationships’ with 

other team members is rare. 

Nonetheless, the importance of CMHTs in the provision of Mental Health Services has grown 

and in particular, their potentially central role in the provision of services for people with 

severe and enduring mental health problems (King, 2001). The main CMHT goals, principles 

and ideas are to establish services that are comprehensive, coordinated, accessible, 
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acceptable, efficient, effective and evaluated (Huxley et al., 1990; Rees et al., 2001). Burns 

(2004, p.19) outlined the purpose of CMHTs as providing “optimum, evidence–based, and 

increasingly effective treatments...” and to facilitate patients “…integration into their society…” 

McEvoy and Richards (2007) observed, “generic community mental health teams are 

designed to promote integrated mental health care, as a result of multidisciplinary working” (p. 

388). 

1.2 Purpose of the Current Study 

The Community Mental Health Teams: Determinants of Effectiveness Study is the first 

comprehensive national survey of what is now regarded as the standard service configuration 

in the Irish Mental Health Services (Mental Health Commission, 2006a). While it is widely 

accepted that the introduction in the 1980s of the Community Mental Health Team (CMHT) 

marked a significant step in the right direction for the delivery of Mental Health Services in 

Ireland, there is, as yet, no universally accepted model of optimal CMHT functioning (Byrne, 

2005). In fact, the reality of CMHT performance since their introduction in the 1980’s has not 

met with stakeholder expectations, with only a small number of well functioning 

multidisciplinary teams servicing the adult Mental Health Services (Mental Health 

Commission, 2006a). 

As such, the impetus for this study originates specifically in the reported deficits in the 

development and performance of the Community Mental Health Service since 1984. The 

Inspector of Mental Hospitals’ Annual Reports and the discussion paper on Community 

Mental Health Teams (Mental Health Commission, 2006a) attest to the scarcity of ‘fully 

functioning’ teams. The latter discusses core competencies and capabilities that are 

necessary for a range of complex and changing settings and levels/stages of participation by 

the professionals and service users. Key factors that influence effectiveness are team identity, 

professional boundaries, the state of inter–professional working and client group eligibility 

criteria, structural aspects, preparation, nurturing and information sharing and review. Those 

aspirations are tempered by O’Keane et al.’s (2004) analysis of the Inspectors’ reports and 

raise fundamental questions regarding investment, distribution and equity in the funding of the 

Mental Health Services. 

The aim of this study is to provide a current baseline and, insofar as possible, a 

comprehensive1 report on the contextual, structural, processual and outcome dimensions of 

Irish CMHTs, in other words the determinants of their effectiveness. This will be achieved by:  

1. Profiling all existing CMHTs in relation to their disciplinary composition, population 

served, number of each discipline per 1000 of population and access to specialist 

services, such as child & adolescent, old age and forensic psychiatry.  

                                                      

1 Circumstances tailor ambition with constraints of time, available resources, research 

personnel, field access, responsiveness and data quality. 
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2. Investigating the association between 

(i) the composition and context of a CMHT and team processes it engages in; 

(ii) the composition, context and processes of a CMHT and the effectiveness of that  

team; 

(iii) the leadership of a team, team processes and team effectiveness. 

3. Identifying  

(i) Local Health Managers’ (LHMs) perspectives on their teams effectiveness;  

(ii) Teams’ perceptions of the leadership given by their clinical leader’s; 

(iii) Clinical leaders’ perceptions of the leadership given by their LHMs. 

4. Analysing selected teams’ in–depth insights regarding their explanations of their 

effectiveness. 

5. Analysing service users’ perceptions of those teams. 

6. Analysing Catchment Area secondary data as a proxy for some key outcomes of 

CMHTs’ activity.  

Achieving these goals will provide baseline data on the current state of CMHTs, as well as 

specifically examining the linkages between the internal and external dimensions affecting 

team performance in an Irish context. This is done through carrying out a quantitative national 

study of 70 CMHTs and of their LHMs, an in–depth focus group study of eleven CMHTs and a 

survey of their routine attendees at review clinics. Finally, for additional external validation, a 

rigorous examination is undertaken of available secondary data. Ultimately, this will clarify 

enablers and barriers to team effectiveness and inform an improvement strategy for team 

working and effectiveness in Irish CMHTs. 

1.3 Background to the Current Study 

1.3.1 Burden of Mental Illness 

Specific geographic data is unavailable for the study sites or their catchment areas so that 

proxies such as social deprivation and admissions by diagnostic categories are later used to 

obtain a relative sense of burden addressed by teams in different geographic areas. 

International data estimates that approximately one in five people will experience a psychiatric 

disorder within a given year (World Health Organisation, 2003) and in turn, one in five of 

those attending General Practitioners may be referred on for secondary opinion and treatment 

(Goldberg and Huxley, 1992). O’Shea and Kennelly (2008, p31) reviewed the prevalence data 

in Ireland and concluded that there was “no information based on rigorous surveys using 

standardised measures of the prevalence of mental health problems in GP attendees”. The 

Mental Health Research Unit of the Health Research Board has had a considerable output in 
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the past decade and more with findings that have implications for policy and that provide 

excellent background data to the various dimensions of this study (cf. Tedstone–Doherty and 

Moran, 2009). 

The general prevalence of mental disorder in Ireland is indicated in the following:  

o In 2008, 12% of a population sample was experiencing significant psychological 

distress (Tedstone–Doherty, Moran & Kartalova–O Doherty, 2008). 

o The predominant disorders reported for inpatient admissions to the Irish Mental 

Health Services during the period 1965–2002 were schizophrenia, depressive 

disorders and alcoholic disorders. They accounted for approximately two thirds of all 

admissions (Walsh and Daly, 2004). 

o In 2008, depressive disorders accounted for almost one–third of admissions, 

schizophrenia accounted for 20% of all and 13% of first admissions, while alcoholic 

disorders accounted for 14% of all and 15% of first admissions (Tedstone–Doherty et 

al, 2008). 

o About 6% of the adult population surveyed reported having been prescribed 

medication for mental health problems in the previous year and this increased for 

females across age groups (Tedstone–Doherty et al, 2008). 

A brief summary of the burden of mental Illness in society is outlined as follows:  

o An estimated 450 million people worldwide are affected by mental, neurological, or 

behavioural problems at any given time (World Health Organisation, 2003). 

o The global burden of disease attributable to mental, neurological, and substance use 

disorders is expected to rise from 12.3% in 2000 to 14.7% in 2020 (Patel, Saraceno 

and Kleinman, 2006). 

o A UK study of mental disorder in 2000 reported that one sixth of adults had a neurotic 

disease with higher rates among women than men, except for panic. The prevalence 

rate for probable psychotic disease was 5 per 1000 (Singleton et al., 2001). 

The US National Co–morbidity Survey Replication (Wang et al., 2005) reported that 41.1% of 

people received some mental health treatment during the previous 12–months. This included 

12% by a psychiatrist, 16% by a non–psychiatric mental health specialist, 22.8% by a general 

medical provider, 8.1% by a human service provider and 6.8% by complementary and 

alternative medicine providers). 

It is estimated that the cost of depression alone, for the EU, is €118bn. This comprises €41bn 

system costs and €77bn lost employment costs (Sobocki et al., 2006). The 2008 Irish Health 

Budget provided €1.044bn for mental health services. 

This was 7.3% of the HSE budget and 11.93% of the Primary, Community and Continuing 

Care (PCCC) budget. The proportion, which fell from approx. 12% in 1984, is described as 
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low relative to other countries, which spend approximately 2% of GNP. O’Shea and Kennelly 

(2008) estimate that the economic cost of mental health problems in Ireland is over €3bn, and 

that less than one quarter of the cost is associated with caring for these individuals by the 

health system. 

The downturn hitting the global economy will likely bring an increase in the incidence of 

depressions, anxiety and suicide with increasing unemployment (Tedstone–Doherty and 

Moran, 2009). The unemployed are four times more likely to exhibit high levels of distress 

than people who are employed (Doherty et al., 2008). This has considerable service and 

revenue implications for the CMHTs and related mental health care provision. 

1.3.2 Policy and the Emergence of Community Psychiatry and Community Mental 

Health Teams 

“One of the most remarkable phenomena of health care of the past two centuries 

has been the revolution in policy in providing care for the mentally ill” (Walsh and 

Daly, 2004: 11). 

During the nineteenth and first half of the twentieth centuries, most asylums for psychiatric 

patients were established in industrialised countries. Their populations reached up to the 

thousands by the mid–twentieth century. State mental hospitals in the USA were, in effect, 

villages of three to ten thousand inhabitants. A part explanation for this was the incidence and 

prevalence of specific psychiatric disorders and the way society dealt with these disorders. 

Ravelli (2006) refers to the rigorous changes that started in Europe, the USA, Canada and 

Australia around the 1950s, which culminated in a socio–political strategy that focused on 

non–institutional treatment plans. Idealistic convictions, psychopharmacological drugs, GPs 

and medical social workers made it possible to move away from institutions. This was the 

genesis of a systematic de–hospitalisation policy that led to community mental health teams 

and associated GP and specialist services that enabled community–based living. 

In Ireland, the Mental Treatment Act 1945 (as amended), provided the legislative basis for a 

comprehensive framework for many years until the service context changed significantly over 

time and the provisions did not meet internationally accepted conventions. The Report of the 

Commission on Mental Illness (1966) pointed to a more enlightened provision of psychiatric 

service delivery including the provision of acute units on general hospital sites and a network 

of community services. 

Key developments that took place in the 1980s provided a breakthrough in the fundamental 

reform of the Irish Mental Health Services i.e. the removal of discriminatory and prohibitive 

employment practices in the psychiatric nursing services (EE11/81 and EE14/83)2 and the 

publication of ‘Planning for the Future’ (Dept. of Health, 1984). That report included a detailed 

                                                      

2 Employment Equality Determination 
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analysis of the psychiatric services and provided guidelines for its future development as a 

community–based service. The study group stated that their conclusions were very much in 

the same spirit as the recommendations made almost twenty years earlier. A new emphasis 

on acute care and treatment in the community and community residential accommodation 

with support from community mental health teams at local centres for populations of 25,000–

30,000 signalled the demise of long term care in Victorian Institutions. 

A Green Paper on Mental Health, published in 1992 (Dept. of Health and Children, 1992) 

advised of the need for new mental treatment legislation. Since ‘Planning for the Future’ 

(Dept. of Health, 1984), the pace of introduction of community mental health sectors had 

varied and problem areas, such as the operation of the multidisciplinary team concept and the 

provision of hostels, continued. This was accompanied by an extensive debate and 

challenges to an inadequate legislative base throughout the ‘90s that eventually led to the 

publication of Mental Health Act, 2001. The Mental Health Act, 2001, addressed shortcomings 

in the existing legislation, particularly in relation to detention of persons of unsound mind and 

the review of such decisions. Their underlying concern was the need for an integrative 

approach in developing alternative community–based services, partly because of the 

increasing rate of criminal convictions of persons with psychiatric disorders. Daly and Walsh 

(2003) identified evidence of a ‘revolving door’ at work in the mental health system, with as 

much as 70% of admissions to Irish psychiatric hospitals and units being re–admissions. The 

Mental Health Commission acknowledged that the continuing over–emphasis on hospital 

beds with a lack of CMHTs displaying true multidisciplinary capacities was at the heart of the 

problem (Mental Health Commission, 2003). 

At European level, the World Health Organization’s (WHO) European Ministerial Conference 

on Mental Health signed the ‘Mental Health Declaration for Europe’ in Helsinki in January 

2005. This emphasised priority access to mental health care by GPs and the development of 

community care services particularly for people with severe mental illness. A framework for 

exchange and cooperation between member states and a consultation process were 

launched, with multiple stakeholders, including service users. 

Against that background and growing concerns about the pace and nature of reforms in the 

mental health system in Ireland, in particular, the shortcomings in the delivery of community 

mental health care in Ireland, a new policy framework was adopted. ‘A Vision for Change’ 

(Mental Health Commission, 2006a) proposed a comprehensive model of mental health 

service provision. It again stressed the need for well trained, fully staffed and integrated, 

community–based, multidisciplinary mental health teams to comprehensively address 

individual’s specific needs. According to this document, teams serving defined populations 

and age groups should assume responsibility for self governance and be accessible to all 

their stakeholders especially service users, families and carers. A strong patient–centred 

recovery ethos ought to be central to its holistic view of mental illness. To monitor service 

developments and ensure service equity, the HSE would be required to evaluate the 
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performance of the community mental health teams so that the systematic gathering of 

information should be established locally and nationally. 

A WHO Europe Report (2008) co–funded by the European Commission indicated that more 

than half of European countries had adopted new mental health policies and approximately 

half had introduced new legislation since 2005. The Irish ‘A Vision for Change’ (Mental Health 

Commission, 2006a) monitoring reports and the primary and secondary data from this study 

of community mental health teams provide a current status on aspects of decades of policy 

initiatives. 

1.3.3 Recent developments in mental healthcare governance structure in Ireland 

The revised Consultants Contract (2008) included the new role of Clinical Director. A HSE 

document titled “Introduction of Clinical Directorates in Mental Health Services” noted that 

there are many models currently in operation across different settings and that the Mental 

Health Act (2001) assigns specific legal responsibilities to Clinical Directors. This, together 

with geographic challenges, has to be taken into account in future models. At present there is 

a Clinical Director for each approved mental healthcare centre in the country and some have 

directors in specialist areas. Currently, the role of the Assistant National Director for Mental 

Health Services manages a national team with links across other directorates. The office 

works with Regional Operations Directors and Regional Clinical Directors and supports 

people at regional level to ensure that national policy, organisational objectives and service 

frameworks are implemented at local level. 

The preferred option, however, is one Executive Clinical Director for all mental health 

services. A geographic unit of management is a 300,000 population with 30–50 Consultants 

reporting to an Executive Clinical Director, i.e. 1–2 per administrative area. The reporting 

relationship has not yet been finalised, however. Their primary role would be to deploy and 

manage Consultants and other resources, plan services and influence and respond to 

organisational priorities. The role has executive authority and accountability. 

However, a number of concerns are outlined in the literature on clinical directors, many of 

which could legitimately be of concern in the context of Irish mental health. Evidence 

suggests that most clinical directors are ill prepared for their new managerial role and 

strategic obligations. A UK study of 59 medical doctors, of whom 50 were clinical directors, 

indicated that there would “need to be considerably more investment in training, development 

and support. Some sceptics are already arguing that it’s foolish to place doctors in such 

strategic positions to undertake work for which they have neither been trained or selected, 

and for which they are presently not rewarded or appraised” (Dawson et al., 1995: 179). 

Harrison and Miller (1999) echo this view and stress that those clinicians will have to widen 

their managerial roles and urgently develop both functional expertise and a range of 

interpersonal and interactive skills. As identified in the literature review on teams and 

leadership, and addressed in the following section, clinicians require selection, training and 
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development with reference to key competencies and team leadership and management skills 

to ensure reliability and effective performance in their teams. 

1.3.4 Activity and Financial Trends in the Mental Health System 

Each team has a context and history that influences current performance. Unfortunately there 

is little evidence of available archived data or sector related material that enlightens the past 

or adequately clarifies the present performance experience. At best, published data refers to 

the former Health Board areas and the Psychiatric Institutions/Units. The former represent 

Regional activity and the latter, geographic units such as County/multiple or sub County 

Catchment Areas. The activity data for this overview is based on Dept. of Health/ Dept. of 

Health and Children and Health Research Board (HRB) Reports. 

1.3.4.1 Admissions 

Apart from some indications of early starters in the late 1970s and early 1980s the main 

changes in admissions (total and dominant diagnostic groups), inpatients, outpatients and 

community facilities occurred after the adoption of ‘Planning for the Future’ in 1984. This 

section points to considerable variation across geographic areas. These include the change in 

total, SDA and involuntary admissions and inpatient numbers while community services 

expanded on the basis of local priorities and interpretation of national policy. It provides both 

a context and the collective output data of related teams in their Catchment Areas. The main 

regional differences over the period 1984–2007 are summarised in Table 1.4, Table 1.5, 

Appendix A1.a–d and Appendix A4.(i)a–d. 

Actual admissions decreased nationally by 21.37% between 1982 and 2003, i.e. from 24,090 

to 18,942 and by 29% from 1984 to 2007 (16,749). However, individual Health Board Regions 

peaked differently so that a few waves are identified, i.e. 1982, 1984 and 1990s. The national 

peak occurred in 1986 and admissions have declined steadily since. 1982 (Midlands, Mid–

West, North–West and South), 1984 (South East) 1990 (North East) and 1996(East). 
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Table 1.1: Highest admissions: Health Boards 1982–96 

Health Board 1982 1984 1986
3
 1990 1996 

Eastern     72054 

Midland 1947     

Mid–West 2818     

North–East    1683  

North–West 1857     

South–East  3920    

South  3780     

West  2937    

 

Figure 1.1 illustrates the foregoing peaking and rate of reduction. A substantial variation in the 

pattern and rate of decrease in admissions (1982 – 2003) is evident in 4 clusters (primarily 

between with the East and others): (i) East (ii) South and South East (iii) West and (iv) 

Midland, Mid West, North West, and North East. 
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Figure 1.1: Number of Admissions by Health Board 1982–2003 (Dept. of Health and 

Children) 

                                                      

3 Dept. of Health and Children does not have figures by Health Board for this year, which had 

the highest national intake including private hospitals at 29,392 (Walsh and Daly, 2004). 
4 Includes private hospital admissions. 
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The disaggregation of the former Eastern Health Board into the Eastern Regional Health 

Authority areas shows two distinctive clusters with admissions. 

Admissions by Health Board and ERHA Boards
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Figure 1.2: Total Admissions by Health Board Area1984–2007. Ref.: HRB Annual 

Reports) 

Based on Walsh and Daly (2004) there was a general decrease in involuntary admissions 

(using a 3–year mid–point smoothed average) apart from the Western Health Board area, 

which increased by 57.6% (see Table 1.2). The greatest decreases were the Midlands at 

45.7%, and the South–East at 38.3%. The lowest decreases were the Mid West at 17.2% and 

North–West at 19.5%. The North East consistently had one of the lowest involuntary 

admission rates. 

Table 1.2: Change in Rates of Involuntary Admissions 1989–2002 

Health 
Board 
Area 

Eastern
/ERHA 

Midland 
Mid 
Western 

North 
Eastern 

North 
Western 

Southern Western 
South 
Eastern 

Change 
1990–2001  

- 27.5% - 45.7% - 17.2% - 29.0% - 19.5% - 28.5% + 57.6% - 38.3% 
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Involuntary Admission Rates per 100,000 population 

(3-year mid point smoothed averages)
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Figure 1.3: Involuntary Admission rates by Health Board 1989–2003 

Differentiation between trends in total admissions and the schizophrenia, depression and 

alcohol–related disorders (SDA) component is very informative of underlying changes in 

practice. Aggregated total admissions and the percentage of admissions attributable to SDA 

at HSE Region and former Health Board Area levels illustrate some significant variation 

between the trends in total and the combined SDA admissions. The high and relatively 

consistent proportion of SDA admissions across Regions (77% – 72%) in the 1980s fell 

considerably (52% –64%) by 2007. The highest and lowest change in total and SDA 

admissions in HSE Regions and former Health Board Areas 1983–2003 and 1984–2007 are 

presented in Table 1.3 and Figure 1.4 below. 

Table 1.3: Highest and lowest decrease in percentage of schizophrenia, depression 

and alcohol–related admissions 1984 – 2007 

1983–2003 Highest HSE West 35%–SDA 44% and Mid West 43% –SDA 54% 

 Lowest HSE DML 4%– SDA 8% and East Coast –98% –SDA –86% 

1984–2007 Highest HSE West 43%–SDA 52% and Mid West 52% –SDA 60 

 Lowest HSE DML 9% –SDA 19% and East Coast –95% –SDA –77% 
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Admissions in Selected Years 1984-2007
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Figure 1.4: Total Admissions and schizophrenia, depression and alcohol–related 

disorders (SDA) as a percentage of total admissions for HSE Regions 1984–2007 

 

Table 1.4: Schizophrenia, depression and alcohol–related disorders (SDA) as a 

percentage of total admissions for HSE Regions 1984–2007 

Region 1984 1989 1994 1999 2003 2007 

HSE–
West 

77% 75% 74% 69% 68% 64% 

HSE–
South 

77% 72% 70% 73% 74% 63% 

HSE–
Dublin NE  

73% 73% 68% 64% 55% 52% 

HSE–
Dublin ML 

72% 69% 69% 68% 68% 64% 

Table 1.5: Total Admissions for HSE Regions 1984–2007 

Region 1984 1989 1994 1999 2003 2007 

HSE–
West 

7390 6290 6630 5903 4688 4237 

HSE–
South 

6006 6709 6103 5899 5926 5210 

HSE–
Dublin NE 

4475 5007 4274 4103 3587 3085 

HSE–
Dublin ML 

4644 4824 4838 5173 4474 4217 
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Although Sectoral data is unavailable one has to examine higher–level geographic units to 

explore the differences in context and clinical caseloads to reflect the collective activity of 

CMHTs and hospital based colleagues. The following table of highest and lowest% of SDA 

admissions (1984–2007) is indicative of referred morbidity in the serious mental illness (SMI) 

diagnoses and are the dominant admission categories for each of the four HSE Regions. 

Table 1.6 is based on HRB Annual Reports of admissions to mental hospitals/units in their 

respective areas from 1984 to 2007. It is complementary to Figure 1.4 and Table 1.3 above 

and provides a broad activity context which represents the challenge and contribution of the 

combined efforts of the CMHTs  

Table 1.6: Schizophrenia, depression and alcohol–related disorders – highest and 

lowest percentage of all admissions 1984–2007 

Year Schizophrenia% Depression% Alcohol% SDA% 

 Highest Lowest Highest Lowest Highest Lowest Highest Lowest 

1984 
S  

(28) 

DNE 

(22) 

S 

(39) 

W 

(24) 

W 

(27) 

DML 

(20) 

W 

(77) 

DML 

(72) 

1989 
DNE 
(27) 

W  

(20) 

S 

(28) 

DML 

(22) 

W 

(28) 

DML 

(20) 

W 

(75) 

DML 

(69) 

1994 
DML 
(27) 

W  

(20) 

S 

(32) 

DML 

(24) 

W 

(30) 

DNE 

(17) 

W 

(74) 

DNE 

(68) 

1999 
DML 

(23) 

W  

(19) 

S 

(32) 

W 

(26) 

W 

(22) 

DNE 

(14) 

S 

(73) 

DNE 

(64) 

2003 
DML 

(23) 

W  

(17) 

S 

(40) 

W 

(27) 

S 

(15) 

DNE 

(7) 

S 

(74) 

DNE 

(55) 

2007 
DML 

(25) 

DNE  

(20) 

S 

(32) 

DNE 

(24) 

W 

(13) 

DNE 

(8) 

W/DML 

(64) 

DNE 

(52) 

W– West, DNE– Dublin North East, S– South, DML– Dublin Mid–Leinster 

The SDAs individually and in aggregate, as a proportion of all admissions, reflect the referred 

morbidity characteristics of the Catchment populations and clinical policy and its management 

in the Catchment Areas/Psychiatric Hospitals within and across those Regions. The Regional 

SDA  hi–lo differences 1984–2007 are: 

Highest SDA% of total admissions in the four HSE Regions: 

o Schizophrenia: Dublin Mid-Leinster in 1994/99/2003/07, South in 1984 and Dublin 

Northeast in 1989 

o Depressive Disorders: The South for each year  - 1984/1989/1994/1999/2003/2007 

o Alcohol related: The West in 1984/1989/1994/1999/2007 and South in 2007 

o Combined SDA: The West in 1984/1989/1994 and shared with Dublin Mid-Leinster in 

2007; South in 1999 and 2003.  
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o Lowest: SDA% of total admissions in the four HSE Regions: 

o Schizophrenia: The West in 1989/1994/1999 and 2003; Dublin Northeast in 1984 and 

2007 

o Depressive Disorders: The West in 1984/1999 and 2003 and Dublin Mid-Leinster 

1989/1994 and Dublin North East in 2007. 

o Alcohol–related: Dublin North East in 1994/1999 and 2003/2007 and Dublin Mid–

Leinster in 1984/89.  

o Combined SDA: Dublin Mid–Leinster in 1984/1989/1994 and joined with the South in 

1984 and Dublin Northeast in 1994/1999 and 2003/2007. 

Of note, DML had the highest percentage of admissions for Schizophrenia in 4 of 6 years and 

the lowest in 2 of 6 years for Depression and Alcohol–related disorders; the South had the 

highest for Depressive disorders in 6 of 6 years; the West had the highest for Alcohol–related 

disorders in 5 of 6 years and the lowest in 4 of 6 and 3 of 6 years for Schizophrenia and 

Depression respectively. While this presents an interesting contrast with the Dublin Regions 

and merits further study it occludes the variation within Regions and between LHO areas in 

particular and so is further examined at Institutional level in the secondary data analysis in 

Chapter 4 and Tables in Appendices A1 (a–d) and A4 (a–d). 

1.3.4.2 Inpatients 

The number of inpatients decreased nationally by 73.7% between 1982 and 2003, i.e. from 

12,277 to 3,234. The rate of decrease varied between Health Boards. It is noteworthy that the 

HSE West had the greatest reductions i.e. 87.65% (NW), 85.1% (MW) and 80.03% (W). 

There are three trend clusters (i) East, (ii) West, South, South East and (iii) Mid West, 

Midlands, North West and North East which are broadly in line with their decrease in 

admissions (see Figure 1.1 and Figure 1.2). 

Table 1.7: Rate of decrease of inpatients at year end by Health Board 1982–2003 

Health Board Decrease (%) 

Eastern 62.05 

Midland 76.42 

Mid–West 85.1 

North–East 73.07 

North–West 87.65 

South–East 67.1 

West 80.03 

Source: Dept. of Health/Dept. of Health and Children Annual Reports 1982–2003) 
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Number of in-patients at year end by Health board
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Figure 1.5: Number of in–patients at year–end by Health Board 1982–2003 

The foregoing illustrates the change in total, SDA and involuntary admissions and inpatient 

numbers while community services expanded on the basis of local priorities and interpretation 

of national policy. Together with the community Mental Health Services data that follows, the 

foregoing provides both a context and the collective output data of related teams in their 

Catchment Areas. The main regional differences in in–patients at year–end over the period 

1984–2007 are summarised in Figure 1.5 and Appendices A1 (a–d) and A4 (a–d). 

1.3.5 Community Mental Health Services 

In reviewing community data for the same time frame as above (1982–2003) it is important to 

note the extent of regional variation in community activity reported by the Mental Health 

Commission for 2004. 

The following tables demonstrate considerable variation across geographic areas. Table 1.8 

summarises the high–low rates per 100,000 for persons attending day centre and day 

hospital, new outpatients and community residents for each Health Board Region/Area. The 

range of difference is noteworthy particularly the combined DML and DNE Regions having the 

lowest community resident rate. What is remarkable is the East Coast with the highest day 

hospital rate and 2nd highest new out–patient rate had the lowest day centre rate and 2nd 

lowest community residents’ rate (see Table 1.8) and as noted above, against a significant 

growth in admissions (1984 – 2007), until 1999 when they began to decline. 
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Table 1.8: Community Services Mental Health System: 2004 High – Low rates per 

100,000 of population 

Community 
Service 

High Rates Low Rates 

Day Centre 
North East (610.6) 

South (426.1) 

East Coast (69) 

South East (91.4) 

Day Hospital. 
East Coast (1964.7) 

Mid West (1056.2) 

North East (43.9) 

North West (264.7) 

New OPs 
South (658.8) 

East Coast (612.3) 

Northern (193.9) 

South East (215.4) 

Comm. Residents 
Northern (197.8) 

South (173.2) 

South West (47.8)  

East Coast (64.9) 

Table 1.9: Community Services Mental Health System: 2004 Rates per 100,000 of 

population 

Region/Area 

Day Centre 

Persons 
Attending 

Day Hospital 

Persons 
Attending 

Outpatients 

New Persons 
Attending 

Community 
Residences 

Residents16yrs+ 

West 312.7 738.7 329.7 156.6 

North West 318.6 264.7 573.8 197.8 

Mid West 165.6 1056.2 530 129.3 

South 426.1 505.5 658.8 173.2 

South East 91.4 713.7 215.4 130.4 

Midlands 233.1 300.3 474.4 108.11 

North East 610.6 43.9 561.6 75 

East Coast 69 1964.7 612.3 64.9 

Northern 326.4 324.3 193.9 108 

South West 338.3 459.9 332.1 47.8 

Total 298.8 630.9 433.1 101.2 

Trends in community activity – outpatients, day facilities and community residences – 

between 1984 and 2003 are based upon Dept. of Health and Children Annual Reports and 

are summarised in the following sections. 

1.3.5.1 Outpatients 

The total number of out–patient clinic locations increased by 25% to 265 by 1994 and 

reduced back to 235 by 2003 so that the 1984–2003 change was 10.85%. Regional variation 
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ranged from increases of 100% in the North East and 71% in the East to a reduction of 13.3% 

in the Mid West. The number of attending patients/sessions reduced by 54.15% between 

1984 and 1994, increased by 14.6% by 2000 and reduced again by 6.65% by 2003. Regional 

variation during the period 1984–94 ranged from a 3% increase in the Mid West to a 75% 

reduction in the South and between 1996 and 2003 a total reduction of 2.05% ranging from 

reductions of 41.66% in the East and 15.5% in the West and increases of 51.3% in the Mid 

West and 27.4% in the South. 

The fluctuations are not explained but the clinical practice is generically criticised by Dunne 

(2006) from a user perspective. Major data deficits render it very difficult to relate the 

foregoing to population morbidity and GP referrals. 

1.3.5.2 Day Facilities 

The number of locations was 32 with 963 places in 1984. More concise reporting in 1996 

indicated 181 locations with 2170 Day Care and 1144 Day Hospital places. That adjusted to 

176 locations with 2357 Day Centre and 1090 Day Hospital places in 2003. There may be 

comparability issues in what were/ are defined as Day Centres and Day Hospitals but 

variations across regions are of interest. The East and West commenced with 8 and 10 

locations and 537 and 112 places respectively in 1984. By 2003 they had 33 and 28 locations 

for 477C and 443H as against 501H and 61C. In contrast the Mid West increased from 1 to 

22 locations with 199H and 210 C and the North East from 2 to 11 locations with 35H and 

210C places. The range of Day Hospital places, apart from the East, was 26 in the Midlands 

to 199 in the Mid West followed by 164 in the South. 

The above variations and interpretative issues also render it very difficult to use such data to 

compare performance between areas and their teams. An indirect measure is used in this 

study by reference to admissions particularly patients diagnosed with SDAs as a percentage 

of total admission, and the change in this over time. 

1.3.5.3 Community Residences 

The total provision of hostels/community residences 1986–2003 increased by 132.38% to 

409. Increases ranged from 350%, 261% and 223% in the Mid West, West and South 

respectively and 19%, 71% and 72% in the North East, East and Midlands. The Mid West and 

South had lower comparative positions in 1986. 

This component of services is included in a HSE Report (2008) on Long Stay Residential 

Care for Adults in the Mental Health Service. It identified wide variations in resource allocation 

levels of service provision and different staffing ratios across similar type residential units. 

1.3.5.4 Reflection 

This Section reviewed the Mental Health Service macro data associated with the CMHTs 

geographic administrative units since the 1980s. It noted the different peaks and waves of 
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change in admissions across the former Health Board areas and differentiated between total 

and SDA admissions. There are clear regional differences illustrated in hi–lo variation in SDA 

admissions that reflect morbidity in the communities and diagnostic trends in referrals. 

Meanwhile inpatient numbers declined broadly relative to their admissions but again with 

clear hi–lo differences in community mental health services rates and developments. 

Regrettably sector data linked to CMHTs is not available as a basis to elucidate performance 

indicators. 

1.3.6 Financial Trends in the Mental Health System 

This Section provides a brief overview of the general resource context in which the Mental 

Health System and CMHTs operate. Again, unfortunately, no Sector level cost data was 

available. 

The gross non–capital expenditure for all Health Programmes increased by 544.82% between 

1984 and 2002 in contrast with Mental Health Services 288.82%. Based on Dept. of Health 

and Children Annual Reports, the latter had a relative reduction from 11.78% to 7.1% of the 

overall budget during that period. That proportion has been broadly maintained at 7.02% 

(2005) and 7.27% (2008) (See Table 1.10 below). The mental health component of the 2005 

gross PCCC non–capital was 774.7m (12.15%) and for 2008 it was 1.0438bn (11.93%). The 

gross non–capital increased by 30.1% from 11.0285bn in 2005 to 13.422bn in 2007 and 

14.353bn in 2008. The mental health services expenditure increased by 34.7% from 

774.685m to 1.043bn in that period. 

Table 1.10: Gross Non–Capital Expenditure 2005 – 2008 

Cost centre 2005 (€m) 2007 (€m) 2008 (€m) 
%Change 
05/08 

Mental Health 774.685 1,042.357 1,043,816 34.74 

PCCC 6,372.756 8,203,429 8,743,911 37.21 

HSE 11,028.503 13,422,085 14,352,642 30.14 

 

Table 1.11: Non–capital expenditure on Mental Health as a percentage of expenditure in 

PCCC and HSE overall 2005 – 2008 

 2005 (€m) 2007 (€m) 2008 (€m) 

PCCC 12.15% 12.71% 11.94% 

HSE 7.02% 7.76% 7.27% 
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Figure 1.6: A Comparison of Non–capital Total Healthcare Expenditure and Mental 

Healthcare Expenditure from 1984–2002 and 2005–2008 
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Figure 1.7: Programme specific non–capital expenditure 1997 and 2006 
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Apart from the reduced share of the non–capital budget noted above, internal redistributions 

appear to have occurred between HSE Regions without reference to local historical resource 

distribution decisions between service programmes. 

In 2006, the mental health service budget allocation of 784.45m was distributed between HSE 

Regions as follows: West 39.75%, South 23.12%, Dublin NE 17.22%, and Dublin ML 19.92%. 

With the 2007 budget of 731.141m and 2008 budget of 755.972m the regional distribution 

was adjusted to West, 30.42% and 29.41% South, 26.67% and 26.40%, DNE, 19.51% and 

20.10% and DML, 23.40% and 24.09%. This was a relative reduction for the West of 10.34%, 

and an increase of 3.28% for the South, 2.88% for the DNE and 4.17% for DML. The present 

and future implications for each Catchment Area and Team are not currently published to our 

knowledge. 

Table 1.12: Percentage regional distribution of mental health service budget 2006–2008 

Region 2006 2007 2008 % Change 

West 39.75 30.42 29.41 –10.34 

South 23.12 26.67 26.40 3.28 

DNE 17.22 19.51 20.10 2.88 

DML 19.92 23.40 24.09 4.17 

(Source: HSE Finance Dept.2009) 

A distribution between modalities and components was not available for this report. A HSE 

Report (2008), however, indicated a 2006 national expenditure of €249m for long term 

residential care and €236m for acute in–patient mental health care. That would leave a 

balance of €299.45m for community and other mental health services. The issues around 

allocative inequity in funding Mental Health Services are already addressed in O’Kane et al. 

(2005) and O’Shea and Kennelly (2008). 

The latter refer to wide variability in funding which is historically based on institutional levels 

and hence, the general absence of a relationship between admissions rate – as proxy for a 

measure of need – and Catchment Area funding. This study clarifies the relative variation in 

some key differences between LHO team categories including population–staff ratios in Table 

1.13 and also in Table 4.13, that relates to specific institutions and units. An illustrative 

contrast, already identified by the aforementioned authors, also arises, for example, between 

East and West Galway in this study’s profiling of CMHTs and LHO Groupings/Dashboard. 
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It is noted that a HRB/HSE study, “towards the development of a resource allocation model 

for PCCC” (Health Research Board, 2010) favoured the adoption of a Welsh–type model 

based on needs. That is appropriate but not surprising as that model previously influenced the 

first national health strategy (Dept. of Health and Children, 1994) and underpins the aim of 

health and social gain (de Burca, 1994) but has yet to demonstrably influence practice. 

1.3.6.1 Staffing in the Adult Community Mental Health Service 

A conventional CMHT consists of a number of disciplines. The following table outlines these 

disciplines as well as their role within a CMHT. 

Table 1.14: CMHT Disciplines and Roles 

Discipline Role 

Psychiatrist 
A medical doctor that specialises in mental health, who diagnoses 
and treats patients 

Senior House Officer 
(psychiatry) 

A more junior medical doctor that diagnoses and treats patients 
under the direction of the consultant medical staff 

Psychiatric Nurse 
Provides both physical and psychological care to their patients and 
can also provide essential support to the patients' families 

Clinical Psychologist 
A psychologist with a specialist qualification in mental health. Works 
as part of the mental health team in a unit or hospital and is involved 
in assessment and counselling therapy 

Occupational 
Therapist 

Provides services to people whose ability to cope with everyday 
activities is threatened or impaired in some way by physical, 
psychological or developmental problems. 

Social Worker 

Carries out a range of functions as a member of a multi–disciplinary 
team. Individual counselling is one of their key tasks and 'case 
management'. This refers to working with individuals with a view to 
ensuring continuity of care and the co–ordination of services. 

Addiction Counsellor 
Provides assessment, counselling, information and treatment 
services for people suffering from alcohol, drugs and gambling 
addictions. 

Specifically, in the Irish context, an attempt was made to clarify these roles by reference to 

the HSE’s own published job descriptions. Given that the mental health service provision is 

sometimes fragmented, it is not surprising that the HSE does not use a standardised template 

for the foregoing job descriptions. However, two core headings remain consistent throughout; 

‘Principal Duties and Responsibilities’ and ‘Skills, competencies and/or knowledge’. Yet, the 

sub–headings tend to vary. For example, ‘operational’ which emphasises it is a key role for 

psychiatrist whereby they are to lead and manage a multi–disciplinary team providing 

assessment and therapeutic services. Other sub–headings that varied were ‘administrative’, 

‘teaching’ and ‘management’. It is noted that details on the teams’ ‘working relationships’ was 

only mentioned in one job description. One sub–heading that was specified for four 

professionals was ‘clinical’, which states to work with members of the multidisciplinary team to 

develop more appropriate services for the clients. 
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The reporting relationships stated were as follows: Psychiatrists report to the Clinical Director 

and the Local Health Office Manager PCCC Directorate/Chief Executive Officer. Psychiatric 

Nurses report to two Clinical Nurse Managers. Clinical Psychologists, Occupational 

Therapists and Social Workers report to the respective Head of Discipline (e.g. Occupational 

Therapy Manager) through the professional line management structure. The SHO/registrar is 

placed in a designated Consultant Team and is under the Consultants supervision. The 

Addiction Counsellor reports to the Director of Addiction Treatment Services, or other 

designated officer. 

Despite the potential confusion about the exact nature of the role of the different disciplines, it 

is generally accepted that a CMHT ought to comprise members from the following disciplines: 

psychiatry, psychology, nursing, occupational therapy, social work and addiction therapy. As 

part of the profiling exercise, in which team composition was examined, the disciplines on 

each team were recorded as well as the percentage of their time spent working on a particular 

team. As such, it was possible to aggregate these figures and develop a staffing profile for 

each LHO area. 

Table 1.15 shows CMHT staffing levels per LHO area broken down by discipline.  As can be 

seen from this table, vast differences exist between the staffing levels across LHO areas, 

often apparently not relating to population and/or deprivation levels in these areas. As one 

example, consider the differences in staffing between East and West Galway, where East 

Galway has a slightly smaller population and more than twice the number of whole time 

equivalent staff, including almost four times as many nursing staff. 
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Chapter 2 Review of the Relevant Literature 

The four main areas of the literature review concern the themes of performance management, 

multidisciplinary team effectiveness, team leadership and the service users’ role in mental 

health care. The wider context and particular limitations experienced by the Mental Health 

Services are examined. That is followed by an exploration of specific factors that are known to 

influence team effectiveness i.e. team structures, processes and outcomes. Specifically, the 

evidence–based links between the structure of the team and team working processes, and 

consequent improvements (or otherwise) in the effectiveness of multidisciplinary teams are 

investigated. 

Though leadership is a team process, it is examined as a separate component as it is such a 

large field of study in itself. The areas focused on are leadership style and context, healthcare 

leadership and effectiveness and clinical team leadership. Service user engagement and 

satisfaction arises from being informed, involved and empowered by multidisciplinary teams 

at each stage of the care process. 

2.1 Performance Management and the Mental Health Services in Ireland 

The lack of appropriate information systems and minimum data sets identified by Deloitte & 

Touche, (Dept. of Health and Children, 2001) and Brennan (Dept. of Health and Children, 

2003) in the general health care system is particularly problematic for performance 

management in pluralist systems such as mental health care and represents one aspect of 

the many challenges faced in this study in exploring the determinants of effectiveness of 

CMHTs. This section nevertheless attempts to situate the management of CMHTs in the 

context of the wider health care system. 

Organisational culture has a significant role to play in performance management. Davies et al. 

(2007) conclude that CMHTs may therefore be poorer performers on formal external 

measures of success and more concerned with staff morale and treating patients. Warchani 

and Utarini’s (2009) systematic review of 14 empirical articles emphasises standards and 

values associated with affiliation, teamwork and innovation with an assumption of change and 

risk taking and observes that these may be features of a less hierarchical culture, less 

bureaucracy and a complex structure. Results from a recent study on health care managers’ 

perceptions of the impact of the reforms on management practice include individual 

disengagement, a dominant autocratic style with limited delegation of decision authority and 

little or no change in mental health care in contrast with more high profile illnesses (de Búrca 

and Williams, 2010). 

Most developed countries are working towards comprehensive frameworks for measuring 

mental health service performance although approaches differ between and within countries 

and there is no nationally agreed standard for mental health measurement (EU Commission 

Report, 2001). 
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Reporting systems are generally aligned with strategic policy goals. Performance indicators 

are built from multiple data sources and combine service utilisation, consumer survey and 

clinical outcomes. Mental Health Indicators in use have some consistency across jurisdictions 

such as:  

o Client Outcomes – clinical status, quality of life, functional status, safety and health. 

(Ohio Mental Health Outcomes Task Force: Sheldon, 1998). 

o Health and social functioning of patients (Health of the Nation Outcome Scales 

(HoNOs): Wing et al., 1998). 

o Client satisfaction, length of time from referral to admission to initial assessment, 

client involvement in care plan and discussion of treatment options, client incidents 

and complaint resolution, waiting lists, occupancy rates and change in self–report 

health status. (The Canadian Council on Health Systems Accreditation). 

o Progress Report Card with growing emphasis on consumer orientation in responding 

to needs. (US, Veteran Affairs (VA) Monitoring System). 

Smith (2002) asserts that performance management will not be fully effective unless there is 

adequate capacity in information, leadership, management and resources. The following 

issues have resonance with the Irish mental health service:  

1. A wide variation and limitations in the composition and range of skills of community–

based mental health teams in attempting to shift the balance of provision to the 

community and long–term recovery. 

2. A lack of reliable standardised information and fragmented systems of clinical 

recording to help measure performance, a focus on user outcomes and the 

development of integrated care pathways. 

[Reported in ‘The NHS Quality Information System Report (June 2004) and ‘The Scottish 

Mental Health Service Strategy’ (2005)] 

The Health (Amendment) (No.3) Act 1996 underpinned a performance management cycle in 

the delivery of strategic and operational plans in the Irish National Health Service. However, 

variation in approaches has been evident in monitoring and measuring performance. Butler 

(2000) suggested that central leadership is vital in promoting the development of performance 

measurement and in ensuring collaboration and coordination throughout the health system. 

The key issues to be addressed relate to clarifying responsibility for overall coordination, 

extending to all areas and levels, developing balanced and relevant sets of performance 

measures, an integrated data management system and decision makers’ skills and 

competencies. These resonate with the Deloitte & Touche ‘Value For Money’ (Dept. of Health 

and Children, 2001) study findings that identified gaps in performance measurement, 

indicators and evaluation, a general lack of investment in management information systems, 
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particularly at primary and community care level and a lack of skills and capacity at all levels 

to analyse and interpret data and to manage performance. 

More recently, the HSE’s performance management and development (P and D) framework, 

‘Transforming through Performance’ (HSE, 2007), emphasised that robust performance 

management and measurement mechanisms are essential to ensure that the HSE meets the 

requirements of the Health Act (2004). 

The Planning and Development Framework describes an integrated process that includes 

standards, measures, and progress reporting and quality improvement. It is an iterative model 

identifying supportive conditions and levels of performance management. Team–based 

performance management links teams into the management structure and recognises them 

as central to effective service delivery. This “recognises the importance of effective team 

working in the delivery of health services by ensuring effective and participative planning 

processes, linking team actions into the service/operational plans of the organisation and 

providing for regular review by the team for its performance” (HSE, 2007: 36). 

The foregoing is a performance management context for the National Mental Health policy ‘A 

Vision for Change’ (HSE, 2006). The Mental Health Commission scoping exercise on mental 

health information systems (Mental Health Commission, 2006) highlighted issues that limit or 

hinder the efficient delivery of services to service users such as inaccessible and unrecorded 

information, duplication and inaccuracies and data errors and data and statistics that are not 

shared or cannot be shared between agencies. Current information capture, apart from HRB’s 

National Psychiatric In–patient Reporting System (NPIRS), comes from only two 

comprehensive mental health information systems run in two Mental Health Services. 

However, the Health Research Board is in the process of developing WISDOM, a system that 

will collect information in community–based psychiatric services. 

The 2009 national service plan refers to a comprehensive model of mental health service 

provision with a flexible and community–based service that relates to mental health care 

within primary care teams (PCTs) and Health and Social Networks. Key deliverables include 

revised catchment areas, properly staffed multidisciplinary teams, a quality framework and a 

pilot information system. Activity targets and key performance indicators are high level and 

hospital–based. While related to CMHTs activity there is no reference to an integrated 

minimum data set encompassing community data that is critical to their performance 

management. That deficit is evident in this study.5 

                                                      

5 The HSE’s public accountability requires the production of a Corporate Plan, a National 

Service Plan, Business & Operational Plans, Team Plans, a Performance Monitoring 

Framework and an Annual Report & Financial Statements. The control process includes 

monthly reports, tripartite meetings between the HSE, the Department of Health & Children 

(DoHC) and the Department of Finance, and quarterly review meetings with the DoHC.  
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2.2 Teams 

The themes related to the nature and functioning of teams are addressed with particular 

reference to structure process and outcome. 

2.1.1 Why are teams important? 

Few would dispute that teams are now an integral feature of health care delivery in acute, 

long–term and primary care settings (Downey-Ennis et al., 2004; Firth-Cozens, 1998; 

Heinemann 2002) and the care and treatment of mental health is no exception (World Health 

Organization, 2005; Mental Health Commission, 2006). The professed benefits of such 

methods of working relate to improved learning and development of team members, better 

utilisation of resources as well as overall employee effectiveness and hence improved quality 

of care (Ingram and Desombre, 1999). Specifically, in the context of community mental 

healthcare in the UK, multidisciplinary input has become a critical facet of most case 

management models (Simpson et al., 2003). The evidence shows that users and carers 

prefer the service provided by multidisciplinary community teams compared to standard 

service provision Since the early 90s, there has been a significant movement toward reducing 

the importance of professional groupings and professional management, and increasing the 

importance both of teams and of team management (Ovretveit, 1991, 1993). Early forms of 

multidisciplinary work were characterised by very clear role divisions with separate tasks and 

responsibilities (Burns 2003). Modern community mental healthcare teams, however, are 

focused on providing service user–centred care from a multifaceted, but coordinated, 

approach to apportioning tasks, taking joint responsibility for reviewing the patient’s progress 

and making joint decisions about treatment plans. 

The benefits of multidisciplinary teams for service users are increasingly recognised. In the 

stakeholder consultation exercise undertaken by the Mental Health Commission (2005a) on 

what constitutes a quality Mental Health Service, one of the key themes to emerge was the 

importance of multidisciplinary teams. This was summarised as:  

“The provision of a holistic, seamless service, and the full continuum of care, provided by a 

multidisciplinary team, are essential features of a quality Mental Health Service” (Mental 

Health Commission, 2005a). 

However, multidisciplinary teams as a model of working in Mental Health Services, or health 

services in general are not universally accepted (Day et al., 2004; Fay et al., 2006; Galvin and 

                                                                                                                                                        

At present, a joint DoHC/HSE Group is developing a framework for performance information 

with common data sets. Performance indicators are being developed at four levels: 

Population Health Common Data Set, Corporate Performance Measurement, Integrated 

Performance monitoring, Operational Health Statistics and Performance Planning and 

Review. 
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McCarthy, 1994; Huxley, 1990). It has been noted that, the knowledge, skills and abilities 

required to work effectively as part of a team have seldom been addressed (Sainsbury Centre 

for Mental Health, 1997) and require immediate attention (Borrill et al., 2000b). 

2.1.2 Factors that affect team performance 

Larson and LaFasto (1989) report on a grounded approach (theoretical sampling of high–

performing teams) to understanding team performance. Their findings demonstrated that 

regardless of type of team, there were eight characteristics regularly associated with team 

excellence. These characteristics were:  

1. Clear, elevation goals 

2. Results–driven structure 

3. Competent team members 

4. Unified commitment 

5. Collaborative climate 

6. Standards of excellence 

7. Principled leadership 

8. External support 

Kogler Hill (1997) stresses that it is important to understand how these characteristics actually 

impact group effectiveness and their relationship to and understanding of team leadership. 

Significant amounts of research on the factors that affect team working have been carried out 

in the healthcare context. Those factors that are of particular relevance to team working in 

CMHTs will be briefly examined here. 

2.1.3 Team Composition 

How a team is composed, in terms of size and multidisciplinary mix, has been shown to 

influence team effectiveness. Although Day et al., (2004: 876) observe “At best the evidence 

is mixed regarding the benefits of teams and teamwork”, there is general agreement that 

having a mix of skills and knowledge in healthcare teams that perform complex tasks in 

patient care is good for the teams’ effectiveness, because each team member brings a 

different knowledge perspective to the problem, thus enhancing member capability and 

commitment to delivering a quality service (Ancona et al., 1996). 

However, while there is wide recognition of the potential importance of within–group diversity 

in predicting creativity and the decision–making effectiveness of teams (Jackson et al., 1995), 

this is not always the case. Specifically in healthcare, there is a recognition that 

multidisciplinary composition may not always benefit a team (Fay et al., 2006). Huxley (1990) 

found limited evidence to suggest that CMHTs have improved coordination and service 
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coverage over the traditional model. Galvin and McCarthy (1994), in their critique of CMHTs, 

believed that deficiencies in CMHTs could be directly attributed to fundamental flaws in the 

concept of inter–professional working. Onyett and Ford (1996), however, argued that these 

flaws were due to poor implementation and not to the concept of multidisciplinary team 

working itself. 

When teams are multidisciplinary, this can lead to a lack of co–ordination amongst the 

members and “troubled teams” can arise (Boddington et al., 2006: 67). Indeed, teams that are 

diverse in task–related attributes are often diverse in individual attributes, such as team 

tenure, age, occupation and gender. Together, these attributes can trigger stereotypes and 

prejudice (Jackson, 1996), which can affect the team working processes and outcomes 

(Campion et al., 1993; Day et al. 2004; Fay et al., 2006; West et al., 2003). 

An area of particular concern in the literature in healthcare teams is the perceived 

continuation of medical dominance and hence professional power-imbalances within the 

teams (Molyneux, 2001). Having doctors positioned at the peak of the pyramid of labour 

(Wicks, 1998), continues to pose a challenge to bringing together different disciplines in a way 

that facilitates effective interdisciplinary teamwork, mutual respect and consideration for 

alternative viewpoints and philosophies (Miller et al., 2001). In the community mental 

healthcare setting, Stark et al. (2002) have argued that the different professionals tend to 

struggle with power relations, status differences, resource limitations, blurred role definitions 

and time pressures. In a recent study by Simpson (2007) on CMHTs in the UK, it was found 

that teams in which consultant psychiatrists were perceived as acting insensitively appeared 

least able to function effectively, as this directly impacted on the quantity and content of 

information communicated within teams with negative and serious implications for patient 

care. As another example of professional role conflict, Mistral and Velleman (1997) argued 

that psychologists expressed significantly greater dissatisfaction with working in CMHTs, and 

significantly greater preference for independent single-profession groups. Individual 

philosophies, such as these, may exacerbate underlying resentments, undermine 

professional esteem, create conflict and affect team performances (West et al., 2003). 

According to Reeves et al. (2006), continuous damage will be done to the development of 

effective Mental Health Services unless efforts to create effective team working are no longer 

threatened by unwilling medical staff and managers. In the words of Simpson (2007: 415): 

“Services need to step back from the rhetoric of teamwork and help establish the structures 

and processes necessary to provide safe, respectful team environments that enable 

communication, collaboration and coordination”. 

2.1.4 Case–mix and caseload 

Case-mix and caseload and size are important factors in working effectively with the mentally 

ill. Consensus regarding the case mix of the team (Onyett et al., 1997b) is very important. The 

ability of a team to focus on the care and treatment of a specific client group using agreed and 
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unambiguous eligibility criteria has been noted as a key success factor in multidisciplinary 

team working (Onyett and Ford; 1994). However, even when teams are in a position to focus 

on specific client groups, individual team members tend to have differing caseloads and 

mixes. Lucas (1997) demonstrated the spread of severely mentally ill case-load between the 

professions, where community psychiatric nurses spent most time and social workers least 

time, with these patients. Similarly, in Greenwood et al.’s (2000) study of CMHT caseloads 

and diagnostic case-mix, key-worker caseloads varied across teams and professions, 

averaging 30 patients per whole-time equivalent team member. Psychiatrists’ caseloads were 

found to be the largest. It has also been reported that, in the UK, many consultant 

psychiatrists feel burdened by large personal caseloads (Tyrer et al., 2001) and report 

dissatisfaction with the catch-all nature of the work (Colgan, 2002) and hence inability to 

concentrate on any specific client group. 

2.1.5 Team Processes 

The concept of a multidisciplinary team should not simply be a collective of professionals who 

predominantly work independently and occasionally interact with one another (Miller et al., 

2001). As mentioned earlier, a lack of appropriate coordination and communication among 

the professions in a multidisciplinary group can produce dysfunctional outcomes and hinder 

the development of multi-modality treatment plans (Anderson et al., 2008). Rather, for the 

accomplishment of complex tasks, effective multidisciplinary team working must become 

inter-professional in nature. This requires moving beyond both traditional ways of working and 

professional power imbalances towards the enactment of a shared team culture, open 

communication, mutual respect for all the practitioners and equal value to be attributed to 

their contribution to current team practices (Freeman et al., 2000). It is proposed that this can 

only be accomplished when each member of the team comprehends the others’ contributions 

to care, as well as how and why they practice in the way they do and this necessitates the 

nurturing of group processes (Miller et al., 2001). Indeed, Marks et al. (2001) share this view 

of team effectiveness as not only being a function of team composition, in terms of team 

members’ specialised skills and knowledge, but also the inter-professional processes that 

teams engage in to accomplish their goals. They provide a comprehensive definition of team 

process and describe it as “members’ interdependent actions that convert inputs to outcomes 

through cognitive, verbal and behavioural activities directed towards organisational task work 

to achieve collective goals” (Marks et al., 2001: 357). They differentiate process or teamwork 

from task work and argue that task work is what the team does and teamwork is how the 

team does it. The central tenet of the team process literature is that the enactment of certain 

team processes leads to greater effectiveness and efficiency. The importance of inter-

professional team processes is supported in the healthcare literature and studies have found 

that the processes engaged in by the team affect both team outcomes and patient outcomes. 

In relation to team outcomes, a recent study by Fay et al. (2006) examined the effect of team 

processes on multidisciplinarity in 165 healthcare teams. Her findings revealed that “high 
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quality team processes, associated with the pursuit of a shared vision, high interaction 

frequency, trust and reflexivity, moderate the relationship between the extent of 

multidisciplinarity and innovation, such that the superior the team processes, the more 

constructive the relationship between multidisciplinarity and team innovation” (Fay et al., 

2006: 556). In addition, Haward et al.’s (2003) study of workplace team effectiveness in 

healthcare teams in England found that the quality of clinical care and team effectiveness was 

significantly related to team working processes. Research in the primary healthcare setting 

has demonstrated that those working within a supportive, well-organised team, experienced 

better mental health than those not working in teams, and such teams were more effective 

(Carter and West, 1999). Complex tasks were achieved more readily when the professionals 

within the healthcare teams had clear goals, were cooperative and mutually supportive of one 

another and aware of each other’s role (Firth-Cozens, 1999; Payne, 1999). Moreover, a UK 

longitudinal study, focusing on 113 CMHTs, demonstrated an association between clarity of 

team objectives, levels of participation within the team, commitment to quality and support for 

new ideas – and better mental health, lower stress levels, increased job satisfaction and 

increased team effectiveness (Borrill et al., 2000a). 

In terms of patient outcomes, Alexander et al.’s (2005) study supports the premise that team 

processes have implications for patient outcomes and they argue that how the team works 

together is related to the quality of patient care. Indeed, Sommers et al. (2000) reported that 

lower rates of hospitalisation for patients of primary healthcare teams were more likely to be 

found in teams where individual members were most satisfied with their working relationships. 

In addition, Sommers et al. (2000) noted an increased level of satisfaction among patients 

who had access to a primary healthcare team rather than individual healthcare providers, 

notably in terms of a higher mean number of social activities, fewer symptoms and slightly 

improved overall health. Corrigan et al., (2000) also recognised that staff dynamics affect 

patients over time; in so far as teams that work well together provide more satisfactory 

services to their clientele Mutual respect in teams improves patient satisfaction with the 

quality of their housing, relations with the family, social life and finances (Wells et al., 2006). 

Cohesive teams as reported in Corrigan et al., (1995) have well defined roles that lead to less 

hostile encounters and more therapeutic programmes. “Teamness” is a crucial set of 

intangible phenomena that allow a team to function synergistically and with a sense of team 

identity and is influenced by leadership activities that promote team cohesiveness and 

boundary maintenance improve task performance and clinical care (Yank et al., 1992). 

Some specific team processes appear to occur particularly frequently in the extant literature 

and the most salient of these to CMHTs are examined here. 

2.1.6 Clarity of Team Objectives 

Clarity of and commitment to shared objectives, along with high levels of participation, task 

orientation and support for new ideas, have been shown to facilitate a coordinated approach 

in CMHTs (Borrill et al., 2000b; West and Poulton, 1997). Furthermore, Borrill et al.’s (2000b) 
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UK study of the effectiveness of primary healthcare teams and CMHTs found that, where 

team objectives were unclear, there were low levels of participation, low commitment to 

quality, low support for new ideas, poor team member mental health, and low levels of 

effectiveness and innovation. 

2.1.7 Team Participation 

De Dreu and West (2001) demonstrated that, through high levels of participation, minority 

dissent stimulates creativity and divergent thought, which manifest as innovation. When team 

members interact frequently and voluntarily, they are more inclined to share and discuss 

ideas, which has a positive effect on innovation (Drach-Zahavy and Somech, 2001). Several 

studies have reported the positive benefits of participative decision-making in healthcare 

teams, such as greater job satisfaction and desire to come to work (Yeatts and Seward, 

2000). However, Cott (1997) has suggested that while a participative approach to decision-

making in a multidisciplinary healthcare team creates a broader knowledge and so increases 

the ability of the team to address its tasks well, power imbalances continue to prevail between 

the healthcare professions. This has the effect of silencing members who wish to speak up, 

share authority and collaborate in problem-solving and quality improvement (Edmondson, 

2003). 

2.1.8 Team Member Interdependence 

As mentioned earlier, for the accomplishment of complex tasks, effective multidisciplinary 

team working requires all disciplines involved to become interdependent in their task 

orientation. Thus, interdisciplinary working involves open communication, trust, mutual 

respect for all professions involved in the team and equal value to be attributed to their 

contribution to current team practices (Freeman et al., 2000a). 

Several research studies have highlighted inter-professional communication problems within 

healthcare teams (Cant and Killoran, 1995; Cott, 1997). Specifically, teams tend to invest less 

in lower status members when it comes to making team plans and discussing ideas for 

potential changes to increase the team’s effectiveness (Berger et al., 1977; Berger et al., 

1980). 

In some studies, it has been found that where communication between team members was 

enhanced, the service to residents was positively affected (Nievaard, 1987; Yeatts and 

Seward, 2000). Similarly, Borrill et al.’s (2000b) UK study of the effectiveness of primary 

healthcare teams and CMHTs found that communication, integration and regular team 

meetings were associated with a patient-centred approach to care, together with high levels 

of effectiveness and innovation. 
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2.1.9 Trust 

Team trust can be defined as the expectation that another’s action will be beneficial rather 

than detrimental (Gambetta, 1988). 

“In its most direct instrumental form, trust is viewed as the expectation that specific others will 

reciprocate trusting behaviour. In other words, people think they know what others will do so 

they can adjust their level of cooperative behaviour and precaution taking.”  Kramer and Tyler 

(1996: 12). 

Intra-team trust increases team safety and enables team members to be tolerant of dissent 

and disagreement without triggering dysfunctional conflict (Ensley et al., 2002). Moreover, 

teams characterised by openness, trust, caring relations and a problem-solving approach to 

decision-making increase members’ feelings of potency, autonomy, and, subsequently, 

empowerment (Corsun and Enz, 1999,). Furthermore, if there is a high level of team trust, 

uncommon or unpopular ideas, appropriate for team innovation, are more likely to be voiced 

(Edmondson et al., 2001). As argued by Edmondson (1999), trust leads to increased dialogue 

and shared communication which in turn opens up the opportunity for greater reflexivity and 

the exchange of information and knowledge. 

2.1.10 Reflexivity 

Swift and West (1998, p. 4) define reflexivity as the “uniquely human ability to reflect upon 

processes, events, sensations, past experience and the physical being”. In a team context, 

reflexivity is “the extent to which team members overtly reflect upon the group’s objectives, 

strategies, and processes and adapt them to current or anticipated endogenous or 

environmental circumstances” (West, 1996: 559). Indeed, reflexivity is more than merely 

reflecting on what has already taken place. According to Easterby-Smith and Malina (1999: 

77), it “involves actively considering the implications of what has already been observed for 

the observer’s own practice”. Therefore, it is not enough to simply look back but also take into 

consideration the implications for the future. 

Research on reflexivity is relatively new and few definite conclusions have been drawn. On 

the one hand, there is evidence that reflexivity is an important team process in determining 

important team outcomes such as team innovative behaviour (De Dreu, 2002b.), affective well 

being and team effectiveness (Carter and West, 1998) and team performance (Schippers, 

2003). On the other hand, there is also evidence that genuine reflexivity is relatively rare 

Edmondson (2002). Reflexivity within multidisciplinary teams may be difficult to achieve given 

the time constraints, resourcing, assumptions of status and seniority. However, it is those very 

constraints that make reflexivity important. As argued by De Dreu (2002a), teams that 

regularly reflect on their actions, communication processes and working methods are 

competent in making better use of ideas voiced by minority members. Also, Borrill et al., 

(2000b) found that CMHTs that report higher levels of reflexivity are rated as more innovative 

by both the team members themselves and external raters. 
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2.1.11 Support for New Ideas 

Introducing new and improved healthcare for service users is an important dimension of team 

effectiveness, given the rapidly changing and challenging environments (Poulton and West, 

1990). Team innovation pertains to the intentional introduction and application within a team 

of ideas, processes, products or procedures that are new to that team and that are designed 

to be useful (West and Farr, 1990.). In order to do this, team members need to share 

information and insights, and they need to work together to transform creative ideas into 

workable methods. On this note, West and Anderson’s (1996) longitudinal UK study of the 

functioning of 27 hospital top management teams concluded that support for new ideas – that 

is, the expectation, approval and practical support of attempts to introduce new and improved 

ways of doing things in the work environment – was the principal predictor of innovation in 

their study. Similar findings have been stressed in studies by Borrill et al. (2000a) and West 

and Poulton (1997) on healthcare teams.Team Performance. 

The factors that affect team performance considered above are: composition, processes, and 

clarity of objectives, participation, interdependence, reflexivity and support for new ideas that 

enable innovation. They fit with the scope and nature of this enquiry that also seeks to identify 

both internal and external influencers that provide an enabling (or otherwise) context and 

structure, a clear engaging direction by a leadership that provides a learning environment and 

the necessary resources required to ensure the CMHTs effectiveness and support their 

journey to excellence (Hackman and Walton, 1986). 

2.2 Team Leadership 

This section examines a number of dimensions of leadership to focus reflection on the nature 

of (clinical) teams and their leadership. They include leadership and management, context 

and complexity, style, shared leadership, clinical teams and challenges and opportunities. 

Leadership theories’ long and contested history has become prominent only recently in health 

care and has resulted in frameworks that Grint (2005) notes, draw selectively on those 

theories. Yukl (1984), for example, proposed a multiple–linkage model to describe the various 

influences that effect outcomes of leader activities. He defines leadership as “social influence 

processes involving determination of the groups or organisations objectives, motivating task 

behaviour in pursuit of these objectives and influencing group maintenance and culture” (Yukl, 

1989: 5). That is not fundamentally different from Luthan’s (2002: 575) definition, “to align 

people towards common goals and empower them to take actions needed to reach them”. 

Bass (1990) describes leaders as agents and states that leadership occurs when one group 

member modifies the motivation or competencies of others in the group. Conceptions of 

leadership effectiveness differ. The most commonly used measures of effectiveness relate to 

task performance or goal attainment and subjective measures which include ratings of 

effectiveness from leaders superiors, peers, or subordinates (Yukl, 1998). Northouse (1997) 
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emphasises the importance of communication, which is characterised by mutual trust, respect 

and obligation. 

2.2.1 Leadership and Management 

According to Steers et al. (2006), leadership approaches often ignore the broader managerial 

roles that leaders must perform. In this study, there is the cultural context of the healthcare 

system embedded in a wider public service management. Formal authority vests managers 

with great potential power and leadership determines in large part how much of it they will 

realise (Mintzberg 1990: 165). The defining difference in orientation separates leadership 

from management in that the former is associated with ’change’ and the latter is ‘grounded in 

the present state’ (Zaleznik, 1977, Kotter, 1990). This perspective is also very relevant to 

practice in healthcare systems. In differentiating transformational and transactional leadership 

(Bass, 1985) the latter is conventionally defined as management (by objective – active and 

passive). Clinical Team Leaders have a dual focus and fuse managerial and clinical 

responsibility and facilitate self–organising processes according to need as against structure 

(Lynn et al., 2005; Greenfield, 2007). The essence of the role is to motivate, inspire and to 

promote the values of the NHS and to empower and create a consistent focus on the needs 

of the patients being served (Dept. of Health, 2007b: 49). Thorne (1997) notes that, while 

most Clinical Director roles are described along general management lines, they perceive and 

carry out their roles very differently. 

2.2.2 Leadership in Context and Complexity 

Leadership is a complex process. Connectedness is inescapable so that attending to one 

element such as leadership is inadequate. Traditional leadership has been leader–centric. 

Various contextual considerations arise which are not usually encompassed in approaches to 

leadership, such as: diversity (team and context), distance (power and geographic), 

professional context, political aspects, empowerment, values, complexity and emergence, 

substitutes for and implicit theories of leadership (de Búrca, 2003, 2005). Context is important 

for leader effectiveness. It is “embedded in social and cultural beliefs and values, and cannot 

be understood apart from the context in which it exists” (Biggart and Hamilton, 1987: 437). It 

is socially constructed so that one has to look at the whole system and its leadership (Osborn 

et al., 2002: 798). To have utility leadership concepts must be relevant and understood in 

people’s own contexts (Glaser and Strauss, 1967). Nevertheless, there is a tendency in the 

literature, as noted by Alvesson (1992), to neglect the cultural and organisational context of 

leadership although local influences on attitudes and behaviours will to a large extent mediate 

the impact of the organisation on health care delivery. Research across various regional 

hospitals has consistently demonstrated that local factors have a strong impact on 

absenteeism, intention to leave the job, job commitment and satisfaction. Such factors e.g. 

team climate and supervisor style, are a major influence on employee commitment and 

performance relevant attitudes and behaviours (Millward and Bailey, 2001). 
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2.2.3 Leadership in Healthcare 

Professional bureaucracies raise recurring concerns about the controllability of such complex 

systems (de Búrca, 2005). Conventional ideas of managerial control, and the presumption of 

leadership as an influence on individuals or groups, are therefore questionable in such 

contexts (Berry, 1995). The leadership of creative people with strong professional identity 

may prove difficult for leaders who lack technical expertise to represent the group adequately, 

communicate effectively with group members, appraise needs and concerns, assess 

interactions and develop and mentor junior staff (Mumford et al., 2002). In a professional 

adhocracy or bureaucracy therefore it is unlikely that people will lightly surrender power and 

control in defining their reality. Consequently, Smircich and Morgan, (1982) believe that this 

changes organisational arrangements from hierarchical to more equalised interaction. This 

increases the adaptive capacity of organisations at the level at which they are needed. 

Nevertheless, the concept of leadership in the Irish healthcare context is not yet embedded in 

everyday experience. Instead, accountability in management, clinical responsibility in 

medicine and holistic care management in nursing are more indicative of the current 

orientations and preoccupations in those domains (de Búrca, 2008). 

2.2.4 Leadership Style 

Leaders rarely have fixed styles. Effective leaders respond to the contexts with which they are 

faced. Most styles are constrained by and draw upon the cultural and ideological context of 

the organisation (Alvesson, 1992: 188). According to Bryman (1986), the factors that 

influence leadership style are the specific task in hand, the general nature of the task, 

performance and performance related attributes, and leader power as an important constraint 

on and determinant of the style adopted. Style variation depends on perceptions of a systems 

model of leader–follower relationships. A range suggested by Bass and Valenzi, (1974) in that 

context includes, directive, manipulative, consultative, participative or delegative. Those who 

get best results do not rely on one style; although Goleman (2000) reports that the 

authoritative style has the most positive effect with affiliative, democratic and coaching 

following close behind. The authoritative style is the most effective in driving and coaching 

critical factors that influence organisational work climate. 

In healthcare contexts, transformational leadership is positively associated with organisational 

culture and negatively associated with staff burn–out (Corrigan et al., 1999). On the basis of 

transformational leadership studies in the UK NHS, Alimo–Metcalfe and Alban–Metcalfe 

(2000) extol the transformational approach as it emphasises what the leader does for the 

individual such as empowering, valuing, supporting and developing. Its relevance and 

application to CMHTs is tested in this study. The stark contrast in the US and UK 

transformational models’ primary orientations is the distant charismatic super–hero as against 

the proximate concerned servant–leader (Bassand Avolio, 1993; Metcalfe and Metcalfe, 

2001). 
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There is a tendency to focus on the potential benefits of transformational leadership at the 

expense of positive impact of transactional leadership where a combination of the two may be 

most efficacious (Grint, 2005: 105). Leadership in nursing studies in the US conclude that the 

most successful leader has both transformational and transactional elements (Dunham and 

Klafehn, 1990; Kilker, 1994). Clinical leaders must involve a judicious blend of effective 

management with transformational leadership to make a real difference to care delivery 

processes (Lynne et al., 2005). 

2.2.5 Shared Leadership 

Power, according to Crossley (1996) is not necessarily in the hands of the one that exercises 

it especially in cases where human relations are structured by organisational hierarchies and 

roles or by other relatively stable mediating factors such as sapiential authority. Where one 

person has authority for decision–making, they tend to control the interaction [62] Traditionally 

doctors have been accorded and have assumed leadership of health care teams regardless 

of their competence (Horowitz, 1970). Kane (1975) has suggested that leadership be 

allocated to the team member with the most expertise, rather than being linked to professional 

groups. Leadership by some disciplines may affect the dynamics that improve patient 

outcomes. For example, Wells et al., (2006) report that mutual respect is highest in social 

worker–led teams and lowest in physician–led teams that in turn affects patient outcomes. 

Traditional ways of working and professional power imbalances has the effect of silencing 

members who wish to speak up, share authority and collaborate in problem solving and 

quality improvement (Edmondson, 2003). Traditional demarcations have to be challenged in 

the views of Millward and Jeffries (2002) and Humphries and Hean (2004) with more 

understanding and acknowledgement of each respective contribution. 

An alternative in complex systems is shared leadership, which Carson et al., (2007: 1217) 

refer to as “a team property whereby leadership is distributed among team members rather 

than focused on a single designated leader”. It invites high involvement amongst all the 

different team’s effectiveness dramatically (Ross et al., 2000). Functions within the team and 

has been found to raise the team members’ ratings of the Nembhard and Edmondson’s [63] 

“leader inclusiveness” is a key moderator of the status–psychological safety relationship. 

Self–organising principles support the emphasis on distributed leadership where order is built 

from relationships rather than enforced by structure (Griffin, 2002). Leadership involves not 

just relationships with subordinates but also peers, senior members of the organisation and 

individuals outside the organisation. Professional and collaborative relationships are built 

across functional and hierarchical lines when there is trust (Luthans, 2002). It has become 

more associated with distributed or dispersed leadership and ‘real teams’ (Sims and Lorenzi, 

1992; Katzenbach and Smith, 1993). ‘Real teams’ of people have complementary skills and 

are committed to a common performance, goals and approach for which they hold 

themselves mutually accountable (Katzenbach and Smith, 1993). 
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2.2.6 Effective Clinical Team Leadership 

Little is found from research into specific leadership requirements by organisational level 

(Conger and Toegel, 2002). A systems model of leadership suggests that at lower levels little 

leadership is required to maintain effective operations (Katzand Kahn, 1966; 1978). The 

critical functions of team leadership proposed by Hackman and Walton (1986) are internal 

(diagnose deficiencies and take remedial action) and external (forecast impending 

environmental characteristics and take preventive action). Furthermore, when leaders 

delegate responsibility appropriately, team members become more confident and 

autonomous in their work (Kapko, 1996). A clear focus on team goals or outcomes requires 

prior analysis and appropriate actions. Principled leadership that confronts inadequate 

performance and has definite priorities enables them. Group effectiveness in Hughes et al. 

(1993) is demonstrated through acceptable outcomes for clients, “teamness” that is evident in 

effective functioning and, individual members who are satisfied with their performance 

outcomes. 

Effective clinical leaders have the ability to critically analyse situations on several levels in 

transactional and people terms, see and act accordingly, empower others to take clinical 

responsibility within a framework of coordinated action, mutual respect, guidance and support. 

There are positive reports of leader effectiveness and enabling improvement in health care 

practice (Rolland, 1998), patient care (Marisa and Anthony, 2001), conflict management 

(Hendel et al., 2005), innovation (Mahony, 2001) and the instigation of shared governance 

(Doherty and Hope, 2000). 

Effective leaders are essential for team members to function competently, but relatively little 

research examined the relationship between team leadership and staff performance in Mental 

Health Teams. The Pickett et al. (1995) study of patient satisfaction with managed mental 

health care did not find any significant association between leader and consumer ratings. 

Leader variances accounted for low variances in consumer satisfaction and quality of life. 

Corrigan et al., (2000: 45) however report that there is an association between leadership 

style and team performance that in turn affects consumer ratings of satisfaction with progress 

and quality of life. They associate leader style with mental health team performance related to 

consumer ratings of satisfaction with programmes and their quality of life. Consumer 

satisfaction is associated with positive perceptions of staff (Pickett et al., 1995). That indirect 

effect is also noted in the Shipton et al. (2008) UK study that reported that 98% of the 

relationship between leadership and patients’ complaints is explained by the Care Quality 

Climate e.g. leaders influence performance to the extent that they shape employees collective 

belief that patient needs come first. They also noted that leader effectiveness is associated 

with higher clinical governance review ratings and Commission for Health Improvement (CHI) 

star ratings and lower patient complaints. At clinical team leader level, Greenfield (2007) 

observes that they can facilitate a team to realise high levels of collaboration, trust and 

respect. This creates an environment in which collective learning and increased responsibility 
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thrives. Together these elements enable front–line staff to take ownership of their service, to 

integrate the organising and delivery of services and in so doing, improve healthcare practice. 

The construction of reciprocal relationships, open communication and positively motivating a 

team are critical to reorganisation processes. 

Leaders have to manage their own professional credibility and identity in the eyes of a diverse 

range of professional disciplines. Those who communicate a motivating rationale for change 

and who minimise concerns about power and status differences through self–disclosure, 

noting awareness of their own fallibility and emphasising a need for interdisciplinary work, can 

increase team learning according to Edmondson (2003). It is about facilitating evidence–

based practice and improved patient outcomes through local care with some management 

component and authority over finance and other resources and ability to influence policy. It 

needs to be appropriately supported in its efforts to avoid succumbing to profound 

disillusionment through constantly frustrated attempts to change working processes and 

practices (Millward et al., 2005). 

Team leadership was historically associated with formal leadership but is now frequently 

shared and distributed among team members. 

2.2.7 Mental Health Team Leadership: Challenges and Opportunities 

A top–down approach to implementing health care programmes is not likely to succeed. 

There is a need for room for local discretion when meeting organisational requirements. The 

benefit is in increased professional responsibility. Distrust commonly ends in failure 

(Edmondstone, 1995). The need for dispersed/shared leadership in interdisciplinary teams is 

vital as care becomes increasingly complex and resource constraints press even more tightly 

(Wells et al., 2003). 

Competent Leadership in the new framework of empowered self–managed teams versus the 

traditional hierarchy is complex and presents a significant challenge (Ilgen, 1993). Sharing 

leadership roles has been problematic given the hierarchical tradition of medical care. In 

principle, leadership may rotate according to members’ issues and specific competencies, but 

in reality power often resides in a privileged few with functional vital members relegated to 

marginal roles (Cott, 1997). 

The concept of working in teams does not come naturally to many and most health care 

providers have not been trained in the principles and practice of effective leadership. There is 

a priority need to build a leadership culture into academic institutions (Sachdeva, 1996). 

There are inherent deficits in the preparation of clinicians for leader–manager roles and the 

expectations in their subsequent practice environment. New Consultant Psychiatrists are 

often ill prepared for the managerial role. Harrison (1989) advised the need for more 

community–based training, experience working as an active member of a non–hierarchical 

team. Inadequate, fragmented practice is a consequence of a lack of effective leadership and 

interprofessional collaboration (Lynn et al., 2005). Of critical importance is front line 
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leadership’s development of integrated teamwork and which emphasises making team 

process visible, reflected upon and actively managed (Hackett and Spurgeon, 1998). Clinical 

leaders need appropriate support in efforts to avoid them succumbing to profound 

disillusionment through constantly frustrated attempts to change work processes and 

practices. Interdisciplinary leadership is impeded by an interpretation of interdisciplinary 

teams as multidisciplinary that involve separate and distinctive contributions of different 

professional groups, each with its own formalised and well defined technologies, principles 

and language (Greenfield, 2007). 

Innovative roles for healthcare leaders are now coming to the forefront that integrates team 

development for the purpose of sustaining clinical productivity and patient satisfaction (Carr, 

1995). In particular, team leadership has been found to influence the effectiveness of the 

participative decision-making process (Borrill et al., 2000a). Clinical team leaders who 

communicate a motivating rationale for change and who minimise concerns about power and 

status differences through self-disclosure, noting awareness of their own fallibility, and 

emphasising a need for interdisciplinary work, can increase the ease of speaking up in the 

service of learning (Edmondson, 2003). Team leadership has been found to influence the 

effectiveness of the participative decision making process (Tannenbaum et al., 1996). It also 

works well for clinical decision-making (Haward et al., 2003) and yields high levels of 

effectiveness, innovation and better quality teamwork (Borrill et al., 2000b). A participative 

approach to decision making in a multidisciplinary health care team creates a broader 

knowledge and so increases the ability of the team to address its tasks well (Boddington et 

al., 2006: 67). Clinical team leaders who listen to members and incorporate their ideas 

improve team decisions (Norrgren and Schaller, 1999). 

Berwick et al. (1992) described the new clinical skills as working in interdependency and 

engaging in collaborative exchanges with patients. Furthermore, in their study of collaborative 

practice in six specialised healthcare teams, Freeman, Miller and Ross (2000) have argued 

that individual perceptions of care, in terms of the level of role understanding and the value 

assigned to other’s contributions, influence communication regarding tasks and sharing 

professional knowledge and ideas. 

Interdependency in multidisciplinary teams requires leadership which emphasises the 

relationship between collaborative work and good care and needs to be able to change how 

members work together if care is to be improved (Moss et al., 1998: SI). Relationship 

considerations require an ability to create a climate of   self–reflective practice with the team 

to reflect on team processes, blocks to communication and inter–group rivalries (Lynn et al., 

2005). Haslam et al. (2003b) suggest that this may require the development of a complex 

super–ordinate professional identity that does not deny ones own distinctive clinical 

contribution. 
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2.2.8 Dimensions of Team Leadership 

The foregoing dimensions of leadership reflect on the nature of (clinical) teams and their 

leadership. They include leadership and management, context & complexity, style, shared 

leadership, clinical teams and challenges & opportunities for mental health leadership. 

2.3 Engagement of Service Users in Mental Health Care 

“Innovation in healthcare…means clinical professionals finding new 

solutions…from designing a new patient pathway to finding new ways to 

measure patient experience.” Darzi (2009: 7). 

The literature suggests that effective CMHTs are multidisciplinary, responsive and emphasise 

service user participation in the total care process. This section briefly reflects on the growth 

of the consumer movement in relation to service users of Mental Health Services and the 

related themes of participation, information, involvement, engagement and empowerment. 

Multidisciplinarity, user participation and satisfaction are key to effectiveness in the current 

context. 

2.3.1 The Voice of Service Users 

The relationship between those who provide health services and the people who use them is 

a changing one. Traditionally, it was assumed that expert professionals were the only ones 

who had the expertise to determine what was good for patients. Over the past 30 years, the 

voice of Mental Health Service users has developed into a growing social movement (Everett, 

1994). The 1980s saw huge growth in the service user movement, as a result, a mental 

health user movement developed which grew from the experiences of those living with a 

mental illness, and aimed to represent their perspective (Allsop, Jones, and Baggott, 2004). It 

is now recognised that service users should have a say in their own treatment and care and 

the way services are run (Kaplan et al., 1989; Mawkinney and McDaid, 1997). 

The consumer movement developed out of the idea that individuals who have experienced 

similar problems, life situations or crises can effectively provide support to one another 

(Allsop, Jones, and Baggott, 2004). Over the years, consumers' perspectives have been seen 

as a consequence and not a cause of the restructuring of the Mental Health System. 

Consumers now have much more of an impact in all aspects of health care (Sharfstein and 

Dickerson, 2006). In recent years, many governments have introduced health policies that 

increase the importance of user perspectives and involving users in decision–making relevant 

to their care. 

The Commonwealth Government National Mental Health Standards now stipulate, 

“Consumers and Carers are involved in the planning, implementation and evaluation of 

Mental Health Services” (Commonwealth of Australia 1997, p. 3, as cited in Lammers and 

Happell, 2003). In recent years, mental health service users’ voices have been acknowledged 

as valid contributions to service development and provision (Campbell, 2001; Wallcraft and 
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Bryant, 2003). The consumer’s voice can form a significant part in evaluations of what works 

and how, and provide a substantial input into the policy and practice of service delivery. It is 

important not just to recognise the voice of people, their values and perspectives but also 

hear and involve users in evaluations (Long, 2006). 

Service users are increasingly seen as “experts by experience” and specialists in the field of 

their own mental ill–health (Faulkner, 1998). In addition, a consensus is emerging that people 

with mental health problems are capable of offering a balanced judgement of the services 

they use (Rose, 2001) and in fact, one of the most important elements of a quality Mental 

Health Service is being guided by its users’ views (Appleby, 2000). 

The “Vision for Change” Policy (Dept. of Health and Children, 2006) recommended a 

partnership in care that increased representation of service users in decision making, 

planning, organising and monitoring i.e. service users should participate at all levels of the 

Mental Health System. It emphasised the need for integrated multidisciplinary teams, the 

range of treatment, the recovery perspective, active participation in one’s own recovery and a 

comprehensive service. The Mental Health Commission (2006) stressed that the quality 

framework is best developed in partnership with people who avail of Mental Health Services 

e.g. families, carers, and advocacy and representative groups. 

To enable service users to empower themselves to represent themselves the National 

Service User Executive was established. The need for empowerment is evident in the Mental 

Health Commission publication “The Views of Adult Users of the Public Sector Mental Health 

Services” (Dunne, 2006). In summary, it found that service users found services difficult to 

access, there was an over–reliance on medication, the communications of consultants with 

service users was unsatisfactory, and the organisation of inpatient services and some 

community services such as outpatients clinics, was often anti–therapeutic. 

Many factors can influence the conditions necessary for patients to be actively involved in 

their care and care planning, such as healthcare environment and individual characteristics 

(Anthony and Crawford, 2000). The opportunity for participation has been found to have very 

positive outcomes for the consumers themselves (Berger et al., 1996; Pilgrim and Waldron, 

1998). Jewell (1994) noted possible elements that may be included to varying degrees in 

patient participation. Patient participation may involve sharing information, being involved in 

decision–making or taking part in physical care. Key requirements for participation are access 

to the appropriate information base and improved relationships between consumers and 

service providers (Mawkinney and McDaid, 1997). 

Patients want to be informed of treatment options where alternatives exist. Although 

Guadagnali and Ward (1998) reported that the benefits of participation had not been clearly 

demonstrated in research studies, they believe that it is justified on humane grounds and that 

methods need to be developed to evaluate the patient’s level of readiness to participate. 
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Consumer participation should be viewed as a continuum, which is influenced, by the mental 

state of the consumer at various points in time, according to Hickey and Kipping (1998). In 

some instances, for example when the consumer is suicidal, their capacity for participation 

will be significantly reduced, with the safety of the client being the more pressing issue. 

Therefore, barriers to the effective implementation of genuine participation persist. These 

barriers are related to the reluctance of service providers to encourage consumer participation 

at individual treatment or broader levels. 

The following aspects of participation such as information, involvement, engagement and 

empowerment are a response to past limitations. 

2.3.2 Information 

Information is an important and integral part of health care. Consumer health information 

provision is particularly important in the area of mental health problems as they are frequently 

associated with stigma and isolation, and those affected often do not seek formal help to 

manage their condition (Powell and Clarke, 2006). Patients who are informed are more likely 

to comply with treatment and to have improved outcomes (Kaplan et al., 1998). Good 

communication involves giving patients sufficient time to discuss their concerns, listening 

carefully, and giving clear, understandable answers to questions. In an attempt to empower 

patients, alternative modes of access to health information have been established, including 

telephone help–lines, direct email access to health professionals, websites providing health 

information, encouragement to patients to review their medical records, and to receive copies 

of referral letters (Coulter, 2006). 

Patients often report the need and desire for more information about their care. According to 

the National Inpatient Survey, 21% of patients felt they weren’t provided with enough 

information about their condition or treatment. Patients need to understand what is happening 

to them and why. Patients are often keen that their family and friends are involved in their 

healthcare and families have the same need for respect, information and understanding as 

patients do (Picker Institute, 2003). 

Furthermore, the sharing of information is proven to improve patients’ knowledge, decision–

making and ability to self–care. In community mental health, in the UK, where all service 

users are expected to have a care plan, 45% said they had not received a copy of it (Richards 

and Coulter, 2007). 

2.3.3 Involvement 

There has been a growing recognition of the importance of involving service users in the 

planning and delivery of health care in the UK (Dept. of Health, 2000; Dept. of Health, 2001). 

In Ireland in 2007, ‘Your Service Your Say’ Policy came in to effect to ensure that the people 

using services provided by the HSE have every opportunity to comment on their experiences, 

both positive and negative (HSE, 2007). Public, user and carer participation is a recurrent 
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theme in recent Dept. of Health policies including The NHS Plan (Dept. of Health, 2000) and 

Involving Patients and the Public (Dept. of Health, 2001). 

In Europe, the World Health Organization has highlighted the need to involve service users in 

the development and delivery of health care (Crawford et al., 2003). An increasing amount of 

research evidence suggests that involving service users in their care and care planning is 

beneficial in terms of increasing agreement with care programmes, promoting service user 

satisfaction with services and maximising the effectiveness of care strategies. The continued 

development of greater consumer involvement in the health care system is reliant on the 

employment of professionals who are willing and able to respond to the needs and 

requirements of service users (Felton and Stickley, 2004). 

Patients continue to want more involvement in decisions. For example, Richards and Coulter 

(2007) found that 32% of primary care patients and 48% of hospital patients said they had not 

been sufficiently involved. In addition, in mental health, despite recent improvements in 

information communication, there has been a decline in service users’ experience of 

involvement. 

2.3.4 Engagement 

A growing body of evidence demonstrates that patient engagement in treatment decisions 

and in managing their own healthcare can lead to more appropriate and cost–effective 

utilisation of health services and better health outcomes (Coulter, 2006). The goal of patient 

engagement is to encourage patients to become more involved in their health by monitoring 

their condition and learning more about it. One study shows that better information and 

greater engagement in decisions produces improved health outcomes (Kaplan et al. 1989 as 

cited in McIver, 2006). 

Research by the Picker Institute confirms that delivering genuine patient engagement holds 

the key to more rewarding interactions for patients and healthcare professionals alike 

(Coulter, 2006). Engaging patients in their care and treatment begins with understanding and 

providing what people need and expect from health services and health professionals. 

2.3.5 Empowerment 

The rise of service user action in the 1990s gave rise to the notion of empowerment. Service 

users became empowered to have a say in the development of services through Patient 

Councils and challenge abuses through advocacy (Stickley, 2006). Literature emerged 

commending the virtues of empowerment and the phrase became a buzzword in psychiatric 

literature and mental health practice (e.g. Anderson, 1996; Rodwell, 1996). Empowerment is 

defined within the existing hierarchies of power inherent within the psychiatric system. 

Advocacy, both self–advocacy and systems advocacy, is also a key component of the mental 

health consumer movement. Individual mental health consumers continue to become 
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powerful advocates on their own behalf and fight the stigma society places on mental illness 

(Campbell, 2001). 

2.3.6 Care pathways and multidisciplinarity 

Literature on care pathways highlights that the care pathways form all or part of the clinical 

record, documents the care given, and facilitates the evaluation of outcomes for continuous 

quality improvement. There is an extensive evidence base for their effectiveness in improving 

the care provided to patients and is therefore particularly relevant in the investigation of 

patient experiences. Care pathways were introduced into healthcare in North America in the 

mid 1980s, where they were used to improve service efficiency. Care pathways are 

multidisciplinary care management tools, which map out chronologically key activities in a 

healthcare process. The multidisciplinarity of CMHTs can only be satisfactorily assessed 

using criteria designed to reflect the full range of demands and expectations teams are 

required to meet (Onyett et al., 1997b). Rees, Stride, Shapiro, Richards and Borrill (2001) 

evaluated the effectiveness of the CMHTs by examining team members’ perceptions of how 

effective the team was. To date, an evaluation of service users’ perceptions of the CMHTs 

has not yet been undertaken. In overview, the aim of a care pathway with multidisciplinary 

engagement is to enhance the quality of care by improving patient outcomes and increasing 

patient satisfaction. 

2.3.7 Satisfaction 

Although service users’ voices are being encouraged in multiple forms, it is in satisfaction 

research that it is primarily heard as a commentary on services provided. Fitzpatrick (1991) 

outlined why health professionals should note the importance of service user satisfaction’s 

levels. Firstly, it is an important outcome measure, often predicting users’ concordance with 

treatments and improvements in health status. It is also an increasingly useful assessment of 

consultation and communication patterns. Additionally, satisfaction surveys can provide a rich 

source of local feedback on service development, including moral, political and clinical issues 

many professionals ignore. Service user satisfaction will remain a key issue for mental health 

services, due partly to the encroachment of consumerism into health services. 

Client satisfaction with health services is an obvious aspect of the quality of service delivery 

and a relevant outcome measure. The literature suggests that overall client satisfaction is 

reasonably high in both adult and children’s services. Satisfaction is an important predictor of 

future service use (Kuosmanen et al., 2006). However, satisfaction is a subjective measure of 

the quality of care and can be influenced by such things as diagnoses, environment issues 

(e.g. total patient composition and acuity) and commitment status (Hopkins et al., 2009). 

In conclusion, it is evident that the relationship between individuals who provide health 

services and the people who use them is continuing to change. Service users are now 

involved in services to varying degrees. Involving users in mental health services has the 

potential to produce a number of benefits. Patients who are informed are more likely to 
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comply with treatment and to have improved outcomes. The goal of patient engagement is to 

encourage patients to become more involved in their health by monitoring their condition and 

learning more about it. User consultation is essential to emphasise important needs in health 

care, together with recommendations on how to meet those needs. The effectiveness of 

CMHTs can only be satisfactorily assessed using criteria designed to reflect the full range of 

demands and expectations teams are required to meet. The overarching performance 

indicator is ‘recovery’. This approach “…emphasises the expectation of recovery from ill 

health and promotes both enhanced self – management for Mental Health Service users and 

the development of services which facilitate the individuals planned journey towards recovery 

(Mental Health Commission, 2005: 4) 

2.3.8 Summary 

This Chapter has examined core themes that are relevant to an assessment of the 

effectiveness of CMHTs and the determinants thereof. The wider context in which 

performance management takes place is very influential as the community teams are 

embedded in the HSE management structure. The factors that affect team performance 

considered above are: composition, processes, and clarity of objectives, participation, 

interdependence, reflexivity and support for new ideas that enable innovation. They fit with 

the scope and nature of this enquiry that also seeks to identify both internal and external 

influencers that provide an enabling (or otherwise) context and structure, a clear engaging 

direction by a leadership that provides a learning environment and the necessary resources 

required to ensure the CMHTs effectiveness and support their journey to excellence 

(Hackman & Walton, 1986). Dimensions of leadership reflect on the nature of (clinical) teams 

and their leadership. They include leadership and management, context & complexity, style, 

shared leadership, challenges & opportunities for mental health leadership. The effectiveness 

of CMHTs can only be satisfactorily assessed using criteria designed to reflect the full range 

of demands and expectations teams are required to meet. Leadership in a multidisdiplinary 

context may be reflected in the level of service user involvement and engagement in the care 

processes. 
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Chapter 3 Research Methodology 

3.1 General Research Approach 

Various methodological approaches can be taken to assess aspects of teamwork and its 

benefits at organisational level. Naturally, a number of considerations come into play when it 

comes to deciding how to measure teams, their functioning and effectiveness. A major 

challenge in measuring teams concerns the constructs that form the basis of the teamwork in 

the first instance. There is no universally agreed set of dimensions, factors, skills or activities 

that can explain differences in team functioning. Researchers and academics have been 

grappling with this for many years. Examples include the work of Cannon Bowers et al. (1995) 

in which they developed a taxonomy of skills based on constructs such as adaptability, 

shared situational awareness, performance monitoring and feedback. Another example is 

Helmreich and Founshee’s (1993) work, which suggested major group processes including 

communications and decision behaviour, team building, workload management, situational 

awareness and operational integrity. Consideration of the factors that explain team 

functioning and effectiveness is a work in constant progress. 

Ilgen (2005) highlights some advances that have been made in identifying and understanding 

the antecedents, processes and consequences of effective team performance but 

acknowledges also that many challenges remain, rendering teams a fertile ground for study. 

Teams are multi dimensional constructs that are elusive and dynamic; they function over time, 

tasks and contexts (McGrath et al. 2000). Recently, attention has been paid to the mediating 

processes that explain why certain inputs affect team effectiveness and viability. Marks et al. 

(2001) identified the IPO (input–process–output) model as being insufficient to fully 

characterise teams, arguing that many processes were not in fact processes at all but 

emergent cognitive or affective states. Others propose that there is no linear progression from 

I to P to O and that there are interactions to and fro from one to the other (Colquitt et al. 2002; 

De Dreu and Weingart 2003; McGrath et al. 2000; Witt et al. 2001). They would argue that 

outputs ultimately become inputs in future team processes and emergent states so that added 

to the IPO model, should be a feedback loop. 

In general terms, healthcare teams are challenged to move beyond multi– disciplinarity into 

greater inter–disciplinarity (Opie 1997, West et al. 1998). Consistent with Marks et al. (2001) 

view, team effectiveness in the healthcare context is therefore more than a function of team 

composition, knowledge, skills, attitudes and structures. The processes in which teams 

engage to accomplish their goals are critical to ensuring shared team culture, open 

communication and mutual respect that are at the centre of effective inter–disciplinary 

working and healthier happier teams (Carter and West, 1999). 

In terms of healthcare teams there has been a shift from interest in team functioning to study 

of their effectiveness in terms of improving patient outcomes (Becker et al. 1987; Patterson et 

al. 1994; Weisman et al. 1993). Lemieux–Charles and McGuire (2006) argue that these 
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studies have failed to demonstrate conclusively that the multidisciplinary team positively 

impacts on patient or organisational outcomes. Indeed they and others (Opie 1997, Scholfield 

and Amodeo 1999) show that a range of conceptual and methodological challenges also exist 

in this specific context. 

The purpose of the research and the anticipated challenges in undertaking this enterprise 

informed the choice of multi–method strategy and methodology. The multi–method approach 

was designed to address the complexity and context of the phenomenon under enquiry. This 

was necessary in order to take account of the vast range of potential factors influencing 

CMHT effectiveness. 

The main elements were:  

o Analysis of national secondary data relating to certain service activity in the absence 

of direct CMHTs generated data to provide insight regarding trends and variability in 

the performance of local mental health services. 

o A Profiling Study of all CMHTs: This involved examining key aspects of CMHTs in the 

Republic of Ireland and categorising them on the basis of composition and to select 

those which were believed to be sufficiently multidisciplinary to be included in the 

study (n=75). 

o Survey of 738 members of the 70 Community Mental Health Teams that agreed to 

participate to enquire into the composition, context, team–working processes, 

leadership and effectiveness of the team. This utilised relevant and validated 

instruments having undertaken a comprehensive literature review and expert 

workshop to choose/derive research instruments to be used for the CMHTs survey. 

o Survey of 23 of the 24 Local Health Managers associated with the 70 CMHTs to 

obtain an external rating of their effectiveness.  

A Case Study of representative CMHTs from each Region that included: 

o Focus Group Discussions   – 12 CMHTs (11 agreed to participate) 

o Service User Study related to those teams (10 groups completed the survey) 

The national study of 70 CMHTs relied on valid and reliable instrumentation and accessible 

and responsive teams and their members. This was supplemented by an indepth focus group 

study of 11 CMHTs as contextual and local dimensions were also of interest. External 

validation was provided through the LHM and service user surveys. The proxy secondary 

data provided an indirect test to challenge and/or enhance the general the findings. 

This exemplifies a mixed method approach with survey data from the general surveys, 

complemented by selected indepth CMHT qualitative data and service user and proxy 

secondary data. Thus, data triangulation of Case Study data across the four HSE regions 

provided a reference set for comparison with the national survey and secondary data. 
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Although every method has its limitations, the use of triangulation and pragmatism with 

qualitative methods minimises the effect of such limitations (Campbell & Fisk, 1959). 

3.2 National Study Research approach 

3.2.1 National CMHTs Activity Data 

The most significant deficit encountered in the project was the general absence of routine 

CMHTs activity data apart from a former Health Board MHS and one non–Statutory Service. 

The lack of HSE/Health Board CMHT Sector data meant that one had to rely on indirect 

measures of team output/outcomes insofar as they are available at Institutional /Catchment 

Area level. Such data are proxies for the output of aggregate processes of associated CMHTs 

in a Catchment Area. Some teams have been active in Sectors since the late 1980s. Total 

admissions and their three dominant diagnostic groups (SDA) ie Schizophrenia disorders (S), 

Depressive disorders (D) and Alcohol and related disorders (A), (based upon HRB data), are 

indicative of the scale of change in the configuration and utilisation of inpatient services and 

associated serious illness in Catchment Areas since the introduction of CMHTs over 25 years 

ago. They are also an inverse indicator of the consequences of community interventions. 

HRB Reports provided access to 5 year interval data between 1984 to 1999 and the 2003 and 

2004. Comparative/Trend tables were developed to examine change in total and SDA 

institutional admissions at local, former Health Board and HSE Region between 1984v and 

2007.This Institutional and Local Area data is analysed and reported in Chapter 4 as a proxy 

for collective CMHTs activity and provides a dashboard with some key performance indicators 

& influences within the limitations of available data. 

3.2.2 The National Study of CMHTs 

The Project was undertaken in five phases ie CMHTs Profiling Census, CMHTs and LHMs 

Surveys, CMHTs Focus Group and Service User Survey and Analysis of proxy Secondary 

data (above). 

The Profiling Study was undertaken as a census that was structured on the basis of each 

team by LHO area and its sector population, WTEs, population staff ratio, discipline type and 

nos. and population: clinical staff ratio. From this was derived the Category status of each 

team – A1 to CV as finalised in August 2008. 

A total of 124 adult CMHTs were identified nationally. On that basis, scale and value of a 

complete census was neither feasible nor justifiable in terms of return. Categories based on 

levels of multidisciplinarity provided a cut–off point or ‘threshold’ of sustainability. Thus, an 

approach to participate was made to those CMHTs ‘above the line’ (n=65) and a control 

group ‘below the line’ (n=10). A comprehensive questionnaire that included relevant adapted 

extant instruments was locally developed and tested for the census of those 75 CMHTs. 

The LHMs survey used the CMHTEQ component of the CMHTQ to rate team effectiveness. 
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A multi–site case study (Yin, 1994) complemented the national study. The findings of the 

national survey, together with relevant extant literature and reflection on experience, informed 

the question schedule and prompts for the Case Study Focus Groups. This enabled a more 

intensive examination of a sub–set of CMHTs (n=11) to explore in more depth, targeted team 

processes and outcomes. They comprised eleven representative CMHTs. 

The Service User Study was based on service users associated with those teams. A survey 

instrument was developed and tested locally to examine multidisciplinarity and service user 

involvement in the care process of those teams. 

3.2.3 Fieldwork management 

The Project Team consisted of the Principal Investigator (PI) and key research collaborators 

and associates. The project plan was defined in relation to its components and deliverables 

over a 3 year time span from January 2007. A significant deficit was the universal absence of 

routine CMHTs activity data. The Project was undertaken in three data collection and analysis 

phases (with overlap on the secondary data) i.e. the National Study of Teams and LHMs, an 

in–depth study of selected teams and their service users, available secondary data. An initial 

Gantt chart was periodically updated and refined based on experience in the field. Scheduled 

meetings were held monthly and more frequently as required with tasks and action points 

recorded and assigned. 

The post–doctoral research fellow appointment funded by the Mental Health Commission was 

not effected until late September 2007. Several changes in personnel and circumstances 

meant reliance on a core few to bring the project to satisfactory completion. 

Fieldwork management plans were designed to identify, record, and track each key task in 

contacting sources, data collection, entry and analysis for each element of the study with 

identified researcher–tasks. This was created with reference to the output of CMHTs profiling 

and categorisation exercise. Progress was formally reviewed at scheduled Research Team 

Meetings and at least weekly with researchers. 

3.2.3.1 Consultation and Advice 

This commenced with a presentation to HSE and connection with the National Mental Health 

Office as a significant collaborator in the study. That was followed by formal contact with the 

CEO and National Director PCCC regarding HSE support for the project. Presentations were 

made to the National Mental Health Implementation Group and Mental Health Commission 

Review Committee between June and September 2007. Meetings with Assistant National 

Directors PCCC and their LHMs were conducted from October to December 2007 and 

selected LHO Catchment Areas from January to March 2008. Discussions took place with the 

Clinical Directors Group (December 2007) and Directors of Nursing (March 2008) and 

opportunistically with other disciplines regarding the purpose, approach and participant 
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groups in the study. These contacts were intended to raise awareness and encourage 

maximum participation. 

An Advisory Panel of mental health disciplines and a service user representative was formed 

in May 2007 and were met with collectively and individually for expert input, particularly 

regarding the user dimension. 

3.2.3.2 Study Participants 

Initially 75 teams were invited to participate but 5 declined for various reasons. Of the 70 

teams, 61 met compositional requirements ie 14A1, 13A2, 34B1. There were 6B2 and 3C 

teams. 24 LHMs were asked to participate and all but one did so. Eleven of the twelve teams 

invited to engage with the in–depth study agreed to do so. Valid data was received for service 

users associated with 10 of those teams. 

3.2.3.3 Procedures for accessing teams and administering the team survey 

Initially, access was arranged by phone contact with the liaison person and also the Clinical 

Team Leader as required. This was a major challenge but yielded a high response rate. The 

time lapse from the initial contact to arrange an appointment ranged from one month (17 

teams) to seven months or longer (12 teams) and took between 1–10 calls (14 teams) and 21 

or more calls (37 teams). In all cases the survey was arranged to coincide with a routine team 

meeting. 

The administration of the survey was in accordance with the agreed protocol and facilitated by 

an individual or pair of researchers. The completed surveys for the 70 teams took 90 man–

days. Four fieldworkers completed 71% of the surveys. Completion time for participating 

individuals varied between 30 and 90 minutes, but in general was approximately 40 minutes. 

Fieldwork reports that contained information on the disciplines of participants, queries, 

observations and missing members were maintained for review and action if required. Data 

entry and was ongoing during the collection stage. 

3.2.3.4 Procedures for accessing Local Health Managers and administering the Local 

Health Managers’ survey 

In addition to the consultation process mentioned above, further contact was made with 

Assistant National Directors’ (ANDs) Offices and individual LHMs to undertake the survey. 

Attempts to arrange regional meetings to administer the survey instrument with LHMs yielded 

only one such event. A researcher administered the survey instrument in a context that 

coincided with a regional AND/LHMs meeting. The remainder were posted to LHMs with 

instructions on how to complete and a request to return the completed questionnaire within 

two weeks. This was followed by reminder emails, letters and phone calls to ANDs and LHMs. 

This survey took 6 months to complete. 
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3.2.3.5 Procedures for accessing teams and carrying out the focus groups 

The fieldwork plan sought to arrange the service user surveys in tandem with the focus 

groups. As above, teams that met certain compositional criteria across the four regions were 

approached to participate in the more in depth study. Letters of invitation were issued to the 

Clinical Team Leader and Liaison Person outlining the arrangement to fit with the scheduled 

weekly team meeting and limited to 6–8 members representing the multidisciplinarity of the 

team. There were follow up calls and letters to confirm arrangements. 

The question schedule contained five key themes with prompts reflecting preliminary findings 

from the national survey and literature and experiential considerations. 

The PI facilitated the discussion accompanied by a researcher who audio recorded the 

discussion with participants’ agreement and noted observations on the proceedings. 

3.2.4 Questionnaire completed by individual team members 

Following a review of existing team–working questionnaires, it was decided that the 

Community Mental Health Team Effectiveness Questionnaire (CMHTEQ) was the most 

suitable instrument. This is because it was developed taking the unique contextual factors of 

CMHTs into account. It was originally developed and tested in the UK during the late 1990’s, 

following a stakeholder conference involving clinicians, users and carers, mental health 

researchers, policy makers and managers. Following an iterative process, the CMHTEQ was 

designed comprising 27 measures of community mental health team (Rees, Stride, Shapiro, 

Richards and Borrill, 2001). These reflect the full range of demands and expectations teams 

are required to meet. Each criterion is presented as a statement with examples drawn from 

practice aimed at assisting respondents with their rating. 

As the healthcare provision systems are different between Ireland and the UK, the language 

used and hence examples provided were sometimes not appropriate in an Irish context. In 

order to make the language more suitable, without altering the intended meaning, we 

engaged the assistance of a number of professionals working in mental healthcare in Ireland. 

Following an extensive review of the instrument, a number of minor amendments were 

suggested. For example, Q23 relates to the implementation of the Care Programme 

Approach (CPA). This concept exists in an Irish context but is not referred to as CPA. Hence 

we amended to question to refer to ‘caseload management/distribution’. Other similarly minor 

amendments were made throughout the questionnaire. It was also recommended that a ‘don’t 

know’ option was included. We also included a number of questions on team and team 

member demographic information and team working processes, using scales from the Rees 

et al. (2001) study. In addition to this, a new leadership section was added. The choice of 

quantitative instrument for the leadership element of the national survey required relevance, 

validity and contextuality in so far as possible, bearing in mind that most leadership 

instruments offer limited explanation of leadership influence in multidisciplinary clinical teams. 

This Transformational Leadership Questionnaire (TLQ) was developed by Alban–Metcalfe 
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and Alimo–Metcalfe (2001), based on their research into transformational leadership in the 

UK National Health Service and Local Government. Each criterion is presented as a 

statement about the leader being assessed. 

The revised complete instrument was piloted with a number of mental health teams, which did 

not form part of our final sample. The results demonstrated that team members were 

comfortable with the language used and could immediately see the link through to their own 

work within CMHTs. A copy of the complete ‘Irish version’ is provided in Appendix A3.(i). 

Table 3.1: Summary of Community Mental Health Team Effectiveness Questionnaire 

and Transformational Leadership Questionnaire Survey Instruments 

Section Content Description 

1 
Team 
demographic 
information 

General information about the team (incl. age of team, frequency 
of team meetings, presence and revision of key performance 
indicators) was requested. 

2 
Team member 
demographic 
information 

Team member demographic details (incl. age, gender, 
nationality, employment status) were requested. 

 

3 
Team–working 
processes 

Developed by Rees et al. (2001) 

Six measures of different aspects of team working: Team 
participation, Support for innovation, Clarity and commitment to 
team objectives, Task and process reflexivity, Levels of team 
innovation in relation to other teams, and Team member 
interdependence and fairness in work distribution within team. 

Scales ranged from 5–15 items 

Responses on a five–point scale from ‘strongly disagree’ to 
‘strongly agree’ 

4 
Team 
effectiveness 

Developed by Rees et al. (2001) 

27–item scale 

Responses on a five–point scale from ‘not at all’ to ‘to a great 
extent’, as well as a ‘don’t know option’. 

5 
Team 
leadership 

The TLQ emphasises what the leader does for the individual 
such as empowering, valuing, supporting and developing. As 
such, the TLQ gives a clearer picture of leadership as a social 
influence process.  

Developed by Alban–Metcalfe and Alimo–Metcalfe (2001) 

42–item scale 

Responses on a six–point scale from strongly agree to strongly 
disagree, as well as options ‘don’t know’ and ‘not relevant’.  

3.2.5 Questionnaire completed by external raters (Local Health Managers) 

Local Health Managers are a relatively recent phenomenon in the Irish health sector 

introduced to provide executive leadership to geographically designated regions right across 

all areas of responsibility held by the former health boards. LHMs are not clinicians, but within 

the health system could be regarded as those with the most comprehensive knowledge of 

healthcare delivery in their particular geographical areas. In this study, each was asked to 

complete an external rater survey of community mental health team effectiveness within their 



Community Mental Health Teams: Determinants of Effectiveness 

64 

areas. This contrasts with the UK approach, which asked individual teams to nominate 

external raters. In the Irish context, with a much lower population base and a relatively new 

system in the form of the HSE still unfamiliar, it was felt that the safer and more equitable 

approach would see LHMs completing the survey for all CMHTs operating in their particular 

geographical areas. Local Health Managers’ ratings were made using the same 27 

effectiveness dimensions that team members had used to rate their own team’s effectiveness. 

3.3 The Case Study of 11 Community Mental Health Teams 

The Case Study provides in–depth data rather than generalisations to produce valid findings 

in the research area. It is both the process of learning about the cases and the production of 

learning (Stake, 1988; Yin, 1994). This instrumental study in two parts extended to several 

cases and was chosen to gain a better understanding of the wider CMHTs population in the 

national study. A Case Study approach to ascertain service users’ perspectives of selected 

CMHTs, including the use of Focus Groups as a method of data collection, provided more in–

depth insights into those teams. In addition this delivered multiple dimensions of their reality 

to augment and/or test the CMHTQ/TLQ and LHMQ findings. 

The Case Study originally sought the participation of 12 CMHTs, i.e. three per Region, in 

focus group discussions and a survey of their service users. 

3.3.1 Research Approach in examining 11 Community Mental Health Teams 

In this Study the CMHT focus group discussions elicited a more in–depth and possibly 

alternative reality and explanations from that provided solely by the survey findings. 

Focus Group Research involves a moderated group discussion and may produce a rich body 

of data in the respondents’ own words and context. Stewart and Shamdasani (1990) refer to a 

variety of research needs which lend themselves to the use of focus groups: obtaining 

general information about a topic of interest; learning how respondents talk about a 

phenomenon of interest and generating research hypotheses. 

They are a useful vehicle for facilitating a common understanding of issues and problems. As 

a qualitative framework for clarifying dimensions of organisational effectiveness, it can identify 

obstacles to intervention and the mechanisms of action of an intervention. It may also 

contribute to the validation and interpretation of quantitative findings (Robins et al. 2008). 

From a total study population of 70 teams, 12 were selected with reference to compositional 

category and HSE Region. The categories (see Chapter 4 for definitions) were limited to A2, 

B1 and B2 as A1 was not represented in one Region. Because of a contemporary revision of 

local sectors a Team did not participate in the Case Study. Nevertheless the 11 teams in 

three categories provided good multidisciplinary variation for comparison. The participation 

criteria were a limit of 6–7 team members across disciplines to reflect the multi–disciplinarity 

of the team and ensure the presence of non–medical/nursing staff. 
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Teams were alerted to the planned Case Study in the course of the National Survey. Clinical 

Team Leaders and the Liaison Persons, usually a CNM2, were contacted by letter and phone 

to schedule Focus Group dates to coincide with routine CMHT meetings. This occurred over a 

period of months in the first half of 2009. Some required a lot of follow up to secure 

appointments. Once appointments were made, further contact was undertaken to ensure that 

the team was made aware of the process requirements. 

The PI facilitated the discussion based on a 5–question schedule and prompts. The questions 

were experientially, empirically and theoretically informed and also reflected aspects of the 

CMHTQ/TLQ. Participants agreed to a digital tape recording of the discussion. Confidentiality 

was assured. No team or individual would be identified following analysis and report. A 

member of the research team assisted in recording speaker sequence and made relevant 

observations on group dynamics and the management of the process. The number of 

participants ranged from 6 to 8 and the time averaged 1.5 hrs. Prompting was often required 

as it became apparent that this approach to discussing the work of the participating teams 

provided a novel way of thinking for team members. 

An experienced researcher, aided by contemporaneous notes, transcribed the Focus Groups 

verbatim. The speed of transcription amounted to one hour for every 15 minutes of recorded 

data. Scripts were continuously checked for accuracy by the PI and were structured in a 

format for analysis. Recordings were approximately 1 hour and 15mins in length. 

Data were analysed using Template Analysis, a method described as being positioned 

between Grounded Theory, where there are no a priori codes, and Content Analysis where all 

codes are predetermined (King, 1998). This is an approach that suits the examination of 

viewpoints among different groups within an organisational setting, such as CMHTs (King, 

2004). It is also informed, but not limited, by previous research, enabling an exploratory 

approach (Crabtree and Miller, 1992) suitable to the objectives of the present study. Individual 

and group perceptions, appraisal and sense making are important in determining how people 

respond to organizational interventions (Weick et al., 2005) and interpret organizational 

context (Alvesson and Deetz, 2000). 

An initial template was designed following a detailed review of the literature pertaining to 

performance management in the mental health service, leadership and teams, with particular 

reference to CMHTs. It was also influenced by the initial CMHT survey findings and direct 

contact with teams. Six higher order codes were devised: defining effectiveness, measures, 

monitoring, internal and external influences, multi–disciplinary working and finally, patient 

focus. This provided a suitable framework for analysis that was both informed by previous 

literature, and open to new and emerging themes. 

Each transcript was read several times before coding began, to allow a degree of familiarity 

with the content of each interview (King, 2004). Segments of the focus groups relevant to the 

research question were highlighted, and subsequently compared with the initial template. The 

coding of text segments was carried out independently by two researchers, one of whom had 
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not participated in the data collection stage. Constant comparison was used throughout the 

analysis both within and across focus groups. Inter–rater differences were discussed. An 

agreed set of names and codes were agreed through discussion. The agreed template was 

then used to check the reliability of the coding of text segments in the second pass coding. 

The final template presents the agreed coding structure. Data analysis resulted in 

modifications to the initial template. A large and detailed template was generated to 

accommodate the data drawn from the participants’ accounts. This resulted in a 

comprehensive and objective final template that captured the varying levels of properties and 

dimensions within each overarching theme. 

Throughout the process of data analysis, the reflexive position of the researchers was 

considered in both the interpretation of data and subsequent findings obtained from the 

research (Alvesson and Skoldberg, 2009). 

3.3.2 Research approach in accessing the views of service users 

The choice of approach was largely determined following consultation with the mental health 

professions so as to ensure a true representation of the case load mix routinely dealt with in 

the community service. 

The population of interest for the service user aspect of the study were all service users 

associated with one of the eleven teams that were being intensively examined. To avoid 

selection bias and to ensure that a typical population was involved in the study the regular 

appointments lists were used subject to a participant having been with the team for at least 6 

months. This approach followed extensive consultation with various interests. 

The preparation for the survey took a considerable period of time. The development of the 

approach and instrument to access service users’ experience of their teams involved many 

iterations and inputs. Documentation was designed and tested to ensure clarity and relevance 

to the potential participant. The fieldwork plan comprehensively recorded and tracked 

progress on each stage and contact persons. 

Preliminary contact was made on the basis of teams meeting representative criteria based on 

the national study categories. Letters were sent and phone contact was made with liaison 

persons and also clinical team leaders and administration, as required. 

The arrangement was to conduct the survey at a routine review clinic with persons who were 

not less than 6 months with the team. Ethical and objectivity considerations necessitated an 

alternative arrangement in surveying the participants in this instance. Consequently external 

facilitators (mental health professionals) were recruited to administer the survey in the context 

of team review clinics. They were fully briefed on a standard protocol that included follow up 

on invitation to service users at the clinic. They contacted the liaison person prior to the 

survey date to confirm the list and approached relevant persons to participate on the day and 

obtained and witnessed consent. They completed a pro forma relating to their perception of 
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the suitability of the patients mental state, obtained the clinician’s diagnosis of the patient, and 

returned these with the completed questionnaires. All but one of the eleven teams returned 

useable documentation. This survey took considerable effort to arrange, in some cases with 

direct involvement by the principal investigator, supported by administrative persons. 

The service user questionnaire (SUQ) provides an important dimension as an external 

validation instrument of the CMHTQ. Team effectiveness must be primarily related to user 

experience of team processes and outcomes. This section summarises the rationale for the 

development of the SUQ. It examines patient’s experiences, including perceptions of care and 

patient’s satisfaction. It also highlights the elements of existing instruments that have 

influenced the development of the SUQ. It then explains the compilation and the testing of the 

SUQ elements. 

There are a number of instruments designed to evaluate service users’ experiences of mental 

health services. However, to date relatively few studies have examined aspects related to 

multidisciplinary care and in particular, no studies, of which we are aware, have focused on 

the service users’ perceptions of multidisciplinary care. No relevant articles were found in 

relation to this in an examination of databases such as Academic Search Premier, AMED, 

CINAHL, Medline, Nursing and Allied Health Collection, PsychArticles and Psychinfo during 

the literature review. 

It is well known that patient experience surveys are one of the best methods to gather 

feedback from a large number of people (Picker Institute Europe, 2009). It facilitates the study 

of patterns and trends to see how common certain experiences are. It also shows how often a 

problem is occurring over time, and the types of people who seem most likely to experience it. 

There are at least two important reasons for developing measures of community mental 

health team effectiveness. First, it is essential to monitor different or changing models of care, 

to define the structure in place for a given team (Ovretveit, 1993) and to enable the 

implementation of evidence–based practice (Bhugra et al., 1995). Second, a sense of 

effective activity is known to be associated with higher levels of subjective well being amongst 

team members (Poulton and West, 1994), which is an important consideration for 

practitioners in CMHTs at the sharp end of health care delivery (Harper and Minghella, 1997; 

Prosser et al., 1996). There are several interesting methodological approaches to be explored 

in striving to increase the accuracy and completeness of instruments aiming to assess 

patients’ function and mental health needs. It is known that the use of patient self report 

measures are efficient and address some concerns over the mismatch of perceptions 

between professional and patient (Young, 2003). 

The Picker Institute (2009) has identified eight quality dimensions which, through work with 

patients, have been found to be the most important to them; fast access to reliable health 

advice, effective treatment delivered by trusted professionals, participation in decisions and 

respect for preferences, clear, comprehensible information and support for self–care, 
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attention to physical and environmental needs, emotional support, empathy and respect, 

involvement of, and support for family and carers, continuity of care and smooth transitions. 

The Perception of Care (PoC) is designed for self–administration, and has been found useful 

in measuring retrospectively users’ perceptions of their care at the end of the inpatient stay. 

The scale is brief and targets domain of care shown to be important to users. 

The Picker Survey for Mental Health Service Users (2009) was designed by the Picker 

Institute Europe, and used in the UK on behalf of the NHS Trust for users’ evaluation of 

Community Mental Health Services. The questionnaire was based on reported experiences 

and was developed with the use of qualitative methods aimed to explore patients' needs and 

concerns. Since 2004, the Survey for Mental Health Service Users has run in the UK each 

year, as part of the Healthcare Commission’s annual health check for good standards in the 

Mental Health Services. 

Patient satisfaction within health care is an important process and outcome measure for both 

research and management reasons (Copeland, Koeske, and Greeno, 2004). The Patient 

Satisfaction Questionnaire (PSQ; Ware et al., 1976a, 1976b) is a validated self–administered 

questionnaire designed to measure users’ satisfaction with medical care in general. 

The Charleston Psychiatric Outpatient Satisfaction Scale (CPOSS; Pellegrin et al., 2001) is 

designed to assess satisfaction with clinical, administrative and environmental factors that are 

important for users of outpatient Mental Health Services. 

The Verona Service Satisfaction Scale (VSSS; Ruggeri and Dall’Agnola, 1993) is a validated 

and, multi–dimensional scale, which measures the satisfaction of patients with Mental Health 

Services. The Verona Satisfaction Scale– European Version for Patients (VSSS–EU) is an 

instrument developed by careful translation, back–translation, and cultural adaptation from the 

original VSSS (Knudsen, Vazquez–Barquero, Welcher, et al., 2000). The questions allow 

measurement of the subjects' satisfaction both with the interventions provided and with the 

professionals' decision not to provide an intervention. The latter may be considered a 

measure of under provision of care from the patient's point of view. 



Community Mental Health Teams: Determinants of Effectiveness 

69 

Table 3.2: Summary of Service User Instruments 

 

The SUQ was developed having examined existing validated instruments and noted their 

strengths and weaknesses. None incorporated measures of multidisciplinary involvement in 

various stages of the care process. That was of particular relevance in ascertaining service 

user perceptions of the main actors in their care programme. A draft SUQ instrument based 

was adapted to reflect user and expert panel observations regarding clarity and relevance. 

The input from both the advisory panel and users/ex–users was essential in designing and 

developing the SUQ. The advisory panel consisted of academics, professionals working in the 

mental health services and an ex service–user. The panel commented on the length of the 

survey, clarity of the questions, appropriateness of the response options, optimal time frame, 

domains covered, cultural sensitivity and other survey characteristics. When obtaining 

feedback from patients and service users, it is important to focus on their main areas of 

concern. 

The draft questionnaire was tested with service users to ensure clarity, relevance and 

appropriateness. Various users and ex–users were asked to give feedback about the SUQ on 

three different occasions i.e. in a Day Centre (November 2007), Consumer Mental Health 

Panel (January 2008) and a Day Hospital (March 2008). Matters for improvement included 

the length, language, rephrasing some questions and a proposal to include a section on 

service user awareness and involvement in treatment. 
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Instruments  

Perception of Care (PoC) � � � � � 
Respect for SU 
needs & values 

Picker Survey for Mental Health 
Service Users 

� � � � � 
Crisis Care 
Standards 

Patient Satisfaction Questionnaire 
(PSQ) 

� � � � � 
Financial 
aspects of care 

Charleston Psychiatric Outpatient 
Satisfaction Scale (CPOSS) 

� � � � � 
Environmental 
factors 

Verona Service Satisfaction Scale 
(VSSS) 

� � � � �  

Verona Service Satisfaction Scale– 
European Version (VSSS–EU) 

� � � � �  

Service User Questionnaire (SUQ) � � � � �  
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The SUQ was re–drafted, taking the users’ feedback into account. This included reducing the 

overall length of the survey, adopting more user–friendly language and adding some extra 

items. The final version of the SUQ is included in Appendix A3 (ii) 6. 

The SUQ aims to assess users’ experience of multidisciplinary care received at their 

community Mental Health Service, their involvement in the care process and their satisfaction 

with the service. Each of these factors is related to team effectiveness and therefore was 

selected for the SUQ. 

The instrument is designed in a manner that can easily guide service users to evaluate the 

various stages of their care, from the early stage of diagnosis to the aspects of the treatment 

process. The instrument consists of a total of 44 items clustered in seven different sections. 

Each section contained one or more types of the following questions; single choice, 

dichotomous or multiple–choice questions. The sequence of the sections of the SUQ is as 

follows:  

Table 3.3: Content of the Service User Questionnaire 

Section Content Description 

1 Referral and Diagnosis 

This section explores users’ first experience of accessing the 
community Mental Health Service, the health professionals 
involved in their diagnosis and the information received on 
their mental health status. 

2 
Treatment Plan/Care 
Plan 

This section assesses users’ awareness and involvement in 
shaping their care plan. 

3 Treatment 

This section focuses on various aspects of the users’ 
treatment, including the frequency of contacts with the 
different health professionals, waiting time, and users’ levels 
of involvement in choosing their medication 

4 Treatment Care Review 
This section investigates the clinical professionals involved in 
their treatment as well as the users’ own specific 
involvement. 

5 General Comments 
In this section, service–users are asked to mention anything 
else about their experience at the Day Hospital/ Clinic and to 
offer suggestions for improvement. 

6 
Demographic 
information 

This section asks general questions about the individual 
completing the questionnaire. 

7 CSQ–8 
This was used to determine service user satisfaction with 
their mental health care. 

As well as the parts of the questionnaire designed specifically for this study (sections 1–4), 

the Client Satisfaction Questionnaire (CSQ–8; Larsen, Atkinson, Hargreaves, and Nguyen, 

1979) was included. This is a brief, self–administered instrument with well–documented 

reliability and validity. This instrument has been extensively used for users’ evaluation of both 

health services and mental health services. The scale consists of eight questions that client’s 

rate on a 4–point Likert scale. Sample items are, “How satisfied are you with the amount of 

help you have received?” and “If you were to seek help gain, would you come back to our 

service?” Higher scores indicate greater satisfaction. The CSQ–8 is a widely used commercial 
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instrument with well–established, sound psychometric properties. It has good reliability 

(alphas between 0.78 and 0.94) and construct validity (Attkisson and Greenfield, 1996, 1999; 

Freed et al., 1998; Larsen et al., 1979). The measure itself is suitable for research and 

evaluation assessment (Perreault, Leichner, Sabourin, and Gendreau, 1993). In practice 

settings, the primary purpose of the measure is to assess global satisfaction of groups of 

service recipients. The overall CSQ–8 scale score was obtained by averaging the items 

answered. 

3.4 Summary 

This Section has set out the general research approach for the profiling census, the 

compilation, analysis and review of proxy secondary data, the national CMHT & LHM surveys, 

the Case Study CMHTs’ Focus Groups and Service Users Survey. It described the fieldwork 

management in consulting and engaging the MHS Community, outlined the study participants 

and procedures for accessing them and the survey instruments used for data collection. The 

selection of the validated instruments is explained and the development and testing of the 

SUQ is set out. Together with the chapter on secondary data that follows, the mixed method 

approach provides multiple data sources, which are later triangulated. 
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Chapter 4  Findings from the National Study  

4.1 Team profiling 

Late in 2007, the profiling exercise commenced. This was in order to clearly define the 

population of interest to this study. Through assistance from the National Mental Health 

Office, a realistic picture of the CMHTs in existence was drawn up. Teams were categorised 

according to their level of multidisciplinarity, which was measured by the different disciplines 

employed within the team. Specifically, compositional multidisciplinarity was captured by the 

whole time equivalent (WTE) provision of the core disciplines of psychiatry, nursing, 

psychology, social work, occupational therapy and addiction therapy to each team (see Table 

4.1). Without regard to the level of multidisciplinarity, 124 CMHTs were in existence in the 

country. However, when the availability of different disciplines was taken into account, only 61 

(increases to 70 if Vision teams are regarded as two teams) teams met the minimum criteria 

for inclusion as a ‘multidisciplinary’ CMHT, i.e. B1. Teams were categorised according to the 

following parameters. These 70 teams from the A1–B1 categories were supplemented with 10 

teams from lower categories for comparison purposes. The breakdown of these teams across 

the country is provided in Table 4.2. 

Table 4.1: Description of team categories according to their level of multidisciplinarity 

A1 A2 B1 B2 C 

Designated 
clinical team 
leader 

Designated 
clinical team 
leader 

Designated 
clinical team 
leader 

Designated 
clinical team 
leader 

Designated 
clinical team 
leader 

Dedicated 
nursing 
personnel 

Dedicated 
nursing 
personnel 

Dedicated 
nursing 
personnel 

Dedicated 
nursing 
personnel 

Dedicated 
nursing 
personnel 

Full–time 
involvement 
from all of the 
following: 

• Clinical 
psychologist 

• Social worker 

and 

• Occupational 

therapist 

Full–time 
involvement 
from: 

• Clinical 
psychologist 

• Social worker 

or 

• Occupational 
therapist 

Part–time (min 
0.5 WTE) 
involvement 
from: 

• Clinical 
psychologist 

and two of the 
following: 

• Social worker 

• Occupational 
therapist 

• Addiction 
counsellor 

Part–time (min 
0.3 WTE) 
involvement 
from: 

• Clinical 
psychologist 

and one of the 
following: 

• Social worker 

• Occupational 
therapist 

• Addiction 
counsellor 

Involvement at a 
level lower than 
B2 for: 

• Clinical 
psychologist 

• Social worker 

• Occupational 
therapist 

• Addiction 
counsellor 

With access to 
Addiction 
counsellor and 
social/other 
therapies 

With access to 
Addiction 
counsellor and 
social/other 
therapies 

With access to 
social/other 
therapies 

With access to 
social/other 
therapies 

With access to 
social/other 
therapies 
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Table 4.2: Team categories by HSE Region 

 Multidisciplinary category  

HSE Region A1 A2 B1 B1V B2 B2V C CV Total 

West 5 8 9 1 4 0 9 0 

 13 10 4 9 

West Total 23 13 

36 

South 0 4 8 3 13 0 6 1 

 4 11 13 7 

South Total 15 20 

35 

Dublin Mid–
Leinster 

6 2 1 4 2 1 9 2 

 8 5 3 11 

Dublin Mid–
Leinster Total 

13 12 2 

27 

Dublin Northeast 4 3 2 1 6 0 10 0 

 7 3   

Dublin Northeast 
Total 

10 16 

26 

HSE Regions 16 17 20 9 25 1 34 3 124 

32 29 60 3 
HSE Grand Total 

61 60 3 
124 

 

4.2 Analysis of National Secondary Data: A Changing Mental Health Service, 1984 – 

2007 

4.2.1 The CMHTs: Categories and Catchment Areas – Change in Admissions 

In the absence of team/sector data the nearest available proxy for related team activity 

regarding ‘need and severity’ are the Catchment Area/Institutional admissions data. The 

CMHTs compositional summary (by HSE Region) is set out in the profile of CMHTs in Table 

4.1 and Table 4.2. 

Table 4.3: Distribution of community mental health teams by multidisciplinary category 

type 

 A1 A2 B1 B1V B2 B2V C CV 

Number 15 17 19 10 25 1 34 3 

% 12.1 13.7 15.3 8.1 20.2 0.8 27.4 2.4 

That is 124 teams with 61 above and 63 below a minimum multidisciplinary mix i.e. category 

B1 (see Chapter 4.1) and 25.8% at A1/2, 23.38% at B1/v and 51.24% at B2 – C. 
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Table 4.4 below sets out the 2003 and 2007 Categories for SDA admissions as a percentage 

of all admissions for Psychiatric Institutions. The categories of Regional and Institutional 

SDA% are 80%+, 70%–79%, 60%–69% and  >59%. 

The SDA 80%+ admissions category has reduced significantly by 2007 and there is a 

noticeable movement to the lower categories. There are some notable shifts in category e.g. 

St Brigid’s, Ballinasloe and St. Conal’s, Letterkenny. Some remained within category while 

others moved up or down. The assumption is that a reduction in SDA admissions is a positive 

indicator of alternative care provision for that diagnostic group. Refer to Table 1.4 through 

Table 1.6 in Chapter 1 for Total/SDA admissions 1984–2003–2007 for HSE Regions and 

former Health Boards; also see below, Table 4.4 for shifts in the SDA % of Total Admissions 

for each Psychiatric Institution/Unit between 2003 and 2007and Table 4.2 below re % 

reductions and increases in Total Admissions and the SDA % of same by Institution/Unit as 

represented by their LHO areas). 

This requires further investigation at sector level in terms of patterns of GP referral, triage and 

clinical policy and practice in the community and inpatient services to establish the 

relationship to CMHTs performance. 
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The number of LHO Psychiatric Institutions and Units by range of percentage change in 

admissions (Total and SDA 1984–2003/1984–2007) are summarised in Table 4.5. Section 

1/1a of Table 4.5 indicates decreases in the established Institutions and Units, and section 

2/2a the increases in the mainly new Units and a few established Institutions. The LHO areas 

in italics denote those who moved into the relevant range during 2003–07. This assists 

clarification of the scatter diagrams in Figure 4.1 below. 

There is reasonably strong alignment between Total and SDA as a percentage of total 

admissions in the 1984–2003 data for the ranges 90% – 100% and 30% – 59% as decreases 

in admissions and to a lesser extent when the 2003–2007 data is added. Thereafter there are 

some notable (positive and negative) variations as is evident from the 2003–2007 diagram 

(Figure 4.1d). Of the new Psychiatric Unit, 11 decreased whereas 7 increased their 

admissions between 2003 and 2007 with some wide variations (Total and SDA) in admissions 

i.e. 11/18 do not have strong alignment. For example, a Dublin City Unit with a 10% decrease 

in admissions had a 42% reduction in SDAs while a County Unit’s 1% increase in admissions 

had a 29% increase in SDAs. Again, further study, and analysis, with more refined local data 

is essential to explain this situation and also to explore the real effect of new units and acute 

care in the community. 

In examining the first section of Table 4.5, please note that there is movement between 

percentage change ranges for the Institutions/Units between the 1984–2003 and 1984–2007 

data so that the relevant LHO areas representing them are above the line for the former 

period and below the line for the latter period. The relevant Total and SDA numbers for 1984 

– 2007 are inclusive and represent the named LHO areas for the specific range of decrease 

as for example in 1a. 

The second section of Table 4.5 focuses on increases in both established Institutions and 

new Units. The underlying stories merit research with reference to their CMHTS and 

contextual considerations. 
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Table 4.5: Change in Admissions% – Total and SDA – 1984/2003 and 1984/2007 

% Change Established Psychiatric Institutions 
& Units in LHO Areas 

1984– 2003 1984–2007 

1a.Decrease Total 1984–03/07 Total SDA Total SDA 

Dublin Nr, Rosc’mon, Cork W, N. Lee, 
Clare,  

5 5 100 

C’low/K’Kenny, SC Dublin – – 
7 8 

Limerick, Donegal, Carlow/Kilkenny, 
Kerry, 
Waterford, Cavan/Monagahan, 

6 6 90–99 

Mayo, C’low/K’Kenny, Tipp N&S, 
Laois/Offaly 

– – 

10 8 

C’low/K’Kenny, Tipp N&S, 
 

3 4 60–89 

 Dublin Nr., Nr. Cork – – 
1 5 

Longford/Westmeath, Sligo/Leitrim, E. 
Galway, Tipp N&S, Mayo, Nr Cork 

6 6 30–59 

Louth/Meath, S. Lee, Dublin NW, 
Dublin Nr. 

– – 

8 5 

8– 29 Louth/Meath, S. Lee, SC Dublin, Dublin 
NC. 

4 3 2 2 

Totals  24 24 28 28 

1b.Decrease 

 

Mainly New Psychiatric Units 

 

2003 

–07 

 
1–29 
 
 

Cavan/Monaghan, Waterford, 
DublinNC,DublinNW,Kildare/WWicklow, 
Clare, Tipp S, Dublin WSW, Tipp N, 
Cork W, Donegal 

11 
 

Total  11 

2a.Increase Total 1984–03/07 Total SDA Total SDA 

90–100  – SDA – 1 

60–89 Dublin NW, SC Dublin,  E Wicklow 2 1 1 – 

30–59 W Galway, E Wicklow, Wexford,  3 1 2 1 

1–29 Laois/Offaly, Dublin SC, Limerick, 3 3 2 2 

  8 3 5 4 
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2bIncrease     New Psych. Units: 

        LHO Areas 

2003–

07 

100+ Mayo, Dublin SE, 2 

90 – 100              – – 

60 – 89              – – 

30 – 59 Louth /Meath, 1 

1 – 29 Roscommon,  

Carlow/Kilkenny, Kerry 

4 

Total  7 

 

The following diagrams in Figure 4.1 (a–c) illustrate the trends in total and SDA admissions 

1984 to 2003 and 1984 to 2007 with indications a lesser than earlier alignment between total 

and SDA admissions occurring between 2003 and 2007. Figure 4.1 (d) are new Psychiatric 

Units Total and SDA admissions 2003 – 2007 which offset the impact of decreases in 

established Psychiatric Institutions with increases in admissions for their Catchment Areas. A 

number indicate some reductions in admissions. 
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Figure 4.1: Change in Admissions (Institutions) Total & SDA, 1984– 2003, (b) 2003 – 

2007, (c) 1984  – 2007, and (d) Change in Admissions (New PSUs) –Total & SDA, 2003  –

2007 

By 2003, five institutions had ceased admissions; nine had reduced admissions by 60%–99%, 

and ten by 8% – 59%. That had moved to 7 with full cessation by 2007, 11 between 60% – 

99% and ten from 8% to 59% reductions. There were further decreases of 1% to 29%, in 11 

(mainly newer Units). All are offset in their relevant areas by an increase of 31% to 90% in 3 

established Units and up to 30% in 2 other Units. There was a 100%+ increase in two newer 

Units and 1% to 59% in another 4 Units. The related SDA, as a percentage of total 

admissions, is more in alignment with the 50%–60% plus decreases but vary somewhat with 

the other% changes. This infers change trajectories broadly determined by variability in the 

clinical and general management of those major illnesses in alternative settings (see Table 

4.5 and Figure 4.1 above). The shift across 4 Ranges of the SDA % of all Admissions by HSE 

Regions’ Psychiatric Institutions/Units between 2003 and 2007 is remarkable in some 

instances and merits further investigation. In any case, the availability of alternatives such as 

Specialist Units attached to General Hospitals, Day Hospitals and Centres and the provision 

of Community Residences, and other sub–specialties and services was/is fundamental to the 



Community Mental Health Teams: Determinants of Effectiveness 

80 

process of deinstitutionalisation. (See Appendix 1(a–d) Regional and former Health Board 

Area comments.) 

By 2003 the inpatient population had decreased by 71.6% from the 1984 position of 11,393. 

During that period, the number of outpatient locations increased by 10.37%. Clinic sessions 

recorded since 1996 increased by 2.05% from 15,453. The original 32 day facilities increased 

40.56% by 1996 and thereafter reduced by 2.7% at 2003. They had 963 places in 1984. 

Since 1996, day centre and day hospital places were recorded separately. The former 

increased from 2,170 to 2,457 and the latter decreased from 1,144 to 1,116 thus giving an 

overall increase of 244.13% in available places. The number of community residences was 

176 in 1986. It increased by 13.24% by 1996 and reduced by 5.87% to 385 by 2003. 

An outline of key change indicators by HSE and former Health Board Regions is set out in 

Appendix A1. This shows that the greatest decrease in admissions occurred in the HSE West 

at 43% total and 52% SDA between 1984 and 2007. The SDA% of admissions reduced from 

77% to 64%. The former Health Board regions’ reductions were: Mid West by 52% and 

SDA% from 73% to 61% of all admissions; North–West by 49% and SDA% from 81% to 

69.4%; West by 31% and SDA% from 77% to 64%. Inpatients reduced by 87.65% (NW), 

85.1% (NW) and 80.03% (W). 

The HSE South admissions decreased by 28% total and 37% SDA. The SDA% of admissions 

reduced from 77% to 63%. The former Health Board regions’ reductions were: South by 28% 

and SDA% from 89% to 57% and South East by 29% and SDA% from 68% to 69%. 

Inpatients reduced by 71.2% (S) and 67.1% (S). 

The DML increased by 9% and SDA 19% with the SDA% remaining stable at 63% to 64% 

The East Coast increased by 95% and SDA% from 42.13% to 63.07%. The South West 

decreased by 44% and SDA% from 73.49% to 66.66%. (The private hospitals in the region 

had 74% reduction in St JoG and St Pat’s increased by 16%). The former Midlands’ 

admissions decreased by 35% and SDA from 70.6% to 64.02%. Inpatients in the former East 

reduced by 60.1% and Midlands by 75.97%. 

The DNE admissions reduced by 31% and SDA% by 51% with SDA% reducing from 73% to 

52%. The former North East admissions decreased by 36% and SDA% from 73% to 64%. 

Their inpatients had reduced by 73.1%. 

4.2.2 Differences between Groups of Community Mental Health Team Categories 

This section examines a simple input – output model of 4 CMHT Groups in descending 

category order (A to C), LHO Areas and relative staff ratios, deprivation and admission rates 

and change over time. 

In the absence of specific Sector data, a summary of HSE and former Health Board data 

provide some insight to the CMHTs background and activity at Regional and County level and 

may be comparatively examined (see county/institutional data in Appendix A1(a–d) and 
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Appendix A4(i)a–d) having regard to the foregoing commentary. The following tables are 

derived from the data to create a matrix of LHO Area CMHTs in 4 Groups according to the 

degree of presence or otherwise of ‘A’ teams. The cut off point between As and Bs arise from 

the survey findings in Chapter 4 and the categorisation developed for profiling. 

Group 1 includes all A to 2A: 1B; Group 2, 2A: 2B to 2A: 3B; Group 3, 2A: 7B/C, GROUP 4, 

6B/C to 1b(v). The selected variables are: population /staff ratio, deprivation%, SDA and Total 

Admission rates and% Change in Admissions 1984–2007. The Small Area Health Research 

Unit (SAHRU) data is not available for absolute alignment in all LHO areas so that 

City/County and joint County data deprivation data are used to match the relevant LHO in so 

far as possible. 

The following tables set out LHO Area Groups 1–4 in descending order of team category as 

described above together with the related data per variable. The population /staff ratio 

conceals the scale of multidisciplinarity per LHO so that it must be read in conjunction with the 

Consultant: Nurse: Other Ratio. Those with a nurse ratio of 5 or more are highlighted as are 

LHOs with admission rates at 400 or more per ‘00k and 60% or less decrease and increases 

in admissions. 

From this matrix, a Group DASHBOARD is derived: Team Category – Skill mix, Pop/Staff 

Ratio – Staff Resources, Deprivation% – Potential at –risk, SDA% – Proxy for severity, 

Admission rate – Referred Morbidity and% Change Admissions – Degree of 

Deinstitutionalisation. The scores are related to 1 as the normative reference value or best 

available, and the ratio values are medium and/or challenged. 
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Table 4.6: LHO Group 1: Teams – Some Inputs / Outputs 

LHO Area Team 

Categories 

Pop/SR Conslt/Nurse/

Other, Ratios 

%Deprivation: 

9
th
 & 10

th
 

Decile 

SDA 

Admission 

Rate 2007 

Admission 

Rate 2007 

%Admissions 

Change 1984–

2007 

Group 1 A  B   City Co.   PI PU 

EG 4  1,313.4 1: 13.1: 4.4  26.07 

 

229.6 476 –52  

Tn 2  2,5393 1: 4.3: 2.3  38.88 174.24 292.4 –97 –44 

C/M 2  1,320 1: 11.8: 2  28.31 

34.28 

158.9 240 –90 –1 

C 3     1 2,489.9 1: 4.6: 3.4  22.48 249.34 420.7 –

100 

–13.5 

L/W 2     1 2296.5 1: 5.4: 1.9  40.82 

28.97 

307.9 

 

452.4 –58  

Ts 

 

2     1 2734 1: 5.2: 1.9  38.23 470.89 627.8 –97 –44 

Key: 

      Nurse ratio of 5 or more 

      LHOs with admission rates at 400+ per ‘00k and 60% or less decrease in admissions 
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Table 4.7: LHO Group 2 Teams –Some Inputs/Outputs 

Group 2  

 A 

 

 B 

        

DNW 2    2 3,515 1: 2.6: 1.8  12.82 191.55 313.8 –46 10 

DWSW 2    

(1v) 

2943.5 1: 5: 1.9  55.31 131.20 208 –98 4 

EW 1     1 3528.9 1: 3.8: 1  27.33 437.84 619.7   70  

L/O 1     1 2849.9 1: 5.1: 2.7  26.84 

47.28 

300 490.8 –97 – 

M 2    3 2,130 1: 6.2: 2.4  29.61 271.84 357.3 –99 1k 

Lk 2    3 2,679.1 1: 7.3: 2.2 59.4 

 

21.35 196.74 333.2 –99 21 

K/WW 2    3 

(1v) 

3039.4 1: 4.4: 1.4  19.13 161.79 253.7 18.2  

Key: 

      Nurse ratio of 5 or more 

      LHOs with admission rates at 400+ per ‘00k and 60% or less decrease in admissions 

      LHOs with admission rates at 400+ per ‘00k and 60% or less increases in admissions 
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Table 4.8: LHO Group 3 Teams – Some Inputs / Outputs 

LHO Area  Team 

Categories  

Pop/SR  Conslt/Nurse/

Other, Ratios 

%Deprivation: 9
th
 

& 10
th
 Decile 

SDA 

Admission 

Rate 2007 

Admissi

on Rate 

2007 

%Admissions 

Change 1984–

2007 

Group 3 A B/C   City Co.     

L/M 2 7 4963 1: 1.3: 1.2 – 55.36 

5.29 

152.42 242.2 –39 31 

C/K 1 4 1707 1: 8.1: 2.8 – 28.65 

24.34 

205.52 450.4 –100 

–98 

13.9 

ND 1 5 4128 1: 3.8: 1.4 – 12.82 115.11 376 –100 

–46 

 

NL 1 5(1v

) 

3628 1: 5.3: 1.8 67.35  280.6 364.2 –100  

Key: 

      Nurse ratio of 5 or more 

      LHOs with admission rates at 400+ per ‘00k and 60% or less decrease in admissions 

      LHOs with admission rates at 400+ per ‘00k and 60% or less increases in admissions 
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Table 4.9: LHO Group 4 Teams – Some Inputs/Outputs 

LHO Area  Team 

Categories  

Pop/SR  Conslt/Nurse

/Other, 

Ratios 

%Deprivation: 9
th
 

& 10
th
 Decile 

SDA 

Admission 

Rate 2007 

Admissi

on Rate 

2007 

%Admissions 

Change 1984–

2007 

Group 4 B/C   City County     

SL    6       3824 1: 4.4: 1 67.35  185.47 270.9 –34  

S/L    5 1,898 1: 5.4: 1.5  34.61 

18.03 

307.69 458.8 –55  

K    5 2,727 1: 6.2: 1.4  36.88 191.68 624.8 –97 2 

DNC    5 3,178 1: 2.3: 0.5 49.24  303.50 536.4   3 13 

DSE    4 6,973 1: 1.7: 1.2  55.31 264.18 408.5   28.9  

D    4 (2v) 2880.8 1: 5.2: 2.1  63.58 274.03 389.2  –99 – 47 

WG    4 2984.3 1: 3.5: 3.4 (62.79) 26.07 342.45 556.2   42  

Wt    4 4,398 1: 3.7: 1.5 (56.99) 19.54 426.4 593.6 –92 –12.4 

NC    3 2,108 1: 7.3: 2.2  17.03 244.69 409.9 –60  

R    3 1,375.9 1: 16: 2.4  13.28 482.91 735 –100 –15 

SCD    3 4,937.9 1: 1.9: 1.6  14.55? 105.63* 231.4 –100 –16 

DSC    3 (1v) 4,678.3 1: 2.2: 1.9 49.24  234.94 330.4   14  

CW    1 (1v) 2,545 1: 1.7: 1.7  17.03 247.19 403.8 –100 –28.7 

Wx    2 (2v) 3,790 1: 4.4: 2.3  33.20 423.05 554.5   48  

Key: 

      Nurse ratio of 5 or more 

      LHOs with admission rates at 400+ per ‘00k and 60% or less decrease in admissions 

      LHOs with admission rates at 400+ per ‘00k and 60% or less increases in admissions 

* Query not resolved in the present report: what is the effect of Cluain Mhuire and St John of 

God private on SCD data? 
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NB: [Dublin City: NC = St Vincent’s Fairview and Mater, Nr = St Brendan’s, SC = St James’ 

Clinic, SE = St Vincent’s Elm Park. Dublin Co.: NW = Connolly and Portrane, SC = Cluain 

Mhuire Centre, W/SW = Tallaght]  

[Cork City: SL = CUH, NL = OL Cork] 

 

Group 1 has two LHOs with a low Pop/SR, which may be explained by a high Consultant: 

Nurse ratio (over 1: 10) and another two with at least 1: 5 Consultant to Nurse ratio. Only two 

have a ratio greater than two for ‘Others’. Four of six had admission rates greater than 420 

per ‘00k population and reductions of 90%+. Two PIs had fewer than 60% reduction and two 

PUs had 44% and two less than 14% reduction in admissions between 1984–2007. The three 

LHOs with all A teams had good results on admission rates and reduction in admissions. 

Group 2 has 6/7 LHOs with a Pop/SR greater than 2,500 and four with a Consultant to Nurse 

ratio 1: 5 or more. 3/7 has a ratio slightly above 1: 2 for ‘Others’. 2/7 have admission rates 

above 490 per ‘00k population. 4 PIs had 90%+ reduction in admissions, one less than 50% 

reduction and another a 70% increase. 4PUs increased admissions. 

Group 3 has one low and three high Pop/SR with two above 1: 5 Consultant to Nurse ratio. 

One had an admission rate greater than 400k per ‘00k population, 4PIs had 90%+ and 2PIs 

less than 50% decrease in admissions while 2 PUs increased admissions. 

Group 4 has 3/14 LHOs with a low Pop/SR, with 5/14 Consultant: Nurse ratios above 1: 5 and 

with one above 1: 16. 10 /14 admission rates are greater than 400 per ‘00k population. 6 PIs 

reduced admissions by 90%+ and 3PIs reduced admissions 60% or less. 5PIs reduced 

admission and 2PUs increased admissions. 
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Table 4.11: Dashboard: LHO Groups ranking by selected indices 

   LHO 
CMHTs      
 
Group 

Population 
Staff Ratio 
 
Ranking 

Deprivation % 
Ratio 
 
   Ranking 

SDA Adm. Rate 
–Ratio 
 
Ranking 

Total Adm. 
Rate – Ratio 
 
Ranking 

Change  
(1984–2007)  
% Ratio 
Ranking 

 
     1 

 
     1 
(1: 0.5: 0) 

 
     1 
(1: 0.75: 0.25) 

 
          2 
(1: 0.25: 0.25: 
0) 

 
        2   
   (1: 2: 2: 1) 

        
       4 
(1: 0.66/ 0.33: 
0.66) 

 
      2 

 
      4 
   (1: 3: 3) 

 
     2 
(1: 0.33: 0.17) 

 
       3 
(1: 0.75: 0: 0)    

 
         3 
    (1: 4: 1: 1) 

      
       1 
(1: 0.25: 0) 1 

 
      3 

 
      2 
(1: 1.3: 2.3) 

 
     2 
(1: 0: 0.5) 

 
      1 
(1: 0.33: 0: 0) 

 
          1 
    (1: 3: 0: 0) 

 
        2 
(1: 0.25: 0.25) 2 

 
      4 

 
      3 
(1: 1.3: 2.3) 

 
    4 
(1: 4.3: 1) 

 
      4 
(1: 1.17: 0.17: 
0) 

 
         4 
(1: 6: 2: 5) 

 
         3 
(1: 0.33/0.17 
: 0.17/0.67)  3 

1   Increased admissions 1 PI and 5 PU 
2                do                  0 PI and 2PU 
3                do                  2 PI and 5PU  

Placing the structural characteristics against context and outcomes suggests some paradoxes. It would be 

expected in the normal course that Group I should have first ranking on all indicators. However, a perusal of 

the summary results for derived indicators above leads to the following conclusions: 

o Group 3 with second ranking in staff and deprivation ratios, has second ranking in change 

percentage, but takes first ranking in total and SDA admission rates. 

o Group 4 has the toughest task (rank 4 for deprivation combined with rank 3 for staffing), and it has 

the 4th rank for both SDA and total admission rates, and third rank for change. 

o Group 2 with 4th ranking in staffing and 2nd ranking in deprivation, fared very well in change ranking 

(1), but ranked 3rd in SDA and total admission rate. 

o Group 1 was well resourced with lowest deprivation ranking and highest staffing, but had the lowest 

ranking in change and ranked second in SDA and total admission rate. 

Hence there is a need to explore the paradox of performance between, for example, Group 1 as against 

Group 3. This requires more specific data (especially sector level) and also more variables on internal and 

external influences. Nevertheless, the foregoing demonstrates that the better resourced with lower risk 

populations do not necessarily generate the best overall results. What is clear in this instance is that Group 4 

is inherently disadvantaged. 
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Groups 1 (15/17) and 3 (13/26) – Team Frequencies 

Group 1: 7A1, 7A2, 1B1, 1B2, and 1C1; 15 of 17 teams participated in the national study. 

Group 3: 5A2, 7B1, 7B2, 6C and 1Cv; 13 of 26 teams participated in the national study. 

While none of the variables in the full data set were deemed to be dependent or predictor variables (ref 

Chapter 4) the following Table 4.12 (a) compares GI and G3 teams using integrated clinical notes, PIs and 

their reported Interdependency rate and frequency of their own Management Meetings. They are indicative 

of what enables multidisciplinary team processes, and (b) provide more comprehensive data in comparing 

G1 and G3 indicators. 

Table 4.12: Illustrative Comparison of 4 Multidisciplinary Indicators 

Teams 90%+: ICNs 
PIs: 31% – 
80% 

Interdependence 
rate 3.5+ 

Management Meetings: 
Daily–Monthly 

G1  8/15 teams; 9 /5 teams 13/15 teams 7/15 teams  

G3  3/13 teams 1/13 teams 11/13 teams 3/13 teams 

Table 4.13: Group 1 and 3 LHOs/CMHT compared re multidisciplinary indicators 

Group 
Number 

Group 
Number 

Group 
Number 

Group 
Number Integrated 

Case Notes 

1 3 

Performan
ce 
Indicators 

1 3 

Interdepend
ence Rating 
(0–5) 

1 3 

Management 
Meetings 
Frequency 

1  3 

100% 10 1 51%–80% 4 0 4+ 5 2 Daily/weekly 4 2 

90% – 99% 2 2 31%–50% 5 1 3.5 – 3.9 8 9 Weekly/Monthly 3 1 

80% – 89% 2 6 1%–30% 4 – 3.0 – 3.4 2 2 1 – 2 PM 6 3 

70% – 79% – 2 1–30%  8 3.0 – 3.4  – – 2M 1  

0 – 50% 1 2 0 2 4 – –  Never 1 1 

 

More complete data may enlighten any explicit relationship between specific structural, process and context 

variables and outcomes. (Data in the foregoing Tables were generated from the CMHTs national survey data 

and is more for illustration and further exploration). 
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4.3 Findings from the study of 70 CMHTs 

4.3.1 Response rates 

Response rates were calculated on a number of different bases, as follows: by team, by profession and by 

Local Health Manager. 

4.3.1.1 Team 

Across the board, 70 out of 75 teams agreed to participate, yielding a response rate of over 93%. Within 

teams that participated, the average response rate of team members was 82% (ranging from 43–100%), as 

can be seen in Figure 4.2. 

 

Figure 4.2: Team Response Rates 

4.3.1.2 Profession 

The return rates for professional groups were as follows: psychiatry 75%; clinical psychology 80%, nursing 

82%; occupational therapy 86%; social workers 84%; addiction therapists 79% and other support workers 

89%. 

4.3.1.3 Local Health Manager 

One LHM did not return any form for her/his area. Otherwise LHMs completed questionnaires for all of their 

teams, with the exception of two LHMs who omitted one team each. Thus 23 of the 24 LHM responded at 

least partially, yielding a response rate of 96%. 

On a team basis, responses were received by LHMs for 60 of the 70 participating teams, yielding a response 

rate of almost 86%. 
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4.3.2 Description of the responding teams 

4.3.2.1 Team size 

In terms of the number of WTE individuals employed within each team, this ranged from 6 to 37.767, 

according to HSE 2008 figures. The mean size was 13.63 members, SD 5.691. Distribution of respondent 

teams’ size is shown in Figure 4.3. 

 

Figure 4.3: Team Size across Responding Teams 

4.3.2.2 Gender diversity 

Overall, 65% of those who responded to the survey were female (n=474). Figure 4.5 shows the percentage 

of women in CMHTs on the basis of those who responded. Across the 70 CMHTs, no team was comprised 

of a single gender. In order to obtain a measure of gender diversity within the team, the standard deviation of 

the sample was calculated. This provided a measure of the diversity of genders within the teams. In the 

Figure 4.4, low diversity implies that relative to other teams, these teams are predominantly made up of a 

single gender and high diversity implies that there are relatively even numbers of male and female team 

members (lowest diversity = 1 male, 10 female; highest diversity = 4 male, 4 female. Thus as can be seen 

from the table below, the majority of teams (66%) have a relatively even balance between males and 

                                                      

6 A single team reported as having been in existence for between 26 and 30 years. Given that CMHTs were 

introduced nationally in 1984, it is likely that they simply slightly overestimated the length of time the team 

had been in existence. Nonetheless, the graph above represents what the teams reported. 
7 According to HSE figures, three teams have more than 25 WTEs. This is far greater than the average team 

(13.63) and far greater than the literature would suggest could function as a coherent team. Nonetheless, the 

graph represents the data obtained. In each of these teams, the bulk of the WTEs consist of nursing staff, 

16, 18.9 and 28.2 WTEs respectively. 
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females. It is also evident that while 23% of teams consist of more than 75% females, only 4% of teams are 

comprised of more than 75% males. However, it must be remembered that this is based solely on 

respondents to the questionnaire. Though there is no reason to believe that this provides a biased 

representation of the genders, this possibility cannot be ruled out. 

 

Figure 4.4: Relative Gender Diversity in Teams 

 

Figure 4.5: Percentage of female team members in teams 

4.3.2.3 Team member age 

The mean age range was 36–45. The age distribution shows that the vast majority of CMHT members are 

between the ages of 26 and 55, with only 13% falling outside this range. 
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Figure 4.6: Age of Responding Team members 

Again, in order to obtain a measure of the diversity of ages within the team, the standard deviation was 

calculated, using the mid–point of each age category as the relevant anchor. This provided a measure of the 

diversity of ages within the teams. In Figure 4.7, low diversity implies that relative to other teams, these 

teams are predominantly made up of members of a similar age and high diversity implies that the 

membership is made up of a wide range of ages (highest diversity = 2 are aged 18–25, 4 are aged 26–35, 2 

are aged 36–45, one is aged 46–55 and 4 are aged 56–65; lowest diversity = 5 are aged 36–45, 1 is aged 

26–35). Thus as can be seen from the table below, the majority of teams have a level of diversity that would 

be between these two extremes. 

 

Figure 4.7: Relative Age Diversity in Teams 
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4.3.2.4 Tenure of team members 

 All team members indicated how long they had been in the CMHT. The mean tenure range across teams 

was 3–5 years. Perhaps worrying is the relatively high number of respondents that have been in situ for less 

than two years (41%). 

 

Figure 4.8: Tenure of responding teams 

In order to obtain a measure of the diversity of tenure within the team, the standard deviation was calculated, 

using the mid–point of each tenure category as the relevant variable. In the chart below, low diversity implies 

that relative to other teams, these teams are predominantly made up team members with similar length of 

tenure and high diversity implies that there is wide variation in the tenure of the team–members. 

 

Figure 4.9: Relative tenure diversity in teams 
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4.3.2.5 Team age 

CMHTs were formally introduced on a national basis in 1984, to provide integrated care in the community for 

mentally ill people. In this sample, the length of time the teams were reported as existing varied from less 

than one year to 26–30 years 8. The mean age of teams was 6–10 years. 

 

Figure 4.10: Distribution of team ages 

4.3.2.6 Team composition by discipline 

Figure 4.11 gives the breakdown of the team membership by professional group (n = 731). 

 

Figure 4.11: Percentage distribution by Professional Group 

                                                      

8 A single team reported as having been in existence for between 26 and 30 years. Given that CMHTs were 

introduced nationally in 1984, it is likely that they simply slightly overestimated the length of time the team 

had been in existence. Nonetheless, the graph above represents what the teams reported. 
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As expected, the largest occupational group was nursing, making up 49% of the respondent group. The next 

largest group was ‘other doctors’9 (11%), psychiatry (9%). Psychology (9%), social work (8%) and 

occupational therapy (7%) were broadly similarly represented. Finally, addiction therapy (4%) and other roles 

(4%) had the lowest representation. According to national HSE data (HSE, 2008) medical and nursing 

professions account for 79% of the WTE staff employed, while other health professions, including 

psychology, social work, occupational therapy and addiction therapy account for 19.46%. Finally, other roles 

account for 1.54% of those employed. As such, the breakdown is slightly different, with medical professions 

being slightly under–represented and the other health professions and other roles being slightly over–

represented. However, this is likely due to the methodology, where each staff member was treated equally 

as one response, regardless of his or her WTE status. As would be expected, more part–time employment 

was evident amongst the other health professions and other roles than in the medical and nursing 

professions. The sample was also broken down by respondent group and gender, and the relevant figures 

are provided in Table 4.14. 

Table 4.14: Community mental health team occupational groups by gender 

Gender 

Male Female Discipline 

% n % n 

Psychiatry 56.7 38 43.3 29 

Other doctors 69.2 54 30.8 24 

Psychology 30.8 20 69.2 45 

Nursing 29.5 105 70.5 251 

Social work 29.3 17 70.7 41 

Occupational therapy 10.6 5 89.4 42 

Addiction therapy 38.5 10 61.5 16 

Other roles 24.1 7 75.9 22 

The proportion of females in the ‘other doctor’ category is disproportionately much less than that in 

psychiatry positions. The overall medical male/female ratio is 1: 1.736 whereas the ‘other doctor’ ratio is 1: 

2.25 showing a strong male presence. All of the other roles were female–dominated, ranging from 61.5% in 

addiction therapy to 89.4% in occupational therapy. 

4.3.2.7 Nationality of team members 

Eighty–five percent of the respondent population were Irish, with the remaining 15% hailing from Britain, 

Other Western European countries, Eastern Europe, Africa, America/Australia and Asia. In this question, the 

respondents were asked to state their nationality. Thus these figures represent national origin, and cannot be 

interpreted as representing where the team members received their education and clinical training. 

                                                      

9 ‘other doctors’ category comprises special registrars, registrars, senior house officers and GP trainees. 
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Figure 4.12: Irish and non – Irish team members 

 

Figure 4.13: Nationalities of Non–Irish Team Members 

Within teams, the diversity of different nationalities varied considerably. One team contained only Irish 

members [WCC], whereas the team that demonstrated most variation comprised four Irish members, two 

Africans and one Eastern European [EDNWB] 
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4.3.2.8 Level of multidisciplinarity 

As described earlier, the population of CMHTs was categorised according to their level of multidisciplinarity, 

in other words, the extent to which they possessed the key disciplines associated with a CMHT. As is evident 

from Figure 4.14, only 20% of teams are considered to have the full complement of disciplines (A1 teams); 

that is, however, not to suggest that they have sufficient numbers of staff to deal with the caseload, but 

merely that at least one member is present from each of the key disciplines of psychiatry, nursing, 

psychology, occupational therapy and social work. Proceeding down through the categories, team members 

from less of the key disciplines are present, or may become part–time rather than full–time. To assist in 

interpreting Figure 4.14, a brief recap of the multidisciplinarity categories is provided in Table 4.15 (see Table 

5.1 for a more comprehensive description). 

Table 4.15: Recap of multidisciplinary team categories 

Category Associated minimum team–member disciplines. 

A1 
Consultant psychiatrist, with a dedicated nursing complement and a full–time 
clinical psychologist, social worker and occupational therapist 

A2 
Consultant psychiatrist with a dedicated nursing complement, a full time 
clinical psychologist and either a full–time social worker or occupational 
therapist.  

B1 
Consultant psychiatrist with a dedicated nursing complement, with at least a 
part–time (minimum 0.5 WTEs) clinical psychologist, and two (part–time) of 
social worker, occupational therapist and addiction therapist 

B2 
Consultant psychiatrist with a dedicated nursing complement, with at least a 
part–time (minimum 0.3 WTEs) clinical psychologist and one (part–time) of 
social worker, occupational therapist or addiction therapist 

C Other–less well staffed than those above 
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Figure 4.14: Multidisciplinarity in teams (n = 70)
10
 

The level of multidisciplinarity in teams varies significantly across the regions. See Figure 4.15 for 

comparative pie charts. 

  

                                                      

10 The numbers provided here are slightly different to those found in the profiling document. This is due to 

the non–response of certain teams as well as the splitting of B1V teams into two teams for analysis 

purposes, where possible. 
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Figure 4.15: Multidisciplinarity in regions 

4.3.2.9 Level of involvement of the different disciplines in service user care 

Team members were asked to rate the level of involvement that they had in service users care, specifically in 

relation to their assessment, treatment and discharge planning. They were asked to report if they had no 

involvement with any category of service user, involvement with some categories of service user or 

involvement with all categories of service user. Table 4.16 reports the results. Team members were also 

asked about their level of influence over the referral of the service users. These results are reported in Table 

4.16. 

Table 4.16: Involvement of disciplines with different aspects of service user care 

 Assessment (%) Treatment (%) Discharge planning (%) 

Involvement for 
categories of service 
users 

None Some All No Some All No Some All 

Discipline          

Psychiatry (n=67) 0 13.4 86.6 0 11.9 88.1 0 7.5 92.5 

Other doctors (n=79) 2.5 26.6 70.9 1.3 31.6 67.1 5.1 30.8 64.1 

Psychology (n=65) 3.1 84.6 12.3 0 87.7 12.3 9.4 81.2 9.4 

Nursing (n=343) 11.4 49.1 39.5 8.2 52 39.8 12.8 47.8 39.5 

Social work (n=57) 17.5 64.9 17.5 3.6 78.6 17.9 8.8 71.9 19.3 

Occupational therapy 
(n=49) 

12.5 77.1 10.4 0 83.3 16.7 4.2 85.4 10.4 

Addiction therapy 
(n=24) 

0 91.7 8.3 0 76.9 23.1 4 76 20 

Other (n=27) 55.6 25.9 18.5 51.9 33.3 14.8 48.1 37 14.8 

          

Team Total 10.4 39.2 50.4 6.3 39.9 53.8 10.5 39.2 50.4 
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Table 4.17: Level of influence of disciplines on referral of SUs 

 Influence Referral (%) 

Amount of influence 
over referral 

None/very little Moderate Significant Very Significant 

Discipline     

Psychiatry (n=67) 1.5 1.5 29.9 67.2 

Other doctors (n=79) 10.2 30.4 50.6 8.9 

Psychology (n=63) 20.6 41.3 31.7 6.3 

Nursing (n=355) 14.7 37 35.3 13 

Social work (n=57) 28.1 26.3 38.6 7 

Occupational therapy 
(n=49) 

23 47.9 27.1 2.1 

Addiction therapy 
(n=24) 

16.7 62.5 12.5 8.3 

Other (28) 39.3 32.1 21.4 7.1 

     

Total 16.1 33.8 34.8 15.3 

What is interesting in examining these results is that it is apparent that there are variable levels of 

involvement with the service user across disciplines. Specifically, the medically oriented disciplines appear to 

have far greater involvement and influence that the other roles, arguably pointing toward the medicalisation 

of treatment, even within a multidisciplinary team. Unsurprisingly, psychiatrists report the highest level of 

involvement with all categories of service users in relation to assessment (86.6%), treatment (88.1%) and 

discharge planning (92.5%) and also report significant influence on referral (97.1%). ‘Other doctors’ report 

the second highest level of involvement with all categories of service user in relation to assessment (70.9%), 

treatment (67.1%) and discharge planning (64.1%) and also report a significant influence on referral (59.5%). 

Nurses report the third highest level of assessment with all categories of service users in relation to 

assessment (39.5%), treatment (39.8%) and discharge planning (39.5%) and also report a significant 

influence on referral (48.3%). 

The other roles appear to have far less involvement and influence than the nurses and doctors. Specifically, 

social workers lie in 4th position for assessment (17.5%) and influence on referral (45.6%), and 5th position 

for treatment (17.9%) and discharge planning (19.3%). Psychologists lie in 5th position for involvement in 

assessment (12.3%) and influence on referral (38%) and in 7th position for treatment (12.3%) and discharge 

planning (9.4%). Occupational therapists lie in 6th position for involvement with assessment (10.43%) and 

influence on referral and in 5th position for treatment (16.7%) and discharge planning (10.4%). Finally, 

addiction therapists lie in 7th position for involvement with assessment (8.3%) and referral influence (20.8%), 

and in 4th position for treatment (23.1%) and discharge planning (20%). 

Upon statistical testing, it is clear that the level of involvement with service user care and the level of 

influence over referral are significantly related to whether or not the team member is in a medical role (Table 

4.18). 
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Table 4.18: Non–parametric independent samples test to show impact of role being medical
11
 or 

otherwise on involvement and influence over service user care 

 
Influence over 
referral 

Involvement in 
assessment process 

Involvement in 
treatment process 

Involvement in 
discharge plan 

Mann–Whitney U 39382.500 33701.500 36201.000 34925.000 

Z –6.356 –8.888 –8.023 –8.141 

Asymp. Sig. (2–tailed) .000 .000 .000 .000 

a. Grouping Variable: Disciplines grouped according to whether medical or not 

4.3.2.10 Deprivation of teams’ populations 

As it is widely recognised that areas of social deprivation have the highest rates of psychiatric disorders and 

thus the greatest need for services (Glover et al., 1998; Thornicroft, 1991), a relative deprivation index was 

calculated to roughly gauge the likely workload of teams, a deprivation index was calculated, based on the 

SAHRU index (Kelly and Teljeur, 2007).. For the county in which each team was based, the proportion of the 

population that would be considered seriously deprived (scored as 9 or 10 in the original SAHRU index) was 

calculated. In order to calculate a measure of low, medium and high relative deprivation, the range of 

deprivation scores was divided into three equal categories. Those teams situated within the bottom third of 

the range were least highly deprived and those within the top third of the range were the most highly 

deprived. From Figure 4.16, it is evident that 30% of the teams nationally are operating in areas of low 

relative deprivation, 28% of teams are operating in areas of relatively high deprivation and the remaining 

42% of teams are operating in areas with a medium level of relative deprivation. However, examining this by 

HSE region, it appears that in Dublin ML 53% (n=8) of teams operate in areas of high relative deprivation, in 

contrast to Dublin NE, where 55% of teams operate in areas of low relative deprivation. 

                                                      

11 Medically oriented disciplines refers to consultant psychiatrists, other doctors and nurses. 
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Figure 4.16: Relative Deprivation of Populations across HSE 

 
 

 

  

Figure 4.17: Relative Deprivation in 4 Regions 
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4.3.2.11 Use of Integrated Clinical Notes 

It became evident throughout the data analysis that a team’s use of Integrated Clinical Notes (ICNs) was 

significantly related to its level of effectiveness. Thus, this has been included as a contextual variable of 

interest. On a national level, over two thirds of team members per team from 80% of teams reported that 

they used ICNs. However, there was again significant variation in this across HSE regions, with Dublin ML 

standing out as using ICNs less than other regions. In this region, 18% of teams (n=3) reported that less than 

one third of team members used ICNs and in one particular team, no–one used ICNs, a worrying finding in a 

time when integrated multidisciplinarity of care is being emphasised. 

 

Figure 4.18: Percentage of Team members reporting use of integrated clinical notes 
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Figure 4.19: Percentage of team members reporting use of integrated clinical notes – 4 Regions 

4.3.2.12 Use of Performance Indicators 

Again, it became evident throughout the data analysis that a team’s use of performance indicators (PIs) was 

significantly related to its level of effectiveness. Thus, this has been included as another contextual variable 

of interest. On a national level, the findings here are very worrying, with only one team reporting that at least 

two thirds of its members were using PIs to guide their work. In fact, in 77% (n=54) of teams, less than one 

third of team members were using PIs, and of these 54 teams, 16 of them reported that no one on the team 

used PIs to guide their work. Again, there is some regional variation, but not as stark as in other variables. 

 

Figure 4.20: Percentage of Team members reporting use of performance indicators 
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Figure 4.21: Percentage of Team members reporting use of performance indicators – 4 Regions 

Team members were asked, in an open format, to list the performance indicators that were used in their 

team. Responses from a 50% sample of all team members were recorded and analysed. As is evident from 

the foregoing findings, most teams do not have performance indicators to guide their work and assess its 

performance, so it is unsurprising that response levels to this question were very low. The responses that 

were received were thematically categorised and five categories emerged along with an ‘other’ category. 

Those five categories were as follows: rates of admission/readmission (to team care), suicide rates, referral 

of service users to inpatient psychiatric unit, rates of discharge (from team care) and service user wellbeing. 

The pattern of responses is evident in Table 4.19. Most people who mentioned performance indicators 

mentioned more than one, so a total number of people reporting PI use cannot be extrapolated from this 

table. 

Table 4.19: Specific performance indicators mentioned 

 Percentage (frequency) 

Admission/readmission to team 10.6 (37) 

Referral to inpatient unit 2.6 (9) 

SU well–being 2.6 (9) 

Suicide rate 2.3 (8) 

Discharge from team 1.4 (5) 

Other 10 (35) 
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4.3.2.13 Access to specialist services 

Within the Irish Mental Health Service, some Adult CMHTs have access to other specialist teams when 

necessary. This may reduce the workload of the CMHT as well as reducing the variety within the caseload. 

Such specialist services include psychiatry of later life, forensic psychiatry, child and adolescent Mental 

Health Services, rehabilitation teams and liaison psychiatry. Across the HSE, only 11% of teams (n=8) have 

access to the full complement of these services, and 4% of teams (n=3) have no specialist service available 

to them. This generally means that these teams must deal with service users who otherwise would be in the 

care of specialist services. There is again quite stark variation between the regions, where in HSE–West and 

HSE–Dublin NE, 19% and 27% respectively of teams have access to the full complement of specialist 

services, whereas no teams in HSE–South and HSE–Dublin ML have access to the full complement of 

specialist services. 

 

Figure 4.22: Number of Specialist Services available to community mental health teams – HSE 
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Figure 4.23: Number of Specialist Services available – 4 Regions 

4.3.2.14 Frequency of meetings 

All teams reported that they had clinical (operational) meetings at least weekly, if not more often. However, 

the holding of meetings that related to the management (tactical/strategic) of the team was far less frequent. 

As is evident from Figure 4.24, only just over one quarter of teams reported holding non–clinical team 

meetings at least monthly and over 40% of teams reported that non–clinical team meeting were held less 

frequently than once per six months. Over half of that 40% of teams reported that they never had non–

clinical team meetings, or the team consensus was that they did not know if such team meetings were held, 

which would suggest very infrequent if any non–clinical team meetings. 

 

Figure 4.24: Frequency of Management Meetings 

4.3.3 Description of responding Local Health Managers 

In total 23, LHMs responded to the request to provide information about the CMHTs in their local health 

office (LHO) area. The 23 LHMs provided ratings of team effectiveness for 60 of the 70 CMHTs. The largest 
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gap came from one LHM who had six CMHTs in his/her area and did not respond at all. In terms of the LHMs 

who did respond, the following table provides some information about them. 

Table 4.20: Demographic information on Local Health Managers 

  Percentage N 

Male 61 13 
Gender 

Female 39 10 

    

26–35 9 2 

36–45 17 4 

46–55 61 14 
Age 

56–65 13 3 

    

Administration/Management 49 11 

Medicine 4 1 

Nursing 4 1 

Occupational Therapy 4 1 

Employment 
background 

No response 39 9 

Full–time 100 23 
Employment Status 

Part–time 0 0 

    

<1 year 9 2 

1–2 years 17 4 

3–5 years 52 12 

Tenure in current 
position 

>5 years 22 5 

4.3.4 Data analysis 

4.3.4.1 Introduction 

The structure–process–outcome model presented earlier informed the analysis. This entailed predicting 

process variables from structure variables and predicting outcome variables from both process and structure 

variables. In this analysis, three main questions were addressed:  

1. Is there an association between the composition and context of a CMHT and team processes? 

2. Is there an association between the composition, context and processes of a CMHT and the 

effectiveness of that team? 

3. Is there an association between the leadership of a team, team processes and team effectiveness? 

Table 4.21 summarises the variables included. 
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Table 4.21: Variables examined in National Study 

Structure Process Outcome 

Team composition 

Multidisciplinary mix 

Team size 

Gender mix 

Average member age 

Member age mix 

Average tenure in team  

Tenure in team mix 

Nationality mix 

Length of time team has 
existed 

Team context 

Geographical region 

Deprivation index 

Use of integrated case notes 

Use of performance 
indicators 

Access to other specialised 
services 

Secondary data on funding 
and activity (HRB and DoHC)  

Transformational leadership 
ability of team leader  

Team participation 

Support for new ideas 

Shared objectives 

Reflexivity 

Team–member 
interdependence 

Clinical meeting frequency 

Management meeting 
frequency 

Self–reported team 
effectiveness (CMHTEQ) 

Externally–reported team 
effectiveness (LHMQ) 

Self–reported innovativeness 
(CMHTQ) 

4.3.4.1.1 Structure variables 

Information on team members’ ages, gender, ethnicity, discipline, tenure, age of the team, use of integrated 

case notes and use of performance indicators were gathered from individual team members. Information 

was also gathered from other sources on geographical region, multidisciplinary mix, team size and access to 

other specialist services from the National Mental Health Office. Such specialist services include psychiatry 

of later life, forensic psychiatry, child and adolescent Mental Health Services, rehabilitation teams and liaison 

psychiatry. Data on the relative deprivation of the teams’ target populations were calculated using raw data 

provided by the SAHRU at Trinity College Dublin. 

4.3.4.1.2 Process variables 

Individual team members rated team processes on six dimensions: team participation, support for new ideas, 

the degree to which team objectives are shared by team members, reflexive practice within the team, and 

the extent to which team members’ work is interdependent. Information from individual team members about 

frequency of clinical (patient–focused) meetings and team management (performance) meetings was also 

sought. 

4.3.4.1.3 Outcome variables 

These were assessed using data from two sources: the team members’ own perceptions and each team’s 

Local Health Manager. Individual team members completed the 27–item CMHTEQ, which asked individuals 

to rate their team’s performance in relation to specific performance indicators. They were also asked to rate 

their team’s innovativeness in relation to other CMHTs. Local Health Managers were asked to rate the 
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performance of CMHTs within their local health office area, using an adapted version of the CMHTEQ that 

was completed by the team members. This allowed for direct comparison of responses between self–

reported and externally–reported measures of performance/effectiveness. 

4.3.4.2 Data preparation prior to analysis 

Data entry was sampled for quality assurance purposes, and chosen techniques were reviewed with a 

professional research statistician. 

Factor analysis 

In order to better understand the structure of the scales employed in the study, we carried out principal 

components analysis on selected scales. As well as affording us a greater understanding of the components 

of the scale, it also allowed us to examine certain relationships in more depth, when appropriate. The two 

scales subjected to principal components analysis were the CMHTEQ and the TLQ. 

We found that the CMHTEQ items clustered into three factors. Clearly interpretable differences were found in 

terms of content between the factors. Factor 1 refers mainly to service quality. Factor 2 refers mainly to 

clinical performance management and factor 3 could be best described as relating to service management. 

The internal consistency of all factors was high. Cronbach’s alpha coefficients were 0.88 for service quality, 

.91 for clinical performance management and 0.86 for service management. 

The items within the TLQ also clustered into three factors and clearly interpretable differences existed 

between the content of each. Factor 1 refers mainly to the dyadic leader/follower relationship, as in LMX 

theory. Factor 2 refers mainly to the leader’s personal skills and factor 3 could be best described as 

capturing the leader’s influence in developing his/her followers. 

The internal consistency of all factors was high. Cronbach’s alpha coefficients were .98 for dyadic 

leader/follower relationship, .96 for the leader’s personal skills and .96 for the leader’s influence in 

developing the followers. 

Further detail about the exact procedures adopted and the detailed output matrices are available in Appendix 

A5(i) and (ii). 

4.3.4.3 Analysis procedure 

The main method of analysis was stepwise multiple regression. For each dependent variable, possible 

predictors were split into groups according to the type of variable (e.g. team composition, team context etc.), 

and stepwise regression was used to predict those that might ultimately predict the independent variables. 

To reduce the complexity of that data set and to guard against Type 1 errors, second–level analysis was 

focused on, combining predictors across the groups. The second stage of each analysis involved entering all 

those variables identified as potentially significant into a further stepwise analysis, to determine which 

variables had significant effects, independent of other predictors. 

When analyses can be meaningfully carried out at the individual level, this provides for greater variation in 

the outcomes because data have not been aggregated using the mean or median. In the data analyses, 

when it was appropriate to use data aggregated at the team level, this was done; otherwise data were 

analyzed at the group level. When data are analysed at the individual level, the distribution of responses is 

almost always non–normal and therefore non–parametric tests are used. However, when data are 
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aggregated to the team level, data are usually normally distributed and hence parametric tests are used. 

When assessing significance, a Bonferroni correction was applied where appropriate. 

4.3.5 Descriptive findings 

In order to provide an overall sense of how teams were rated by their team members and local health 

managers, the following variables were examined:  

o Effectiveness ratings provided by the team members 

o Effectiveness ratings provided by the LHMs 

o Transformational leadership ability ratings provided by the team members regarding their clinical 

leader (i.e. the consultant psychiatrist) 

o Transformational leadership ability ratings provided by the consultant psychiatrists regarding their 

LHMs 

o The level of involvement that the different disciplines have in relation to the assessment, treatment 

and discharge planning of service users 

In each case, a table is provided that shows the scores across the HSE as a whole accompanied by 

separate tables for each of the four HSE regions.Team effectiveness according to self–reports of team 

members 

Across the HSE as a whole, no teams reported themselves as being “a little” effective or “highly” effective. All 

teams considered themselves to be either “somewhat” (37%) or “quite” (63%) effective. 

 

Figure 4.25: Teams self–reported levels of effectiveness 

There are noticeable differences in self–ratings at a regional level, with the Dublin teams rating themselves 

as significantly more effective that their counterparts in the West and South. This is evidenced in Figure 4.26, 
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with teams HSE–South and HSE–West reporting that 50% and 59% of them respectively were “quite 

effective” in comparison to Dublin Mid–Leinster and Dublin Northeast, where 75% and 72% of the teams 

reported themselves as “quite effective” respectively. 

 

Figure 4.26: Percentage of teams in 4 HSE Regions reporting as ‘quite effective’ and ‘very effective’ 

4.3.5.1 Team effectiveness according to Local Health Managers 

As mentioned previously, reports were received from Local Health Managers on 60 out of the 70 teams. 

Interestingly, in the main, there was a significant discrepancy between teams’ self–reported effectiveness 

and the level of the same teams effectiveness as reported by their Local Health Manager. Indeed there was 

no correlation found between the ratings. For 23 teams the Local Health Manager gave the team a lower 

rating than they gave themselves and for the remainder of the teams (37), the Local Managers provided a 

higher rating than the teams themselves. 
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Figure 4.27: Level of team effectiveness reported by local health managers for entire HSE 

There is again interesting variation between the regions demonstrated in Figure 4.28. For example, the Local 

Health Managers reported that 13% of teams in HSE–West and 7% of teams in HSE–Dublin Mid–Leinster 

are “very effective”, whilst no teams in either HSE–South or Dublin Northeast were reported as such. 

 

Figure 4.28: Effectiveness of community mental health teams as reported by local health managers, 

by region 
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4.3.5.2 Transformational leadership according to team member reports on team leader 

In general, teams’ ratings of the leadership ability of their team leader (i.e. consultant psychiatrist) was quite 

high. No team rated their leader as “low” and 71% of teams rated their leader as “high”. 

 

Figure 4.29: Team reports on level of transformational leadership ability demonstrated by their 

consultant psychiatrist – entire HSE 

At a regional level, team leaders’ leadership ability was rated highest in HSE–Dublin Mid–Leinster, with 81% 

scored as “high” and lowest in HSE–South, with only 62% scored as “high”. 

 

Figure 4.30: Percentage of teams in each HSE region rating their consultant psychiatrist’s level of 

transformational leadership ability 
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4.3.5.3 Transformational leadership of Local Health Managers according to team leaders 

(Consultant Psychiatrists)
12
 

Broadly speaking, consultant psychiatrists in CMHTs do not rate their Local Health Managers leadership 

ability highly. This was evident from informal conversations on the day of the surveying, the eleven case 

studies and from their answers to the survey questions. As is demonstrated in Figure 4.31, only 25% of 

consultant psychiatrists rated their local health manager as possessing a high level of leadership ability. 

More worryingly, however, is the fact that almost one in five consultant psychiatrists rated their Local Helath 

Manager as possessing a low level of leadership ability 

 

Figure 4.31: Number of team leaders across entire HSE rating their Local Health Managers’ level of 

transformational leadership ability 

In common with many of the other variables examined, regional variations are in evidence. Figure 4.32 

demonstrates this with the highest level of leadership ability reported in HSE–Dublin Mid–Leinster and lowest 

levels reported in HSE–West. 

                                                      

12 Low, medium and high categories were based on the responses to the TLQ completed by the consultant 

psychiatrist in relation to their LHM. Low= response=0.5–2.5 out of 7 (strongly disagree or disagree). 

Medium= response=2.51–5.5 out of 7 (slightly disagree, don’t know and slightly agree). High= response 5.51 

7 out of 7 (agree and strongly agree). 
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Figure 4.32: Percentage of team leaders in each HSE region rating their Local Health Managers’ level 

of transformational leadership ability 

4.3.6 The association between the composition of a CMHT and the ratings of its team–working 

processes 

Table 4.22 presents the significant team composition predictors of each team process variable, as identified 

through regression analysis. Not all process variables were predicted by a team composition variable. 

However, levels of team participation and the presence of shared team objectives were significantly greater 

where team members had longer tenure. Support for new ideas was significantly more in evidence in older 

teams. Transformational leadership was reported as significantly stronger in teams where members had 

longer tenure. 

Table 4.22: Significant Compositional Predictors of Team Processes 

Dependent variable Predictor variable β P R2 

Team participation Tenure in team .316 .008 .100 

Support for new ideas Team age .279 .019 .078 

Shared team objectives Tenure in team .360 .002 .117 

Reflexivity None – – – 

Interdependence None – – – 

Clinical meeting frequency None – – – 

Management meeting frequency None – – – 

Leadership Tenure in team .331 .005 .096 

4.3.6.1 Effects of differing levels of multidisciplinarity within teams 

Upon examination of teams according to their level of multidisciplinarity, a number of interesting findings 

emerged. There are significant differences between the scores of members of teams that have different 

levels of multidisciplinarity in relation to team participation, support for new ideas, team objectives, reflexivity, 
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innovation, the ‘service management’ factor of team effectiveness and the ‘personal skills as a leader’ factors 

of transformational leadership (.000<p<.012). 

Specifically, no significant differences exist between teams categorised as A1 and A2, suggesting that they 

are similar. However, a number of significant differences appear between teams categorised as A2 and B1. 

Table 1 reports the statistics. 

Table 4.23: Significant Differences between A2 and B1 Teams 

Scale 
Level of 

multidisciplinarity 
Mann–Whitney 
Statistics 

Effect 
size 

 A2 B1    

 Median Median U Z r 

Participation 4.07 3.8 20386 –3.830 .17 

New ideas 3.73 3.45 19186 –4.572 .21 

Objectives 3.82 3.73 21074 –3.173 .14 

Reflexivity 3.53 3.13 18146 –5.361 .24 

Innovation 3.00 2.20 18300 –4.895 .22 

Service management effectiveness 4.00 3.88 20857 –3.512 .16 

Personal leadership skills 6.00 5.86 17142 –3.268 .15 

Neither were significant differences found between B1, B2, B2 and C teams. This suggests that overall, 

teams with a higher degree of multidisciplinarity (i.e. comprising at least one consultant psychiatrist with a 

dedicated nursing complement, a full time clinical psychologist and either a full–time social worker or 

occupational therapist) report a higher degree of participation, new idea support, team objectives, reflexivity, 

innovation, effectiveness in terms of service management and personal leadership skills of their leader than 

teams with less multidisciplinarity. This also suggests that the lower end of the A2 scale is the critical level in 

terms of multidisciplinarity, as below this point, no more significant differences occur. 

It is important to note however, that though these differences are statistically significant, the effect sizes13 

(Cohen, 1998) are small to medium (ranging from .15 to .24). As an example, consider the effect of 

multidisciplinarity on reflexivity, which is .24. This indicates that in the change in level of multidisciplinarity 

from A2 to B1, one can expect that the level of reported participation will decrease by 5.8% (r2). 

4.3.6.2 Differences across disciplines 

Upon examination of individual’s scores on the basis of their discipline, a number of interesting findings 

emerged. There are significant differences between the scores of team members with different disciplinary 

backgrounds. These differences related to leadership (overall and all factors), team participation, support for 

new ideas, team objectives, reflexivity, interdependence, innovation and team effectiveness (overall and all 

factors) (p<. 000 in all cases). 

Further analysis revealed that there are broadly three disciplinary groupings within CMHTs; these are (1) 

psychiatry, (2) nursing and (3) psychology, social work, occupational therapy and addiction therapy. This 

                                                      

13 Effect size (r) is calculated as z/√N. 
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might suggest the predominance of a medicalised approach, where psychiatry rates team processes and 

effectiveness higher than nurses, who in turn, rate team processes and effectiveness higher than the 

Psychology, Social work, Occupational therapy and Addiction therapy grouping. 

It is also clear that the differences perceived between Psychiatry and Nursing (traditional medical disciplines) 

are smaller than those between Psychiatry and the Psychology, SW, OT, AT grouping. To some extent, it 

appears that nursing may be described as the ‘half–way house’ between these two groupings (see Table 

4.24). 

Table 4.24: Effect size* of significant differences between disciplines 

 Psychiatry Nursing Psychology Social work OT/AT 

Psychiatry – S–M M–L M–L M–L 

Nursing S–M – S–M S–M S–M 

Psychology M–L S–M – None None 

Social work M–L S–M None – None 

OT/AT M–L S–M None None – 

* S–M = small to medium, M–L = medium to large 

4.3.6.3 Status as full–time or part–time employees 

At first glance, it appears that there are significant differences in relation to team participation, support for 

new ideas, shared team objectives, team reflexivity, innovation, team effectiveness overall and each of its 

factors, leadership overall and all of its factors on the basis of whether or not the person reporting is a full–

time or a part–time employee. However, it must also be noted that the majority of part–timers were in the 

psychology, social work, occupational therapy and addiction therapy areas, members of which tended to 

respond differently to the psychiatry and nursing groups. Thus the apparent differences in responses may 

simply be an artefact of disciplinary background. Taking this into account, further analysis revealed that the 

only significant differences related to psychologists. The differences were related to the ‘service quality’ 

factor of team effectiveness, and the ‘personal leadership skills’ factor of transformational leadership. 

Relevant statistics are reported in Table 4.25. 

Table 4.25: The extent to which psychologists perceptions of aspects of team effectiveness are 

affected by whether they are part time or full time employees 

Scale Contracted working week 
Mann–Whitney 
Statistics 

Effect 
size 

Full time Part time    
 

Median Median U z r 

Service quality 3.75 2.94 97.5 –2.84 .35 

Personal leadership skills 5.79 4.46 93.5 –2.74 .34 

In both cases, the effect size is medium (r2 ranged from 11.6–12.3%). One possible reason for these results 

is that psychologists who are part–time do not feel that the service quality that they are in a position to 

provide, as part–timers, is as high as that provided by full–timers. In relation to leadership, being part–timers, 
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they may not be as exposed to the leader as full–timers and thus be more likely to make their judgement on 

his/her personal leadership qualities on the basis of fewer encounters. 

4.3.6.4 Presence of key disciplines within the team 

Tests were carried out to determine if teams are affected by the presence of part–time individuals within the 

key disciplines. Due to significant link between discipline and propensity to be part–time, each discipline is 

examined separately. 

Psychology 

Teams were grouped according to whether they had no, part–time or at least full–time psychological input. 

Significant differences were found in relation to effectiveness relating to service quality (p=0.028), shared 

team objectives (p=0.022), team reflexivity and innovativeness.  

Table 4.26: The extent to which teams’ perceptions of aspects of team processes and effectiveness 

are affected by whether they have a part–time or at least full–time input from a psychologist 

Scale Psychological input 
Mann–Whitney 
Statistics 

Effect size 

 

At least 

Fulltime 

(n=450) 

Part–time 

(n=279) 
   

 Median Median U z R 

Shared team objectives 3.82 3.73 55298 –2.30 .09 

Team reflexivity 3.33 3.20 55210 –2.54 .09 

Innovativeness 2.6 2.20 50824 –3.40 .13 

Service quality 3.88 3.88 56042 –2.20 .08 

When comparing teams that have no psychological input and those who have only part–time psychological 

input, we see that significant differences exist in relation to shared team objectives (p=0.022), overall 

leadership and the factors that relate to the personal skills of the leader and the leaders development of 

followers, with scores all being lower with the presence of psychologists. 

Table 4.27: The extent to which teams’ perceptions of aspects of team processes and effectiveness 

are affected by whether they have no or only part–time input from a psychologist 

Scale Psychological input 
Mann–Whitney 
Statistics 

Effect size 

 
None 
(n=9) 

Part–time 

(n=279) 
   

 Median Median U z R 

Shared team objectives 4.35 3.73 580 –2.30 .14 

Transformational leadership 6.68 5.83 457 –2.61 .15 

Personal leadership skills 6.68 5.86 446 –2.66 .16 

Development of followers 6.60 5.33 419 –2.69 .16 
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When comparing teams that have at least full–time psychological input and no psychological input, we see 

that differences only exist in relation to leadership, specifically in ‘personal skills of the leader’ and ‘leader’s 

development of followers’. However, it ought to be borne in mind that this is likely to be significantly affected 

by the fact that psychologists generally scored the consultant psychiatrist relatively poorly on 

transformational leadership in general. 

Table 4.28: The extent to which teams’ perceptions of aspects of team processes and effectiveness 

are affected by whether they have no or at least full–time input from a psychologist 

Scale Psychological input 
Mann–Whitney 
Statistics 

Effect size 

 

At least 

Fulltime 

(n=450) 

None 

(n=9) 
   

 Median Median U z R 

Transformational leadership 5.90 6.68 827 –2.36 .11 

Personal leadership skills 6.0 6.86 837 –2.33 .11 

Development of followers 5.4 6.60 783 –2.44 .11 

Social work 

No significant differences were evident in our sample. 

Occupational therapy 

No significant differences were evident in our sample. 

4.3.6.5 The association between the context of a community mental health team and the team 

processes that occur 

The table below demonstrates that only one process variable was affected by team context. The presence of 

shared team objectives is associated with greater use of performance indicators. This makes intuitive sense, 

in that if a team is working towards specific indicators, they are likely to regard their objectives as broadly 

similar. 

Table 4.29: Significant Contextual Predictors of Team Processes 

Dependent variable Predictor variable β P R2 

Team participation None – – – 

Support for new ideas None – – – 

Shared team objectives Proportion of team that uses PIs .257 .033 .066 

Reflexivity None – – – 

Interdependence None – – – 

Clinical meeting frequency None – – – 

Management meeting frequency None – – – 

Leadership None – – – 
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4.3.6.6 Status as a Vision team 

A Vision team is a team that is responsible for approximately twice the population of standard teams. As 

such it receives more staff but usually not as many as twice a standard team. There are usually two clinical 

psychiatrists, who each have responsibility for a sub–sector. 

Though teams did differ significantly on the basis of some team–working process variables, it was not 

reported as significantly affecting their levels of effectiveness. Specifically, teams that are Vision teams 

reported significantly lower scores in relation to team participation, support for new ideas, shared team 

objectives, reflexivity and innovation. Relevant statistics are presented in Table 4.30. 

Table 4.30: Significant Differences between Vision Teams and Non–Vision Teams 

Scale Discipline 
Mann–Whitney 
Statistics 

Effect 
size 

 
Vision team members 
(n=145) 

Non Vision team 
members (n=593) 

   

 Median Median U Z r 

Participation 3.71 3.93 33644 –3.99 .15 

New ideas 3.36 3.64 34766 –3.27 .12 

Objectives 3.73 3.82 36691 –2.52 .09 

Reflexivity 3.13 3.33 34276 –3.71 .14 

Innovation 2.00 2.60 36018 –2.3 .08 

4.3.6.7 The association between the composition, context and processes of a community mental 

health team and the innovativeness and effectiveness of that team 

As is presented in Table 4.30 above, three variables predicted, independently of each other, the 

innovativeness of the teams as rated by the team members: percentage of females on team, team 

processes and management meeting frequency. As expected, team processes and management meeting 

frequency positively predicted innovativeness, but somewhat more surprising is the positive relationship 

between the percentage of females on team and innovativeness. 

Table 4.31: Significant Compositional, Contextual and Processual Predictors of Team Innovativeness 

and Effectiveness 

Dependent variable Predictor variable β p ∆R2 
Model 
R2 

% of females on team .118 .012 .067 

Team processes .690 .000 .529 Innovativeness 

Management meeting frequency .189 .015 .030 

.694 

Proportion of team that uses PIs  .185 .047 .094 Self reported 

team effectiveness Team processes .626 .000 .377 
.471 

Occupational Therapy WTEs –.464 .001 .111 Externally reported 
team effectiveness Team size .337 .013 .086 

.279 

Figure 4.33, Figure 4.34 and Figure 4.35 show these predictive relationships graphically. 
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Figure 4.33: Relationship between proportion of females on team and team effectiveness 

 

Figure 4.34: Impact of team processes on team innovativeness 



Community Mental Health Teams: Determinants of Effectiveness 

124 

 

Figure 4.35: Relationship between frequency of team management meetings and team 

innovativeness 

Table 4.31 also shows that self–reported team effectiveness is predicted, independently of other variables, 

by team processes and the proportion of the team that use performance indicators (PIs). In other words, 

those teams that had more highly developed team processes and a greater proportion of team members 

reporting that they used PIs were rated by team members as more effective. Figure 4.36 and Figure 4.37 

show these relationships graphically. 
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Figure 4.36: Relationship between use of performance indicators and self–reported team 

effectiveness 

 

Figure 4.37: Relationship between team processes and self–reported team effectiveness 

Table 4.31 shows that externally reported team effectiveness is predicted by different factors than internally 

reported team effectiveness. According to Local Health Managers, team effectiveness is positively related to 

team size, in that larger teams are more effective and negatively related to the presence of occupational 
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therapists on team. It is certainly possible though that this is a spurious relationship. Figure 4.38 and Figure 

4.39 show these relationships graphically. 

 

Figure 4.38: Relationship between team size and externally–reported team effectiveness 

 

Figure 4.39: Relationship between occupational therapy whole–time equivalents on team– and 

externally reported– team effectiveness 

We further examined the factors that predicted the different aspects of self–reported team effectiveness as 

developed through our factor analysis. 
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Table 4.32: Significant Predictors of the Factors of Team Effectiveness 

Dependent variable Predictor variable β p ∆R2 
Model 
R2   

CMHTEQ: Factor 1 
(Service quality) 

Team processes .614 .000 .340 519 

Distribution of ages within the 
team 

.274 .004 .059 

Proportion of team that uses PIs .350 .000 .195 

CMHTEQ: Factor 2 
(Clinical performance 
management) 

Team processes .464 .000 .205 

459 

Team processes .588 .000 .443 CMHTEQ: Factor 3 
(Service 
management) Leadership .199 .049 .025 

600 

These figures show that different aspects of CMHT effectiveness are related to different predictors. Each of 

the factors of CMHT effectiveness is related positively and significantly to team processes, if to varying 

degrees. Interestingly, clinical performance management is also associated with the distribution of ages 

within the team and the proportion of the team that uses PIs, and service management is positively related to 

transformational leadership. 

4.3.6.8 The association between team leadership, team processes and team effectiveness 

From the initial analysis, it appears that there is a relationship between team leadership, team processes and 

team effectiveness. However, the relationship between team leadership and team performance is almost 

completely mediated by team processes. These results could be interpreted as suggesting that the way in 

which team leadership affects team effectiveness is through the creation and maintenance of specific team 

processes. This is similar to the findings of Shipton et al. (2008), where they discovered that the relationship 

between leadership and care quality was completely mediated by care quality climate, suggesting that the 

way in which team leadership affected care quality was by creating and maintaining a climate of care quality 

within the organisation. Diagrammatically, in relation to this study, complete mediation this may be shown as 

illustrated in Figure 4.40:  

 

Figure 4.40: Complete mediation of the relationship between transformational leadership and team 

effectiveness by team processes 

Here, transformational leadership influences team effectiveness by its effect on team processes. Hence, 

when transformational leadership and team processes are entered into a regression equation together, 

transformational leadership appears to make no unique contribution to team effectiveness. 

To test for mediation, the multiple regression procedure outlined by Baron and Kenny was followed. 

According to Baron and Kenny (1981), the independent variable (i.e. transformational leadership) must be 

significantly related to the dependent variable (i.e. Team effectiveness); further, the independent variable 

must be significantly related to the proposed mediator (i.e. team processes); team processes must be 

significantly related to team effectiveness and finally, for complete mediation, the relationship between 

Transformational 
Leadership 

Team 
Processes 

Team Effectiveness 
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transformational leadership and team effectiveness must disappear when team processes are introduced 

into the regression equation. 

 

Figure 4.41: Relationship between transformational leadership and team effectiveness 

 

Figure 4.42: Relationship between transformational leadership and team processes 

Table 4.33: Results of Regression Analysis with Transformational Leadership predicting Team 

Effectiveness 

 Team Effectiveness B (95% CI) R2 

Team size .131 .031 

Transformational Leadership .488*** .267 

* p<.05. **p<.01, ***p<.001 
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Table 4.34: Results of Regression Analysis with Transformational Leadership predicting Team 

Processes 

 Team Effectiveness B (95% CI) R2 

Team size .064 .013 

Transformational Leadership .572*** .338 

* p<.05. **p<.01, ***p<.001 

 

Table 4.35: Results of Regression Analysis with Transformational Leadership predicting Team 

Effectiveness mediated by Team Processes 

 Team Effectiveness B (95% CI) R2 

Team size .096 .031 

Team Processes .553*** .450 

Transformational Leadership .092 .470 

∆R2 due to transformational 
leadership (mediated model) 

.020 

∆R2 due to transformational 
leadership (unmediated model) 

.236*** 

* p<.05. **p<.01, ***p<.001 

With team effectiveness as the dependent variable, the analysis revealed that although team processes 

remained a significant predictor (p<.000)), leadership did not. The large reductions in both the standardized 

coefficients of the leadership effectiveness variable (.488 to .092) and the changes in R2 (∆R2= 0.020) 

demonstrate almost complete mediation. 
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Chapter 5 Findings from the Focus Group Discussions (Case Study) with 11 

Community Mental Health Teams 

5.1 Introduction 

The Case study CMHTs have data generated from three sources, i.e. the CMHTQ National Survey data for 

the selected teams, the Template Analysis of the Team Focus Group discussions and the Survey of service 

users associated with the teams. The key findings of each method are triangulated in Chapter x. This mixed 

method approach enhances validation to overcome limitations by any single source. 

Based upon a template analysis of the CMHT focus group discussions there is more in depth insight and 

clarification of their own constructs of effectiveness; how they assess their performance and attribute 

contextual influences; how they present their perceptions of multidisciplinarity and their focus on patient 

centeredness. 

5.1.1 Representativeness of case–study sub–sample of CMHTs 

In order to ensure that the teams selected for intensive analysis did not differ significantly from the population 

as a whole, independent sample t–tests were used to test for differences along appropriate dimensions. In all 

cases the group means were similar, with t values ranging from 0.198 to 1.761. Levene’s test for equality of 

variances did not reach significance for any dimension. 

The dimensions measured included:  

o Team characteristics and composition: size, length of time team had been in existence, professional 

mix, gender mix, tenure within team, member age and nationality distribution  

o Team context: Deprivation index for the areas, the use of integrated case notes, use of performance 

indicators and existence of other specialised services within the area.  

o Team–working processes: Team participation, support for new ideas, team objectives, reflexivity, 

team member interdependence, leadership, clinical meeting frequency and management meeting 

frequency. 

o Team effectiveness: self–reported team effectiveness, external judges rating of effectiveness and 

self–reported innovativeness. 

Table 5.1: Characteristics of teams shows the characteristics of the eleven teams. The multidisciplinarity 

categories reflected the national study CMHTs with A2, B1, B2 and C. 
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5.1.2 Response rates and participation 

Table 5.2: Response rates and participation 

5.2 Report from Focus Group Analysis 

The teams’ narratives unfold their perceptions of their performance in context. The final 

template that emerges from the analytic iterations provides a framework in presenting their 

story. To differentiate the intensity and variety of the voices in their responses, the 

variables/properties in each category/sub–category are supported by a code that is indicative 

of the four HSE Regions (W=West, S=South, DML=Dublin Mid–Leinster, DNE=Dublin North 

East) and the number of teams reporting in each Region e.g. Team Measures such as–

Length of Stay: 2DML + W, S, DNE indicates that two teams from Dublin Mid–Leinster 

mentioned this as well as one team from each of HSE–West, HSE–South and HSE–Dublin 

North East. This frequency indicator adds robustness to the qualitative data coded from the 

CMHTs’ transcripts. 

In overview, the teams tell us how they define their effectiveness and the performance 

measures and monitoring arrangements in use. Internal and external influences are 

examined. The former includes team leadership, values, principles, attributes and 

relationships. The latter refer to population, HSE National and Local. This is followed by the 

teams understanding of multidisciplinary working. It includes various indicators, processes 

Profession 

Team 

C
on

su
lta

nt
 p
sy

ch
ia
tr
is
t 

S
pe

ci
al
 r
eg

is
tr
ar
/S
H
O
 

P
sy

ch
ol
o
gi
st
 

S
oc

ia
l w

or
ke

r 

O
cc

up
at
io
na

l t
he

ra
pi
st
 

A
dd

ic
tio

n 
co

u
nc

ill
or
 

A
D
N
 

C
N
M
2 

O
th
er
 n
ur
se

s 

T
ot
al
 

1 1  1 1     3 6 

2 1  1 1  1  1 2 7 

3 1 1  1  1 1 1 2 8 

4 1  1 1  1  1 3 8 

5 1          

6 1  1 1  1  1 2 6 

7 1 1  1  1  2 2 8 

8 1 1 1 1 1   1 2 8 

9 1          

10 1  1 1  1  1 2 6 

11 1 1 1 1 1   1 1 7 



Community Mental Health Teams: Determinants of Effectiveness 

133 

and consequences of multi–disciplinarity. Finally, the perspectives on their ‘patient focus’ 

illustrate the CMHTs level of patient orientation in relation to access, choice, information, 

discussion and engagement. Areas for improvement are indicated where teams identify their 

current weaknesses. 

5.2.1 Defining Effectiveness  

The Case Study Teams do not have mission statements or any formal declaration regarding 

their purpose and performance standards and management. An exception refers to its ‘set of 

principles’. There is also reference to ‘intuitive criteria’ as the norm. 

“The team has drawn up…a statement of 16 or 17 principles. Those are what 

guides the way the team operates and the kind of service that’s there…we have 

our home grown concept…the team has a concept of what its doing” [Team 11] 

Teams define their effectiveness at the level of the patient, family, provider and organisation. 

“…we find it difficult to talk about effectiveness in teams because one of the 

principles I think that make us a good team is the patient is always at the 

centre…we normally don’t discuss how we work because we’re so focused on 

the patient and improving their quality of life...” [Team 4] 

For the patient the references are to ‘responsiveness’ [W, S, DML, DNE], ‘outcomes’ [2W, 

2DML, DNE] and ‘quality of life’ [2W, S, DNE]. Family burden is reported to a limited extent 

[W, DML]. Their provider goals generalise to a recovery ethos. That includes mental health 

maintenance on discharge [S], reduction of symptom severity and relapse rate [2DNE, S, 

DML] and interventions that effect good clinical and social outcomes [2DNE, W, S]. They also 

note service to GPs [W, S, DNE], stress the priority of serious mental illness (SMI) [2DM, 

DNE], and the quality of clinical decisions [W]. One team specifically excludes addiction 

[DML]. There are few references to organisational goals but those that are mentioned include 

holistic service [DNE], service development [W], crisis response [DML], prevention of 

admissions [DML] and compliance with guidelines [S]. Finally, the population focus is on 

individual and community needs [2W, DNE] and minimally on suicide prevention [W]. 

5.2.2 Performance Measures 

Measures are both formal and informal team and discipline–related and include areas 

mentioned for improvement. 

The formal team measures are dominated by admissions, length of stay and waiting lists 

followed by general activity data and the quality framework. The remainder are not well 

represented i.e. readmission, relapse, suicide, discharge and Home Care. In some instances 

inpatient statistics are not regularly used or accessible. In a number of teams the admission 

rate is low [W, DNE, DML] and is seen as a good balance between inpatient and outpatient 

care [S]. While waiting lists are an efficiency measure [2DNE, W, DML], outpatient non–
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attendance is only reported in one case [W]. There is minimal reference to informal [W] and 

indirect measures e.g. GP needs [DNE]. Discipline measures, with particular reference to 

psychology, nursing and occupational therapy [DNE, DML] refer to Allied Health Professions 

(AHP) statistics [2DNE, W, S]. 

“...we keep stats as well like and we c an compare the type of patients we have 

seen , the follow up, where they are , are they gone back to work, which is 

ultimately the goal for every patient who comes to the service, to get back to 

work. We’re able to compare those on a monthly basis” [Team 11]. 

Table 5.3: Formal Team Measures 

Measure Source of Comment 

Acute admission 2W, 2S, 2DML, 2DNE 

Length of stay 2DML, W, S, DNE 

Waiting lists 2DNE, W, DML 

Management activity data 3DML, W 

Day–care activity 2DML, W 

Quality framework DNE, DML 

Re–admission rates W 

Suicide rates S 

Relapse rate DML 

Discharges W 

Home care activity DNE 

Teams in all regions [3W, 2S, DML, DNE] report the absence of performance indicators and 

quality indicators. Most observe that proper measures have not been developed and/or what 

is available is inadequate in mental health care. As a consequence team performance is not 

seriously addressed and there is no concrete team–based evaluation. Performance, Clinical 

and Quality Indicators or Measures are not in evidence although a few teams are regularly 

research active. 

“I suppose we don’t have any PIs. Mental Health does not fit into that category. 

Its like the word effectiveness has thrown us because its not really…its more 

geared towards maybe general medicine….we don’t have self assessment 

tools…we would probably get some kind of feedback from the patients.” [Team 

9]. 

5.2.3 Performance Monitoring 

Monitoring is defined at the level of team, discipline and monitoring external to the team. 
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5.2.3.1 Internal 

For team monitoring, the dominant instruments are patient satisfaction surveys [3W, 2S, 

DNE], risk management processes [DNE, W, DML] and audits [W, DML, DNE]. Items 

indicated by two teams follow these, i.e. research, peer/self–monitoring and client feedback. 

The remainder relate to individual teams. They are, family burden survey, out–of hours team 

activity, CMHN caseload comparison, reflective practice, day hospital data, annual review and 

comments and complaints. 

5.2.3.2 Discipline Monitoring 

The reported discipline monitoring activities are mainly general [3DNE, W, S] and clinical 

supervision [3DML, W] and are indicative of the influence of traditional line management. 

Other monitoring devices are indicated by individual teams, e.g. reflexivity, annual reports, 

AHP meetings, client questionnaires and consultant meetings–monthly and review, and 

competence and professional development standards. 

“We haven’t had a lot of time for that reflection…the structured stuff.” [Team 6] 

“We would discuss the outcomes of our interventions and we would 

communicate very much with the GPs and take information from them about how 

they feel the process is going…the feedback which we give each other and which 

we receive is a key and a core to our sense of effectiveness…user feedback is a 

thing we have looked at….we’re not formalising that at the moment…we’re aware 

of critiques of our effectiveness in the form of complaints or for example the 

media.” [Team 1]. 

Table 5.4: Team Monitoring 

Monitoring Source of Comment 

Patient satisfaction survey 3W, 2S, DNE 

Risk management 2DNE, W, DML 

Audits W, DNE, DML 

Research W, DNE 

Peer/ Self Monitoring DML, DNE 

Client Feedback DML, DNE 

Family burden survey S 

Out of hours team activity S 

CMHN case load comparison S 

Reflective Practice 2W 

Day hospital longitudinal data DML 

Annual informal review DML 

Comments and complaints DNE 
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Table 5.5: Discipline–based Monitoring 

Monitoring Source of Comment 

Supervision 3DNE, S 

Clinical supervision 3DML, W 

Reflexivity DML 

OT informal review S 

Formal SW supervision S 

Annual reports DML 

Consultant CPD standards W 

Consultant review meetings DNE 

Consultant monthly meetings DML 

AHP meetings/housekeeping DML 

Discipline–based client Qs W 

Table 5.6: External Monitoring 

Source of monitoring Source of Comment 

Voluntary Sector W, S, DNE 

GP S, DNE 

Family W 

Service user S 

Academic S 

Media/Complaints S 

External DNE 

5.2.3.3 External 

This is mainly feedback from the voluntary sector [W, S, DNL] and GPs [S, DNE]. Otherwise, 

there are minimal references to family, service user, and academia and media complaints. 

The feedback from the voluntary sectors and GPs is good. The service user feedback is not 

always positive according to one team, but a postgraduate study provides positive feedback 

on another team’s attributes that highlight its empathy and compassion. 

“I don’t think we are getting any feedback about our performance. I mean 5 years 

ago there was a survey done about service users…but we don’t have a 

systematic forum to receive any quantitative feedback” [Team 8] 

5.2.4 Areas for Improvement  

The greatest emphasis for improvement is placed on performance data [3W, DML, DNE], 

feedback/review [2DML, W], service users [2DNE, DML], self–assessment [S, DNE] and 

performance criteria [W, S]. In one area there are no baseline data, formal information 

channels or discussion of admissions. In others there is no assessment of service quality or 
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suicide data. Some teams have no performance criteria to chart progress, undertake an 

annual review, carry out routine service user surveys or evaluations, and which do not 

regularly use rating scales. Teams in one region focus on risk management, as it is not 

formalised with no statistics on critical incidents or formal audit activity. 

Table 5.7: Team Improvements 

Areas for Improvement Source of Comment 

Performance data 3W, DNE, DML 

Performance review/feedback 2DML, W 

Service–users 2DNE, DML 

Self assessment S, DNE 

Performance criteria W, S 

Risk management 3W 

Reflection on team function and time constraints DNE 

Peer review W 

Performance targets DML 

More scientific approach S 

Discuss competencies as team  W 

Active review of risk DML 

Thereafter, there are individual team reflections on monitoring team function, targets, peer 

review, discussion on team skills/competencies and active risk review. In one case, a team 

states that it has no formal patient targets set with management, although statistics are 

available, and it is unaware of the national service plan requirements and expected outcomes. 

A few teams explain that time constraints affect measuring and monitoring and one team 

observes that a more scientific approach is required in monitoring team performance. 

A few teams maintain their own local data, which apparently does not transmit to the 

organisation. CMHT information systems are generally very poor and even where inpatient 

data is available in some cases it is not routinely used to monitor performance. The problem 

is both internal to teams for not developing routine measurement and monitoring, apart from 

what is available from acute care data and some innovative exceptions, and it is primarily 

system issue to progress the use of standardised minimum data sets and a robust information 

system in the service. 

5.2.5 Influences 

There are internal and external influences that affect performance. 

5.2.5.1 Internal 

The dominant service models in use range from ‘traditional/medical [2W, S] to 

‘holistic/social/bio–psychosocial’ [W, S, DNE, DML] with variants such as a ‘slightly 
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paternalistic approach’, ‘medium interdependency’ and ‘holistic except in crises’. There are 

governance issues where teams define their own service boundaries [DML, DNE], clinical 

governance, as such, is not in use and primary accountability is uncertain ([W, S]. The issue 

of risk is referenced in the section on multidisciplinarity (see Chapter 5). 

The main internal influences are leadership, principles and values and, attributes and 

relationships. 

5.2.5.1.1 Team Leadership 

This refers to role, style, attributes and differentiating leader v manager roles. The Consultant 

Psychiatrist is acknowledged to varying degrees as the Clinical Team Leader (CTL) [3DML, 

2W, 2S, DNE]. An alternative arrangement is noted in other jurisdictions. There is fluidity in 

that respect with inferences of emergent–shared leadership in some teams [3DML, DNE], 

with references to ‘agenda jointly determined with multiple inputs’, ‘responsible with CTL’, and 

‘different people take a leadership role’. The locus of control within the team is also asserted 

[DML]. A few teams claim to have a ‘strong’ style, ‘clear direction’ and ‘democratic processes’ 

[W, DML, DNE]. 

Reported attributes are ‘approachable’ and ‘listens’ [2DML, S, DNE], ‘support and engage’ 

and ‘improving team performance [W], ‘clear direction’ and ‘effective delegation’ [DML] and a 

‘high/strong level of autonomy’ [W, DNE, DML]. Two CTLs are reflexive and see room for 

self–improvement. They reflect on learning by experience noting the ad hoc learning and 

skills acquired with the role [S, DNE]. 

There is differentiation between leader and manager roles and functions. The old model 

identifies the Consultant as leader. In some instances there are no designated team 

managers [2DML, S] while in others a nurse is described as the formal or informal manager 

[2W, DNE]. Discipline line management rather than team management appears to be strong 

[2DML, S, DNE] particularly in nursing. 

5.2.5.1.2 Team Principles and Values 

Teams have their own sense of values and attributes. In aggregation they demonstrate a 

systemic sense of what is more/less important in the collective psyches of CMHTs. The most 

frequently cited values are team cooperation [2DNE, W, S], mutual respect [2W, 2DML, S, 

DNE], honesty [2DNE, W, S] aspects of cohesion such as joint activities [2DNE, W, DML], 

being positive [W, S, DML], and equality [W, DML, DNE]. Cooperation in the team provides a 

support network affording contact and information in crises [W]. Cohesion is described as 

being comfortable with each other, having good interpersonal relationships and a positive 

team spirit [3DML] and enabling joint activities [2DNE, W, DML] and collaborative problem 

solving [S]. Equality is expected for everyone [W, DML, DNE] particularly where there is a flat 

hierarchy [W]. Learning, as reflection, is required but difficult [W, DNE] and there is limited 

time and opportunity [2DNE]. 
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5.2.5.1.3 Team Attributes 

 With regard to team attributes, there is a stark contrast between members as 

approachable/accessible [W, S, DML, DNE] and reliable and flexible colleagues [2DNE, W] 

and the indicative vulnerability and isolation of a minority [2S, DNE]. The latter may be 

marginalized. Some experience an initial impenetrability in the team [DNE] and inadequate 

responsiveness from other disciplines [DNE]. In some cases the team is basically composed 

of doctors and nurses. Certain teams describe a strong sense of identity [2DNE, W] with a 

sense of locus of control and role awareness within the team [DNE] although there may be 

issues regarding professional boundaries [DNE]. In contrast, a strong sense of identity can be 

damaged by both functional and geographic divisions, as expressed by one team [W]. There 

are some unique attributes reported, such as humour and a motivational culture [W]. 

Table 5.8: Team Principles and Values 

Principle Specific examples Source of Comment 

Co–operation/support within 
teams 

 2DNE, W, S 

Co–operation/support 
amongst peers 

 3W 

Mutual respect 2W, 2DML, S, DNE 
Respect 

Respect for expertise DML 

Open/honest  2DNE, W, S 

Equality  W, DML, DNE 

Professional conduct  W, DNE 

Individual recognition  DML, DNE 

Communication  2DML 

Team building exercises DNE 

Sharing knowledge and skills S Learning 

Seeking excellence/standards W 

Joint activities 2DNE, W, DML 

Good/comfortable 
interpersonal relationships 

3DML 

Collaborative problem solving S 

Cohesion 

Positive/friendly team W, S, DML 

Paramount W 
Trust 

Professional/staff DML, DNE 

“There’s been a degree of pride in doing things well and you know when I came 

to this area I was aware that this particular team had reputation for trailblazing 

and pioneering. Perhaps due to the people involved, also the distance from the 

inpatient unit meant that they needed to be more self reliant and so forth” [Team 

1] 
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Table 5.9: Team Attributes 

Attribute Source of Comment 

Approachable/Accessible W, S, DML, DNE 

Isolation, vulnerability, being a minority 2S, 2DNE 

Identity 2DNE, W 

Flexible 2DNE, W 

Reliable 2DNE, W 

Progressive W 

Humour W 

Motivational culture W 

Staff continuity DNE 

Effective (despite external failings) DNE 

Innovative DML 

“...flexibility being a real positive , and often it can feel like what policy does is 

limit our ability to be flexible and that’s why its an imposition  because it can 

actually tie our hands and stop us doing what we do well…we’ ve got imposed 

team leader and all those things, were actually very anti–bureaucracy….the 

change management process has brought about a vacuum in leadership and a 

culture of fear in administration and managers which is incredibly not helpful to 

what we do. So in some ways were paddling our own canoe.” [Team 4] 

5.2.5.1.4 Relationships 

5.2.5.1.4.1 Conflict 

Some teams claim that they have no discord or angst [W, S], or simply minor conflict [W, S], 

or potential for conflict from external [2W] and internal causes [2DNE]. Discord may arise from 

petty clashes reflecting angst or assignments. Staff shortages [W, DNE], job stress [2DNE, W, 

S] and senior–junior mix [W] also have potential to cause tension. Very few teams admit to 

conflict. There are those who claim an ‘ability to express differences’ [DNE] in contrast with a 

reference to ‘avoidance’ where members withhold ‘necessary comment’ [DNE]. Those who 

admit to the occurrence of conflict ‘ensure that subsequent isolation is avoided’ or provide 

‘formal support from a contact person in resolving disputes’ [W]. 

5.2.5.1.4.2 Community Interface 

There are few observations regarding the teams’ interface with the local communities. 

Relationships are illustrated with some references to the psychiatrist and community mental 

health nurses’ accessibility for GPs, pharmacists and primary care in general [2W, 2DNE, S]. 

On discharge, there is the management of a smooth transition between acute care and 

community services [S]. Liaison with Gardai and the children’s services is important where 
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tragedy strikes or a prevention strategy is called for and then the CMHT’s base becomes the 

hub for information and action [W]. Networking with the community has both an action and 

informing–influencing role [2W, DNE]. 

5.2.5.1.5 Areas for Reflection and Improvement 

The traditional medical model is still dominant with the Psychiatrist as Clinical Team Leader. 

There is evidence of a growing participative style of leadership and even an emergent shared 

leadership in some new teams. However, an apparent separation of leader–manager roles is 

indicative of a general acceptance that team coordination falls to a nurse manager while line 

management is essentially discipline based. Clinical governance is not in the general 

vernacular. 

The polarised ranking between ‘cooperation/support’, respect etc on the one hand, and 

communication and trust in the teams’ reports is of particular interest. What is remarkable is 

the sense in a few instances of the ‘new’ disciplines being marginalized as a minority by the 

traditional Doctor–Nurse pairing. This may also be attributed to circumstances where those 

disciplines have less than fulltime commitment to the team. 

5.2.5.2 External Influences 

Various levels of external influence affect CMHT’s performance. These arise from the general 

population, the National HSE in respect of its organisation and particular policies and, the 

Regional and local HSE and other services and agencies that impact upon the delivery of the 

Mental Health Service. 

5.2.5.2.1 The population 

The reported influence of the relevant populations, however, is minimal. There are a few 

individual team observations at best. They refer to the growing societal need for Mental 

Health Services, frequently reflected in GP referrals, from asylum seekers, the SMI as target 

population and demographic changes [DNE] that include an increase in social problems 

[DNE] and the consequential high workload in deprived areas [DML]. There are consequential 

pressures on resources. There is disappointment regarding poor public interest in the Mental 

Health Service other than to perpetuate the stigma of mental illness. 

5.2.5.2.2 HSE National 

The CMHTs’ perceptions, relate to the HSE’s image, leadership, resources, focus and 

information issues. 

The former Health Boards efforts to achieve but lacking funds, is contrasted with a HSE 

possessing funds but having apparent difficulty in getting things done [S]. Its structure is 

described as a “labyrinth” [S], lacking transparency [DNE] and as a static [DML], distant [S] 

organisation that offers little support and has resulted in disillusionment [W]. The main 
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perceived focus is budgetary [DNE] and acute service needs [W]. Change and transformation 

has resulted in absent leadership and negative associations with management/administration 

[2W]. National leadership is reactive to bad news only [DML] and decision–making is 

decentralised and exclusive [DML, DNE]. 

“After a long time in the HSE, you get a bit disheartened” [Team 4] 

”I am guided more by my team than I am about external influences” [Team 4] 

Mental health service leadership is seen as doubtful [DNE]; there is no apparent champion or 

central mental health service influence so self–reliance is key [DML]. Apart from the mental 

health service being under–resourced [S], there are team reports of inflexibility [W], lack of 

transparency in allocation [DNE] and waste at higher levels [S]. There are related information 

gaps on the funding situation [DML, DNE] and communication of concerns and solutions not 

acted on by management [S]. 

The consequences of the cutbacks are considerable. They relate mainly to the effect of staff 

shortages on the service. This is detrimental [2DNE, S, DML] and shifts professional demand 

for services [DML] as a result of non–replacement of staff [2DML, W] and a reduction in 

travel–mileage in large geographic areas [W, DML]. The Service Planning process is 

described as meaningless and there are concerns about the lack of local input and 

involvement [2DNE, DML]. 

“It’s a disaster with the waiting lists because we’ve a recruitment ban now. We’ve 

lost a basic grade from the psychology department and if someone leaves again 

the position can’t be filled and so the pressure is building and from a team 

working point of view it’s very difficult when someone wants to refer to the 

psychology waiting list and you have to say well they might be waiting   a year 

and obviously from a service provision point of view that isn’t ideal. So then we 

have another system where we prioritise people if they need to be seen soon but 

it’s a difficult toss–up when you’re deciding to prioritise somebody over 

somebody else when everyone seems to be suffering to a high degree” [Team 5] 

“In reality it seems we’re actually going backwards in what we are achieving or 

trying to achieve. It’s all about developing our community services but in reality 

what we find is that our community services are being cutback.”…“I saw a patient 

today and I know she’s going to end up as an inpatient unless I can get her to the 

day hospital but I have to get down to the administrator to try and sanction 

transport for a couple of weeks for this lady and its only across the city but its that 

kind of frustration with everything pared so thin” [Team 8] 



Community Mental Health Teams: Determinants of Effectiveness 

143 

Table 5.10: Perceptions of HSE National 

Perceptions Specific issues 
Source of 
Comment 

Image  2S, 2W, DML, DNE 

Impact of resource issues 2S, W, DNE 

Staff travel DML, DNE 

Information gaps S, DML, DNE 
Resources 

Service planning concerns 2DNE, DML 

Mental Health Service 3W, 2DML, DNE 

Exclusionary decision making DML, DNE Leadership 

Reactive DML 

Budget DNE 

Change and transformation 2W Focus 

Acute beds W 

5.3 HSE Policies 

Teams recognise the potential benefits of current policy but have concerns about issues 

about implementation e.g. the Mental Health Act, Vision for Change and Primary Care 

Teams. There are some general negative attitudes indicated such as disengagement with the 

new policies [W] as they are not supported financially [W, DNE] or by staff [W]. 

Implementation is unlikely as there is a ‘lack of belief’ and they are ‘not considered too 

seriously’ [2W]. Flexibility is believed to be limited by policy impositions [W]. 

5.3.1 Mental Health Act 

There are some positive and negative observations regarding the Mental Health Tribunals. 

While it has improved the ‘rights’ situation [2DML], ‘the process is too expensive’ [DML]. It is 

described as ‘time and resource dependent’, ‘overly bureaucratic and has not altered the 

patient experience much’ [S] and it emphasises ‘compliance rather concordance’ in case 

management [DML, DNE].  

5.3.2 Vision for Change 

Observations on ‘A Vision for Change’ are positive, conditional and cynical. They range from, 

‘a positive document’ [DNE], an excellent/admirable concept’ with the ‘emphasis on patient 

focus’ [W, DNE]. To others, it is ‘aspirational’ [S], ‘a philosophy versus reality’ [W] and 

‘becoming apparitional’ [DNE] and ‘no goals specifically assessed with the Vision document’ 

[DML]. These reflect the perceived commitment to the policy and its change management. It 

is ‘not resourced’ [W, S, DML, DNE] and ‘only cost–free aspects are followed through’ [S]. ‘A 

weakened version is being put forward’ [DNE], ‘the biopsychosocial approach is accidental’ 

[DNE], and, ‘difficult to achieve with cutbacks – instead it is going backwards’ [W]. The drive 

for implementation is problematic. It is suggested that the policy is ‘overshadowed by 
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transformation’ [W]. In one team’s view it is driven ‘through a bottom–up process’ [S] with 

strong local interest, a structure to deliver it but there is uncertainty [S]. In others ‘it is not 

strong on the team’s agenda’ [DML], there is ‘no strength behind the drive [DML], and ‘a 

traditional mindset is inhibiting it’ [DNE]. There is a strong view that the policy is not impacting 

the service or clients [2DML, 2DNE, W, S]. For example, ‘it has doubtful impact on clinical 

practice’ [S]; it is ‘going backwards’ and ‘draining resources’ [DML] with ‘no goals or actions 

resulting’ [DML]. 

“We proceeded in 1984 by Planning for the Future which of course never saw the 

light of day and any biopsychosocial approach to mental health issues happened 

accidentally, it wasn’t through a policy. A Vision for Change is becoming more 

and more already like an apparition for change or possibly hallucination for 

change because it came along at a time when you know that all the resources 

are on hold…it’s a great ideal but it’s not going to be resourced…every time we 

go to a management meeting you know you come out feeling more deflated as 

regards Vision for Change...we get told the latest version, diluted version, is now 

available to be downloaded” [Team 2] 

5.3.2.1 Primary Care Teams (PCTs) 

Again, most observations tend to be negative views of the mental health service and the 

implementation of the PCT model which is described as an incomplete strategy [DNE], 

‘inadequately researched’, an ‘ambiguous goal of primary care’ and is causing apprehension 

[DNE]. The specialist nature of the mental health service and the need to maintain specialist 

services for SMI is asserted [DNE]. The alternative, as a perceived consequence, is de–

specialisation [S]. This is damaging to the notion of specialist care with assimilation into 

community care by generalising psychiatry [W]. Although there is current mental health 

service interaction with primary care and the service is defining the parameters of care, there 

are strong concerns about the consequences of the PCTs strategy [3W, 3DML, 3DNE, S]. It is 

seen as hostile to the mental health service, signifying its demise [W], loss of identity and 

inhibiting ability to deal with external stakeholders [W, S, DML, DNE]. At present there is no 

effect on direct referrals from primary care [2DNE, W]. One team feels that it has little or no 

impact at present although it suggests that ‘patients suffer with primary care’. In contrast, one 

team is redefining its Sector boundaries with reference to PCTs [W]. 

5.3.2.1.1 HSE – PCCC 

The CMHTs are disappointed at a lack of mental health service leadership. This is the 

organisational domain that manages the National mental health /management [3W, 2DML, 

DNE]. There is poor contact and involvement [2DNE, W, S], accountability [2W], 

communication [DNE] and a limited understanding of team functions [W] and an inability to 

provide solutions [W]. The style is seen as reactionary [W, DNE] and prescriptive [S]. 
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“…since the demise of that structure (Health Board) and our amalgamation into 

PCCC there isn’t in my opinion clinical directorship for Mental Health 

Services…At least in the old Health Board system you had a designated 

programme manager who had some sense of responsibility and who had a fairly 

good knowledge of the organisation” [Team 7] 

“I used to say that in the old X Health Board the structures were much clearer 

and we had no money, and the for a time with the evolution of the HSE, the 

structures became chaotic but we had a bit of money, but now we have 

everything chaotic and we have no money (laughs). That’s a kind of extreme 

view, but!” [Team 3] 

5.3.2.1.2 HSE – Local 

This relates to the Admin/Management of the mental health service catchment Area. Overall, 

problems communicated by CMHTs to the HSE are ignored. Some teams recall the 

importance previously attached to Health Board Management although two teams report a 

positive relationship with their local mental health service manager [W, S]. 

Contact with the local health manager (LHM) only occurs in crises [2DNE, W] so that there is 

little or no knowledge of the managers’ names until an incident occurs [W, DNE]. LHM 

involvement is regarded as poor, with no contact and no reports sent [2DNE]. It is described 

as ‘non–responsive and ineffective’ [W], ‘disconnected’ [DNE], ‘no felt presence’, ‘absent’, ‘no 

consultation on decisions that impact on the service’ [DNE], ‘no tangible benefits’ [W] and,  

‘only interested in deadlines [S]. 

There is a view that representation can only be effected through the professional bodies as 

local requests and concerns are unheard including consultants’ reviews of resources issues 

[2DNE]. There are reports of no team headquarters or community mental health centres [S], 

poor and inadequate community facilities and provision [W, S]. 

5.3.2.1.3 Areas for Reflection and Improvement 

A few teams reflect openly on their interaction with the local population. This is attributable to 

their disciplines involvement with and responsiveness regarding the health and well being of 

the local community, particularly on suicide and youth issues. Communities however, apart 

from public and voluntary services, are not always supportive. 

The HSE, characterised as distant, centralist, lacking transparency and preoccupied with 

budgets or acute care, appears to resonate throughout the system and shadows national, 

regional and local leadership. Advocacy has moved to the professional bodies and local 

service managers are generally not empowered. 
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5.3.2.1.4 Other HSE, GP and Statutory and Voluntary Services 

The availability of other mental health specialties such as Old Age, Child and Adolescent and 

Rehabilitation Psychiatry, and community services impact on the caseload and team burden. 

Where an old age psychiatry service exists there are clear boundaries [DNE]. Where there is 

no service and a large number of older person referrals, there is not much to offer [S]. In Child 

And Adolescent Psychiatry one team reports a good relationship with community care on 

child care [W]. Another describes a service that is lacking in appropriate training and also at 

variance with policy [DNE] and a management unaware of demands and training 

requirements [DNE]. With Rehabilitation Psychiatry a problem of service duplication involving 

the rehabilitation service and the community mental health team can create conflict [DNE]. 

The role of GPs is described as ‘frontline in the service’ and ‘involved in complex cases’, 

particularly with young clients [W]. The MH Centre is used as the hub for Child and 

Adolescents’ issues [W]. GPs are depicted as having variable inputs to the mental health 

service. Some are communicative, responsive and liaise well with the mental health service. 

Others are uncommunicative and have a negative impact on the service or need to change 

their expectations [W, S]. With regard to GP referrals, triage results in returns to GPs of 30 to 

70% of patients [DML, DNE]. One team reports a lack of collective understanding of criteria, 

although triage is carried out according to guidelines. 

Housing authorities are very supportive in integrating clients in the community [W, DNE]. FAS 

had been good until stricter criteria affected clients. Garda liaison and prevention is key in 

Children Services [W]. The role of voluntary agencies is described as providing advocacy and 

critical feedback [W]. They generally comprise provide carer groups and support groups. 

Some are stronger on idealism than realism [W]. Some influence supply of facilities and 

services (Simon and FAS) but cutbacks reduces their services and affect waiting lists. 

Relationships are good with housing agencies [W, DML] but St. Vincent de Paul is more 

flexible and user–friendly than State Agencies such as FAS [W]. 

5.3.2.1.5 Areas for Reflection and Improvement 

Comparative performance is affected by many contextual variables and influences such as 

the availability of a coordinated and synchronised development of complementary and 

supportive services and agencies. Typically, the absence of adequate age – related services 

and certain medical referral practices inhibit the advancement of Adult Community Mental 

Health Services. Recovery requires a flexible response from non–health agencies. 

Policy development and implementation are giving rise to cynicism. This is reflected in 

concerns about bureaucracy and the cost effectiveness of the new mental health legislation 

and policy. Many fear that the PCTs will undermine the Specialist Services especially as 

neither are adequately resourced and implemented. There are strong overtones of HSE 

preoccupation with cutbacks, transformation and the consequences for clinical practice that 

disengages staff from fully embracing change. 
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5.4 Multi–disciplinary working 

Multidisciplinarity is defined and explained with reference to current team composition and 

category. Reported characteristics relate to the model evolving or in use. The goal is to adopt 

a new perspective that is holistic with a variety of interdisciplinary skills to address the 

complexity and consequences of illnesses presenting. 

“I think that the multidisciplinary team, when you’ve got the different disciplines, 

when you achieve a goal that’s superordinate to what you could achieve on your 

own....you get the different perspectives. It’s not just additive, it’s synergistic and 

I think it makes a huge difference” [Team 10] 

The Team Profiling Section sets out the national position regarding team composition and 

availability. This is not generally evident in the focus group discussions. Compositional 

difference is illustrated as follows: a B2 team reports having a social worker two days per 

week, an occupational with the team 2–3 days per week. Another team talks about AHP 

‘drop–in/drop out’. In contrast an A2 team has had fulltime AHP staff for the past 4 years and 

is more selective about referrals. 

There are no indicators of need for disciplinary mix provided by team members. One team 

relates to the ‘multifunctional nurses’ as an indicator of insufficient alternative therapies. 

Another states that it determines its own ‘discipline sufficiency according to patient type and 

what we can offer’. 

5.4.1 Characteristics of Multidisciplinary Working 

The intended effect of multidisciplinarity is to reorient the model of care to achieve higher 

levels of effectiveness from a service user perspective. This is seen as a gradual de–

medicalisation of the service with the development of a holistic, enhanced, multi–perspective 

view of patient care, providing different contributions, interdisciplinary influences and the 

benefits of different approaches. However, there are significant constraints. 

Current CMHT models reflect traditional, middle ground and holistic approaches. Some have 

dominant medical models [2W, S] or refer to medium interdependency [DNE], slightly 

paternalistic/not hugely medical [W] or being holistic [DML, DNE]. However, crisis response is 

usually provided by a doctor and nurse [DML, DNE]. Clinical governance is not in common 

usage in the management of multidisciplinary teams [2W]. Governance is reported as ‘self–

management’, where a team’s autonomy defines its boundaries [S, DNE] but primary 

accountability for the patient may be uncertain [DNE]. A number of characteristics emerge 

that clarify the teams’ understanding of multidisciplinarity. They present a new perspective, 

i.e. diversity, holistic care, interdependence and the influence on knowledge, skills and 

practice. 

“I would judge the quality of multidisciplinary working if you’re sick, if you’re 

someone who has greater need and you get intense multidisciplinary care; 
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someone who has got a severe, relatively treatment resistant illness there’ll be 

constant inputs from everybody, and if you were to draw their journey through the 

service what you’ll find is there’ll be different people with them at various points 

and sometimes two or three members of the team at one time, but the rest of the 

team will be talking through it all the time as well, and that’s not easy to catch 

through clinical case notes. I think how well the team can provide for the most 

needy people” [Team 4] 

5.4.2 New Perspective 

The new perspective has rich diversity [S], a multi–view on patient care [W] that brings 

different treatment expertise and contributions to patient care and into problem solving [W, S, 

DML] and enhances holistic patient care [W, DML, DNE]. The biopsychosocial model is 

embedded in the team culture [DNE]. Interdependent collaboration means direct access to 

disciplines/team members/expertise [2DNE, DML] and more supportive capacity in the team 

[W, DNE]. Interdependence is evident in joint home visits [S]; work is viewed as collectively 

dependent [DNE] having the same focus for all members [DML]. 

There is an additive potential with multidisciplinarity [DML] with enhanced knowledge sharing 

and openness to skill sharing with other disciplines [2W, DML] and a blending of skills [DML]. 

While members observe the parameters of job roles [W, S] the handover to experts is also 

beneficial as the non–traditional disciplines are equipped to meet needs and increase the 

scope for delegation [W]. Some refer to the informal influence and discussions with non–

traditional disciplines that is beneficial to care [W, DNE] and the integral contribution of all 

disciplines [W] and implicit nature of multidisciplinary work in practice [DNE]. The 

consequences are that teams achieve higher goals in multidisciplinary practice [DNE], the 

complexity of patient care benefits from a holistic perspective [W]; discussion involving all 

disciplines is beneficial to care. 

There is a view that CMHT staff members are psychologised [W, DML, DNE] and there is 

more professionalism [DNE]. In addition, there are no direct referrals [W] and nurses’ 

workload is lightened as they learn to delegate to non–traditional disciplines [W]. There is a 

gradual de–medicalisation of the service [W]. However, there are risks as different disciplines 

means potential risk for patients [S, DNE]. ‘The struggle between pluralistic extremes and 

traditional model with a variety of inputs, carry risks’ [S]. 

5.4.3 Process of engagement 

The qualitative evidence for participative multidisciplinary action is more illustrative than 

comprehensive. The CMHTs survey data addressed meetings and records. For example, one 

team’s routine contact is through monthly clinical, sector bi–monthly and weekly ward round 

meetings (consultations for problem cases). A nurse manager provides team coordination 

informally. The nurse role is stated to extend beyond all boundaries in that case. 
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“I like multidisciplinary team meetings …they can be very valuable in terms of just 

exchange of ideas and input from various professionals…it gives you ideas , it 

gives you support just to know that you’re heading on the right track with a 

patient”; “ we always go to the team leader and get their point of view and we 

have to respect it, we’ll argue it, we’ll tale it on and we’ll try to get an outcome, 

and sometimes it’s a debate to the end”; “I’m very happy working with the team, 

whilst I would participate in that (meetings) I don’t think it’s the be all and end all 

of it….we share our feelings about patients and the happenings of the day on a 

daily basis, meetings that go on for hours are not valuable because I would much 

prefer to be dealing with patients” [Team 7] 

A staged process points to the psychiatrist as the initial point of entry and direction for the 

patient. Two teams report multidisciplinary assessment from the outset [S, DML]. One is 

piloting the Australian Council for Education and Research (ACER). In the other, the clinician 

role is adapting to the new arrangement. Cross referrals are formal in some instances [3W, 

2S, DML] or confined to part time staff [3DNE] or no formality [DML]. The discipline decides 

the procedure in one case [DML]. A key worker is designated and provides input on assigned 

patients at team meetings [W. DML]. Team meetings are opportunities to connect and discuss 

aspects of care [W, DML, DNE] and allocate tasks according to needs [DML]. Spontaneity, 

without a formal agenda, is the preferred approach in one team [DML]. 

“ ..at that initial assessment when all the information is given and a plan is 

drawn up for them initially, I saw them and I felt they needed social workers, 

they had housing issues lets say or they needed counselling and so I would 

maybe refer them to psychology or, they had panic attacks so I felt they should 

see a relaxation therapist. Then I would give them the information that I was 

going to tell people about the team meeting and that we should be setting up 

appointments to meet with the different people and their information would be 

taken here with these referral forms and they would be contacted, but they 

would already know who to expect to hear from or would have information that 

should anything happen beforehand that they can contact us again and not 

wait” [Team 6] 

Integrated records are emerging [2W, 2DML], however only one e–pilot has been initiated 

[DNE] and two e–based records [W, DML] reported. 

5.4.4 Areas for Improvement 

There are various issues to be addressed in the development of effective multidisciplinary 

teams. Teams generally recognise their own limitations. Skill mix does not appear to be 

criteria – based, as the impression in some instances is that disciplines determine their own 

requirements. This again reflects the need for tangible service scoping, team targets, 
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measures and indicators. The test of who initially assesses or who responds in crises after 

hours discloses the reality of multidisciplinarity as reported currently. 

There is scope for improvement with instruction in team dynamics and leadership for 

clinicians [S], better use of overlapping talents and skills [S], general training for 

multidisciplinary teamwork [DML] and the management of conflicting interests between 

disciplines where it arises [2DML]. 

There are inadequate community facilities [S], limited availability of support staff and 

therapies [W, DNE]. There is a need to address policy statements [S]. The development of 

multidisciplinary clinical records is incomplete and should be integrated [3DNE, 2W, S]. 

Under–resourcing and time constraints [2W, 2S, 2DNE] cause closures and reduce patient 

services e.g. clinics [DNE]. As a consequence multidisciplinary skills are not utilised to the full 

extent [S], nurses have to be flexible and adopt other roles and have blurred roles and task 

boundaries [3DNE, S, DML]. Non–replacement due to the moratorium on recruitment and 

locums, restricted therapy services and transport, affects scope for delegation and impacts on 

patient access and attendance [2W, DNE]. 

The care model, approach to performance management, skill mix, community as against 

inpatient resourcing, infrastructure, data and integrated records and the role and place of 

‘other’ disciplines in the care pathway are indicative of the reality of multidisciplinarity in 

CMHTs. 

5.5 Patient Focus 

Patient access, information, choice and participation in the care processes are indicative of 

the level of engagement and patient–centeredness’ espoused in a CMHT’s recovery ethos. 

“...I believe just thinking back a few years, the whole communication style has 

become much more client–centred…if you think of the CD and hierarchy we had 

30years ago, it has been de–medicalised and more psychologised but not 

explicitly just in the way we respect our patients” [Team 8] 

5.5.1 Access and Information 

Prior to entry to the service persons are encouraged to read relevant books [DML] and are 

made aware of the care process, therapies and roles of disciplines that may be involved in 

their care [DML] and role difference, e.g. psychiatrist and psychologist [W]. Various practices 

are noted such as initial information exchange [W], day services [W], and inpatient sheets 

before meeting multidisciplinary team and age–differentiated information [S]. Prior to 

discharge, some teams provide information on home and day services [DML], crisis and 

prevention of relapse [2S]. 

Patients are encouraged to contact staff directly out of hours [S], post care [DNE] and in crisis 

[DML]. Support is total if the patient requires it [W].  
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“...as a traditional view, Dermot Walsh has articulated it, what he calls the 

avuncular style of Irish Psychiatry .I think it’s certainly true with our team, that in 

my experience, and this has been consistent over the years that patients have 

the confidence that they can contact a team member very regularly and directly 

and they’re not discouraged from doing so. That may be partly to do with what 

we said earlier about the avalanche but I do feel that it’s a good service from the 

point of view that people in crisis can get access , that our style of operation is 

that they’re not discouraged” [Team 3] 

Having realistic options are crucial [S] but patient input is variable. In some teams post 

discharge options are explored and patient requests brought to the meeting [2W]. In others, 

choices are steered through education groups [DML] or discussed directly with the patient [S]. 

5.5.2 Engagement and Participation 

There are levels of engagement noted. There is increased involvement in problem solving 

over time with service users in planning meetings [S, DML]. A patient perspective is 

considered [W]. It is essential for patient improvement to involve them where possible in their 

own decisions and outcomes [S, DML]. A few teams report a philosophy of participation and a 

language of engagement that encourages patient reflection and input [DML, DNE]. But, 

participation depends on diagnosis and wellness as it can be difficult to engage very ill 

patients [W, DML]. Older people prefer an authoritative approach [S] and engagement can be 

over formalised [W]. Participation is encouraged, for example, in responsibility around 

medication [W]. 

Patient input to Care Plans (CPs) encourages them to take part responsibility [DML]. Patient 

motivation stems from ownership [W]. Patient agreement is essential [W]. This entails 

discussion and choice with sign–off on awareness [S, DML]. Where they are regularly 

reviewed with the patient and managed with a designated professional the patient becomes 

very involved [DNE]. The CP is described in one team as a nursing instrument [W] and 

discipline–based in another [DNE]. In the current climate, a team observes that other things, 

such as the quality framework and risk management, may suffer due to the introduction of 

CPs [DNE]. 

“They are very much involved in the sense of I suppose from the … care 

plan...they are very much aware from the outset that they need to be involved in 

their own care and that the decisions that are made, their outcome, their wishes, 

they decide. You know that the decisions aren’t always going to be made for 

them; they need to be very much integrated in it themselves and there’s a piece 

at the end of that assessment also which allows a client to sign that and be 

aware of everything that was said” [Team 1] 
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5.5.3 Recovery 

Recovery is a contested concept. It is described as a ‘buzz word’ that   ‘implies cleansing but 

for some mental illness is lifelong and disabling’ [S]. The language is confusing and not useful 

as it has to be appropriate to the individual [DNE]. It is unrealistic for some patients [S] as it 

raises expectations [DNE]. In contrast, some teams believe that patients respond to the 

Recovery language [DML] and that they can be educated through that process [W, DML] to 

increase their independence and take responsibility for their own recovery [2W]. 

“When they come in they expect a psychiatrist to solve all their problems. It may 

not be a medical problem; it may well be a social problem or a psychological 

problem. It may be a forensic difficulty but they come with sort of unrealistic 

expectations of psychiatry and sometimes I get the feeling that when everyone 

else doesn’t know what to do with someone they dump them in psychiatry“ 

[Team 8] 

5.5.4 Areas for Improvement 

A patient focus places the service user at the centre of the care process as an active 

participant in so far as his/her illness inhibits or allows. Notions of responsiveness presume 

availability and accessibility; engagement is not only predicated by relevant, appropriate and 

timely information it is grounded in professional attitudes and expectations. The role of the 

service user/carer and multidisciplinary member in each stage of the process e.g. Care Plan, 

Treatment and Review, provides a marker in mapping progress to Patient–Centeredness and 

Recovery. 

Teams invariably report limitations on each front with few exceptions. 

o Access is limited to on–call at weekends in one area [S]. There is no formal method 

of receiving patients [W] and the advocacy service is not used by patients in a third 

area [DML]. 

o A team complains that patient centeredness’ is inhibited by a large number of service 

innovations and a passive patient role [2DNE]. Patient participation is still viewed as a 

luxury by some as the notion of compliance as against concordance is embedded in 

the system [S, DNE]. For example where Care Plans are formulated without patient 

participation [S]. 

o A lack of clinical governance results in team confusion and instead should be adopted 

to reduce fear [S, DNE]. 

o Information gaps relate to, no formal patient feedback process [W] and a need for 

more and improved patient information [W, DML, DNE]. Booklets are not 

collaboratively explained [W]. More information is required initially about the care 

stages [2DNE] and about professional roles [W]. 
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5.5.5 Reflections 

The template analysis generated the foregoing combined narratives of the 11 Case Study 

CMHTs. Some themes and sub – themes reflect greater regional input and intensity than 

others. Effectiveness, performance measures and monitoring are pretty weak apart from a 

consensus on broad activity indicators and monitoring instruments. Areas for improvement 

are noted. 

o Clinical team leadership is with the Psychiatrist but some sharing is emergent. 

o Attributes are disclosed for a few leaders, e.g. approachable. That is shared across 

regions in a few areas but a few disclose the vulnerability of the minority. A moderate 

indication of team principles and values are: cooperation, mutual respect and honesty 

with aspects of cohesion and equality. While mutual respect and honesty underpin 

good communications and trust the latter have a lower frequency. Few report any 

level of real conflict. 

o There are negative influences attributed to the HSE national and domain with 

reference to image, leadership and the impact of resource issues on service 

provision. Interaction with the LHO is poor but a few report a good relationship with 

the local mental health administrator. Other HSE and statutory and voluntary services 

contribute to their performance. There is little evidence of positive attitude to ‘Vision 

for Change’ or the Mental Health Act and PCTs. 

o Characteristics of multidisciplinary working present a new perspective with diversity, 

multiple views and treatment expertise that enhance holistic care and embed the bio– 

psychosocial model. The result is a gradual de–medicalisation of the service. The 

process of multidisciplinary engagement is described to some extent and areas for 

improvement A few teams convey the extent of patient–centeredness in terms of 

access, information, engagement and recovery. There are indications of minimal 

involvement in the care continuum. 

o The Areas for Reflection and Improvement indicated above are based primarily on 

team reports and facilitator observations. 

Chapter 6 addresses the service user perspectives of the service experience provided by the 

participant teams reported in the above Section. Both perspectives are then triangulated and 

integrated in Chapter 7. 
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Chapter 6 Findings from the Service User study 

This section of the report presents a summary and interpretation of key findings from the data 

generated by the Service User Questionnaire. The service users’ demographics, diagnoses, 

participation, multidisciplinary engagement and clinical and social outcomes and satisfaction 

levels are examined in the context of the care process. 

6.1 Research Participant Information 

Table 6.1: Demographic Characteristics, Education and Employment Status among the 

sample 

 
Percentage 
of  sample 

n 

Gender   

Female 54% 49 

Male 45% 41 

Not stated 1% 1 

 

Age   

16–29 years  18% 18 

30–39 years  17% 16 

40–49 years 27% 23 

50–64 years 31% 26 

65+  7% 6 

 

Education   

Primary Level 18% 16 

Secondary Level 48% 44 

Third Level 33% 30 

Not stated 1% 1 

   

Employment Status   

Working 24% 22 

At home resting/recuperating 20% 18 

Staying at home caring for others 15% 14 

Studying/training course 8% 7 

Unemployed but looking for work 10% 9 

Retired 10% 9 

Other 12% 11 

Not stated 1% 1 
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Participants were recruited from ten different Community Mental Health Teams. The 

participant group was comprised of 93 service users. The clinical professional facilitating the 

completion of the questionnaire deemed two of the service users’ mental state “not adequate 

to rely on her/his data” and therefore, usable data was obtained from a total of 91 service 

users attending the Community Mental Health Teams (41 male and 49 female and 1 

unknown). Table 6.1 presents the demographic characteristics, education and employment 

details of the service users who provided usable data. 

The age range was 16 to 75 year olds (M = 45, SD = 13). The largest age group was from 50 

to 64 years, which consisted of 30% of the entire sample. More than 50% of the service users 

had completed at least secondary level education. It was also highlighted that 24% of the 

service users were currently in employment. 

The majority of the service users, 74%, were capable of filling out the questionnaire without 

help, whereas 25% of the service users required assistance when filling out the questionnaire 

from the external facilitator. This is displayed in Table 6.2. 

Table 6.2: Completion of Service User’s Questionnaire 

 % n 

Service users’ mental health status   

Adequate enough to rely on her/his data 98% 91 

Not adequate to rely on her/his data 2% 2 

Main person who filled in questionnaire   

The service user 74% 69 

The service user with external help 25% 23 

External Facilitator 1% 1 

 

Figure 6.1 shows that of the responding service users (N=79), 21% of the service users 

responses were inconsistent with the clinical professional’s response when asked to report 

their primary diagnosis. Notably, 79% of the service users were consistent with the consultant 

when reporting their diagnosis. 
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Figure 6.1: Consistency of service users’ reported diagnosis  

 

5% 

 

Figure 6.2: Diagnosis reported by the Clinical Professional and the Service User 

As seen in Figure 6.2, Recurrent Depressive Disorder is the most prominent primary 

diagnosis reported by the clinical professionals, affecting 33% of the service users. Bi–polar 

Disorder, affecting 25% of the service users in the sample, followed this closely. The most 

notable inconsistency in diagnoses can be seen whereby professionals reported 17% of 

service users to have Schizophrenia whereas only 9% of service users stated Schizophrenia 

as their primary diagnosis. 

6.2 Service User Participation 

The role of the service user in various aspects of mental health care particularly engagement 

in the individual care process is central to ownership and recovery. The realisation of a 

participative role is dependent on access, contact, information, understanding, and 
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involvement. The test of holism in addressing the bio–psycho–social needs of the user is a 

function of multidisciplinarity at each stage of the care process. The resultant outcomes are 

evidence of multidisciplinarity and participation. 

6.2.1 Access to Community Mental Health Teams  

It is essential to allow Community Mental Health Teams users adequate and easy access to 

their Community Mental Health Teams as patients can, in turn, be actively involved in their 

care and care planning with the professionals. Table 6.3 and  

Table 6.4 display the level of accessibility for service users to the mental health clinics in this 

study. It shows that of the service users who responded to the question (N=89), 35% of the 

service users reported to have been waiting less than one week for their first appointment 

after the referral, and a further 29% waited for less than one week for their follow–up 

appointment. However, it should be noted that 13% of service users waited more than four 

weeks for their first appointment with the Community Mental Health Teams after the referral. 

Importantly, 72% of the service users reported not waiting too long to see the professional on 

the day of appointment. 

Table 6.3: Accessibility (general) for Service Users to Community Mental Health Teams  

% (n) 

  Less than 1 
week 

Between 1 
and 4 weeks 

More than 4 
weeks 

Can’t 
remember 

Waiting time for first appointment 
after referral 

35% (32) 23% (21) 13% (14) 25% (23) 

     

Waiting time for subsequent 
appointment 

29% (26) 40% (36) 20% (18) 10% (9) 

 

Table 6.4: Accessibility (on the appointment day) for Service Users to Community 

Mental Health Teams  

% (n) 

 Strongly 
disagree 

Disagree Not sure Agree 
Strongly 
agree 

Did not wait too long to see 
clinical professional on day of 
appointment 

2% (2) 23% (21) 1% (1) 52% (47) 20% (18) 
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6.2.2 Access to Professionals at Community Mental Health Teams 

Table 6.5 shows that of the service users who responded (N=86), 79% were aware of a 

professional at the mental health clinic that they could contact whenever necessary. The 

majority of service users chose the psychiatrist or nurse as their key person to contact. 

 

Figure 6.3: Professional at Clinic to speak to whenever necessary 

Table 6.5: Professionals at Clinic to contact whenever necessary 

Professionals % (n) 

Psychiatrist 39% (29) 

Other Doctor 4% (3) 

Psychologist 5.5% (4) 

Nurse 41% (30) 

Addiction counsellor 1% (1) 

Social Worker 4% (3) 

Other 5.5% (4) 

 

6.2.3 Service User Information 

6.2.3.1 Information received by Service User on first visit 

Information is an important and integral part of mental health care. Service users who are 

informed are more likely to comply with treatment and to have improved outcomes (Picker 

Institute Europe, 2003). Table 6.6 shows that of the service users who responded (N=87), 

67% agreed or strongly agreed that they had been given clear information, explaining the 

problem on their first appointment with the Community Mental Health Teams. 
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Table 6.6: Information given explaining problem on first visit  

% (n) 

 Strongly 
disagree 

Disagree Not sure Agree 
Strongly 
Agree 

Given clear information 
explaining problem on first 
appointment 

7% (6) 8% (7) 14% (13) 47% (37) 20% (18) 

6.2.3.2 Information on Care/Treatment Plan 

Figure 6.4 show that 64% of the service users in the sample understood their care plan. With 

regard to the information on the medication, 84% of clients agreed or strongly agreed that the 

purpose of the medication was clearly explained (Figure 6.5), and 72% of clients agreed or 

strongly agree that the side effects of the medication were clearly explained (Figure 6.6). 

 

Figure 6.4: Extent to which service users understand their Care Plan 
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Figure 6.5: Purpose of medication explained to service user 

 

Figure 6.6: Extent to which effects of medication were explained to service user 

6.2.4 Service Users Involvement in Community Mental Health Teams 

6.2.4.1 Involvement with Care/Treatment Plan 

Table 6.7 highlights the involvement the service user had in the care/treatment plan. It reveals 

that 42% of the service users were aware that they had a treatment/care plan. However, 30% 

of the sample did not know if they had a treatment or care plan and a further 28% believed 

that they did not have a treatment/care plan. 74% of service users were given the opportunity 

to involve a friend or relative in the treatment plan. 
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Table 6.7: Service Users reporting having a treatment plan and opportunity to involve 

advocate in that plan 

% (n) 
 

Yes No Don't Know 

Existence of Care/ Treatment Plan (N 
= 89) 

42% (37) 28% (25) 30% (27) 

Opportunity to involve friend in 
care/treatment plan 

(N = 90) 
74% (67) 23% (21) 2% (2) 

 

42% 

 

Figure 6.7: Care/ Treatment plan – Service User Awareness 

 

Figure 6.8: Given opportunity to involve friend/relative in care plan 
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Table 6.8 shows that 62% of service users were involved in making decisions about their care 

plan and In addition, 63% of the clients were involved in choosing the treatment and a further 

73% were given a say in deciding about the medication taken. 

Table 6.8: Involvement of service user in decisions around care/treatment plan 

 % (n) 

 
Strongly 
disagree 

Disagree Not sure Agree 
Strongly 
agree 

Involved in making decisions 
about care plan (N = 54) 

2% (1) 6% (3) 30% (16) 40% (22) 22% (12) 

Involved in choosing treatment 
(N = 90) 

7% (6) 17% (15) 13% (12) 44% (40) 19% (17) 

Say in decision about the 
medication taken (N = 91) 

2% (2) 18% (16) 8% (7) 50% (45) 23% (21) 

6.2.4.1.1 Others Involvement with Care/ Treatment Plan  

As shown in Table 6.9, 75%, in the Community Mental Health Teams had their treatment plan 

regularly reviewed. 31% of these service users had their treatment plan reviewed more than 

once since first entering the Mental Health Service. 72% of this group were given a chance to 

bring a friend or relative to the treatment review. 

Table 6.9: Treatment/Care Plan Review 

 % (n) 

Treatment plan regularly reviewed (N = 86)  

Yes  75% (64) 

No, I don't want to be involved 5% (4) 

No, I wasn't asked to be involved 20% (18) 

  

How often? (N = 68)  

More than once 31% (21) 

Only once 1% (1) 

It depends on my mental health needs 68% (46) 

  

Given chance to bring a friend/relative to treatment review? (N = 86)  

Yes 72% (62) 

No 24% (21) 

I don't remember 4% (3) 

6.3 Multidisciplinarity of Community Mental Health Teams 

Multidisciplinary, in the context of health care, means those health care providers from 

different professions work together to collaboratively provide diagnoses, assessments and 
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treatment, within their scope of practice and areas of competence. Figure 6.9 illustrates the 

level of multidisciplinary involvement in the Community Mental Health Teams. 

6.3.1 Stages: Diagnosis, Treatment, Therapies and Review.  

Regarding their diagnosis, 44% had one professional, 56% of service users had two or more 

professionals, 26% had three of more professionals and 4% of the clients had at least four 

professionals involved. In the treatment review, 53% had one professional involved, 48% of 

service users had two or more clinical professionals involved and 26% of service users had 

three of more professionals. Only 4% had at least four professionals working as part of a 

multidisciplinary team for the treatment review. 

 

Figure 6.9: Level of Multidisciplinarity of Professionals involved in Diagnosis and 

Treatment Review 

6.3.1.1 Treatment therapies 

Following this, Table 6.10 presents the different therapies with which the service users 

engaged in while undergoing treatment. In relation to treatment needs, counselling sessions, 

psychotherapy and social workers sessions had the highest levels of attendance reported by 

the service users. 32% reported that psychotherapy and counselling sessions are used in 

treatment, it can be speculated that more than likely these therapies are facilitated by 

psychologists, doctors, nurses and psychiatrists. Service users also acknowledge treatment 

input from occupational therapists, social workers and addiction counsellors. As stated earlier, 

in Section x, we can see from the team composition that the largest occupational group was 

nursing, making up 49% of the respondent group. The next largest group was ‘other doctors’ 

(11%) and psychiatry (9%). Psychology (9%), social work (8%) and occupational therapy 

(7%) were broadly similarly represented. Finally, addiction therapy (4%) and other roles (4%) 

had the lowest representation. This broadly reflects the therapies provided to service users. 

The professionals involved in the teams are in accordance with the therapies. 
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Table 6.10: Therapies provided in accordance with treatment needs 

 % (n) 

Therapy sessions No Yes Not applicable 

Psychotherapy (N = 54) 35% (19) 35% (19) 30% (16) 

Counselling (N = 57) 33% (19) 48% (27) 19% (11) 

Occupational therapy (N = 60) 54% (32) 13% (8) 33% (20) 

Addiction counselling (N = 58) 57% (33) 9% (5) 34% (20) 

Group therapy (N = 46) 74% (34) 7% (3) 41% (19) 

Family therapy (N = 57) 58% (33) 16% (9) 26% (15) 

Support from social workers (N = 61) 48% (29) 26% (16) 26% (16) 

Other (N = 15) 27% (4) 53% (8) 20% (3) 

6.3.1.2 Treatment review 

Table 6.11 shows that psychiatrists were the most prominent professionals involved in the 

treatment review, with 94% of the responding service users stating their participation in the 

review. Nurses and others doctors also had a significant portion of engagement with the 

service users in the treatment review. 

Table 6.11: Professionals involved in Treatment and Treatment Review 

Clinical Professionals % (n) 

 Treatment Treatment Review 

Psychiatrist 98% (84) 94% (68) 

Other Doctor 0% (0) 24% (17) 

Psychologist 46% (18) 6% (4) 

Nurse 84% (43) 40% (27) 

Addiction counsellor 0% (0) 1% (1) 

Occupational therapist 31% (12) 3% (2) 

Social Worker 32% (13) 9% (6) 

Other 25% (12) 1% (1) 
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Figure 6.10: Professionals involved in the clients’ treatment and treatment review 

6.4 Service User Satisfaction 

Consumer satisfaction is an important measure of the quality of behavioural health care and 

is crucial in the evaluation of outpatient Community Mental Health Teams. Patient satisfaction 

ratings reflect perceptions and assumptions about the provision of health care, including the 

way in which the health care is provided and perceived characteristics of the health care 

encounter in relation to anticipated standards of care (Copeland and Scholle, 2000). 

6.4.1 Satisfaction with appointments 

Figure 6.11 shows that in the mental health clinics, a large proportion of clients were satisfied 

with the duration of the appointments with the clinical professionals. 

 

Figure 6.11: Satisfaction with appointments for service user 
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6.4.2 Satisfaction with care plan 

Figure 6.12 shows that of the 53 service users who responded that they were aware that they 

had a care plan, 64% were satisfied with the plan. 

 
Figure 6.12: Satisfaction levels with care plan 

6.4.3 Overall satisfaction 

Therapy satisfaction was assessed using the Client Satisfaction Questionnaire–8 (CSQ–8; 

Larsen, Attkisson, Hargreaves, and Nguyen, 1979). 

Table 6.12 shows the means and medians for each CSQ item and the total scale score. In 

general, the clients surveyed in this study were very satisfied with their experience in therapy. 

Scores on the CSQ–8 can range from 8 to 32 with higher scores indicating greater 

satisfaction. In this sample, the mean satisfaction score was 26, while the median was 27 (n = 

88), evidence for a relatively high level of satisfaction. 

Table 6.12: Means and Grouped Medians for Each CSQ–8 Item and Total Scale Score 

for service users 

Item or Scale N Mean Median 

1. Rate quality of service 90 3.3 3 

2. Got the kind of service wanted 89 3.2 3 

3. Service met needs 90 3.3 4 

4. Recommend to a friend 90 3.3 3 

5. Satisfaction with help received 90 3.2 3 

6. Helped deal more effectively with problems 90 3.4 4 

7. How satisfied with service 90 2.8 3 

8. Would come back to service 89 3.5 4 

Total Scale Score 88 26 27 
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Scores on the CSQ–8 items can range from 1 to 4 with higher scores indicating greater 

satisfaction. Table 6.13 shows that the range of mean scores for the individual items ranged 

from 2.8 to 3.5, this highlights that overall the service users were satisfied with the Community 

Mental Health Teams. Similarly, scores on the CSQ–8 scale can range from 8 to 32 with 

higher scores indicating greater satisfaction. As seen in Table 6.13, the average mean score 

was 26 and therefore this indicates a high level of satisfaction for the service users attending 

the Community Mental Health Teams. 

Figure 6.13 shows the scores on the CSQ–8 items for this study. As we can see can overall, 

the service users surveyed in this study were very satisfied with their experience in the 

Community Mental Health Teams. In this sample, there is strong evidence suggesting a high 

level of satisfaction for service users attending the Community Mental Health Teams. 

 

Figure 6.13: Ratings for Each CSQ–8 Item for service users 

Table 6.13: Distribution of satisfaction scores for each of the Community Mental Health 

Teams 

Team N Mean Median 

1 9 24 23 

2 8 24.4 26 

3 11 25.9 26 

4 8 26.4 25 

5 8 21.9 23.5 

6 8 27.9 29 

7 12 30.6 31 

8 8 28.9 30 

9 7 26.4 26 

10 9 18.8 19 
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Table 6.13 illustrates the average means for each of the Community Mental Health Teams 

examined in the report. Scores on the CSQ–8 can range from 8 to 32 with higher scores 

indicating greater satisfaction. In this sample, the range is from 18.8 to 30.6, and it appears 

that Team 7 has the highest levels of satisfaction among service users whereas Team 10 has 

the lowest levels of satisfaction.  

6.4.3.1 Perceived Clinical Improvements 

Table 6.14 displays that of those service users who responded (N=91),,just over half of them  

(53%) felt a bit better or much better than usual in the last two weeks. It can be seen from 

Figure 6.14 that of the service users who responded (N=89), 70% of them reported to have 

improved levels of self–confidence. Figure 6.15 shows that 56% found improvements their 

social life and Figure 6.16 shows that 77% of the service users agreed or strongly agreed to 

have found improvements in their family relationships as a result of the treatment from the 

Community Mental Health Teams. 

Table 6.14: How the service user has felt over the last two weeks  

 % n 

Much better than usual 27% 25 

A bit better than usual 26% 23 

The same as usual 32% 29 

A little worse than usual 15% 14 

 

Table 6.15: Levels of Improvements in the service user as a result of the treatment from 

Clinic  

Dimension % (n) 

 
Strongly 
disagree 

Disagree Not sure Agree 
Strongly 
agree 

Self–Confidence 0% (0) 10% (9) 18%(16) 47% (43) 23% (21) 

Social Life 2% (2) 17% (16) 20% (18) 41% (37) 15%(14) 

Family relations 2% (2) 10% (9) 9% (8) 51% (46) 26% (24) 
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Figure 6.14: Levels of Improvements in Self–confidence as a result of the treatment 

from Clinic  

 

Figure 6.15: Levels of Improvements in Social Life as a result of the treatment from 

Clinic  
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Figure 6.16: Levels of Improvements in Family relations as a result of the treatment 

from Clinic  

Overall, this Quantitative analysis of the Service User Questionnaire gives a detailed insight 

to the quality of the Community Mental Health Teams in this study. This study indicated that 

service users had a relatively high level of participation and involvement in all areas of their 

care plan, from diagnosis and medication to treatment and interventions. It was also noted 

that the majority had easy access to the CMHT and with this they obtained sufficient amounts 

of information regarding their care plan. This study also identified that service users were 

mostly satisfied with the CMHT and perceived clinical improvements in certain aspects of their 

life. However, levels of multidisciplinary teaming were reported to be quite low in the 

diagnosis, treatment and care planning. 

CMHT are designed to promote integrated mental health care in order to promote positive 

mental health. As a result, it is extremely important that multidisciplinary working is increased 

greatly for the benefit of the service users. Although this study has offered a compelling 

insight into some aspects of the internal workings of CMHTs, it tends to examine aspects of 

individual teams in isolation, without fully exploring the impact of the organisational context 

within which CMHTs operate. This is addressed at a macro level in the context of findings 

from the National Study. 
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Chapter 7  Triangulation of CMHTs’ focus group discussions and the 

service users’ survey14 

Twelve teams representing each of the three levels of multidisciplinarity across all HSE 

regions were invited to participate in depth analysis, in the form of a case study. Involvement 

in the case study required participation by the team in a focus group and participation of a 

sample of the team’s service users in a survey relating to their experience of the team. Eleven 

teams agreed to participate. The output of both of these data sources aid cross comparison 

and validation of the findings through triangulation of perceptions of these teams. 

In the first instance correspondence and difference between the main themes emerging from 

the focus groups and service user experiences are examined, thus focussing specifically on 

the areas of defining effectiveness, performance measures and monitoring, internal influences 

on the team, external influences on the team, evidence of multidisciplinary work and aspects 

of patient focus. 

7.1 Effectiveness 

Broadly speaking, most teams reported that their patient goals related to service user 

responsiveness, outcomes and their quality of life. Service users reported some attainment of 

these goals, but by no means universally. 

7.1.1 Responsiveness 

Specifically, 35% of service users waited less than one week to receive their first appointment 

with the CMHT, however, 13% waited four weeks or more. Regarding contact with 

professionals at the clinic to speak to whenever necessary, 79% had general access and 

specifically, 39%/41% contacted a psychiatrist or nurse, respectively. Seventy–two percent of 

them reported that they did not have to wait an unnecessarily long period to be seen on the 

day of their appointment, and 85% were happy with the duration of appointments. 

7.1.2 Quality of life 

Fifty–three percent of services users reported that their quality of life had improved since 

beginning treatment, 77% reported improved family relations, 70% reported increased self–

confidence and 56% reported an improved social life. 

7.1.3 Satisfaction with service received 

Overall satisfaction with teams varies from a means of 47%–77% (18.8 to 30.6 out of 32). 

Satisfaction with the therapy experience provided by teams ranged from 70%–88% (2.8 to 3.5 

                                                      

14 Ref Triangulation of National Study and Case Study in Appendix A9. 
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out of 4). The evidence suggests a high level of satisfaction for service users attending the 

team. 

7.2 Performance measures and monitoring 

Team performance measures and monitoring are generally limited to inpatient data. One 

team records and acts on those service users that ‘do not attend’ for clinics, in order to 

improve attendance. There were instances of local but unpublished community data. 

However, there is significant scope for improvement in the use and recording of 

patient/service activity data. Though teams are generally not measuring their own 

performance, some generally accepted measures of performance relate to service user 

involvement in their treatment. 

7.3 Internal and external influences on team performance 

The influence of internal team composition and dynamics and the external influences of the 

HSE and other services and agencies are at best indirect or inferred rather than specifically 

addressed in service users’ reports. 

7.4 Multidisciplinarity 

Multidisciplinary working in teams is intended to reorient toward a more holistic model of care 

and thereby to achieve higher quality of life for service users. In some instances, it is 

projected as a gradual de–medicalisation of the service toward a multi–perspective care that 

is rich in diversity of skill, expertise and treatment contributions and that embeds the bio 

psychosocial model in the culture. In practice, this requires/creates interdependent 

collaboration and interdisciplinary effects. 

In the Irish CMHT system, the psychiatrist is normally the first point of referral and diagnosis 

followed by task assignment or key worker at the clinical team meeting. Multidisciplinary 

assessment is beginning to emerge, but is by no means, the norm. Current CMHT models 

can be seen as reflecting traditional, middle ground and holistic approaches. 

The services users’ experiences of multidisciplinarity vary considerably. In relation to their 

diagnosis, 44% of cases, the service users reported that only one professional was involved 

in their diagnosis. Fifty–six percent reported that two professionals were involved in their 

diagnosis, 26% reported three and 4% reported that four professionals were involved. The 

extent to which service users report the involvement of the different disciplines in their 

treatment varies considerably. In descending order these are psychiatrists (93%), nurses 

(47%), psychologists (25%), occupational therapists (12%) and social work (11%). 

The main treatments reported by service users (56%) are psychotherapy and counselling 

reported, treatments normally associated with psychologists, nurses and psychiatrists. Social 

work is reported at 17%, with 10% each reported in relation to occupational therapy, addiction 

therapy and other treatments. According to 98% of service users, their treatment involved a 
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psychiatrist. Nurses followed this at 84% and psychologists at 46%. Social workers were 

reported in 32% of cases and occupational therapists in 31% and 25% others. 

In relation to treatment review, two professionals were involved for 46% of service users; 

three professionals for 26%, and 4% of service users reported the involvement of at least four 

professionals. Thus, 24% of service users reported that only one professional reviewed their 

treatment. Specifically, psychiatrists were the most prominent professionals involved in 

treatment review. According to 94% of service users, a psychiatrist had reviewed their 

treatment. Nurses followed this at 40% and other doctors at 24%. Social workers were only 

reported as being involved in 9% of reviews, psychologists in 6% and occupational therapists 

in 3%. The foregoing demonstrates a strong traditional orientation in practice. 

7.5 Patient Focus
15
* 

CMHTs tend to demonstrate their patient focus by emphasising areas such as access to 

services, information about patients’ condition and treatment options available to them, and 

choice and participation in the care process. Creating awareness through prior information 

and discussion of roles and options before embarking on the initial and subsequent stages 

are becoming standard practice. 

This is broadly reflected in the service users’ experiences, having accessed the CMHT, 

insofar as 67% of service users agree that they had been given clear information explaining 

their condition on their first appointment. In addition, 39% understand the information received 

about their care plan. Eighty–four percent of service users were informed about the purpose 

of their medication and 72% about its side effects. Teams accept, however, that there are 

information gaps. More information is required initially about care stages and professional 

roles. In this study, 67% service users described the information that they received on their 

first visit as ‘good’. In relation to their care plan, only 39% of service users reported 

understanding it. In relation to medication prescribed, 84% reported that they had been 

advised of it purpose but fewer reported being made aware of its potential side–effects (72%). 

Patients are encouraged to contact staff directly out of hours during, post care and in crises. 

This is clearly acknowledged by service users as 79% agree that they have access to a 

professional at the clinic to speak to whenever necessary. The majority chose the medical 

professionals, with 39% selecting the psychiatrist and 41% selecting the nurse as their key 

contact person. 

Engagement and participation of patients occurs to varying degrees by teams. It is recognised 

that it is essential for patient improvement to involve them where possible in their own 

decisions and outcomes. The level of participation, however, depends on diagnosis and 

                                                      

15 The selection of routine attendees who had a minimum of 6 months contact with the team 

at their review clinics was to avoid selection bias. 
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wellness, as it can be very difficult to engage very ill patients. Input to care plans encourages 

responsibility and ownership. Involvement is encouraged when the care plan is regularly 

reviewed with the services user, and a designated professional manages this process. Some 

teams would argue that there are significant constraints on the extent to which they can 

practice patient centeredness, and indeed some argue that it is see it as a luxury rather than 

a necessity. 

The level of involvement as reported by service users themselves varied significantly across 

teams. Forty percent reported that they had a care plan, 28% did not have one and the 

remainder did not know. Seventy three percent of service users reported having a say in their 

medication, 63% in choosing their treatment, more broadly and 37% were involved in 

treatment decisions. Sixty eight percent of service users were informed that they could involve 

a friend or relative in the treatment plan. A regular treatment review was engaged in with 75% 

of service users. However, 20% of service users were not asked to be part of their treatment 

review. Thirty–one percent of service users reported having attended more than one review 

and 72% were advised that they could bring a friend or relative with them. 

7.6 Summary 

The triangulation of the findings from the Focus Group template analysis and associated 

Service User Survey provides matching points in relation to CMHTs definitions and actions 

regarding their effectiveness in terms of responsiveness to service users, their quality of life 

and satisfaction with the service. There is limited material to underpin performance 

measurement/monitoring or clarify internal and external influences that may impact on the 

service user experience or team performance. However, there is some evidence regarding 

the status of multidisciplinarity and patient focused care that suggests ample scope for 

improvement. 
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Chapter 8  What are the Determinants of Effectiveness for Community 

Mental Health Teams? Combined Findings16 and Discussion 

8.1 Introduction 

Multidisciplinary clinical teams are the preferred organising and delivery arrangements around 

patient care. Community mental health teams occupy a space that links the institutional 

services past and present with the current mix of hospital based and community modalities. 

They are enablers of change in the transition between the institutional and alternative care in 

the community models. Regrettably, very few have been described as ‘fully functioning’ 

(Mental Health Commission, 2006). This enquiry set out to establish a national compositional 

and contextual baseline insofar as possible, and to investigate CMHTs associations’ 

with/between team processes, leadership and effectiveness. That is counterbalanced with the 

perceptions of Local Health Managers’ (LHMs) on team effectiveness; service users’ (SUs) of 

Case Study Teams in their experience of involvement with multidisciplinary care and, indepth 

focus group discussions with their CMHTs to identify the dominant influences that enable or 

inhibit their effectiveness. In the absence of team–based activity data the next levels 

(institutional/unit, regional etc.) of secondary data were analysed as proxies to challenge or 

affirm the output of primary data in this study. 

In spite of the limitations of such secondary data to support external validation, this study 

provides some key ingredients in making the context and reality of team working and 

performance more transparent. 

An emergent multifactor model that presents the CMHTs evidence of multidisciplinarity as a 

composite of non–linear related but complementary actions for integrated care represents the 

output of the triangulated findings. The components are: the historical context, compositional 

variety, a shared vision and goals, performance management, contextual influences – internal 

and external – the evidence of multidisciplinarity as reported and of its enactment in delivering 

person centred care. 

These elements are examined and discussed with reference to the projects key findings and 

relevant extant literature. They have some resonance with Larson and LaFasto’s (1989) 

report on a grounded approach to understanding team excellence which demonstrated that 

regardless of type of team there were eight characteristics regularly associated with team 

excellence (clear elevating goal, results–driven structure, competent team members, unified 

                                                      

16 To avoid extensive duplication this Chapter reflects a summary of the triangulated findings 

of the national studies, secondary data and case studies and with relevant available literature 

synthesises and integrates into a discussion of what we may learn from this study. See 

Appendix A9, Triangulation. 
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commitment, collaborative climate, standards of excellence, principled leadership and 

external support). 

8.2 Historical – Contextual Overview 

The burden of mental illness and changing demographic profiles are rarely reflected in 

adequate structural responses and funding levels as noted in this study and previously 

(O’Kane et al., 2005;O’Shea and Kennelly, 2008). National policy iterations, with periodic 

international influences since the 1960’s, aimed to effect paradigmatic shift in the way Mental 

Health Services are delivered with a more recent emphasis on an integrated care continuum, 

person centeredness and recovery (‘Vision for Change’: Dept. of Health and Children, 2006). 

The performance of CMHTs since their formal introduction into the structure of the Mental 

Health System following ‘Planning for the Future’ (Dept. of Health and Children, 1984) has 

been examined e.g. in the context of the Inspector of Mental Hospital Reports, but not 

systematically reviewed. (As noted above external validation must rely on Catchment Area 

activity data in the absence of team specific stats). 

Key trends examined in Chapter 1 included four waves of admissions that peaked between 

1982 and 2002 and four decreasing rates of admission clusters by Health Board/ERHA 

Regions. Contemporaneously, the greatest decrease in involuntary admissions was in the 

Midlands and the least decrease in the Mid West (see Figure 1.1 and Figure 1.3). The North 

East consistently had one of the lowest rates. As there are no data sets to assess need and 

workloads of CMHTs we rely on proxies such as deprivation and admission rates. Deprivation 

rates crudely gauge workload and vary widely with high relative deprivation ranging from 19% 

in the West and South to 53% and 27% in Dublin ML and Dublin NE respectively. Total and 

SDA decrease in admissions between 1984 and 2007 for 5 year intervals (mainly) saw the 

most in the HSE West with the largest reduction in the Mid West, and lowest decrease in 

Dublin ML which had significant increases in the East Coast Area. The highest admissions in 

the same time frames for Schizophrenia were South, Dublin ML and Dublin NE; South for 

Depressive Disorders and for Alcohol related disorders, the West and, to a lesser extent, the 

South and Dublin ML. The highest combined SDA was the West followed by the South during 

that period. 

The foregoing coincided with inpatient decreases (1982–2003) that varied from 87.65% in the 

North West, 85.1% in the Mid West to 62.05% in the East. They were accompanied by 

significant variations in practice in the development of community Mental Health Services. 

The highest increase in Day Centre places and attendances were in the North East and 

South, and Day Hospital places in the East Coast and Mid West, new outpatients in the South 

and East Coast (ERHA), and Community Residents in the Northern Area (ERHA) and South. 

Meanwhile, the mental health component of the national budget for health programmes went 

from 12%+ to 7% between 1984 and 2002 and has been a reducing component in the PCCC 

budget since. In addition, there has been redistribution so that the HSE West has reduced 
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from 39.75% in 2006 to 29.41% in 2008 with a consequent upward adjustment in the other 

Regions. Comparative staffing levels for CMHTs in LHO areas broadly reflect team 

categorisation as described in Chapter 1 (see Table 1.15). 

The foregoing provides a broad canvas to contextualise and situates the CMHTs in this study. 

8.3 Shared vision and goals 

Clarity of objectives, level of participation, commitment to quality, and support for new ideas is 

associated with better mental health, job satisfaction and increased team effectiveness while 

unclear objectives inhibit a coordinated approach (Borrill et al., 2000b; West and Poulton, 

1997). Formal statements of team purpose and objectives were not in evidence in the course 

of the study apart from general references to general policy and service plans. Complex tasks 

are achieved more readily when health care teams have clear goals, are cooperative and 

mutually aware of each other’s roles (Firth–Cozens, 1999). In this study the survey data 

indicates that ‘shared objectives’ is the only process variable affected by team context. In the 

discussions, teams focus upon responsiveness and outcomes for the service user, sharing 

the family burden, provider ethos and practice including response to GP referrers. While 74% 

of teams surveyed identify service users and 54% GP liaison as team objectives, there is little 

reference to user participation in as envisaged by ‘Vision for Change’ (2006). 

8.4 Compositional variety 

Multidisciplinarity is necessarily associated with diversity of skill, influence and practice 

orientation, (Ancona et al., 1996). There are issues of capacity and complementarity to 

ensure capability for purpose. The Irish distribution of ‘real’ multidisciplinary mental health 

teams is not based upon relative need as evidenced by the regional spread of Category ‘A’ 

type teams, deprivation rates and historical activity trends. Slightly more than 25% of all 

teams are in categories A1 and A2 and range from 63% of teams in Dublin NE, 49% in the 

West, 37% in Dublin ML and 19% in the South. Access to 3 Specialist Services is available to 

75% of teams in the South, 44% in the West and only 18% and 6% respectively in Dublin NE 

and ML. 

The UK NHS also reports concerns about a wide variation and limitations in the composition 

and range of skills of community–based mental health teams in attempting to shift the balance 

of provision to the community and long–term recovery (Dept. of Health, 2004). There are 

however significant differences in teams’ performance characteristics in comparing data 

across key categories. To that are added effects of tenure, age, and gender (when combined 

inter alia with processes). The presence of other psychiatric subspecialties does not appear to 

impact significantly although there is considerable regional variation. There is mixed evidence 

regarding the benefits of teams and team work (Day et al., 2004) and some contend that 

multidisciplinary composition may not always benefit a team (Fay et al., 2006). Huxley (1990) 

found limited evidence to suggest that CMHTs have improved coordination and service 

coverage over the traditional model. The advantage of greater resources, skill mix and lower 
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community deprivation do not always generate the best all– round performance as noted 

below. 

8.5 Performance management 

Performance management, monitoring and review processes are embedded in a wider public 

health and public management system. There has been a strong emphasis on health service 

planning and accountability since the Health (Amendment) Act, 1996. Yet, Deloitte Touche 

(Dept. of Health and Children, 2001 and Brennan (Dept. of Health and Children, 2003) 

identified gaps in performance measurement, indicators and evaluation, lack of skills and 

capacity at all levels of the health care system to analyse and interpret data and manage 

performance. The opportunity to influence change in the Mental Health System appears to be 

limited. There is little evidence of team input to relevant processes and a limited use of 

performance indicators and quality indicators throughout the Mental Health System. This fits 

with Davies et al. (2007) conclusion that organisational culture influences performance 

management and therefore CMHTs may be poor performers on formal external measures of 

success and more concerned with staff morale and treating patients. It also reflects the EU 

(2001) view that there are no nationally agreed standards for mental health measurement and 

community morbidity data is lacking. 

Team based performance management links teams into the management structure and 

recognises them as central to effective service delivery (HSE–NSP, 2009). Team 

performance monitoring, according to the discussion groups, includes patient satisfaction, risk 

and audit, research and peer review. The survey data however reports that 42% have ‘some’ 

monitoring and 24% to ‘ a great extent’. Reviews of objectives are undertaken by 48%; of 

team approach by 23% and comments/complaints by 45% to ‘great extent/ a lot’ and 30% by 

‘some’. A few undertake practice reviews such as caseload comparison. Disciplines rely on 

general and clinical supervision and informal reviews. External feedback is mainly from the 

voluntary sector and GP. Teams also refer to family, media and academic interests. 

Reported measures in use by the study teams are formal and informal and are both team and 

discipline–based. The formal measures are usually related to inpatient activity although a few 

maintain local community activity data. The more effective teams have developed processes 

and 44% of teams say that they use clear performance criteria to a ‘great extent/ a lot’. 

Traditional single discipline stats are kept but many teams in the discussions do not have 

adequate performance indicators (PIs) and quality indicators (QIs). Even in the HSE West 

Region with the most team reports of PI usage 81.5% of surveyed teams had 45% or less 

members claiming PIs. Nationally, only 1% of teams reported that over two thirds of their 

team members used PIs. In a 50% sample of responses (which were quite limited overall) to 

open questions in the survey, 10.6%, used the admission/readmission rate and 2.6% hospital 

referrals and service user well being as PIs. It is not surprising therefore that PI reviews are 

reported as ‘never/infrequent’ by 66% of respondents. A few teams mention that they have 

used Health of the Nation Outcome Scales (HoNOS) (Wing et al., 1998) but there is no 



Community Mental Health Teams: Determinants of Effectiveness 

179 

reported standardised set of measures in use although there is some international 

consistency in the use of mental health indicators across jurisdictions (Sheldon, 1998, Wing et 

al., 1998). To date only two comprehensive mental health information systems are in use in 

the Irish Mental Health Services. Hopefully the launch of the ‘Wisdom ‘ project may support 

the performance framework with common data sets that is presently under joint development 

by the Dept. of Health and Children/HSE17. The Irish health care system is not unique as the 

UK NHS also reports a lack of reliable, standardised information and fragmented systems of 

clinical recording to measure performance focus on user outcomes and the development of 

integrated care pathways (The NHS QIO System Report, June 2004;The Scottish mental 

health service Strategy, 2005). 

CMHTs accept that major improvement is required in performance data/criteria and also in 

review /feedback particularly from service users and in relation to self–assessment and risk–

assessment. Central leadership is vital in promoting the development of performance 

measurement i.e. balanced and relevant sets of performance measures and integrated data 

management, and to ensure collaboration and coordination in the system (Butler, 2000). The 

PandD framework now emphasises the development of robust performance management for 

integrated processes but there is yet much to do. Performance management, according to 

Smith (2002), will not be fully effective unless there is adequate capacity in information, 

leadership, management and resources. 

8.6 Contextual Influences 

These are addressed as internal and external. 

8.6.1 Internal: Principles, values, attributes and leadership style 

Not unlike individuals, there are internal influences and resources which if amplified can 

provide teams with a sense of internal locus of control (Rotter, 1966) thereby sustaining their 

self–identity–motivation and leadership. The main internal influences arising in the 

discussions are principles, values, leadership style, team attributes and processes. The 

reported team principles relate to democratic processes and a psychosocial model. The 

primary values are cooperation, mutual respect, honesty, learning, cohesion, equality, 

professional conduct and recognition. Mutual clarity and value of respective roles and 

interdependency/cohesion and reflexivity in teams are reasonably good (means of 3.72, 3.82 

and 3.27 respectively). The evidence of interprofessional collaboration as against fragmented 

practice has to be inferred from the level of multidisciplinary involvement with all categories of 

service users discussed below (see Table 8.1). There are questions in that regard as Miller et 

al., (2001) notes that the concept of a multidisciplinary team should not simply be a collective 

                                                      

17 Secondary data published by the HRB and Dept. of Health and Children are at best 

catchment area or regional data and HSE Service Plan targets and PIs are at a high level. 
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of professionals who predominantly work independently and occasionally interact with one 

another. They are partially answered by the self–reports of team members who say that they 

are approachable, flexible, reliable, progressive, and motivational and have team identity. 

They relate to their engagement in team processes and their interaction through informal and 

formal arrangements in multidisciplinary actions. 

In the discussions, communications and trust are ranked lower than other values whereas 

73.3% rate ‘friendliness and trust’ at ‘a great/ a lot’ in the survey data. According to Kramer 

and Tyler (1996: 12), ”trust is viewed as the expectation that specific others will reciprocate 

trusting behaviour. In other words, people think they know what others will do so they can 

adjust their level of cooperative behaviour and precaution taking. ”Intra team trust increases 

safety and enables team members to be tolerant of dissent without triggering dysfunctional 

conflict” (Ensley et al., 2002). Teams with longevity, strong interaction frequency and high 

levels of participation also accommodate minority dissent that stimulates creativity, sharing 

and innovation, as previously noted by Edmondson et al., (2001) However, only a few well–

established teams in the discussions acknowledged any conflict and they either had a 

protocol for safely managing differences or attributed their angst to issues such as task 

allocation and/or an external cause. In contrast, in a limited number of teams, individuals in 

minority disciplines expressed concern regarding their sense of professional isolation and 

vulnerability. That suggests a lack of inclusion and cohesion and perhaps the power 

imbalances that continue to prevail between the health care professions (Edmondson, 2003). 

With reflexivity, teams overtly reflect upon their objectives, strategies and processes and 

adapt to the implications of what is observed (West, 1996b; Easterby–Smith and Malina, 

1999). In the study, the reality of management meetings ranging from the 20% who never 

conduct them to the 27% who do so regularly, contrasts with the routine conduct of 

daily/weekly clinical meetings by practically all of the teams surveyed. A few established 

teams reported research and evaluation but only one held an informal annual review. This is 

indicative of a compromise or self–imposed priority between reflection and performance 

management and managing an enduring and growing caseload. What is of interest again is 

that older teams give greater support for new ideas. In addition, a combination of, 

professional female participation, team processes and frequent management meetings yield 

greater innovation and effectiveness. Although reflexivity is an important team process in 

determining team outcomes Edmondson, (2002) concludes that it is relatively rare in 

multidisciplinary teams and may be difficult to achieve with time constraints, resourcing, and 

assumptions of status and seniority. 

The psychiatrist is acknowledged as the clinical team leader by reason of law and position. An 

Irish study states that the leadership concept has not been in common use in the vernacular 

of the Irish health care professions and instead notes that doctors relate to clinical 

responsibility, nursing to holistic care and managers to accountability in their everyday 

language and practice experience (de Búrca, 2003). Traditionally doctors have been 
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accorded and have assumed team leadership regardless of competence (Horowitz, 1970). 

Power, according to Crossley (1996) is not necessarily in the hands of the one that exercises 

it especially in cases where human relations are structured by organisational hierarchies and 

roles or by other relatively stable mediating factors (such as legal or sapiential authority?). 

Some members have experience of alternative practice in other jurisdictions where leadership 

is allocated to the member with the most expertise rather than being linked to professional 

groups (Kane, 1975). Some disciplines facilitate team dynamics and patient outcomes e.g. 

mutual respect is highest in social worker led teams and lowest in physician led teams (Wells 

et al., 2006). There are early indications of emergent leadership in some teams that suggest 

distributed or shared leadership where order comes from relationships rather than enforced 

by structure (Griffin, 2002). Sharing leader roles enables rotation but power is often vested in 

the privileged few. Edmondson (2003) expresses a concern that power imbalances have the 

effect of silencing members who wish to share authority. That may occur in some cases but 

the inevitability of clinical governance is that it has individual, collective and system 

accountability. There is limited reference to governance by the teams in their everyday 

discourse although there is a presumption of mutuality in that regard. 

In the discussions, many clinical leaders are described as approachable and democratic or 

giving clear direction and effective delegation. The best leaders don’t rely on one style 

(Alvesson, 1992: 188) and studies report that a participative approach combining 

transformational and transactional is preferred in healthcare (Dunhamand Klafehn, 1990; 

Kilker, 1994). Their leadership is embedded in social and cultural values and cannot be 

understood apart from the context in which it exists (Biggart and Hamilton, 1987: 437) and 

one has to look at the whole system and its leadership (Osborn et al., 2002: 798). There is no 

direct reference by participants to the medical dominance and power imbalances with doctors 

at the peak as described by Molyneaux (2001).That is seen as a challenge in bringing 

different disciplines together to facilitate interdisciplinary team work, mutual respect and 

consideration for alternative viewpoints and philosophies (Wicks, 1998; Miller et al., 2001),. 

Instead, in this study there are the competing influences and tensions between the local 

service and most HSE levels so that team climate and style are major influences on positive 

performance. That is of interest as relational dimensions are more evident in the CMHTs’ high 

rating of clinical leaders at 71.4% even if they vary across regions i.e. from 81.2% to 62.5%. 

In contrast clinical leaders do not replicate their own team’s assessment of their leadership in 

their perceptions of LHMs but then control in complex systems is problematic (de Búrca, 

2005) and the presumption of leadership as an influence on professional groups is 

questionable in such contexts (Berry, 1995). Clinical leaders rated 24.6% of their LHMs high 

while 56.1% were rated medium and 18.2% rated low in transformational leadership. The 

higher rating of LHMs ranged from 38.5% to 12.5% across the four regions. It is noteworthy 

that the highest ratings on two leadership perspectives and two team effectiveness ratings 

refer to the same region. 
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Transformational leadership is synonymous with change. The clinical team leaders’ 

transformational leadership has a mean of 5.7 (1–7) but the participants’ levels of awareness 

of the implications of transformational leadership are not clarified. A few observations are 

noteworthy. 

Firstly, the three leadership factors in the analysis are, influencing style, capability 

development in followers and management and technical skills. The member ratings suggest 

that many clinical leaders not only have transformational attributes but also skills that are 

transactional in nature. The clinical team leader has a dual focus, which is managerial and 

clinical. Leadership is distinguished from management in that the former is synonymous with 

change and the latter is more grounded in the present (Kotter, 1996). Nevertheless their 

connectedness is inescapable as attending to one element is inadequate (de Búrca, 2003). 

From the survey data, the ‘service management’ factor of team effectiveness is associated 

with higher levels of multidisciplinarity. In discussions with teams the management role that 

should sustain process continuity, integrative action and stability is either assigned to a nurse 

manager and/or co–owned with heads of discipline. That is an arena of some uncertainty, 

which remains unresolved. In the conclusion of Millward and Bryan, (2005) clinical leaders 

must involve a judicious blend of effective management with transformational leadership to 

make a real difference to care delivery processes. 

Secondly, 25% of teams have a reasonably higher degree of multidisciplinarity and from the 

data analysis have a higher degree of participation, innovation and effectiveness in service 

management and personal leadership skill than teams with less multidisciplinarity. 

Thirdly, very few clinicians in discussion adverted to the need and scope for leadership and 

team development although (i) inherent deficits in preparing clinicians for leader/manager 

roles and expectations are reported (Harrison, 1989) and (ii) the aforementioned factor 

analysis includes follower development. 

Finally, from the survey data transformational leadership is significantly stronger in study 

teams with longer tenure. The relationship between team leadership and outcomes is almost 

completely mediated by team processes. They are a significant predictor of team 

effectiveness whereas Leadership is not the immediate antecedent of outcomes. 

Interdependency in multidisciplinary teams requires leadership which emphasises the 

relationship between collaborative work and good care and needs to be able to change how 

members work together if care is to be improved (Moss et al., 1998: SI). Relationship 

considerations require an ability to create a climate of   self–reflective practice with the team 

to reflect on team processes, blocks to communication and intergroup rivalries (Lynn et al., 

2005). Haslam et al., (2003b) suggest that this may require the development of a complex 

super–ordinate professional identity that does not deny ones own distinctive clinical 

contribution. 
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8.6.2 External 

Health Care Reforms are universal but employ a variety of models and strategies (Saltman 

and Figueras, 1997) that have consequences for political and social equity and performance 

management (de Búrca, 2008). The Irish solution in recent years was to centralise and create 

a centralist model, which is rather unique in modern Western democracies. This has resulted 

(from a management perspective) in individual disengagement, a dominant autocratic style 

with limited delegation of decision authority and little or no change in mental health care in 

contrast with more high profile illnesses (de Búrca, and Williams, 2010). While corporate 

culture, style and processes mediate performance management and service outcomes, local 

influences also affect attitudes and behaviours and mediate the impact of the organisation on 

health care delivery (Alvesson, 1992). Mainly from the analysis of discussions in this study, 

the most frequent references to the HSE at most levels refer to a negative image and 

experiences, a preoccupation with resources and acute service issues and lacking in 

engagement and information. While most teams are positive to the ideals of ‘Vision for 

Change’ it is being undermined by cynical attitudes related to resource limitations, lack of 

commitment and policy dilution. Primary Care Teams future role in mental health care are 

also a cause of strong concern, in particular, psychiatrists see them as effecting 

despecialisation of the Mental Health Services and further diminishing of their limited resource 

pool. It is described as an incomplete strategy with ambiguous goals. The HSE is positioned 

as an external in the experience of teams. PCCC management leadership is described as 

having a reactionary or prescriptive style with no local involvement, communications or 

understanding of the service. The local HSE is referred to as ‘a contact in crisis’ with Local 

Health Managers disconnected from local services that remain unheard in their 

representations. The issues relating to organisational trust and control arising in the 

aforementioned study of HSE managers’ perspectives are relevant in this context. 

There are contrasts in instances of good communications and working relationships with other 

local services such as GPs. Even they have different levels of interest in engagement and 

referral triage. Some statutory and voluntary sectors, especially housing agencies, are very 

cooperative in the provision of facilities and placement arrangements while others are seen as 

being more idealist than realist. 

8.7 Multidisciplinary Working: How ‘Real’ are multidisciplinary CMHTs? 

Real teams have complementary skills, common performance goals and mutual 

accountability (Katzenbach and Smith, 1993). The Mental Health Commission (2006a) 

discussion document on CMHTs emphasises mutuality and relinquishing claims of exclusivity 

in specialist knowledge and authority. The immediate realities are the reported inadequacies 

in team composition, evidence of shared goals and performance management. The 

unavailability of an adequate skill mix in at least 50% of CMHTs must modify expectations of 

mutuality and interdependence and the creation of a holistic orientation. Team processes are 

adversely affected by team size and probably caseload. As already noted, multidisciplinarity is 
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not simply a matter of getting different mental health professionals together and assuming 

that multidisciplinary team working will occur. Furthermore, the Picker Institute Europe (2003) 

explains that interdisciplinary leadership and management provide somewhat different 

dimensions, and contests that multidisciplinary teams involve separate and distinct 

contributions of different professional groups. 

Multidisciplinarity has become a critical facet of most case management models (Simpson et 

al., 2003) and while it is a necessary requirement it cannot be assumed to deliver integrated 

interdisciplinary actions throughout the care pathway. Early forms are characterised by very 

clear divisions with separate tasks and responsibilities and the modern version is service 

user–centred with a multifaceted but coordinated approach, which apportions tasks, has joint 

responsibility, makes joint decisions about treatment plans and reviews progress (Burns, 

2003). Both versions emerge from this study but many teams see themselves in transition. 

Those with higher multidisciplinarity indicate significant differences compared with others. 

Discussions with teams nevertheless indicate elements of modernity in engagement at clinical 

team meetings following the initial assessment with decision making on task assignment, 

cross referrals and joint actions. There are inherent assumptions regarding team categories 

with lower levels of multidisciplinarity who may rely on nurse role flexibility frequently to 

provide extended therapeutic inputs in the absence of the alternatives. The self and service 

user reported level of involvement of disciplines in each stage of the care plan is a test (ref 

below). 

McEvoy and Richards (2007: 388) observe, “generic CMHTs are designed to promote 

integrated mental health care. as a result of multidisciplinary working”. Central to their 

organisation, functioning and core rationale is the bringing together of a range of 

professionals to deliver more effective care coordination than could be achieved without an 

integrated multidisciplinary team (Bhugra et al.,1995; Onyett,1997). In this study, however, 

significant differences between disciplines occur in leadership overall, team participation, 

support for new ideas, team objectives, reflexivity, interdependence, innovation and team 

effectiveness. Stark et al., (2002) have argued that the different professionals struggle with 

power relations, status differences and blurred role definitions and time pressures. 

Psychologists, for example, have significantly greater dissatisfaction with working in CMHTs 

and prefer independent single profession groups (Mistral and Velleman, 1997). There may be 

some substance in that as the current survey data discloses that the perceived difference 

between psychiatrists and nursing is much smaller than that between psychiatrists and 

psychologists. Teams with no psychologist as against those with part time psychologists are 

different in respect of shared team objectives and overall leadership whereas between fulltime 

and part time the difference relates to leadership. Where there are part timers, there are 

significant differences regarding effectiveness related to shared objectives, service quality 

and innovativeness. It is not surprising that the psychologists scored psychiatrists relatively 

poor on transformational leadership. 
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Three discipline groups are evident: psychiatry, nursing and other therapists. The psychiatrist 

relates best to team processes and effectiveness and is followed by nursing which is higher 

than the other disciplines. This suggests a predominantly medical orientation. 

8.8 Considerations for Multidisciplinary Team Criteria 

The multidisciplinarity of CMHTs can only be satisfactorily assessed using criteria designed to 

reflect the full range of demands and expectations teams are required to meet (Onyett et al., 

1997b). The main internal team influences identified in the case study discussions (ref internal 

contextual influences above: principles, values, leadership style, team attributes and 

processes of engagement) underpin more tangible considerations arising from the data such 

as availability, diversity, team size and case mix, communications – integration and 

interdependent action. 

The first consideration is ‘availability’ which has elements of time, the commitment of full time 

personnel as well as diversity in skills, talent and influence. Nurse role flexibility is a 

barometer of multidisciplinary need apart from other discipline–based determinations. 

However, needs –based assessment is not evident. The CMHT disciplines ratio (clinician, 

nurse, other) for the HSE is 1: 4.8: 1.9 with ratios from 1: 16: 2.4 and 1: 13.1: 4.4 to 1: 1.7: 1.2 

in and 1: 1.3: 1.2. 

The second is a product of diversity i.e. team characteristics, individual discipline attitudes, 

knowledge, skills and influence. They affect the processes of leading, involving and engaging 

disciplines in the care process together with the consequences of multidisciplinarity such as 

the impact of socio–psychological attitudes and approaches to the care process outlined in 

the focus groups. Its down side according to Jackson (1996) is diversity in both task–related 

and individual attributes that can trigger stereotypes and prejudice. 

A third consideration arising in this study is team size (and possibly workload) that adversely 

affects team processes (although Local Health Managers believe that team effectiveness is 

positively related to size). Team sizes range from 6 to 37.3. Of particular interest is that 

‘Vision Teams’ do not have ‘A’ categories and have significantly lower scores on team 

participation, support for new ideas, shared team objectives, reflexivity and innovation. Case 

mix load and size are important factors in working effectively with mental illness. Tyrer et al., 

(2001) reported that Psychiatrists feel burdened by large personal caseloads. They are also 

dissatisfied with the catch–all nature of the work (Colgan, 2002). Lucas (1997) demonstrated 

the spread of severely mentally ill caseload between professions with psychiatrists and 

community nurses having the largest. That fits with the experience of several study teams. 

One team that undertook caseload comparison studies described the continuing 

overwhelming nature of the clinical leader’s caseload in a ‘lower category’ team, which has a 

limited community infrastructure but successfully maintains a relatively low admission rate. 

A fourth is communications and integration. Interdisciplinary working involves open 

communication, trust, mutual respect and equal value attributed to team practices (Freeman 
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et al., 2000a). A UK study of the effectiveness of Primary Health Care Teams and CMHTs 

found that communications and integration through regular team meetings are associated 

with a patient centred approach to care and high levels of effectiveness and innovation (Borrill 

et al., 2000b). Services are positively affected by enhanced communications between team 

members (Yeatts and Seward, 2000). In this study 20% of CMHTs never hold management 

meetings and 27% have daily/weekly management meetings with the remainder varying 

between weekly/monthly and 2 monthly. In addition to the weekly clinical meeting CMHT 

members meet on ward rounds and have informal contacts. However, lower multidisciplinarity 

in many teams inevitably means limitations on availability and the opportunity for regular 

engagement. 

A fifth consideration is interdependent action. Marks et al., (2001) differentiate task work from 

teamwork or processes which nurture group processes, comprehends others contributions 

and develops interprofessional processes for team goals. The evidence of engagement in the 

study usually starts with the second stage of the referral process and results in 

multidisciplinary assessment and task or key worker assignment and reviews in the context of 

the routine clinical team meeting. Indicators of interdependence are integrated case note 

(ICNs) which vary in use (93% in the West, 82% in Dublin, and 75% Dublin ML and 62% in 

the South); ICNs in use are reported by 37% of teams for all members; PIs in use by 14.3% 

for half of the members. The percentage of teams with means of 4.0+ for reporting 

participation is 45.7% and for interdependence is 27%. 

It is evidence of ‘ teamness’ that counts – the key set of intangible phenomena that allow a 

team to function synergistically as more than the sum of the parts, and with a sense of identity  

(Yank et al., 1992). There are informal and formal cross referrals, formal meetings, informal 

exchanges, participation and reports of joint roles in community intervention and support. 

Frequent and voluntary interaction by team members facilitates sharing and discussion of 

ideas that effect innovation (Drach–Zahavy and Somech, 2001). It is noteworthy that study 

teams with longer tenure have significantly greater levels of team participation and shared 

team objectives. 

8.9 User Participation 

The discussions with teams identified key themes such as responsiveness/user access, 

choice, information, engagement, care planning and recovery. 

 Responsiveness is a major goal and performance indicator of the teams and is the initial 

experience of participation in one’s own recovery. Direct access to staff in the clinic and in 

crises is encouraged. In an incisive qualitative study on service user perspectives, Dunne 

(2006) reports difficulty in access, over reliance on medication, unsatisfactory 

communications by Consultants and the doubtful benefit of outpatient clinics! In the current 

service user study, 35% gained access in less than one week although 13% had to wait 4 

weeks or more; 29% got a 1st appointment in less than one week and 85% were satisfied 
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with the duration of their appointment. 79% in the study reported that they could get a 

professional (mainly a psychiatrist or nurse) to speak to if necessary. 

Participation can lead to very positive outcomes (Berger et al., 1996; Pilgrimand Waldron, 

1998). It has elements of shared information, involvement in decision–making and particularly 

in physical care (Mawkinney and McDaid, 1997). Informed users are more likely to comply 

with treatment regimes (Kaplan et al., 1998) as appropriate information enables improved 

relationships between consumers and service providers (Mawkinney and Mc Daid, 1997). 

Information is viewed as a continuum that is influenced by the mental state of the consumer at 

various points in time and also challenges the reluctance of service providers to encourage 

participation at individual treatment or broader levels (Hickey and Kipping, 1998). In 

discussions with study teams, information giving focused on the initial preparatory exchanges, 

explanation of roles in process and differentiation between young and old and in crisis 

situations. In a context of stigma and isolation good communications and information 

regarding condition is important (Powell and Clarke, 2006). 

The UK National Inpatient Survey reported that 21% did not get enough information regarding 

their condition and treatment and involving family and friends and 45% had not received a 

care plan where all service users are expected to have a care plan (Richards and Coulter, 

2007) In this study 42% were aware of the care plan, 39% understood it and 75% were aware 

that the treatment plan was reviewed more than once. Information on the first visit was good 

for 67%; 84% had been advised of the purpose of their medication. It is noteworthy that 75% 

of this study’s participants were in accord with their clinician’s record of their diagnosis e.g. 

21% schizophrenia, 25% bi–polar and 33% with depressive disorders. 

 Coulter (2006) refers to a growing body of evidence that patient engagement in treatment 

decisions can lead to a more cost effective service and better health outcomes. While 

research evidence confirms the beneficial effects of user involvement in their care process, 

the system is reliant on willing professionals (Felton and Stickley, 2004). Involvement is 

strongly supported by national policy as amplified in the HSE document ‘Your Service, Your 

Say’ and the UK NHS publications (NHS, 2000, 2001) and WHO (Crawford, et al., 2003) 

Study team members state that giving service users responsibility and ownership encourages 

them to engage with their care plans and their own regular reviews. Several say that they 

encourage service users to take part responsibility in the planning process and when possible 

in the decision process and outcomes. CMHT members emphasise involvement, 

collaboration and support in respect of goal setting and reviewing. Others caution against too 

much formality and observe that older people prefer an authoritative approach and also refer 

to the problem of engaging very ill patients. User engagement and participation varies across 

teams. Some teams would argue that there are significant constraints on the extent too which 

they can practice patient centeredness and indeed argue that it is seen a luxury rather than a 

necessity. 
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In a UK study, 32% in primary care and 48% in hospital stated that they were not sufficiently 

involved (Richards and Coulter, 2007). That is not remarkably different from service users in 

this study where 63% had involvement in the choice of treatment. 

‘Recovery’ is a contested concept and is often described as a ‘buzz word’ as professional 

attitudes vary with age, discipline, training and experience. Some teams argue that there are 

significant constraints on the extent to which they can practice patient centeredness and 

indeed argue that it may be seen as a luxury rather than a necessity. Others say that choice 

depends on having realistic options, steering users through education and bringing their 

requests to meetings. In overview, access and contact is pretty good; information about 

medication and treatment is better but there is room for improvement regarding choice and 

care plans. Generally there is a positive attitude to user participation although the concept of 

‘Recovery’ is not locked in many mindsets as yet. 

8.10 Multidisciplinarity and the Patient Care Process 

The user voice is now recognised internationally as central to policy, planning and service 

design (Campbell, 2001; Lammers and Happell, 2003; Coulter and Magee, 2003) and is an 

important input to evaluation (Long, 2006). ‘Vision for Change’ (Dept. of Health and Children, 

2006) supports partnership at all levels, the need for integrated multidisciplinary teams and 

the active participation of users in their own recovery. The service user study recognised that 

they are a part of the decision making process in their own care (Sharfstein and Dickerson, 

2006) and are capable of making a balanced judgement and contribute to service 

development (Rose, 2001). To date, an evaluation that includes service users’ perceptions of 

CMHTs has not been undertaken to our knowledge. Therefore, their reports together with 

team reports of multidisciplinary involvement in their care are very informative about the 

status of CMHTs. 

8.10.1 Multidisciplinary Involvement in the Care Process 

The level of multidisciplinarity is reflected in the involvement of various disciplines in different 

stages of the care pathway. In respect of their diagnosis and treatment review stages, 44% 

and 24% of service users report one professional involved for each stage, 56% and 46% for 

two professionals and 26% for three and four professionals in both stages. 

Teams’ data In relation to all categories of service users indicates that Psychiatrists have the 

highest–level of involvement in assessment (86.6%), treatment (88.1%), discharge plan 

(92.5%) and significant influence on referral (97.1%). (Other doctors are reported as having 

70.9%, 67.1%, 64.1% and 59.5%). The 2nd discipline is Nursing for assessment (39.5%), 

treatment (39.8%) and discharge plans (39.5%) and significant influence on referral (48.3%). 

Social Workers are in 3rd position for assessment (17.54%), and influence on referral (45.6%) 

and Addiction Therapists have 3rd position for treatment (23.1%) and discharge plan (20%). In 

relation to discipline involvement in their treatment 98% of service users refer to Psychiatrists 

followed by nurses at 84% and then psychology (46%), Social Work (32%), OT (31%). In the 
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treatment review, 94% of service users place Psychiatrists to the fore and then followed by 

nurses according to 40% of service users. This contrasts with the CMHTs data where third 

position for treatment is addiction therapy followed by social work, occupational therapy and 

psychology. 

That situation changes significantly where psychology, occupational and addiction therapy 

focus on selected categories. It is indicative of unidisciplinary interest and activity. The case 

study service users rank the involvement of psychiatrists, followed by nursing, in both 

treatment and review far higher than other disciplines. Their contrasts between the non-

traditional disciplines are remarkable. Service users say that input by psychologists, 

occupational therapists and social workers was not relevant in 18%, 19% and 22% of cases 

respectively. Other therapists had 25% input but another 44% were not relevant to the cases. 

Table 8.1 summarises the service user and CMHT perspectives on multidisciplinary 

involvement. 

Table 8.1: Multidisciplinary Involvements in service user Care Process 

Service Users Community Mental Health Teams 

Discp. 
Treatment 

%        N 

Treatment 

Review 

%         N 

Assessment% 

Some*    All 

Treatment% 

Some      All 

DischPlan% 

Some     All 

V/Significant 

Infl.Referral 

%          N  

Psych.     98    84    94     68 13.4     86 .6 11.9      88.1 7.5       92.5 97.1      67 

Nursing     84    43    40     27 49.1     39.5 52           9.8 47.8     39.5 48.3     355 

Soc.Work     32    13      9       6 64.9     17.5 78.6       17.9 71.9     19.3 45.6       57 

Psyl.     46    18       6       4 84.6     12.3 87.7       12.3 81.2       9.4 38          63 

O.T.     31    12      3       2 77.1     10.4 83.3       16.7  85.4    10.4  29.2        49 

Ad.T.          - -      1       1 91.7       8.3 76.9        23.1 76          20 20.8        24 

OtherDrs.         - -        - -  26.6       70.9 31.6         67.1 30.8     64.1 59.5        79 

Other         - -        - - 25.9      18.5 33.3        14.8 37        14.8 28.5        27 

Total          - -        - -  39.2      50.4 39.9        53.8  39.2      50.4 50.1 

Concordance occurs with both perspectives regarding medical and nursing involvement with 

clear similarities between treatment review and discharge plan. There is a significant gap in 

perspectives regarding nurse input to treatment. Nevertheless, it is clear is that doctors and 

nurses occupying the first and second position in all situations with a major difference 
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reported in the process stage but invariably report much higher involvement in relation to 

special categories of patients e.g. their own discipline’s core activity. This is indicative of a 

strong traditional orientation in practice. 

The main therapies reported are normally associated with psychiatrists, psychologists and 

nurses. 

Engagement and participation of users occurs to varying degrees by teams. Involvement is 

important but it can be very difficult to engage very ill persons. Service user input to care 

plans and involvement in regular reviews encourages responsibility and ownership. 

The treatment process in the mental health teams confounds the level of multidisciplinarity 

that is highlighted in both the diagnosis and treatment review. One explanation for this may be 

that the nature of the Community Mental Health Team is multidisciplinary on the face, 

however, by taking a closer look, it is clear that the manner in which the treatment process 

takes place is, in fact, unidisciplinary or at best dual–disciplinary. 

8.11 Concluding Overview 

This Chapter discussed the studies triangulated findings with reference to extant literature 

using an emergent multifactor model comprising the elements:  the historical context, 

compositional variety a shared vision and goals, performance management, contextual 

influences in uncertainty and ambiguity, the reality of multidisciplinarity as reported, and the 

evidence of its enactment in delivering person centred care. 

The life story of CMHTs necessarily mirrors the history of the Mental Health Service during 

the past quarter of a century, which witnessed a dramatic shift in structure, expectations, 

modalities and professional practice, against the background of the early challenges of an 

economic downturn and considerable resistance from many quarters. This study reports the 

current as reality experienced by CMHTs. 

CMHTs’ primary goal relates to the service user in terms of the total process and outcome for 

each individual. There are, however, very wide variations and limitations on multidisciplinarity 

in composition and range of skills. Those with high resource ratios, skill mix, infrastructure, 

and reasonably low deprivation in their communities also have advantageous characteristics 

that facilitate positive performance. They are expected to perform the best but that is not 

always the case as illustrated in the Dashboard exercise. 

There has been more than a decade of exposure to formal service planning and performance 

monitoring in the health care system yet there is little evidence of PIs and QIs in mental health 

care and only two Mental Health Services have comprehensive information systems. If team 

based performance management links teams into the management structure and recognises 

them as central to effective service delivery they must be enabled to measure, monitor and 

review their own performance with routine, relevant and objective data. That is apparently not 

the case at present. Commitment and determination are internal attributes based upon mutual 
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trust and respect and role clarity that facilitates connectivity through shared goals and 

interdependent processes and actions. Evidence of interprofessional collaboration as against 

fragmented practice can be assessed from user–provider perspectives on multidisciplinary 

involvement with all user categories in the care process. There is considerable scope for 

improvement when one considers the compositional and broader structural variety in the 

system. That is coupled with wide variability in use of PIs, ICNs, frequency of formal 

structured contact and team ratings of participation and interdependence. Leadership occurs 

in a predominantly traditional model although it is recognised that some have progressed to a 

more holistic model of care. This may be in part explained by lower skill mix even though the 

majority of teams surveyed have at least a B1 category. Yet clinical leadership has been rated 

high on transformational characteristics in contrast with their perceptions of their managers. 

While there are early indications of shared leadership from discussions with teams, their 

management is apparently assigned by design or default to a nurse manager as coordinator 

and the traditional unidisciplinary lines of control. 

The HSE is seen as the most significant influence that is external to the team. It is portrayed 

as: distant and prescriptive regarding policy change and implementation; preoccupied with 

resource containment and acute care issues and, a limited understanding of local services. In 

contrast, relationships with related community service agencies in addressing issues of 

mutual concern is generally very good. 

What are the essentials for an effective CMHT? Common performance goals, complementary 

skills and mutual accountability are key. Considerations for multidisciplinary criteria that 

address needs and circumstances are availability, diversity, size and caseload, 

interdisciplinary working and interdependent actions enabled by teamness and appropriate 

leadership. Yet at least 50% of teams have an inadequate skill mix and resource ratio with a 

considerable caseload falling on some more than others with the result that they can hardly 

promote integrated mental health care. There are interdisciplinary differences in orientation 

particularly between psychiatry and psychology Three discipline groups are evident from a 

user perspective i.e. psychiatry, nursing and others. Interdisciplinary working and 

interdependent action relies upon communications and integration with scope for 

interprofessional processes. The available indicators of interdependency are strong in some 

instances but again wide variation is evident e.g. ICNs, PIs, participation and interdependency 

ratings and formal contact frequency. There should be greater opportunity for teamness and 

innovation with the reported level of transformational clinical leadership and self–ratings of 

team effectiveness. The external influences are issues to be addressed by team leadership 

both individually and collectively. 

Even if the traditional model is still strong, user satisfaction and engagement is recognised 

generally through good ratings on responsiveness, contact and information. There is 

considerable scope for improvement in multidisciplinary input in many areas and the 

involvement of service users in the care plan and process. There are similarities and 



Community Mental Health Teams: Determinants of Effectiveness 

192 

differences, as reported above, between user and provider perspectives of multidisciplinarity 

in the care process. The service users report a higher involvement and input by psychiatry 

and nursing than the CMHTs. They rate the involvement of other disciplines much lower than 

the CMHTs do although the latter differentiate between some and all categories of service 

user. The non–traditional disciplines have a varied involvement according to the stage in the 

process and inevitably report a much higher involvement related to their discipline’s domain of 

interest. 

There are several matters to be addressed in relation to policy and practice arising from the 

study, some of which have been touched on in this section or as reported by CMHTs as areas 

for improvement. There are also many questions for research to separate fundamental 

conceptual and/or subjective assumptions from any flaws in the implementation of an 

adaptive model. What is required in the first instance is a level playing pitch that provides 

requisite variety to meet the variable needs of the population. Further enquiry and analysis is 

necessary to explore each element of the multifactor model as determinants of CMHT 

effectiveness. That will not be feasible without the early adoption of a national MHIS and 

evidence–influenced Report Card or Dashboard with a leader–team development strategy. A 

re–energised commitment with awareness of critical enablers and barriers at all levels may 

assure support for CMHTs to deliver sustainable and participative integrated care which has 

high reliability and demonstrable effectiveness. 
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A1 HSE Region & former Health Board Area Activity 1984-2007

(a) HSE West:

General:

23 CMHTs / Categories: 5 A1, 8 A2, 8 B1, 2 B1V & 4 B2, 9 C.

MHS budget & expenditure 2007: 222.417m & 231.561m. The MHS allocation was

30.42% of the HSE-W budget, which was reduced by 10.34% relative to the overall MHS

allocation by the HSE between 2006 & 2008 (See Fin and P Sn). It represented 20% of the

PCCC West budget in 2006.

Admissions: Decreased by 43% during 1984 - 2007. The SDA % of all admissions reduced

from 77% to 64%. The SDA admissions reduced by 52% (Schizophrenia 52%, Depressive

disorders 29%, Alcohol related disorders 73%). In 1984 SDA was 77% of all admissions

and 64% in 2007.

The West had the highest SDA% (4 of 6 years) with highest Alcohol related (4 of 6 years)

and the lowest for Depression (4 of 6 years) and Schizophrenia (4 of 6 years).

The HSE West areas, as noted already, had the most y/e inpatient reduction between

1982 and 2003 ie 87.65% (NW), 85.1% (MW) & 80.03% (W)

West: Admissions 1984-07, decreased by 31% to 2033. SDA % reduced from 77% to

64%. Between 2003 & 2007 the SDA% category reduced in Galway to >59% and 60%-

69% in Roscommon and was fairly constant in Mayo at 70%-79%.

The change in admissions 1984-2007 reflect the closure of St Patrick`s, Castlerea and a

reduction of 18% (1994-2007) in the Roscommon Unit, the 99% reduction in St Mary`s,

Castlebar and opening of the Mayo Hospital Unit which had an increase of 1171% (2003-

07), the 52% reduction in St Bridget`s, Ballinasloe and 42% increase in the Galway Unit.

Psychiatric inpatient numbers (1984–2003) decreased by 78.57% to 385. Outpatient

locations decreased from 38 to 30 and sessions increased by 15.49% from 1996 to 1762

in 2003. Day facilities increased from 10 to 28 with 112 places increasing to 501 day
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centre and 61 (reduced from 148 in 1996) day hospital. Community residences increased

1986-03 by 261% to 83.

M West: Admissions 1984-07 decreased by 52% to 1273. SDA % reduced from 73% to

61%. Between 2003/07 the SDA% category was constant at >59% in Limerick and 60%-

69% in Clare. Separate data is not available for TN-TS.

The change in admissions 1984-2007 reflect the closure of Our Lady`s Ennis and a

reduction of 14% in the Ennis Unit; the 99% reduction in St Joseph`s Limerick and 21%

increase in the Limerick Unit, and the 97% reduction in St Luke`s Clonmel and 44% in the

Clonmel Unit both shared between North & South Tipp.

Inpatient numbers (1984-2003) decreased by 83.33% to 201. Outpatient locations

decreased from 15 to 13 and sessions increased from 1996 by 51.3% to 2914. Day

facilities increased from 1 to 22 with 18 places increasing to 210-day centre and 199 day

hospital places by 2003. Community residences increased 1986-03 by 350% to 36.

N West: Admissions 1984-07 decreased by 49% to 931. SDA% reduced from 81% to

69.4%. During 2003-07 the SDA% category increased to 70%-79% and 60%-69% in

Donegal and Sligo respectively.

The change in admissions 1984-2007 reflect the change and reduction by 55%, in the

Sligo/Leitrim Service, a 99% reduction in St Conal`s , Letterkenny and the 47% reduction

in the Letterkenny Unit (1994-207).

Inpatient numbers (1984-2003) decreased by 86.49% to 132. Outpatient locations

remained at 24 and sessions increased from 1996 by 2.55%. Day facilities increased from

4 to 14 with 21 places increasing to 368 day centre and 50 day hospital places.

Community residences increased 1986/-3 by 129% to 39.

(b) HSE South:

General:

35 CMHTs / Categories: 4 A2, 8 B1, 3 B1V and 13 B2, 6 C, 1CV.
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MHS budget & expenditure 2007: 195.110m & 193.502m. The MHS allocation was

26.67% of the HSE-S budget. It was 16% of the PCCC South budget in 2006.

Admissions: Decreased by 28% to 5210 between 1984-07. SDA% of all admissions

decreased from 72%% in 1984 to 63% in 2007. Between 1984-07 the SDA admissions

decreased by 37% to 3261(Schizophrenia 39%, Depressive disorders 27.85%, Alcohol

disorders 61.88%). The South had the highest SDA% (2 of 6 years) with Depressive

disorders (6 of 6 years), Schizophrenia (4 of 6 years), and Alcohol disorders (1 of 6 years)

and with lowest for Schizophrenia (1 of 6 years).

The y/e 1982-2003 reductions in inpatients in HSE South areas was 71.2% (S) & 67.1%

(SE)

South: Admissions 1984-07 decreased by 28% to 2695. SDA% decreased from 75% to

57%. Between 2003-07 the SDA category had two reductions ie to 70%-79% and >59%.

They included one increase to 60%-69% and two constants at 60%-69 % in Cork and a

>59% constant in Kerry.

The change in admissions reflect the closure of Our Lady`s, Cork, St Anne`s, Skibereen

and a decrease of 34% in the CUH Unit and 60% in St Stephens Cork,

22% in the Bantry Unit, a 97% reduction in St Finan`s, Killarney and a 2% increase in the

Tralee Unit

Inpatient numbers decreased by 68.9% to 510. Outpatient locations increased from 32 to

37 and sessions increased to 1735 from 1996 by 27.38%. Day facilities increased from 3

to 26 with places increasing from 43 to 295 day centre and 164 day hospital places.

Community residences increased 1986/03 by 7.14% to 45.

SEHB: Admissions 1984-07 decreased by 29% to 2515. SDA% reduced from 68% to

69%. Between 2003-07 the SDA category was constant at >59% and 70%-79% in Tipp

South, constant >59% and a reduction to 70%-79% in Waterford, constant 60%-69% and

reduction to >59% in Kilkenny and constant 70%-79% in Wexford.

The change in admissions reflects a 92% reduction in St Otteran`s, Waterford and a

reduction of 12.4% (1989-2007) in the Waterford Unit; a 98% reduction in St Canice`s

Kilkenny, the cessation of St Dympna`s, Carlow and a 14% (2003-07) increase in the
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Kilkenny Unit ; the 97% & 44% reduction in St Luke`s Clonmel and in the Clonmel Unit

respectively, both shared between North & South Tipp., and a 48% increase in St

Senan`s, Wexford.

Inpatient numbers (1984-2003) decreased by 63.2% to 677. Outpatient locations

decreased from 35 to 33 and sessions increased to 1575 from 1996 by 25%. Day facilities

increased from 3 to 28 with places increasing from 103 to 296 day centre and 138 day

hospital places. Community residences increased 1986/-3 by 155.5% to 69.

(c) HSE DML:

General: 27 CMHTs /Categories: 6A1, 2A2, 1B1, 4B1V & 2 B2, 1 B2V, 9 C, 2 CV. MHS

budget and expenditure 2007: 170.929m & 179.172m. The MHS allocation was 23.28% of

the HSE-DML budget. It was 10% of the PCCC DML budget in 2006.

Admissions: Decreased1984-07 by 9% to 4217. In 1984 the SDA was 63% of all

admissions and 64% in 2007.

Between 1984-07 the SDA admissions decreased by 19% to 2979 (Schizophrenia 5.5%,

Depressive disorders 20.2%, Alcohol Disorders 40.2%). DML was the highest for

Schizophrenia (2 of 6 years) and Alcohol (1 of 6 years) and lowest for Schizophrenia and

Depressive Disorders (1 of 6 years) and Alcohol (2 of 6 years) with lowest SDA% (3 of 6

years).

The y/e 1982-2003 reductions in inpatients were 62.05% (E) & 76.42% (ML)

Dublin S: Admissions 1984-07 increased by 8% to 3016 (excl. Private Hospitals). The SDA

% decreased by 4.4%. The East Coast Hospitals increased by 95% and South West

decreased by 44%. In two sets of South Dublin facilities SDA% (a) increased from

42.13% to 63.07% and (b) reduced from 73.94% to 66.56%. Between 2003-07 the SDA

categories were constant at >59%, 60%-69% and 70%-79%, and two reductions to 60%-

69%.

The change in admissions is reflected in the cessation of Vergemount Clinic, reductions in

Cluain Mhuire of 16%, and increases in St Vincent`s, Elm Park, 29% (1999-07), the Naas

Unit 11% (2003-07), Tallaght Unit, 18% (1994-2007), St James`s Unit, 14% and

Newcastle, Greystones by 70%.
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[Private Services: St John of Gods reduced by 74% and St Pats increased by 16%]

*Inpatient numbers decreased by 60.1% to 902. Outpatient locations increased from 38 to

65 with sessions decreasing by 41.67% to 3833 between 1986 and 2003. Day facilities

increased from 8 to 33 with places increasing from 537 to 477 day centre and 443 day

hospital places. Community residences increased 1986-03 by 71.4% to 84.

MidL: Admissions 1984-07 decreased by 35% to 1201. SDA% reduced from 70.6% to 64

.02%. Between 2003- 07 the SDA category was constant at 70%-79% and had a 60%-

69% in Laois and a reduction to 60%-69% in West Meath.

The change in admissions is reflected in a reduction in St Loman`s, Mullingar of 58%, St

Fintan`s, Portlaoise by 97% and the opening of the Portlaoise Unit.

Inpatient numbers decreased by 75.97% to 266. Outpatient locations reduced from 21 to

15 with sessions increasing 1996-2003 by 21.48% to 769. Day facilities increased from 1

to 14 with places increasing from 27 to 100 day centre and 26 day hospital places.

Community residences increased 1986-2003 by 72.2% to 31.

(d) HSE DNE:

General: 26 CMHTs /Categories: 4 A1, 3 A2, 2 B1, 1 B1V& 6 B2, 10 C.

MHS budget and expenditure 2007: 142.685 & 143.127m. The MHS allocation was

19.51% of the HSE-DNE budget. It was 15% of the PCCC budget in 2006.

Admissions: Decreased 1984-07 by 31% to 3085. In 1984 the SDA% of all admissions

was 73% and reduced to 52% in 2007. SDA admissions decreased (1984-07) by 51% to

1616 (Schizophrenia 36.87%, Depressive Disorders 39.97%, Alcohol related, 76.89%). In

1984 SDA was 73% of all admissions and 55% in 2003.

DNE was the highest for Schizophrenia (2 of 6 years) and lowest for Schizophrenia and

Depression in 2007 and SDA% (4 of 6 years).

The y/e 1982-2003 reductions in inpatients were 62.05% (E) & 73.1% (NE).
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Dublin N: Admissions 1984-07 decreased by 29% to 2170. SDA% in N Dublin was 73% in

1984 and 48% in 2007. Between 2003-07 the SDA categories had two constants at >59%,

a reduction to >59% and an increase to 60-69%.

The change in admissions is reflected in the cessation of St Dympna`s, reductions of 46%

in St Brendan`s, Grangegorman, 13% in St Vincent`s Fairview, 46% in St Ita`s Portrane

and increases of 10% in the Connolly Unit and 3% in the Mater Unit.

*Inpatients etc ref Dublin S above.

NEHB: Admissions 1984/07 decreased by 36% to 915. SDA% was 73% in 1984 and 64%

in 2007. Between 2003-07 the SDA categories had a constant at >59%, Monaghan

>59%, and Navan 60%-69% with an increase to 70%-79% in Cavan.

The change in admissions is reflected in a reduction of 90% in St Davnet`s, Monaghan,

39% in St Bridget`s Ardee, and a 31% increase in the Navan Unit (2003-2007) and 1%

increase in the Cavan Unit.

Patient numbers increased by 71.6% to 161. Outpatient locations increased from 9 to 18

with sessions increasing by 114.06% to 1614 between 1996 and 2003. Day facilities

increased from 2 to 11 with places increasing from 102 to 210 day centre and 35 day

hospital places. Community residences increased 1986-2003 by 1.9% to 25.
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A3. Survey Instruments



Page 9 of 128

A3.(i) CMHTQ/TLQ – Associated Documents & Combined Instrument
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A3.(i). Letter of Invitation to Participate in CMHT Study
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A3.(i). CMHT Information Sheet
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A3.(i). CMHTQ/TLQ Combined Instrument.
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A3.(ii) SUQ/CSQ – Instrument
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A3(ii).1. Letter to CMHT Consultant

Name
address

Re: National Study on Community Mental Health Teams.
Case Study: Service User Survey and Team Focus Groups.

Dear …,

We are nearing completion of the CMHTs Survey and will now initiate the next phase which is a
Case Study. It includes a Service User Survey of their experience of the CMHT and a CMHT
Focus Group . We have purposely selected 12 surveyed teams to reflect regional and compositional
differences. As your team fits our selection criteria we would greatly appreciate your cooperation,
and again, the assistance of your team`s designated liaison person.

As on the previous occasion we wish to fit into your clinical routine insofar as possible regarding
both activities. The Service User Survey can be undertaken in conjunction with a standard Clinical
Review Session. This would entail the issue of letters of invitation and information sheet to users
who are scheduled to attend the relevant clinic. The process on the elected day will be discussed
with you by phone. For ethical reasons we suggest an external facilitator who is an experienced
mental health professional, to administer the survey instrument. That will also be the subject of
discussion with you.

Regarding the Team Focus Group we can fit with your scheduled weekly meeting. This will be
limited to 6-8 members who represent the multidisciplinarity of your team.

These are essential inputs to enable us to provide a comprehensive sample data set in addition to the
CMHT and LHM surveys.

Again, many thanks for your earlier participation in this study and in anticipation of your continuing
generosity and that of your team regarding the final stage.

Best wishes for 2009.

Yours Sincerely,

_______________________
Prof. Stiofan de Burca,
Dir Health Systems Research Centre,
University of Limerick
061-233664
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A3(ii).2. Letter of Invitation to CMHT Service Users (issued by liaison person)

Re: Service User input to the National Study on Community Mental Health Teams

Dear _____________,

A research team from the University of Limerick, in collaboration with the National Mental Health
Office, is undertaking a National Study on what makes community mental health care teams
effective. A Community Mental Health Team includes all the professional staff (e.g. Doctors,
Nurses, Psychologists, Addiction Counsellor, Occupation Therapist & Social Worker) who work in
the Day Hospital/Clinic for a specific geographic area.

The aim is to learn from the study how to improve the work of Community Mental Health Teams
across the nation. See attached information sheet on the study.

Your personal experience on how you are engaged in your treatment and satisfaction with same is
essential for the study. This is the reason why we are asking you to participate. Your participation
is nevertheless voluntary. If you are willing to participate you will be invited to complete a
questionnaire regarding the care you receive from the professionals working in your Day
Hospital/Clinic when you next attend at the clinic on ____/____/____ @ ________.

At the clinic a mental health professional will facilitate the completion of the survey questionnaire.
This person does not have any involvement with your Day Hospital/Clinic.

The professionals attached to the day hospital/clinic will not have access to your completed
questionnaire. The information is private and confidential (the only people who will have access
to it are researchers from the University of Limerick). The questionnaire is also anonymous- this
means that your name will not appear anywhere on the document.

I wish to thank you in advance for your co-operation,

Yours sincerely,

_________________
Stiofan de Burca,
Health Systems Research Centre,
University of Limerick



Page 40 of 128

A3(ii).3. Service User Information Sheet
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A3(ii).4. Survey Instructions

SURVEY INSTRUCTIONS

The survey aims to assess your views about the care provided by the clinical professionals who
work at your day hospital/ clinic.

Read each question carefully and give your response.

There are no right or wrong answers. We want to know your honest opinion, positive or
negative.

The questionnaire is anonymous (this means that you name does not appear anywhere; nobody
will be able to identify you)

The information is private and confidential (the only people who will see your answers are the
researchers from the University of Limerick).

Ask the external facilitator if you need clarification only.

It will take less than 15 minutes.
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A3(ii).5. Service Users’ Consent Form
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A3(ii).6. SUQ Instrument

Leading page
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P1 – P10
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A3(ii).7. Consultant’s Form
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A3(ii).8. External Facilitator’s Form
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A3.(iii) LHM – CMHTEQ
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Letter of Invitation to LHM Participate in the CMHT Study
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Another version (i)
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Another version (ii)
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Survey Instructions for LHM
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LHM Questionnaire
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Remainder of questionnaire is as per CMHTEQ (ref CMHTEQ/TLQ above).
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A3.(iv) Focus Groups – Question Schedule
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Focus Group Question Schedule

Question Schedule: To explore how the teams define their own effectiveness, and manage
multidisciplinary working and contextual influence to effect high quality care for patients.

Q1 How do you define EFFECTIVENESS in your team?
Criteria, People, Measures …

Q2. How do you measure and monitor your team’s performance?
- PIs, QIs, Feedback, Surveys, Self Assessment …

Q3. What are the major internal influences that affect your performance?
What are the major internal influences that affect your performance?
- How do they inhibit/enable you?
- How do you manage them?

Q4. How does multidisciplinarity work to the benefit of patient care in your team?
- cross-discipline referrals, consultations, single discipline lists/clinics … ?

Q5. How is the patient engaged in his/her care process?
- responsiveness, participation, information, choice, … ?
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A4. A Changing Mental Health Service 1984-2007
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A4.(i). Input-Output Indicators for Four HSE Regions by CMHTs/LHO areas

(a) DML

HSE Region/
Area

Team categories

A B

Pop/SR Pop* Pop*
City County

%Depriv:9&10th decile
City County

Adms
2007

Adm rate
2007

%change
1984-2007

Obs.

DW/SW 2 2 2943.5 259,508 - 1 152,9361 - 1 55.31 541 208 -98
+4

Near closure
PSU 03/07

L/W 2 1 2296.5 111,379 - 34,357
78,875

- 40.82
28.97

504 452.4 -58 PSI

EW 1 1 3528.9 109,395 - 126,139 - 27.33 678 619.7 +70 PSI 84/07
K/WW 2 3 3039.4 205,157 - 186,291 - 19.13 520 253.7 +18.2 PSU 94/07
L/Oy 1 2 2849.9 142,211 - 66,967

70,819
- 26.84

47.28
697 490.8 -97

(-)
PSI
PSU 07 only

SCD - 3 4937.9 172,332 - 194,029 - 14.55 398 231.4 -100
-16

Closure
MHC

DSC - 3 4678.3 134,969 600,1731 - 49.241 55.311 446 330.4 +14 PSU 03/07
DSE - 4 6973 105,989 - 1 152,936 49.241 55.311 433 408.5 +28.9 PSU 99/07

Total DML 8 19 3229.6 845,013 - - 4217 305.35 -9
D(EC) 3 11
D(SW) 2 5 987
ML 3 3 2577.1 253,590 1201 473.6 -35

* slight differences due to basis used by agency – viz HSE, Local Authority (SAHRU).
** increase (+%) or decrease(-%), some different institutions.
1 unknown apportionment between LHO areas
NB. [Dublin: SCD = St James` Clinic, SE = St Vincent`s Elm Park, DSC = Cluain Mhuire Centre, DW/SW = Tallaght]
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(b) DNE

HSERegion/
Area

Team categories

A B

Pop/SR Pop* Pop*
City County

% Depriv:9&10thdecile
City County

Adms
2007

Adm rate
2007

%Change
1984-2007 Obs

C/M 2 1,320 90,000 - 63,947
55,980

28.31
34.28

216 240 -90
-1

PsI
PsU(03/07)

DNW 2 2 3,515 177,500 ? ? 557 313.8 -46
10

PsI
PsU (03/0)

L/M 2 7 4,963 288,672 // 111,263
162,784

55.36
5.29

699 242.2 -39
31

PsI
PsU 03/07)

ND 1 5 4,128 225,000 // 239,977 12.82 // 846 376 -100
-46

Closure
PsI

DNC 5 3,178 143,000 600,173? 49.24 767 536.4 3
13

PsU(03/07)
PsI

Total DNE 7 19 3,344 924,172 // // // // 3085 333.8 -31 Total
DNE/D 3 12 3,636.6 545,500 // // // // 2170 397.8 Total
DNE/NE 4 7 2,997.5 378,672 // 393,974 // // 915 241.62 -36 Total

NB. [Dublin City: NC = St Vincent`s Fairview and Mater, Nr = St Brendan’s, NW = Connolly & Portrane]
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(c) South

HSERegion
Area

TeamCategories

A B*

Pop/SR Pop* Pop*
City - County

% Depriv: 9&10th-decile
City - County

Adms
2007

Adm rate
2007

%Change
1984-2007 Obs

Ts 2 1 2,734 79,000 - 83,170 - 38.23 496 627.8 -97
-44

Nr closure
(N/S)
PsU (N/S)

C/K 1 4 1,707 120,726 - 50,315
87,467

- 28.65
24.34

545 450.4 -100
-98
13.9

Closure
Nearclosure
PsU(03/07)

NL 1 5 3,628 220,602
119,37

823 364.2 -100 Closure

SL 6 3,824 179,133 67.35 485 270.9 -34 PsU

Wx 2v 3,790 131,906 - 131,675 - 33.20 732 554.5 48 ?incr

CW 1v 2,545 53,445 -
361,700

-
17.03

214 403.8 -100
-28.7

Closure
PsU (94/07)

NC 3 2,108 80,795 332 409.9 -60 PsI
K 5 2,727 134,616 - 139,749 - 36.88 841 624.8 -97

2
Nearclosure
PsU(94/07)

Wt 4 4,398 125,132 45,703 62,141 56.99 19.54 742 593.6 -92
-12.4

Nearclosure
(89/07)

Total S 4 31 2.969 1,125,355 165,07
9

916,217 - - 5210 463.1 28 Total

C+Co= 1,081,296
S/S 1 202714.3 668,591 2695 403.1 Total
S/SE 3 112804.6 456,764 2515 550.7 -29 Total

NB. [*Cork: NL = Our Lady’s Cork (closed), SL = PsU CUH]
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(d) West

HSE Region/
Area

Team categories

A B

Pop/SR Pop* Pop*
City County

% Deprivn 9 &10 decile
City County

Adms
2007

Adm rate
2007

%Change
1984-2007

Observations

EG 4 1,313.4 111,510 - 159,130 - 26.07 476 428.83 -52 PsI
Tn 2 2,539.3 66,023 - 65,983 - 38.88 193 292.4 -97

-44
Nr closure(N&S)
PsU (N&S)

C 3 1 2,487.7 110,950 - 110,778 - 22.48 467 420.7 -100
-13.5

Closure
PsU (03/07)

M 2 3 2,130 123,648 - 123,738 - 29.61 443 357.3 -99
1171

Nr closure
PsU (03/07)**

Lk 2 3 2,679.1 184,055 52,530 131,441 59.36 21.35 613 333.2 -99
21

Nr closure
PsU

S/L 5 1,898.8 85,824 - 60,843
28,876

- 34.61
18.03

390 458.8 -55 PsI /

WG 4 2.984.3 120,567 72,412 62.79 673 556.2 42 PsU
D 4 2,880.8 139,432 - 147,095 - 63.58 541 389.2 -99

-47
Nr closure
PsU (94/07)

R 3 1,375.9 60,263 - 58,693 - 13.28 441 735 -100
-15

Closure
PsU (94/07)

Total W 13 23 2,309.4 1,002,272 - - - - 4,237 422.85 -43 Total
W/W 6 10 1,831 111,510 72,412 341,561 - - 2033 488.8 -31 Total
W/NW 9 2,406.6 225,256 - 236,814 - - 931 413.8 -49 Total
W/ MW 7 4 2,591.7 361,028 52,530 308,202 1273 352.6 -52 Total



Page 71 of 128

A4.(ii) LHO CMHT – Groups 1–4 Compared

Table A.3 (a) LHO Group 1: Teams – Some Inputs / Outputs

LHO
Area

Team
Catego
ries

Pop/SR Conslt/Nurs
e/Othe
r,
Ratios

%Deprivation:9
th&10th

Decile

SDAAdm
Rate 2007

Adm
Rat
e
200
7

%Adms
Change 1984-

2007

Group 1 A B City Co. PI PU

EG 4 1,313.4 1:13.1:4.4 26.07 229.6 476 -52

Tn 2 2,5393 1:4.3:2.3 38.88 174.24 292.4 -97 -44

C/M 2 1,320 1:11.8:2 28.31
34.28

158.9 240 -90 -1

C 3 1 2,489.9 1:4.6:3.4 22.48 249.34 420.7 -100 -13.5
L/W 2 1 2296.5 1:5.4:1.9 40.82

28.97
307.9 452.4 -58

Ts 2 1 2734 1:5.2:1.9 38.23 470.89 627.8 -97 -44
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Table A.3 (b): LHO Group 2 Teams –Some Inputs/Outputs

Group 2
A B

DNW 2 2 3,515 1:2.6:1.8 12.82 191.55 313.8 -46 10
DWSW 2

(
1
v
)

2943.5 1:5:1.9 55.31 131.20 208 -98 4

EW 1 1 3528.9 1:3.8:1 27.33 437.84 619.7 70
L/O 1 1 2849.9 1:5.1:2.7 26.84

47.28
300 490.8 -97 -

M 2 3 2,130 1:6.2:2.4 29.61 271.84 357.3 -99 1k
Lk 2 3 2,679.

1
1:7.3:2.2 59.4 21.35 196.74 333.2 -99 21

K/WW 2 3
(1v)

3039.4 1:4.4:1.4 19.13 161.79 253.7 18.2
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Table A.3 (c): LHO Group 3 Teams - Some Inputs / Outputs

LHO
Area

Team
Categ
ories

Pop/SR Conslt/Nurs
e/

Other,Ratio
s

% Deprivation:
9th&10th Decile

SDA Adm
Rate 2007

Adm
Rat
e
200
7

% Adms
Change
1984-2007

Group 3 A B/C City Co.

L/M 2 7 4963 1:1.3:1.2 - 55.36
5.29

152.42 242.2 -39 31

C/K 1 4 1707 1:8.1:2.8 - 28.65
24.34

205.52 450.4 -100
-98

13.9

ND 1 5 4128 1:3.8:1.4 - 12.82 115.11 376 -100
-46

NL 1 5(1v) 3628 1:5.3:1.8 67.35 280.6 364.2 -100
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Table A.3 (d): LHO Group 4 Teams - Some Inputs/Outputs

Group 4
B/C

SL 6 3824 1:4.4:1 67.35 185.47 270.9 -34
S/L 5 1,898 1:5.4:1.5 34.61

18.03
307.69 458.8 -55

K 5 2,727 1:6.2:1.4 36.88 191.68 624.8 -97 2
DNC 5 3,178 1:2.3:0.5 49.24 303.50 536.4 3 13
DSE 4 6,973 1:1.7:1.2 55.31 264.18 408.5 28.9
D 4 (2v) 2880.8 1:5.2:2.1 63.58 274.03 389.2 -99 - 47
WG 4 2984.3 1:3.5:3.4 (62.79) 26.07 342.45 556.2 42
Wt 4 4,398 1:3.7:1.5 (56.99) 19.54 426.4 593.6 -92 -12.4
NC 3 2,108 1:7.3:2.2 17.03 244.69 409.9 -60
R 3 1,375.9 1:16:2.4 13.28 482.91 735 -100 -15
SCD 3 4,937.9 1:1.9:1.6 14.55? 105.63* 231.4 -100 -16
DSC 3 (1v) 4,678.3 1:2.2:1.9 49.24 234.94 330.4 14
CW 1 (1v) 2,545 1:1.7:1.7 17.03 247.19 403.8 -100 -28.7
Wx 2 (2v) 3,790 1:4.4:2.3 33.20 423.05 554.5 48

*query not resolved in the present report: what is the effect of Cluain Mhuire /St John of God private on SCD data?
NB. [Dublin City: NC = St Vincent`s Fairview and Mater, Nr = St Brendan’s, SC = St James` Clinic, SE = St Vincent`s Elm Park. Dublin
Co.: NW = Connolly & Portrane, SC = Cluain Mhuire Centre, W/SW = Tallaght]
[Cork City: SL = CUH, NL = OL Cork]



Page 75 of 128

A5. Factor Analysis
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A5.(i) Factor Analysis – CMHTEQ

Factor analysis was used to generate and evaluate the best-fitting model to describe the associations
among the 27 effectiveness variables as these were rated by the 738 respondents in our sample. A
model for the data was developed using exploratory67.35 factor analysis (EFA). The principal
components method of factor analysis was used. Factors were extracted until they accounted for
less than the variance of a single standardised variable (i.e. eigen values greater than 1). Following
standard factor analytic procedure, the factors were rotated to seek the best fit. This maximises the
high loadings of variables on factors and minimises the low ones. Both orthogonal and oblique
rotations were examined. Orthogonal rotations assume that the factors are uncorrelated and using
this rotation will generally result in items loading on only one factor. Oblique rotations allow the
factors to be correlated, which results in higher eigen values but is generally more difficult to
interpret. Due to the nature of the data and previous publications using this scale (Rees et al, 2001),
it was determined that direct oblimin rotation (an oblique rotation) was the most appropriate. To aid
interpretability of the findings, absolute values of factor loadings below 0.4 were suppressed. This
resulted in the exclusion of two items (responsiveness to needs of carers and sustainability and
continuity of the team). By one rule of thumb, loadings should be 0.7 or higher to confirm that
independent variables identified a priori are represented by a particular factor. This is on the
rationale that the 0.7 level corresponds to about half of the variance in the indicator being explained
by the factor. However, the 0.7 standard is a high one and real-life data may well not meet this
criterion, which is why, particularly for exploratory purposes, a lower level such as .4 for the central
factor and .25 for other factors (Raubenheimer, 2004) is deemed acceptable. Hair et al. (1998) call
loadings above 0.6 “high” and those below 0.4 “low”. In any event, factor loadings must be
interpreted in the light of theory, rather than arbitrary cut-off levels (Garson, 2009).
In this case, the factor analysis resulted in the pattern matrix shown in Table x.
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Table A4.1: Pattern matrix for factor analysis of CMHTEQ

Component
Variable no. Content Factor 1 Factor 2 Factor 3
24 Mental health status .721
20 Strategic admissions .688
27 Meeting users’ bio-psychosocial needs .681
21 User choice .585
15 Responsiveness to the users’ needs .556
13 GP/referrer satisfaction .552
26 Liaison with GP .488
11 Dealing with users emotions .449
25 Shared clarity about roles and services .798
17 Presence of effective (team) management .734
14 Staff development .705
8 Clinical monitoring .697
19 User/carer involvement .661
9 Satisfaction monitoring .664
22 Caseload management .575
18 Evidence-based practice .569
12 Local service plans .520
23 Use of care/treatment plan .476
1 Accessibility .701
2 Targeting .646
3 Resource efficiency .633
6 Mutual valuing .579
4 Complaint procedures .543
7 Coordination of care .473
16 Clear communication strategy .429

Note: Extraction by principal components analysis, rotation using Oblimin with Kaiser normalisation; rotation
converged in 21 iterations

Clearly interpretable differences were found in terms of content between the factors. Factor 1 refers
mainly to service quality. Factor 2 refers mainly to clinical performance management and factor 3
could be best described as relating to service management.
Considering each of the three factors (sets of items) as a scale, the internal consistency of all scales
was high. Cronbach’s alpha coefficients were .88 for service quality, .91 for clinical performance
management and .86 for service management.
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A5.(ii) Factor Analysis – TLQ

Factor analysis was used to generate and evaluate the best-fitting model to describe the associations
among the 42 leadership characteristic variables as these were rated by the 738 respondents in our
sample. A model for the data was developed using exploratory factor analysis (EFA). The principal
components method of factor analysis was used. Factors were extracted until they accounted for
less than the variance of a single standardised variable (i.e. eigen values greater than 1). Following
standard factor analytic procedure, the factors were rotated to seek the best fit, again using direct
oblimin rotation which allows the factors to be correlated with each other. To aid interpretability of
the findings, absolute values of factor loadings below 0.4 were suppressed; this approach receives
support in the literature (Raubenheimer, 2004). This did not result in the exclusion of any items.
In this case, the factor analysis resulted in the pattern matrix shown in Table x.

Table A4.2: Pattern matrix for TLQ

Component
Variable no. Content Factor 1 Factor 2 Factor 3
6 Approachability 1.030
2 Empowers through trusting .943
14 Behaviour has positive effect on self-confidence .905
21 Consistent behaviour .894
4 Behaviour raises motivation to achieve .819
28 Allows others to lead as appropriate .775
1 Sensitive to needs and aspirations .764
30 Behaviour increases self-esteem .750
10 Behaviour increases job commitment .749
22 Behaviour reduces job-related stress .729
17 Behaviour increases job fulfilment .727
25 Behaviour increases job satisfaction .727
23 Flexible when appropriate .724
31 Accessible .710
15 Uses direct communication as appropriate .697
20 Empowers through allowing discretion .682
5 Consistency between saying and doing .646
7 Leads in a satisfying fashion .643
33 Sustains effort by showing genuine interest in followers .594
35 Behaviour increases organisational commitment .548
9 Shows interest in how followers feel about organisation .542
36 Encourages development by increasing responsibility .493
12 Delegates effectively .485
16 Is prepared to take difficult decisions .912
32 Shows determination to make things happen .895
8 Is decisive when required .861
34 Articulates a vision that internal and/or external stakeholders

identify with
.761

11 Establishes a wide network of links with the external
environment

.756

37 Committed to developing his/her competence as a leader .712
38 Thinks laterally/imaginatively .664
27 Gains the confidence of the public/community .635
41 Is politically skilled in obtaining support from key players .609
24 Prepared to take calculated risks .562
29 Regards the good of the organisation as paramount .556
2 Able to communicate effectively about the vision of the

organisation
.534

19 Inspires internal and/or external stakeholders by passion and
determination

.531

13 Is honest/open in the way he/she behaves .417
42 Involves followers in the process of setting objectives -.492
18 Is active in supporting followers development through

coaching/mentoring
-.460

39 Uses knowledge and understanding of followers motivations to
achieve goals

-.433

40 Acts in a manner that enables achievement beyond expectations -.430
26 Is active in developing followers strengths -.417
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Interpretable differences were found in terms of content between the factors. Factor 1 refers mainly
to the dyadic leader/follower relationship in LMX theory. Factor 2 refers mainly to the leader’s
personal skills and factor 3 could be best described as capturing the leader’s influence in developing
the followers.
Considering each of the three factors (sets of items) as a scale, the internal consistency of all scales
was high. Cronbach’s alpha coefficients were .98 for dyadic leader/follower relationship, .96 for the
leader’s personal skills and .96 for the leader’s influence in developing the followers.
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A6. Focus Groups – Template Analysis Framework
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Template Analysis: CMHTs Case Study-Focus Groups.

Effectiveness: Perspectives/Orientations Patient, Provider, Organisation.
Performance Measures Formal, Informal- Team & Discipline,

Improve!

Performance Monitoring Team & Discipline, External,
Team Improve!

Influences: Internal – Leadership Role, Style/attributes, Lead vs Manage,
- Team Values, Principles, Attributes,

Dynamics- Conflict, Structure, Process

External Population, Public, HSE Nat.-Gen,
HSE-Policies-Gen, Vision for Change, Primary Care
Teams, PCCC, HSE-Local,
Other Services-GPs, Vols, Gen.
Stat. Bodies.

Multidisciplinary Working: Roles, Available/accessible,
Indicators, Consequences.
Process of engagement-
contexts-formal/informal referrals,
Stages,
(Improve!-Resources, Personnel,
Facilities, Policies, Clinical Records.)

Service Model: Mainly Traditional, Social, Holistic.
Governance/Accountability.

Patient Focus: Responsiveness, Information, Feedback,
Engagement, Recovery.
Improve!
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A9. Triangulation: Findings from the National Study & Case Studies

Triangulation of key findings from the National CMHTs, LHM Surveys, Secondary data and

the Case Study of 11 teams – Focus Groups and Service User Survey.

This section summarises and combines the key findings from each method identified as 1

(Focus Groups), 2 (CMHTs/LHMs Survey) 3. (Secondary data as proxy) and 4. (Service

User Survey. The general framework derived from the Focus Group template analysis

provides the structure for cross comparison of findings from each method and participating

stakeholder group.

The comprehensive and rich nature of the qualitative story cannot be matched by the

specific quantitative data generated by pre-structured questionnaires and

available/accessible secondary data. On the other side, the latter provides more tangible, if

at times limited, measurement of what is happening. Concordance is explored but

inevitably, it is not always evident.

The five overarching categories in the template are: defining effectiveness, performance

measures and monitoring, influences (internal & external), multidisciplinarity and patient

focus. They facilitate the resulting synthesis of the various findings.

9.1 Defining Effectiveness:

1. While there is little reported as formal statements of CMHTs aims & objectives the

purpose focuses upon the service to patient (responsiveness and outcomes), the family,

providers` ethos and practice including their response to GPs the organisational

philosophy eg holistic care, and the community’s needs.

2. Teams prioritise service users (73.9%) and GP liaison (54%) in their objectives. `Shared

objectives` is the only process variable affected by team context. Concern for standards,

clear criteria to achieve excellence and general effectiveness is good (means are 3.54,

3.03 and 3.54). Team effectiveness has a mean of 3.54 and team approach in handling

potential weaknesses is 42% (-). Effectiveness has different predictors. Each of its factors

is positive and significant to team process. Age distribution is related to clinical
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performance management and a propensity to use PIs and Service Management to

transformational leadership.

Self-ratings of their effectiveness by all teams yield 37.1% as `Somewhat` and 62.9% as `

Quite`. There is a reasonable consistency between 2 HSE Regions self-ratings as `Quite

Effective` and their LHMs (DML 75:73.3; W 59.3: 58.3; S 50: 60; DNE 72.7: 45.5)

3. See multidisciplinarity and team effectiveness below.

4. See aspects of the service user experience below.

9.2 Performance Measurements and Monitoring:

1.Measures in use by teams are both team and discipline–based, formal and informal.

Team and discipline monitoring mirror this and is complemented by some external

monitoring and feedback. Teams recognise that there is much scope for improvement.

Formal team measures are mainly (but not always availed of) inpatient data although

some do have local performance data. Traditional discipline stats are maintained. The vast

majority do not have PIs or QIs.

Teams primarily use patient satisfaction, risk and audit, research, peer review and client

feedback to monitor performance. There are instances of practice reviews including

caseload comparison and day hospital trends. One reported an annual informal review.

Disciplines rely on general and clinical supervision and individuals refer to an annual report

and informal reviews. External feedback is mainly from the voluntary sector followed by

GPs. There are references to family, academic and media interest.

CMHTs state that major improvement is required in performance data/criteria and

review/feedback particularly from service users, self-assessment and risk.

2a. The more effective teams have developed processes and use PIs. The latter predict

effectiveness. Key PIs are used by 25% and clear performance criteria by 44% as used to

` a great extent / a lot`. Reference to user engagement is 0.11, referrals to hospital 0.3 and

user well being 0.3.

2b. Performance monitoring is 24% at ` a very great extent` and 42% at ` some `.

Objectives` reviews are undertaken by 48% and team approach and potential weakness
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by 23%. PI reviews are never or infrequent at 66%; monitoring clinical improvement 39%

and having a mechanism to review comments and complaints 40%. User satisfaction is

monitored ` to a great extent/ a lot` by 45% and ` some` by 30%.

3. Secondary data is limited to published Annual Reports by the HRB and DoHC .See

Chapter and Appendix as background activity trends. Also, the HSE Service Plans

provide high level targets and PIs. CMHT specific data is unavailable although two

services have clinical information systems and 4/43 teams (ref below pg) report that they

have achieved 51% to 80% PIs.

4. The SUQ study as user perspectives includes the CSQ-8 but only gives insight

regarding user involvement and treatment review for this purpose.

9.3 Influences

This has two parts – internal and external.

9.3.1 Influences – Internal:

1. The main elements of internal influence are, leadership, values, and principles,

attributes, conflict and community interface.

The leadership references include lead v manage, role, style, attributes and scope for self-

improvement. The Psychiatrist is acknowledged as the clinical team leader although there

is an awareness of emergent leadership in teams. Some leaders are described as strong

but approachable. A few recognise room for improvement. There are issues to be

addressed as disciplines are dominant in the management role and some say they either

do not have a team manager or a nurse manages the team. The primary values are

cooperation, mutual respect, honesty, learning, cohesion, equality, professional conduct

and recognition. However, communications and trust are ranked lower. Principles relate to

democratic processes and a psychosocial model. Although there is a clear concern

regarding the isolation and vulnerability of the minority, the dominant member attributes

are reported as: approachable, identity, flexible, reliable, progressive with instances of

humour, motivational culture and innovation. Some say they have no discord and others

admit some conflict or attribute external cause of conflict. External relationships,

particularly with GPs and Pharmacists are deemed to be a part of networking.
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2. Leadership is a key team influencer. The relationship between team leadership and

processes is almost completely mediated by team processes. They are a significant

predictor of team effectiveness whereas leadership is not. Transformational leadership is

significantly stronger in teams with longer tenure. The mean and standard deviation for

clinical team leaders` transformational leadership is 5.7 (1-7) and 0.648. Members’ ratings

of their clinical leaders are medium at 28.6% and high at 71.4%. The high ratings vary

between Regions (DML 81.2%, DNE 72.7%, W 70.4%, S 62.5%). The LHM s rated by

clinical leaders low 18.2, medium 56.1 and high 24.6%. The high ratings are reasonably

close with one exception. (DML 38.5, S 31.2, DNE 27.3, W 12.5).

Reported team characteristics are: friendliness and trust to a `great extent / a lot` 73.3%

(mean 3.89); reflexivity (mean 3.27); mutual clarity and value of respective roles (mean

3.72) and interdependence/cohesion (mean 3.82).

9.3.2 Influences – External:

1. The major externals are the HSE National and Local, other HSE and Voluntary

Services. A limited reference is made to the population and public in terms of needs and

attitudes.

The most frequent references to HSE National refer to image, preoccupation with

resources, leadership, engagement and information issues. While there are some positive

but increasingly cynical attitudes to policy such as Vision for Change, the explanations are

often related to resources, lack of commitment and dilution. The overall impact is very

negative. Primary Care Teams are also a cause of serious concern, as they are perceived

to despecialise the MHS. It is described as an incomplete strategy with ambiguous goals.

PCCC management/leadership is stated to have no involvement, communications or

understanding with a reactionary or prescriptive style. The local HSE is a `contact in crisis`

with Local Health Managers disconnected and local concerns unheard. Contrast is made

with instances of good communications with other local services such as GPs although

there are interesting variances in referral triage. Some Statutory & Voluntary Sectors such

as housing are good and others are seen as more idealist than realist.
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9.4 Multidisciplinary Working:

1. This includes availability, characteristics, process of engagement and involvement and

its consequences. There are areas for improvement.

The profiling study is a census of CMHTs and compositional and some contextual aspects.

Teams refer to time, availability of fulltime staff and the flexible role of the nurse as

indicators of multidisciplinarity. Other indicators are diversity of skill, talent, influence, and

interdependence. Engagement relies primarily upon cross referrals, formal meetings, and

participation in team re assessment, task allocation and roles. The Psychiatrist is the

primary point of patient entry to the service. There are few instances of all team members

in first line assessment. The dominant practice is onward referral and consultation on

problem cases. The traditional medical model is dominant although some describe a

medium interdependency between members or holism (except in crisis situations). There

are governance issues with some teams defining their own boundaries or a lack of clinical

governance and uncertain accountability. There are potential risks with different disciplines

and the struggle between a pluralistic extreme and the traditional model.

The areas for improvement include, time, resources and the need to address the

consequences of inadequacies in staffing and skill mix, facilities and lack of integrated

records.

2. Different levels of multidisciplinarity have significant differences in team participation,

support for new ideas, team objectives, reflexivity and innovation.

In this study, no significant differences occur between categories A1 and A2 and B1 and

B2 etc. The significant differences occur between A2 and B1. The lower end of the A2

scale is a critical point as below that no significant differences occur. Teams with a higher

degree of multidisciplinarity report a higher degree of participation, support for new ideas,

team objectives, reflexivity, innovation and the service management factor of team

effectiveness and personal skills in transformational leadership. Teams with longer tenure

have significantly greater levels of team participation and shared team objectives. In older

teams, support for new ideas is more in evidence. A combination of female personnel,

team processes and frequent management meetings yield greater innovation and
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effectiveness. However the frequency of management meetings is ` never` 20% and ` daily

/weekly` 27% with the remainder varying between weekly/monthly and 2 monthly. This

contrasts with almost all having daily / weekly clinical meetings.

Team processes are adversely affected by team size and probably workload. Local Health

Managers believe that team effectiveness is positively related to size. Of particular note

are the `Vision ` teams which have significantly lower scores on team participation, support

for new ideas, shared team objectives, reflexivity and innovation.

Significant differences between disciplines occur in leadership overall, team participation,

support for new ideas, team objectives, reflexivity, interdependence, innovation and team

effectiveness. Three discipline groups are evident: psychiatry, nursing and other

therapists. This suggests a predominantly medical approach. The psychiatrist relates best

to team processes and effectiveness-followed by nursing which is higher than the other

disciplines. The perceived difference between psychiatrists and nursing is smaller than

that between psychiatrists and psychologists.

Where there are part timers, there are significant differences regarding effectiveness

related to shared objectives, service quality and innovativeness. Team with no

psychologist as against those with a part time psychologist are different in respect of

shared team objectives and overall leadership whereas between fulltime and part time the

difference relates to leadership. As noted previously, psychologists scored psychiatrists

relatively poor on transformational leadership.

9.5. Multidisciplinarity and Team Effectiveness:

The profiling study resulted in the categorisation of teams and was primarily related to the

presence of the `new disciplines. The survey data suggested that the threshold of

difference occurred at the lower end of the A2 scale and that there was no significant

difference above and below that compositional point.

The outcome of the secondary data study as a proxy for the performance of associated

teams in Groups ie LHO/Institutional Catchment Areas, presented a paradox insofar as the

expectation that Group 1 would out–perform for example Group 3, on all of the selected

headings did not occur. The foregoing demonstrates that the better skill mix, resourced

with lower risk populations may not necessarily generate all of the best overall results.

What is of interest and merits further study is that G1 has much higher ratings for ICNs,
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PIs and frequency management meeting while having similar interdependency with G3. In

any case, Group 4 teams are inherently disadvantaged in many respects.

More complete data may enlighten an explicit relationship between specific process and

context variables and outcomes.

9.6 Patient Focus:

1. The selection of routine attendees who had a minimum of 6 months contact with the

team at their review clinics was to avoid selection bias.

This section addresses access, choice, information, patient engagement and care

planning and recovery. Direct access to staff in clinic and in crisis is encouraged. There

are individual team contributions on choice such as having realistic options, steering

through education and bringing patient requests to meetings. Again on information giving

such as the initial preparatory exchange, explanation of roles in process, differentiation

between young and old and crisis situations. Engagement requires collaboration,

involvement and support and includes goal setting and reviewing, encouragement to take

part responsibility such as collaboration in defining needs and participation in the planning

process and when possible in the persons own decisions and outcomes. There is a

cautionary note about becoming too formal. Older people prefer an authoritative approach

and it is difficult to engage very ill patients. Care Planning is regarded as key in enabling

involvement as it requires discussion and consultation, agreement and ownership that is

signed-off by the patient. Recovery is a `buzz word and is approached with some

reservations. It has to be patient appropriate as it implies cleansing from some lifelong

disabling illness. It is unrealistic for some patients and raises expectations but where

appropriate it increases independence and personal responsibility.

2a. The CMHTs data offers a few insights on patient centeredness eg the dominant

medical model is reported as a key negative influence. 44% say that they monitor user

satisfaction and 58.4% are responsive to carers to `a great extent / a lot.

2b. Multidisciplinarity in the care process is reported by teams as follows:

Team involvement with all service users is 50.4% for assessment, 53.8% for treatment and

50.4% for discharge plan and 50.1% for referral influence. Thus, about half of the

members report involvement with or influence on all categories of service user in the care
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process. The ranking by involvement of the discipline with all categories of service user is

as follows:

Assessment – psychiatrist (86.6%), nurse (39.5%), social worker (17.5%), psychologist

(12.3%), occupational therapist (10.43%) and addiction therapist (8.3%).

Treatment – psychiatrist (88.1%), nurse (39.8%), addiction therapist (23.1%), social worker

(17.9%)occupational therapist (16.7%) psychologist (12.3%).

Discharge Plan – psychiatrist (92.5%), nurse (39.5%), addiction therapist (20%), social

worker (19.3%), occupational therapist (10.4%), psychologist (9.4%).

Referral influence – psychiatrist (92.5%), nurse (48.3%) social worker (45.6%),

psychologist (38%), occupational therapist (29.2) and addiction therapist (20.8%).

The psychiatrist and nurse are in first and second position in each situation and that is

generally consistent throughout the process. The other therapists vary according to stage.

Therapists report much higher involvement in their own discipline’s treatment regimes for

specific categories.

3. Secondary data shows significant reductions in total and SDA admissions since 1984.

80% of this SU study’s population have diagnoses that broadly correspond with the

highest SDA% admissions groups to inpatient care in the ` 80s. The shift in the care of

persons with serious mental illness to the community is a performance indicator that needs

measurement and the requisite empirical data. . The Dashboard (CH Sn Pg) uses SDA%

as a proxy for burden of severity for teams. The majority of the current information systems

are grossly inadequate for purpose and do not encompass measurement of either provider

or user involvement.

9.7. Multidisciplinary Involvement in the Care Process.

The level of multidisciplinarity is reflected in the involvement of various disciplines in

different stages of the care pathway. In respect of their their diagnosis and treatment

review stages, 44% and 24% of SUs report one professional involved, 56% and 46% for

two professionals and 26% and 4% for three and four professionals.
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In the following text, highlight colours refer to the corresponding entries in the subsequent

table.

In relation to all categories of service users, Psychiatrists report the highest-level of

involvement in assessment (86.6%), treatment (88.1%), discharge plan (92.5%) and

significant influence on referral (97.1%). (Other doctors are 70.9%, 67.1%, 64.1% and

59.5%). The 2nd discipline is Nursing for assessment (39.5%), treatment (39.8%) and

discharge plans (39.5%) and significant influence on referral (48.3%). Social workers are

in 3rd position for assessment (17.54%), and influence on referral (45.6%) and Addiction

Therapists have 3rd position for treatment (23.1%) and discharge plan (20%).

That situation changes significantly where psychology, occupational and addiction therapy

focus on selected categories (NB 1st & 2nd ranking) and is indicative of unidisciplinary

interest and activity. The case study service users rank the involvement of psychiatrists,

followed by nursing, in both treatment and review far higher than other disciplines. Their

contrasts between the non-traditional disciplines are remarkable. Service users say that

input by psychologists, occupational therapists and social workers was not relevant in

18%, 19% & 22% of cases respectively. Other therapists had 25% input but another 44%

were not relevant to the cases.

In the SU study, the treatment, which is core for the service user, contrasts with

assessments and treatment review. Psychiatrists are reported to be involved in the vast

majority of service users’ treatment. Nurses are reported to have the next highest level of

engagement in the treatment, followed by the psychologists and social workers. This

varies with the CMHTs data where 3rd position for treatment is addiction therapy followed

by social work, occupational therapy and psychology. Table 8.0 summarises the SU and

CMHT perspectives on multidisciplinary involvement.
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Table 8.0 Multidisciplinary Involvements in SU Care Process

Service Users Community Mental Health Teams

Discp. Treatment.

%/n

Treatm.

Review%/n

Assessmt.%

Some* All

Treatmt %

Some All

DischPlan%

Some All

V/Significant

Infl.Referral%
N=

Psych. 98 (84) 94 (68) 13.4 86 .6 11.9 88.1 7.5 92.5 97.1 67

Nursing 84 (43) 40 (27) 49.1 39.5 52 39.8 47.8 39.5 48.3 355

Soc.Work 32 (13) 9 (6) 64.9 17.5 78.6 17.9 71.9 19.3 45.6 57

Psyl. 46 (18) 6 (4) 84.6 12.3 87.7 12.3 81.2 9.4 38 63

O.T. 31 (12) 3 (2) 77.1 10.4 83.3 16.7 85.4 10.4 29.2 49

Ad.T. - - 1 (1) 91.7 8.3 76.9 23.1 76 20 20.8 24

OtherDrs. - - - - 26.6 70.9 31.6 67.1 30.8 64.1 59.5 79

Other - - - - 25.9 18.5 33.3 14.8 37 14.8 28.5 27

Total - - - - 39.2 50.4 39.9 53.8 39.2 50.4 50.1
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Concordance occurs with both perspectives regarding medical and nursing involvement

with clear similarities between treatment and treatment review–discharge plan. What is

clear is that doctors and nurses occupy the first and second position in each situation.

Other disciplines have varied involvement according to process stage and invariably

report much higher involvement in their own discipline activity. This is indicative of a

strong traditional orientation in practice.

The main treatments reported are normally associated with psychiatrists, psychologists

and nurses.

Engagement and participation of users occurs to varying degrees by teams.

Involvement is important but it can be very difficult to engage very ill persons. Service

user input to care plans and involvement in regular reviews encourages responsibility

and ownership. Some teams would argue that there are significant constraints on the

extent too which they can practice patient centeredness and indeed argue that it is seen

a luxury rather than a necessity.

The treatment process in the mental health teams confounds the level of

multidisciplinarity that is highlighted in both the diagnosis and treatment review. One

explanation for this may be that the nature of the Community Mental Health Team is

multidisciplinary on the face, however, by taking a closer look, it is clear that the manner

in which the treatment process takes place is, in fact, unidisciplinary or at best duo

disciplinary.

9.8 Summary of triangulation

Based upon discussions with case study teams, multidisciplinary team effectiveness is

not formally defined but a range of stakeholder objectives are identified. In the national

survey it is primarily related to patient and referrer goals. A lack of formal statements of

purpose and direction apart from the acknowledgement of the policy context is reflected

in the absence of a system wide and systematic performance management approach

with standardised clinical/management information system, minimum data sets, PIs and
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monitoring/review mechanisms. Nevertheless self-ratings and LHM ratings of their

teams` effectiveness are generally good although there are inconsistencies between

some perspectives..

Some teams rely on their inpatient data for performance measurement and monitoring

but the vast majority in discussion did not have routine community data or PIs and QIs.

Survey data indicates that PIs are used by 25%, performance criteria by 44% and

performance monitoring to a great extent by 24% although less than 10% of two LHO

sets of teams in the study had 50% to 80% PIs. Less than half review objectives, clinical

improvement and user satisfaction to any great extent. National activity, people or

financial data are not available routinely or otherwise to monitor the performance of

CMHTs.

Internal and external influences appear to sustain the status quo. Although the

psychiatrist is the recognised clinical team leader usually supported by a nurse

coordinator, the influence of a discipline-based management, particularly in nursing, is

evident in many instances. Clinical meetings are at least weekly but management

meetings occur with considerable infrequency ie never 20% and daily/weekly 28% for

the study teams. Furthermore the low percentage of full multidisciplinary teams and

indications of inequity in resource allocation, previously identified, raises the matters of

CMHTs` sustainability and purpose. The teams principles and primary values and team

member attributes identified in discussion are all conducive to good performance but

few are reported in the national study eg friendliness and trust, mutual clarity and value

of respective roles. . The latter study reports that team processes are a significant

predictor of team effectiveness whereas leadership is not. Team member ratings of

clinical leaders transformational qualities are good but clinical leaders do not rate LHMs

as highly. The negative portrayal of the national system and its investment priorities

and style relative to mental health policy implementation and management may

assessed against available evidence of change since 2004, not only in reductions in

inpatient admissions but in terms of recovery and care in the community. Such data is

however either very limited or unavailable. The CMHTs and Service User case study

provide insights on multidisciplinarity and service user involvement.
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Multidisciplinary working and effectiveness is a product of availability/structure, team

characteristics, processes and engagement. The latter are key determinants in the light

of the discussions and survey and several constraints are reported. . A traditional

medical model is evident from both sources. Firstly, the category A2-B1 threshold is

significant. A higher degree of multidisciplinarity enables effective team performance.

Secondly, beneficial team characteristics include, long tenure, age distribution and

female gender associated with team processes. Thirdly, team size and workload can

adversely affect performance as in the case of Vision Teams. Fourthly, differences in

characteristics and attributes between disciplines are indicated and suggest three main

disciplinary groups ie psychiatry, nursing and other therapists. This points to the

dominance of the traditional model. Finally, the (proxy) secondary data challenges the

expectation that high multidisciplinarity always leads to best results. The choice of

dashboard may redefine that conclusion. In this study a lower combination of

multidisciplinary categories ie G3 had a better ranking than the top group ie G1. An

examination of available contextual indicators nevertheless favoured G1.

The ultimate goal of CMHTs is Service User recovery to the best extent possible. The

discussions and surveys provide evidence of multidisciplinarity in action and user

responsiveness and involvement. The discussions clarified the participants` parameters,

explanations and experience of involving users and the essential inputs in that regard.

Some evidence of responsiveness and involvement is reported in terms of access,

contact, waiting, information, ownership and engagement with the care planning

process. There are significant constraints on patient centeredness which some regard

as a luxury. In addition, evidence of multidisciplinarity varied considerably in terms of

discipline participation and as between CMHTs` and Service Users` perspectives. In the

discipline involvement hierarchy, there are differences between CMHTs and Service

User data regarding what discipline is in 3rd or 4th position but the dominant role of

doctor and nurse in routine practice and crises is undisputed. A few teams are

becoming multi disciplinary in action from the early stages of the patient experience but

the system appears to have a long way to go to achieve full interdisciplinary working in

the care process.
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End of appendix 9
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A10. Adult Community Health Teams Profile

Adult Community Mental Health Teams

Profile

By

HSE Region
LHO Area

Sector Service

Community Mental Health Team Composition
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Adult Community Mental Health Teams

Profile

Dublin Mid-Leinster

Sector Team Composition
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Adult Community Mental Health Teams

Profile

Dublin North East

Sector Team Composition
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Adult Community Mental Health Teams

Profile

HSE WEST

Sector Team Composition
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Adult Community Mental Health Teams

Profile

HSE South

Sector Team Composition
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Adult Community Mental Health Teams

Profile

TEAM DISCIPLINE PERCENTAGES
POPULATION/STAFF RATIO/DISCIPLINE

TEAM CATEGORISATION
STUDY TEAM INCLUSION
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End of Appendices
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