Durand and Fleury BMC Health Services Research
https://doi.org/10.1186/s12913-020-06054-z

(2021) 21:44

RESEARCH ARTICLE

Open Access

A multilevel study of patient-centered care
perceptions in mental health teams
François Durand1*

and Marie-Josée Fleury2

Abstract
Background: The successful combination of interprofessional collaboration in multidisciplinary teams with patientcentered care is necessary when it comes to delivering complex mental health services. Yet collaboration is
challenging and patient-centered care is intricate to manage. This study examines correlates of patient-centered
care such as team adaptivity and proactivity, collaboration, belief in interprofessional collaboration and
informational role self-efficacy in multidisciplinary mental health teams.
Method: A cross-sectional multilevel survey design was used, based on self-administered bilingual validated
questionnaires. Participants (N=314) were mental health professionals and managers working in public primary care
or specialized mental health services, in inpatient or outpatient settings.
Results: This study showed that belief in interprofessional collaboration’s relationship with patient-centered
perceptions is increased in teams with high collaboration. Collaboration is also found as a mediator, representing a
process by which team adaptive and proactive behaviors are transformed into positive patient-centered
perceptions.
Conclusions: Our results were in line with recent studies on team processes establishing that collaboration is a key
component in multilevel examinations of predictors of patient-centered care. In terms of practice, our study
showed that multidisciplinary teams should know that working hard on collaboration is an answer to the
complexity of patient-centered care. Collaboration is related to the teams’ ability to respond to its challenges. It is
also related to individuals’ beliefs central to the delivery of interprofessional care.
Keywords: Patient-centered care, Teamwork, Collaboration, Adaptation, Attitudes, Beliefs

Background
Interprofesional collaboration occurs in a team context
[1] and is “a type of professional work which involves
different health and social care professions who regularly
come together to solve problems or provide services”
[2]. Patient-centred care is based on the unique needs of
the patient and on the interpersonal relationship with
care providers that enables these needs to be understood
[3]. Some consider interprofessional collaboration as
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inherently patient-centred [4]. Furthermore, the successful combination of interprofessional collaboration in
multidisciplinary teams with patient-centered care is
ncessary when it comes to delivering complex mental
health services. Indeed, biopsychosocial roots of mental
health problems impact multiple aspects of patients’
lives [5]. A plurality of views from the part of health care
professionals are essential for providing all-inclusive,
rounded services that meet patients’ complex needs
[6, 7].
Interprofessional collaboration in multidisciplinary
teams is effective in mental health settings. For example,
it is found to improve patient health status and treatment compliance, reduce suicides and clinical errors,

© The Author(s). 2021 Open Access This article is licensed under a Creative Commons Attribution 4.0 International License,
which permits use, sharing, adaptation, distribution and reproduction in any medium or format, as long as you give
appropriate credit to the original author(s) and the source, provide a link to the Creative Commons licence, and indicate if
changes were made. The images or other third party material in this article are included in the article's Creative Commons
licence, unless indicated otherwise in a credit line to the material. If material is not included in the article's Creative Commons
licence and your intended use is not permitted by statutory regulation or exceeds the permitted use, you will need to obtain
permission directly from the copyright holder. To view a copy of this licence, visit http://creativecommons.org/licenses/by/4.0/.
The Creative Commons Public Domain Dedication waiver (http://creativecommons.org/publicdomain/zero/1.0/) applies to the
data made available in this article, unless otherwise stated in a credit line to the data.

Durand and Fleury BMC Health Services Research

(2021) 21:44

boost professionals’ satisfaction and motivation, lower
admission rates and shorten stays [8–11]. Multidisciplinary teams however face key challenges in implementing
interprofessional collaboration such as barriers caused
by different professional cultures [12], divergent values
[13], and lack of recognition of each others’ roles [14].
Patient-centered care is also intricate to manage [15] as
teams need to consider more factors in delivering services. The delivery and implementation of optimal
patient-centered care within mental health settings is a
real challenge [16]. Collaborative relationships in mental
health care teams are difficult to implement, require
time, work and supportive structures [17] to address
barriers including power differences, time constraints,
medical dominance, communication challenges and lack
of resources [18–20]. In general people agree: multidisciplinary teams work better for complex patients’ needs
but they are challenging to manage for team members
[17]. This study addresses some of these challenges by
investigating the central role played by collaboration.
The objective of this study is to examine the role of
potential correlates of patient-centered care perceptions
in multidisciplinary mental health teams. The complexity of multidisciplinary teams calls for a multilevel approach where some variables are at the individual level
while others are at the team level. This study will thus
examine the role played by two important individuallevel attitudes: belief in the benefits of interprofessional
collaboration and informational role self-efficacy. This
study looks at how collaboration at the team level potentially relates to these variables. Finally, this study examines the role collaboration plays in linking team work
role behaviors to team-level patient-centered care
perceptions.
Individual- and team-level perspective

Team interactions in general and collaboration in particular are team processes, that is, they are “acts that
convert inputs to outcomes through cognitive, verbal,
and behavioral activities directed toward organizing taskwork to achieve collective goals” [21]. Specifically, collaboration is the interplay of four processes: teamwork
communication, synchronicity, explicit coordination,
and implicit coordination [22]. Communication involves
effective information exchange. Synchronicity encompasses working with others on time and in time. Explicit
coordination involves overt exchanges on role and task
assignments and implicit coordination consist of anticipation of others’ needs without resorting to explicit coordination. Processes and the interactions they foster act
as a social context impacting team members’ behaviors
and attitudes [23, 24].
As such, collaboration might impact two key yet
understudied attitudes. First, not all healthcare workers
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may be absolutely convinced of the benefits of interprofessional collaboration given some of the challenges in
multidisciplinary teams. Yet, belief in the benefits of interprofessional collaboration predict job satisfaction,
knowledge exchange and trust [25]. Also, belief in the
benefits of interprofessional collaboration is associated
with patient-centered care perceptions, especially if collaboration is high. Second, interprofessional collaboration cannot be effective if team members are not able
to share pertinent information [4] such as their expertise. Informational role self-efficacy is individuals’ beliefs
in their capability to communicate their expertise so that
it impacts others’ performance [26]. Interestingly, according to San Martin Rodriguez et al. professionals
“know very little of the practices, expertise, responsibilities, skills, values and theoretical perspectives of professionals in other disciplines” [27]. It is therefore key to
believe one can communicate their own expertise to
others on the team, and of course engage in corresponding behaviors. Consequently, we will test the following
hypothesis (see Fig. 1):
1.

The relationship between (a) belief in the
benefits of interprofessional collaboration and
patient-centered perception and the relationship between (b) informational role self-efficacy and
patient-centered perception that both occur at the
individual level will be moderated by collaboration
at the team level, such that both relationships will
be more positive and stronger.

Team-level perspective

Teams must adapt to face the complexities and challenges
of the work they are required to accomplish [28]. As such,
“adaptation lies at the heart of team effectiveness” [29].
Challenges are numerous. For example, decision-making
in multidisciplinary teams is significantly more difficult
than when there is less diversity around the table [30]
which requires adaptation. Two intertwined sets of taskrelated behaviors are important for a team to adapt: adaptivity and proactivity. Team member adaptivity is the extent to which team members deal with, answer, and/or
support changes that affect team roles while team member
proactivity has to do with how individuals engage “in selfstarting, future-directed behavior to change a team’s situation or the way the team works” [31]. Logically team
member adaptivity and proactivity should lead to positive
outcomes and in the case of multidisciplinary mental
health teams it should impact their ability to deliver
patient-centered care.
Teamwork implies task, role and resource interdependence [32] and collaboration (as defined above) is
how interdependence is enacted. Maynard at al [28].
theorize that action processes mediate the relationship
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Fig. 1 Visual representation of the multilevel hypotheses

between task-based work and outcomes. In this study
this translates into a process such as collaboration being
the mechanism through which adaptivity and proactivity
is transformed into patient-centered care perceptions.
Consequently, we will test the following hypothesis (see
Fig. 1):
2.

The relationship between team adaptive and
proactive behaviors and team-level patient-centered
care perceptions will be mediated by collaboration.

MethodS
Setting

This study uses a cross-sectional multilevel multisite
survey design. Mental health professionals (i.e., study
participants) come from four local health care service
networks in Quebec, Canada. These networks’ territory
included various practice settings such as community
health centers and hospitals including outpatient clinics.
The territories differed based on the presence of a psychiatric hospital on the territory and whether the geographic areas were more urban or semi-urban.
Populations on the four territories varied between 135,
000 to 300,000. A psychiatric institute research ethics
board approved the study protocol.
Data sources and sample

Research participants were mental health professionals
and managers working in public primary care or specialized mental health services, in inpatient or outpatient
settings. Eligibility was based on three criteria. First, professionals had to be part of a public mental health primary care or specialized care team. Second, the team

had to be composed of at least three professionals.
Third, professionals had to represent at least two
disciplines.
All mental health professionals and managers who met
the three eligibility criteria (i.e., N=466) were invited to
take part in a large scale study of mental health teams
by way of a mailed-in questionnaire and written consent
form. Those who accepted the invitation signed the consent form and filled in the questionnaire. There were
two project presentations and three recruitment drives
(i.e., campaigns) but no incentive to participate. Data
collection spanned 20 months between October 2013
and June 2014. The 45-min questionnaire comprised 21
standardized scales and six separate questions on socioprofessional characteristics adapted for mental health
professionals. Of the 21 standardized scales used for the
larger study, four were used in the present study (none
of which required a license). A research advisory committee of 12 members, composed of representatives from
the four networks, provided oversight for the study and
help in gaining access to the research sites.
Measures
Outcome

We adapted the Recovery Self-Assessment questionnaire
[33, 34] as an outcome measure of patient-centered care
perceptions. Hill et al. note “striking similarities” between recovery and patient-centeredness: both are based
on a set of core values in the pursuit of health and wellness; both focus on fostering a sense of self and identity
independent from that of a mental health diagnosis; both
emphasize the individual’s context and the social relations within it; finally, both recovery and patient-centred

Durand and Fleury BMC Health Services Research

(2021) 21:44

approaches underscore the importance of empowering
the individual [35]. The research team and a sample of
representative providers reviewed the questionnaire to
ensure its conformity with the Quebec health service delivery, its answerability by all types of mental health
teams and conform to our definition of patient-centered
care. In the end, items were rearranged in two sets answerable by providers. A first set of 8 items represent
the individual level construct of patient-centered care
perceptions. A sample item is “Users are encouraged to
participate in program advisory boards and management
meetings”. A second group of 22 items was meant to
represent team-level construct of patient-centered care
perceptions with items such as “Team members work
hard to help users include significant others in the planning of a user’s treatment and recovery (e.g. spouses,
friends, clergy, supervisor)” and “Team members encourage users to have hope and high expectations in regard to their recovery”. All items conformed with
patient-centeredness as a clinical method focused on
shared decision-making and empowerment of the patient [16] and assessed social functioning [36].
Independent variables

Two individual-level independent variables were used in
this study: belief in the benefits of interprofessional collaboration and informational role self-efficacy. Belief in
the benefits of interprofessional collaboration was measured using 5 items from Sicotte, D’Amour and Moreault [37] using a 7-point agree-disagree scale ¨(1completely disagree; 7-completely agree). An example of
an item is “I believe that interdisciplinary collaboration
within teams allows to better meet the needs of the customer or user”. Informational role self-efficacy was measured using Chiocchio et al.’s [26] 5-item questionnaire.
Participants were asked to answer items representing activities such as “Show the contribution of my area of expertise when the team needs to solve a problem.” by
assessing “how confident you are in your ability to perform these activities by associating each activity with any
number between 0 % and 100 %”.
Two measures represented team-level constructs: collaboration and team adaptive and proactive performance. Collaboration was measured using the 14-item
questionnaire from Chiocchio et al. [22]. Items were
measured with a 7-point frequency scale (1=never; 7=always). Sample items include “In our team … we communicate our ideas to each other about the work to be
done” (communication); “… we carry out our tasks at
the appropriate moment (synchronicity); “… we exchange information on ‘who does what’” (explicit coordination), and “… we have an implicit understanding of
the assigned tasks” (implicit coordination). Six items
from the work role performance questionnaire [31] were
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used to measure adaptive and proactive team behaviors.
Items include “I respond constructively to changes in
the way my team works” (adaptivity), and “I improve the
way my team does things” (proactivity). Participants
rated each item on a 7-point agree-disagree scale ¨ (1completely disagree; 7-completely agree).
Statistical analyses

Analyses that pertain to the first hypothesis were conducted using multilevel modeling. Multilevel modeling
makes it possible to treat individual-level data and teamlevel-data at once and is especially adapted to treat nonindependent nested data [38]. Analyses for the second
hypothesis were conducted using conditional process
and bootstrap analysis [39]. This technique is suited to
mediation tests especially when the sample is small. Data
collected at the individual level but representing constructs at the team level were aggregated prior to conducting the analyses [40] based on a direct consensus
model [41].

Results
Of the 466 mental health professionals, 315 filled and
sent back their questionnaire for a response rate of 68%.
One individual was dropped from this study because
they were the only respondent from their team – data
from only one person was considered unreliable to represent the team. Our final sample was 314 individuals
nested in 48 teams. Chi-square tests were calculated to
see whether language interacted with sex or profession.
Both results were not statistically significant. T-tests
were performed to compare participants on language
and no statistically significant difference not assuming
equal variances were revealed. Furthermore, all measures’ internal consistencies (i.e., Cronbach’s alphas)
were compared across language and no substantive differences were found. Team size was 6.54 on average and
members’ tenure on teams was on average 3 years.
Table 1 describes the sample in more details.
Table 2 shows individual-level and team-level descriptive statistics. The table highlights strong reliabilities as
displayed by Cronbach’s alphas. Reliabilities are also
strong at the team level but this information is insufficient when preparing for multilevel modeling analyses.
Aggregating data from the level at which it was measured (i.e., at the individual level) for analyses at the
team level (i.e., where the constructs sit) require a number of calculations. For example, the rwg(j) index is a
measure of inter-rater agreement and the closest to + 1
the better [42]. Type 1 Intra-class correlation describes
the amount of variance explained by the team-level
while the type 2 index is an indicator of the reliability of
the mean at the team level [40, 43]. One can see that
team-level patient-centered care perceptions has 13% of
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Table 1 Description of the sample 314 individuals nested in 48
teams
Sex
a

Language

Age

Profession

Tenure

Frequency

%

Men

96

30.6

Women

218

69.4

French

270

87.7

English

38

12.3

20–29

30

9.6

30–39

101

32.2

40–49

82

26.1

50–59

80

25.5

60–69

21

6.7

Doctor

14

4.5

Mean

43.33

(10.49)

108.03

(7.33)

Months in the current job/position

55.61

(5.50)

Months part of the team

36.70

(3.13)

6.54

(3.13)

Nurse

94

29.9

Professional

175

55.7

Support

31

9.9

Months in the profession

b

Type of team

Team size

(SD)

Primary care

16

33.3

Outpatient SC

25

51.2

Inpatient SC

7

14.6

Number of team members

Notes
a
6 data were missing
b
calculated over 48 teams
SC: specialized care
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variance available to be explained at the team level. Reliabilities of the means vary from .35 to .57 which is adequate given they are calculated on 48 teams. Zeroorder correlations are small to moderate at the individual level and moderate to strong at the team level. Overall, these results indicate that we can proceed with
analyses conducted simultaneously at the team- and
individual-levels (Hypothesis 1) and with analyses conducted at the team level (Hypothesis 2).
Table 3 presents results pertaining to hypotheses 1a
and 1b. Multilevel modeling results show that collaboration’s main effect on individual-level patient-centered
care perceptions is not statistically significant. Both
individual-level variables are but belief in the benefits of
interprofessional collaboration’s relationship with
patient-centered care perceptions is much more substantial compared to informational role self-efficacy. The
moderating effect postulated in hypothesis 1 is confirmed for belief in the benefits of interprofessional collaboration’s but not for informational role self-efficacy.
Specifically, results show that the positive relationship
between belief in the benefits of interprofessional collaboration and patient-centered care perceptions at the individual level is stronger when team members
collaborate more intensely (hypothesis 1a). This effect
was not found for hypothesis 1b and informational role
self-efficacy.
Table 4 displays team-level results pertaining to hypothesis 2. The total effect of work role performance is
statistically significant. The direct effect is not and the
indirect effect showing the mediation of collaboration in
the link between work role performance and team-level
patient-centered care perceptions is statistically

Table 2 Descriptive statistics, reliability and zero-order correlations
Individual-level (N=314)
M

SD

α

1. Belief benefits of interprof. Coll.

6.24

.73

.92

2. Informational role self-efficacy

81.06

14.41

.93

.32
***

3. Patient-centered care perceptions (I)

4.16

.94

.75

.15
**

.16
**

M

SD

α

rwg(j)

ICC1

1

2

Team-level (N=48)
ICC2

1

1. Team adaptive and proactive performance

5.64

.36

.86

.91

.08

.35

2. Collaboration

4.93

.56

.94

.92

.17

.57

.63
***

3. Patient-centered care perceptions (T)

5.58

.44

.93

.93

.13

.49

.38
**

Notes
* p ≤ 0.05; ** p ≤ 0.01; *** p ≤ 0.001
α: Cronbach’s alpha
rwg(j): Inter-rater agreement index with a slightly skewed null distribution (LeBreton & Senter, 2008)
ICC1: Type 1 intra-class correlation; proportion of variance accounted for by teams (Raudenbush & Bryk, 2002)
ICC2: Type 2 intra-class correlations; reliability of the team means (Bliese, 2000)

2

.47
***
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Table 3 Parameter estimates for multilevel model
Parameter

Fixed Effects Estimate

Intercept

4.145

54.194***

W: Collaboration

0.245

1.737

X1: Belief benefits of interprof. Coll.

0.207

2.409*

X2: Informational role self-efficacy

0.009

2.111*

t

W * X1

0.406

2.442*

W * X2

−0.001

−0.099

* p ≤ 0.05; ** p ≤ 0.01; *** p ≤ 0.001

significant. This means that collaboration fully mediates
the relationship. This result supports hypothesis 2.

Discussion
This study shows that it is not enough to believe in the
benefits of interprofessional collaboration for these benefits to relate to individual-level patient-centered perceptions. The context of the team is central. Specifically,
how team members collaborate – that is, how they communicate, coordinate, and synchronize each other –
magnifies the beliefs’ association with patient-centered
perceptions. Moreover, collaboration is the link between
adaptive and proactive behaviors and perceptions of
team-level patient-centeredness. Multidisciplinary teams
should know that working hard on collaboration as an
answer to the complexity of patient-centered care has
two correlates. First, collaboration is related to the
teams’ ability to respond to its challenges. Second, it is
associated with individuals’ beliefs central to the delivery
of interprofessional care.

Table 4 Total, direct and indirect effects for Team adaptive and
proactive performance, Collaboration, and Team-level patientcentered care perceptions (N=48)
Total effect of Team adaptive and proactive performance on Team-level
patient-centered care perceptions
Effect

SE

t

LLCI

ULCI

.4568

.1656

2.81**

.1296

.7840

Direct effect of Team adaptive and proactive performance on Teamlevel patient-centered care perceptions
Effect

SE

t

LLCI

ULCI

.1801

.2003

0.90

−.2233

.5836

Indirect effect of Team adaptive and proactive performance on Teamlevel patient-centered care perceptions
Collaboration

Effect

Boot SE

Z

Boot LLCI

Boot ULCI

.2766

.1131

2.02**

.0807

.5309

Notes
* p ≤ 0.05; ** p ≤ 0.01; *** p ≤ 0.001
SE Standard error, LLCI Lower level confidence interval, ULCI Upper level
confidence interval, Boot Index obtained via bootstrapping

The result regarding informational role self-efficacy is
puzzling especially from the perspective of work roles. A
work role is “the total set of performance responsibilities
associated with one’s employment” [44]. When roles are
varied in a team multiple interpretation of information
and broader environmental scan occur [45]. Some mental health teams may be prone to “role-blurring and role
overlap” [36] within its boundaries. We also know that
in the context of mental health care teams lack of confidence signals a passive role; we also know that communicating pertinent information help establish credibility
and trust [4]. These elements are related to informational role self-efficacy. Informational role self-efficacy is
an individual’s beliefs in their capability to communicate
their expertise so that it impacts others’ performance
[26]. Perhaps the result is not statistically significant because mental health care team members already know of
each other’s expertise and the need to communicate it is
less relevant than in other kinds of multidisciplinary
teams. It is also possible that role ambiguity and role
overlap are challenging [46]. Another reason would be a
dominance of medical components of care and treatment [20] which would not favor other professionals’ input. All these alternatives are worthy of future research.
This study has three main limitations. First, this is a
cross-sectional study and causality cannot be established.
Future studies should attempt a longitudinal design.
Such design would also make it possible to measure antecedents to team adaptation and specific triggers and
then see whether collaboration leads to measures of
patient-centeredness. The second limitation is that the
outcome measure is based on team members’ perceptions. The next step would be to measure actual patients’
perceptions. Future studies should keep the focus on
multilevel modeling in order to capture team- and
individual-level phenomena simultaneously. Third, there
were three types of teams in this study: primary care,
outpatient specialized care and inpatient specialized care.
Unfortunately, the sample size (at the team level) was
not large enough to compare the three kinds of teams.
Team composition and professional density differ across
these three settings which may have affected the results.
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Conclusions
This study showed that belief in interprofessional collaboration’s relationship with individual-level patientcentered care perceptions is increased in teams with
high collaboration. We also showed that collaboration is
a mediator; that is, a process by which team adaptive
and proactive behaviors are transformed into positive
team-level patient-centered perceptions. There was no
support for informational role self-efficacy as a correlate
of individual-level patient-centered care perceptions.
This study makes two contributions. First, this study
establishes a team process (i.e., collaboration) as key in a
multilevel examination of correlates of patient-centered
care perceptions. Studies usually focus on either the
team level or the individual level. And to our knowledge,
studies that focus on both levels do not focus on collaboration or patient-centered care. Second, our study results are in line with recent team adaptation theory that
positions communication and coordination as key mediators [28]. Our contribution was to show that collaboration is a mechanism for team adaptation as well as a
context affecting beliefs about the work at hand.
Abbreviations
ICC1: Type 1 intra-class correlation; ICC2: Type 2 intra-class correlations;
SC: Specialized care; SE: Standard error; LLCI: Lower level confidence interval;
ULCI: Upper level confidence interval; M: Mean; t: t-test; Z: Z-test
Acknowledgements
We wish to thank all the research participants as well as the research team.
Special thanks to the Montfort Research Chair in Organization of Health
Services. We also wish to thank Guy Grenier and Julia Graham for their
support.
Authors’ contributions
Both authors made a substantive intellectual contribution to this study and
paper. Both FD and MJF contributed to the design of the study and
acquisition and interpretation of data. FD conducted the analyses. FD and
MJF contributed heavily to interpretation of results and wrote several
versions of the manuscript. Finally, both have read and approved the final
manuscript.
Funding
This study was funded by the Fonds de la recherche en santé du Québec
(FRSQ), grant number 22367.
Availability of data and materials
The datasets generated and/or analyzed during this study are not publically
available because consent was not obtained for this use.
Ethics approval and consent to participate
The study protocol was approved by McGill University’s Department of
Psychiatry Research Ethics Board. All participants signed a written informed
consent form.
Consent for publication
Not applicable.
Competing interests
There are no financial or non-financial competing interests.
Author details
Montfort Research Chair in Organization of Health Services, Telfer School of
Management, University of Ottawa, 55 Laurier Avenue East, Ottawa, On K1N
1

Page 7 of 8

6N5, Canada. 2Douglas Mental Health University Institute, McGill University,
6875 LaSalle Blvd, Montreal, Qc H4H 1R3, Canada.
Received: 1 August 2020 Accepted: 29 December 2020

References
1. D'Amour D, Goulet L, Ladadie J-F. San Martin-Rodriguez L, Pineault R: A
model of typology of collaboration between professional healthcare
organizations. BMC Health Services Res. 2008;8:188.
2. Reeves S, Lewin S, Espin S, Zwarenstein M. Interprofessional Teamwork for
Health and Social Care (Vol 8). Oxford: Blackwell Publishing; 2010.
3. Fazio S, Pace D, Flinner J, Kallmyer B. The Fundamentals of Person-Centered
Care for Individuals With Dementia. The Gerontologist. 2018;58(suppl_1):
S10–9.
4. Schwartz L, Wright D, Lavoie-Tremblay M. New Nurses' Experience of Their
Role Within Interprofessional Health Care Teams in Mental Health. Archives
of Psychiatric Nursing. 2011;25(3):153–63.
5. Fleury M-J, Grenier G, Bamvita J-M, Chiocchio F. Variables Associated With
Perceived Work Role Performance Among Professionals in Multidisciplinary
Mental Health Teams Overall and in Primary Care and Specialized Service
Teams, Respectively. Evaluation Health Professions. 2019;42(2):169–95.
6. van der Feltz-Cornelis CM. Ten years of integrated care for mental disorders
in the Netherlands. Int J Integrated Care. 2011;11:1-8. Special 10th
Anniversary Edition.
7. Nancarrow SA, Booth A, Ariss S, Smith T, Enderby P, Roots A. Ten principles
of good interdisciplinary team work. Human resources for Health. 2013;
11(1):19.
8. Mulvale G, Embrett M, Razavi SD. ‘Gearing Up’to improve interprofessional
collaboration in primary care: a systematic review and conceptual
framework. BMC family practice. 2016;17(1):83.
9. Archer J, Bower P, Gilbody S, Lovell K, Richards D, Gask L, Dickens C,
Coventry P. Collaborative care for depression and anxiety problems.
Cochrane Database Systematic Rev. 2012;(10):1-229.
10. Bell AV, Michalec B, Arenson C. The (stalled) progress of interprofessional
collaboration: the role of gender. J interprofessional care. 2014;28(2):98–102.
11. Dewa CS, Hoch JS, Carmen G, Guscott R, Anderson C. Cost, effectiveness,
and cost-effectiveness of a collaborative mental health care program for
people receiving short-term disability benefits for psychiatric disorders. The
Can J Psychiatry. 2009;54(6):379–88.
12. Hall P. Interprofessional teamwork: Professional cultures as barriers. J
Interprofessional care. 2005;19(sup1):188–96.
13. Peck E, Norman IJ. Working together in adult community mental health
services: Exploring inter-professional role relations. J Mental Health. 1999;
8(3):231.
14. Larkin C, Callaghan P. Professionals' perceptions of interprofessional working
in community mental health teams. J Interprofessional Care. 2005;19(4):338–
46.
15. Bauman AE, Fardy HJ, Harris PG. Getting it right: why bother with patientcentred care? Med J Australia. 2003;179(5):253–6.
16. Gask L, Coventry P. Person-centred mental health care: the challenge of
implementation. Epidemiol Psychiatric Sci. 2012;21(2):139–44.
17. Craven MA, Bland R. Better practices in collaborative mental health care: an
analysis of the evidence base. Can J Psychiatry. 2006;51(6 Suppl 1):7S–72S.
18. Winters S, Magalhaes L, Kinsella EA. Interprofessional collaboration in mental
health crisis response systems: a scoping review. Disability Rehab. 2015;
37(23):2212–24.
19. Katon W, Unützer J, Wells K, Jones L. Collaborative depression care: history,
evolution and ways to enhance dissemination and sustainability. General
Hospital Psychiatry. 2010;32(5):456–64.
20. Bourgeault IL, Mulvale G. Collaborative health care teams in Canada and the
USA: Confronting the structural embeddedness of medical dominance.
Health Sociol Rev. 2006;15(5):481–95.
21. Marks MA, Mathieu JE, Zaccaro SJ. A Temporally based framework and
taxonomy of team processes. Academy Management Rev. 2001;26(3):356–
76.
22. Chiocchio F, Grenier S, O'Neill TA, Savaria K, Willms DJ. The effects of
collaboration on performance: A multilevel validation in project teams. Int
JProject Organisation Management. 2012;4(1):1–37.
23. Kozlowski SWJ, Klein KJ. A multilevel approach to theory and research in
organizations: Contextual, temporal, and emergent processes. In: Klein KK,

Durand and Fleury BMC Health Services Research

24.

25.

26.

27.

28.

29.

30.

31.

32.

33.

34.

35.

36.
37.
38.
39.
40.

41.

42.
43.
44.

45.

46.

(2021) 21:44

Kozlowski SWJ, editors. Multilevel theory, research, and methods in
organizations. edn. Jossey-Bass: San Francisco; 2000. p. 3–90.
Kozlowski SWJ, Bell BS. Work groups and teams in organizations. In: Borman
WC, Ilgen DR, Klimoski RJ, Weiner IB, editors. Handbook of Psychology :
Industrial and Organizational Psychology. Volume 12, edn. London: Wiley;
2003. p. 333–75.
Gaboury I, Lapierre LM, Boon H, Moher D. Interprofessional collaboration
within integrative healthcare clinics through the lens of the relationshipcentered care model. J Interprofessional Care. 2011;25(2):124–30.
Chiocchio F, Lebel P, Dubé J-N. Informational role self-efficacy: a validation
in interprofessional collaboration contexts involving healthcare service and
project teams. BMC Health Services Res. 2016;16(1):1–7.
San Martin Rodriguez L, Beaulieu M-D, D'Amour D, Ferrada-Videla M. The
determinants of successful collaboration: A review of theoretical and
empirical studies. J Interprofessional Care. 2005;19(2):132–47.
Maynard MT, Kennedy DM, Sommer SA. Team adaptation: A fifteen-year
synthesis (1998–2013) and framework for how this literature needs to
“adapt” going forward. Eur J Work Organizational Psychol. 2015;24(5):652–
77.
Burke CS, Stagl KC, Salas E, Pierce L, Kendall D. Understanding team
adaptation: A conceptual analysis and model. J Appl Psychol. 2006;91(6):
1189–207.
Hamilton DW, Heaven B, Thomson RG, Wilson JA, Exley C. Multidisciplinary
team decision-making in cancer and the absent patient: a qualitative study.
BMJ open. 2016;6(7):e012559.
Griffin MA, Neal A, Parker SK. A new model of work role performance:
Positive behavior in uncertain and interdependent contexts. Academy of
Management J. 2007;50(2):327–47.
Rossi ME. The development and validation of the comprehensive team
interdependence scale. University of South Florida; 2008. p. 64. Retrieved
from https://scholarcommons.usf.edu/etd/481/.
O'Connell M, Tondora J, Croog G, Evans A, Davidson L. From rhetoric to
routine: assessing perceptions of recovery-oriented practices in a state
mental health and addiction system. Psychiatric Rehab J. 2005;28(4):378–86.
Campbell-Orde T, Chamberlin J, Carpenter J, Leff SH. Measuring the
Promise: A Compendium of Recovery Measure, vol. II. Cambridge, MA: The
Evaluation Center @ HSRI; 2005.
Hill L, Roberts G, Wildgoose J, Perkins R, Hahn S. Recovery and personcentred care in dementia: common purpose, common practice? Advances
Psychiatric Treatment. 2010;16(4):288–98.
Burns T. Community mental health teams. Psychiatry. 2004;3(9):11–4.
Sicotte C, D’Amour D, Moreault M-P. Interdisciplinary collaboration within
Quebec community health care centres. Soc Sci Med. 2002;55(6):991–1003.
Heck RH, Thomas SL. An introduction to multilevel modeling techniques.
Mahwah (NJ): Lawrence Erlbaum Associates, Publishers; 2000.
Hayes AF. Introduction to Mediation, Moderation, and Conditional Process
Analysis: A Regression-Based Approach. New York: Guilford Press; 2013.
Bliese PD. Within-group agreement, nonindependence, and reliability:
Implications for data aggregation and analysis. In: Klein KJ, Kozlowski SW,
editors. Multilevel theory, research, and methods in organizations:
Foundations extension, and new directions. San Francisco: Jossey-Bass;
2000. p. 349–81.
Chan D. Functional relations among constructs in the same content domain
at different levels of analysis: A typology of composition models. J Appl
Psychol. 1998;83(2):234–46.
LeBreton JM, Senter JL. Answers to 20 questions about interrater reliability
and interrater agreement. Organizational Res Methods. 2008;11:815–52.
Raudenbush SW, Bryk AS. Hierarchical Linear Models. 2nd ed. Thousand
Oaks, CA: Sage; 2002.
Murphy PR, Jackson SE. Managing role performance: Challenges for twentyfirst-century organizations and their employees. In: Pulakos ED, Ilgen DR,
editors. The Changing Nature of Performance. edn. San Francisco: JosseyBass; 1999. p. 325–65.
Fay D, Borrill C, Amir Z, Haward R, West MA. Getting the most out of
multidisciplinary teams: A multi-sample study of team innovation in health
care. J Occupational Organizational Psychol. 2006;79(4):553–67.
Asad S, Chreim S. Peer Support Providers’ Role Experiences on
Interprofessional Mental Health Care Teams: A Qualitative Study.
Community Ment Health J. 2016;52(7):767–74.

Page 8 of 8

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.

