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        Introduction 

   Teamwork is the ability to work together toward a 
common vision. The ability to direct individual 
accomplishments toward organizational objectives. 
It is the fuel that allows common people to attain 
uncommon results. 

 —Andrew Carnegie   

 Many have recognized the power of teams in vari-
ous arenas. A sports team is a prime example 
where interdependence is apparent. For example, 
in a football team, each position has a set of skills 
and a knowledge base that accompanies it. Each 
position must depend and rely on the skills and 
knowledge base of the other positions in order to 
accomplish their collective goal successfully. 

This outlook can inform all teams, especially 
interdisciplinary administrative and clinical men-
tal health teams, despite their complexity. Because 
of the strength of this model, this chapter focuses 
on team-based treatment in mental health. It 
places particular emphasis on a pertinent struc-
ture of community mental health centers (CMHCs) 
(composed of administrative and clinical teams), 
the importance of multidisciplinary treatment 
teams in this context, the problems that multidis-
ciplinary treatment teams often face, and possible 
solutions for teams to function effectively.  

   A Model of Community Behavioral 
Health Services 

 This chapter is based on community psychiatry 
work and professional, team-based experiences 
at the Community Mental Health Council, Inc., a 
multimillion-dollar, not-for-pro fi t, comprehen-
sive CMHC located on Chicago’s Southside that 
serves a predominately African-American, under-
served community. This organization was built 
upon a model of community psychiatry with vari-
ous components added to meet the local commu-
nity needs (see Fig.  18.1 ). A comprehensive 
CMHC should have a responsibility to provide 
localized treatment (i.e., located in the target 
community) and be governed by a community 
board of directors from the population being 
served. A comprehensive CMHC should also 
provide comprehensive services as de fi ned by the 
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Community Mental Health Centers Act in 1963 
(Public Law 88-164), which includes the 
 following: (1) inpatient hospitalization, (2) psy-
chiatric emergency services, (3) day treatment/
psychosocial rehabilitation, (4) outpatient ser-
vices, and (5) health and mental health consul-
tation and education focused on prevention 
(Cutler et al.  2003  ) . The 1980 Mental Health 
Services Act (Public Law 96-398), which required 
(1) screening before hospitalization, (2) posthos-
pitalization follow-up, (3) services to elderly, 
(4) services to children, (5) alcoholism services, 
(6) drug abuse services, and (7) residential ser-
vices, should also inform it (Cutler et al.  2003  ) .  

 In over three decades of mental health expe-
rience, Community Mental Health Council, 
Inc. has determined that comprehensiveness in 
this  fi eld requires additional service provision. 

These services include the following: (1) case 
management—designed to weave fragmented 
services together (Ziguras and Stuart  2000  ) , 
(2) vocational services—designed to give con-
sumers/patients an opportunity for meaningful 
work, (3) assertive community treatment—char-
acterized by comprehensive and extensive out-
reach and advocacy (Dixon  2000  ) , (4) educational 
services for consumers/patients that ensures they 
have access to the best, most current and appro-
priate technology (biotechnical and psychosocial), 
(5) victim and trauma-focused services—designed 
to minimize a major driver of unhealthy behav-
iors (Bell  1991  ) , (6) prevention and wellness ser-
vices—designed to encourage recovery, resilience 
and healthy growth or “ fl ourishing” (Keyes  2007  ) , 
and (7) research, education, and training for staff 
that maximizes opportunities to move science 
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to  service. Sound leadership and management 
should guide this combination.  

   Community Engagement 
and Prevention 

 If this array of services and the CMHC function-
ing does not include community guidance, the 
CMHC would fail to suf fi ciently connect to the 
community and properly meet their needs. 
Therefore, as stated above, a comprehensive 
CMHC should emphasize consumer/patient par-
ticipation and be governed by a community board 
of directors. In conscientiously responding to the 
various community needs, a major role of such an 
organization is to provide consultation and edu-
cation to facilitate implementation of prevention 
and health promotion. Prevention consists of: 
 universal interventions , which address the popu-
lation at large;  selective interventions , which tar-
get groups or individuals with an elevated risk; 
and  indicated interventions , which target indi-
viduals with early symptoms or behaviors that are 
precursors for disorder but are not yet diagnos-
able (National Research Council and Institute of 
Medicine  2009  ) . These strategies are further sub-
categorized as either biotechnical (e.g., inclusion 
of dietary Omega-3 for brain development, Embry 
 2011  )  or psychosocial (e.g., multiple family 
groups for teaching parenting, Pinto et al.  2007  )  
prevention techniques. Such prevention and health 
promotion should be accomplished by providing 
mental health consultation to various governmen-
tal and nongovernmental providers of mental 
health services and assisting in community devel-
opment and consumer/patient education. In an 
effort to avoid unnecessary morbidity and mortal-
ity, a comprehensive CMHC must also either pro-
vide physical health care or have strong linkages 
to a physical health care system, and ideally 
should have strong linkages to systems that 
emphasize recovery and  fl ourishing (Keyes  2007  ) . 
These efforts require constant assessment and 
evaluation of the needs of the community served. 

 It is vital, as the organization is growing, to 
ensure that its contributing members have the 
opportunity to grow as well. Therefore, in 

 becoming a responsive, inclusive, and compre-
hensive CMHC, formal education based on sound 
research for both its consumers/patients and staff 
needs to be provided. Thus, formal partnerships 
with academic institutions providing education 
and research are essential in creating a learning 
organization (Senge  1990  )  where professional 
development is encouraged. This approach 
enhances the organization’s potential for deliver-
ing evidence-based, culturally sensitive interven-
tions developed speci fi cally for an underserved 
population. Further, education based on sound 
community-based research, and conducting 
sound research in and of itself, contributes to the 
desperately needed knowledge base of diverse 
populations (Department of Health and Human 
Services  2001  ) . This community-based research 
on mental health issues makes academic institu-
tions more responsive to realities within diverse 
communities, and it helps to make CMHC staff 
and consumers/patients more responsive to learn-
ing and research on issues directly related to their 
speci fi c needs. Finally, leadership and internal 
operations or administration are integral to the 
success of CMHCs. If a CMHC does not have 
smoothly functioning administration, it will not 
be equipped to meet the needs of the community 
comprehensively and appropriately. 

 A comprehensive CMHC should also provide 
continuity of care either by seeking to provide a 
seamless array of the above comprehensive ser-
vices via a consortium model (i.e., the compre-
hensive services are delivered through multiple 
different agencies with legal arrangements 
between that unites them as one comprehensive 
system) or by an umbrella model (i.e., all the 
 services are delivered by one system).  

   The Value and Pitfalls 
of Multidisciplinary Teams 
in a CMHC Context 

 It is only through a multidisciplinary approach 
encompassing disciplines like Biostatistics, Busi-
ness and Public Administration, Criminal Justice, 
Medicine, Nursing, Psychiatry, Psychology, Public 
Health, Psychiatry, Psychology, and Social Work 
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that a CMHC can accomplish its mission. A 
 multidisciplinary team is necessary to deliver the 
complex array of services needed—diagnostic ser-
vices, prescribing medications, housing, securing 
bene fi ts, teaching skills of daily living, teaching 
vocational skills, facilitating social interactions, 
conducting research, crisis and emergency work, 
hospitalization, psychosocial rehabilitation, care 
of physical illness, education, management, and 
leadership. A multidisciplinary team approach 
allows the transition from an individual and illness 
focused conception of treatment to a broader view 
including the public health and prevention 
approach to services. Even though this shift may 
require a signi fi cant change in organizational cul-
ture and capacity, the bene fi ts are not only sup-
portive but also transformative. 

 There are multiple models for running 
CMHCs. There is no right or wrong model as the 
success of an organization depends on multiple 
human factors involved in the work. Regardless 
of the objectives of the team (i.e., a business or a 
clinical team), it is our impression that persons 
trained in business, leadership, and management 
are best equipped for cultivating a healthy multi-
disciplinary team. 

 The source of strength of multidisciplinary 
teams is also its source of weakness—diversity. 
While the diversity of multidisciplinary teams 
has its advantages in being able to have expertise 
in multiple domains, the difference in perspec-
tive of each professional and consumer/patient 
creates a tremendous potential for con fl ict in 
professional relationships. Covey  (  1989  )  points 
out the most valuable human resources are rela-
tionships. Weak relationships result in poor com-
munication, disagreements, negative feelings 
(i.e., jealousy), and negative behaviors (i.e., 
backbiting and criticism). Unfortunately, work 
environments characterized by professional 
con fl ict and weak relationships drain time and 
energy that would be better used for personal 
growth and organizational success. Thus, the 
con fl ict potentially inherent in multidisciplinary 
teams, whether they are clinical, research, edu-
cational, or business of fi ce teams, needs to be 
managed. The ability for a team to self-correct is 
essential for strong functioning. Part of self- 

correction is identifying behavior, skill or attitu-
dinal issues that in fl uence outcomes.  

   Dysfunctional and Functional Aspects 
of Multidisciplinary Treatment Teams 

 While multidisciplinary treatment teams ostensi-
bly have a wealth of information about a con-
sumer/patient or family, the major barrier to 
obtaining good clinical outcomes is a failure to 
implement that knowledge and work together as 
a team. With leadership being an integral part of 
the functioning of a team, there are many poten-
tial obstacles that can prevent effective treatment 
teamwork. Each of the barriers discussed in this 
section relate to treatment teamwork. Lencioni 
 (  2002  )  highlighted  fi ve major dysfunctions of 
a team: (1) absence of trust, (2) fear of con fl ict, 
(3) a lack of commitment, (4) avoidance of account-
ability, and (5) inattention to results. 

   Absence of Trust 

 The  absence of trust  derives from insecurity and fear 
of vulnerability on various levels—from treatment 
team leadership to membership. Sometimes leader-
ship feels threatened or weak and, as a result, is not 
open with treatment team members about their 
weaknesses. This kind of omission obstructs the 
path to building a strong foundation for trust. 
Multidisciplinary treatment team members who lack 
trust often hide their limitations and mistakes from 
the treatment team and are scared to ask for help or 
to admit their lack of knowledge or skill. For exam-
ple, if a consumer/patient’s primary therapist on the 
treatment team is fearful of the consumer/patient 
and scared to admit this fear to their colleagues, the 
consumer’s/patient’s treatment will be less than 
optimal. Distrusting treatment team members can 
also make negative assumptions about other team 
members actions or intentions, participate in 
rumors, and either derail or fail to participate in 
the work toward the common mission of improving 
consumer/patient outcomes. As a result, members 
who lack trust have no true ownership of the treat-
ment team or its mission. 
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 Conversely, trusting treatment team members 
are able to admit their shortcomings, and, if need 
be, ask for help. They tend not to be defensive 
when questioned about their area of responsibil-
ity and do not make assumptions about other 
team members’ lack of competence. This type of 
member feels safe in giving and taking feedback 
and helping others with their work. They focus 
on the mission of the treatment team to improve 
consumer/patient outcomes, and work toward 
accomplishing it through collaboration instead of 
focusing on trite, interpersonal challenges. 

 Covey  (  1990  )  stated that trust is based on two 
elements—character and competence. A well-
functioning treatment team has to have the will-
ingness, ability, and opportunity to address trust 
issues that in fl uence its performance or it is 
doomed to fail. When trust is low, no amount of 
communication will suf fi ce. “Personal mastery” 
(Senge et al.  1994  )  must include the ability to 
share one’s insights about team functions and 
behaviors in a way that is acceptable. Covey 
 (  1989  )  talks about this as having the courage to 
say what needs to be said, and the sensitivity to 
say it in a way that is acceptable to the recipient. 
As professionals, who use these communication 
skills with consumers/patients, it would seem 
these skills would be easily transferable to the 
treatment team process. Balancing courage and 
consideration with respect for the bene fi ts of team 
con fl ict allows the treatment team to problem 
solve in an open and straightforward manner. 

 Good leadership can effectively address the 
problem of distrust in multidisciplinary treatment 
teams. These leaders understand and model excel-
ling without competing, and they understand no 
one else has to lose for them to win. Consistently 
manifesting these values generates trust within 
the treatment team. Exemplary multidisciplinary 
team leaders also recognize and honor the contri-
bution and uniqueness of the skill set of each team 
member and display gratitude for genuine effort 
and acts of interpersonal kindness within the 
team. Leaders who are able to build trust on teams 
recognize and learn from mistakes. They trust 
others, are curious, listen to others, and are open 
to other people and their ideas. They also are 
willing to show their vulnerability. While being 

vulnerable often evokes fear, the display can have 
potent effects. By displaying vulnerability as a 
leader, other team members often follow suit and 
present a willingness to be open and grow.  

   Fear of Con fl ict 

 Lencioni  (  2002  )  went further and conveyed that 
the failure to build trust is related to the genesis 
of the second multidisciplinary treatment team 
dysfunction—the  fear of con fl ict.  The underlying 
tension that develops from a lack of genuine 
communication is conducive to the generation of 
con fl ict. Covey  (  1990 , p. 45) appropriately notes, 
“The root cause of almost all people problems is 
the basic communication problem—people do 
not listen with empathy”; thus, his counsel to 
“Seek First to Understand, Then to Be 
Understood.” This con fl ict generated from poor 
treatment team communication is often expressed 
outside of team meetings (e.g., in private conver-
sations) and frequently divides the team into con-
tentious factions that sabotage the treatment 
team’s work and agreed upon mission. Teams 
that are scared of con fl ict have ineffective meet-
ings; and create a culture of gossip and “work 
arounds” (i.e., taking short cuts to avoid standard 
operating procedures). They tend to ignore the 
proverbial “elephants in the room” because of 
fear of open communication. Teams that fear 
con fl ict do not learn from the other team mem-
bers and spend an inordinate amount of time and 
energy on self-protective behaviors. 

 Healthy multidisciplinary treatment teams 
tolerate healthy con fl ict, which involves effec-
tive and open communication directed at 
 resolving problems. These teams’ meetings usu-
ally include creative thinking, where everyone’s 
ideas are considered and explored. These meet-
ings are engaging, fun, and cultivate a sense of 
power as real problems are solved quickly with 
minimal transactional blunders. In addition, 
healthy multidisciplinary treatment teams focus 
on vital forces that shape major portions of the 
desired outcome rather than miniscule and 
insigni fi cant issues. A healthy team embraces 
the value that some level of tension is important 
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for growth and new ideas. In fact, healthy teams 
seek to air the con fl ict within a team as the suc-
cessful negotiation of con fl ict increases team 
cohesion. A healthy treatment team has a bal-
ance between transactional leadership (e.g., 
hierarchical. product oriented, Covey  1990  )  and 
transformational leadership (e.g., empowering, 
process oriented, Covey  1990  ) . 

 Sometimes, a clinical team lacks the ability to 
determine when their plans are “good enough” to 
move forward. Teams sometimes confuse perfec-
tion with success and are overly critical of their 
own work, to the point of struggling to be perfect. 
They think that there is always time for one more 
diagnostic code, problem focus, or reworking of 
a treatment plan in an attempt to “help the 
patient.” However, this mentality can often have 
an opposite demoralizing effect in a treatment 
team environment. Weiss  (  2010  )  talks about the 
dangers of valuing perfection (100%) over suc-
cess and how often 80% is good enough. He goes 
on to say that the additional 20% is very seldom 
warranted or even bene fi cial. This perfectionist 
style can destroy synergy in a multidisciplinary 
treatment team environment and severely hamper 
a team’s ability to move from a “research” 
approach to an “action” approach (Block  2000  ) . 
A research approach seeks to explore all factors 
in fl uencing in clinical outcomes. Despite the 
value of this, it may actually be obstructive to the 
accomplishment of outcomes (Table  18.1 ). 
Alternatively, in an action approach more focus is 

placed on the major, weighty factors that poten-
tially improve good consumer/patient outcomes.   

   Lack of Commitment 

 Frequently, a lack of trust and fear of con fl ict 
either indicate a  lack of commitment  to the treat-
ment team’s mission or create this lack, which is 
the third dysfunction described by Lencioni 
 (  2002  ) . This lack of commitment can intrude on 
the team’s effort to achieve their goals. If there is 
a lack of trust and fear of con fl ict, members do 
not put forth their ideas and, as a result, have no 
ownership of the multidisciplinary treatment 
team’s mission of quality consumer/patient care 
or the team’s strategy to accomplish this mission. 
Ordinarily, a multidisciplinary treatment team’s 
mission is relatively limited, i.e., to provide 
 consumers/patients with quality clinical care for 
their illness. Attempts to broaden the mission to 
promote wellness, for example, may fail if 
uncommitted treatment team members are not on 
board. Although they may support the addition 
super fi cially, behind closed doors they may be 
sabotaging the teams’ efforts. Team members 
who are uncommitted may hinder its implemen-
tation by pushing for perfection in treatment team 
decision-making and outcomes before moving 
forward. 

 For a multidisciplinary treatment team to have 
a strong mission, solidi fi ed strategy, and synergy, 

   Table 18.1    Research approach vs. the action approach from Block  (  2000  )  (reprinted with permission of John Wiley & 
Sons, Inc.)   

 Research approach  Action approach 

 Interested in all factors that impact the problem at hand  Interested in factors that are under the control of the 
client and affect the problem 

 Being comprehensive and complete in the discovery 
phase is essential 

 Completeness and comprehensiveness are not 
necessary. They can be overwhelming at the point of 
deciding what to do 

 You can do research on your own. The organization does 
not have to be involved as part of the research team 

 The client’s involvement in the study is important at 
each stage 

 You try to eliminate bias and intuition of the researcher. 
Heavy emphasis on objectivity and hard data 

 Consultants are getting paid for their own bias and 
intuition—it is called judgment. You use all the feelings 
and perceptions you have in addition to hard data 

 Essentially neutral toward whether the organization 
approves of the outcomes of the study 

 Deeply concerned about the attitude of the client 
toward the outcome of the study 
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each member’s opinion and ideas should be 
addressed, with agreements and disagreements 
included in the discourse, but it must be recog-
nized that absolute consensus in not always pos-
sible. If team members feel disrespected, it is 
dif fi cult to move elements of the agenda forward. 
This may result from autocratic team leadership. 
A lack of an inclusive process also prevents what 
Senge  (  1990  )  calls “personal mastery” and 
“shared vision” (two of the  fi ve essential features 
for having a “learning organization”). Healthy 
team members are able to commit to team deci-
sions, whether they agree with them or not and, 
are able to honor their team’s decision to move 
forward and respond to the challenges with curi-
osity instead of blame. If teams fail to make 
dif fi cult decisions in the hopes that the problems 
simply go away or if they delay decisions until all 
ambiguity is resolved, it will be dif fi cult for them 
to begin moving in what seems to be the right 
direction. This is a major difference between the 
research approach (obsessive, comprehensive) 
and the action (result oriented) approach outlined 
in Table  18.1 . 

 There has to be system reinforcements that 
reward cooperation over competition. Covey 
 (  1989  )  discusses the Six Paradigms of Human 
Interaction with “Win–Win” being the highest 
and most desirable interaction. Individuals must 
see how to create a win for themselves without 
de fi ning winning as beating the other person. 
A competitive focus vs. a cooperative focus 
yields transactional results vs. the transforma-
tional results that emanate from cooperation. 
While elements of both transactional and trans-
formational leadership may be needed, a true 
win–win outcome requires a transformational, 
cooperative approach, to ensure long-term viabil-
ity of team-based efforts (Covey  1990  ) . 

 Although it is true that obtaining multidisci-
plinary treatment team buy-in to mission and 
strategy extends and complicates the process 
leading to action, the outcomes from teamwork 
are far better than those delivered by autocratic 
leadership. When multidisciplinary treatment 
teams are able to make a commitment, a clarity of 
purpose rather than politics leads the team, and it 
is able to effectively and ef fi ciently progress.  

   Avoidance of Accountability 

 The fourth dysfunction Lencioni  (  2002  )  identi fi ed 
is an  avoidance of accountability . In their efforts 
to encourage trust, too often multidisciplinary 
treatment team leaders “expect what they do not 
inspect.” Leaders can succumb to expecting out-
comes without evaluating and consistently 
assessing the process of reaching those objec-
tives. Being mission-driven gives everyone on 
the team the power to ask each other “How is this 
conversation helping us achieve quality con-
sumer/patient care and wellness?” This is a gentle 
way of questioning without being threatening or 
confrontational and risking ruining relationships. 
One caveat is that treatment teams that develop a 
great deal of trust, cohesion, and closeness run 
the risk of avoiding issues of accountability 
squarely and also may avoid confrontation of 
con fl ict because they do not want to disrupt the 
“functional family” feeling such a healthy team 
creates. Multidisciplinary treatment team mem-
bers who have high standards and who are clear 
about their values and mission are the most likely 
to hold each other accountable. 

 Lencioni  (  2002  )  asserts that a lack of account-
ability produces resentment among team mem-
bers who may have different standards of 
performance. It encourages mediocrity, and results 
in missed deadlines and deliverables with the 
enforcement of accountability falling to the lead-
ership. Good leadership instills a culture of mutual 
accountability in all the clinical and support team 
members (e.g., the manner the receptionist wel-
comes a consumer/patient for their appointment 
can have a signi fi cant in fl uence on the therapy or 
medication check session). This leadership strat-
egy ensures that slippage by anyone; begets cor-
rective action from everyone, not just from the 
leader. When such a culture is established, exces-
sive rules and regulations, which some leaders 
mistakenly believe control behavior, can be 
avoided. Enlightened leadership understands 
that human relationships, and not bureaucracy, 
determine the great majority of an organization’s 
success. Accountability is also supported by a 
culture that welcomes continuous quality improve-
ment as an element of effective work. To cultivate 
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a sense of mutual accountability, the leader 
encourages mission-driven authority rather than 
reliance on the authority of the leader. When mis-
sion-driven authority is working well, the leader 
only has to be assertive when the team is stuck 
and fails itself.  

   Lack of Attention to Results 

 Related to a lack of accountability is Lencioni’s 
 (  2002  )  noted  fi fth and  fi nal dysfunction—the  lack 
of attention to results . She suggested this occurs 
when team members put their individual needs 
(such as career development or recognition) ahead 
of the team’s common mission, in this case qual-
ity clinical care and wellness. Ideally, the team’s 
collective mission should align with every indi-
vidual team member’s personal mission so that 
there is an overarching “win–win” situation 
between the individual and team mission and 
there is an attitude of “both/and” instead of 
“either/or.” Unless the team is focused on clear 
deliverables and outcomes, there is a tendency for 
the team to become lackadaisical and complacent, 
as there is a lack of a challenge mentality shared 
by the group collective. This lackluster approach 
to teamwork does not inspire the achievement-
oriented team members. If a team is not clear about 
its goals and members are easily distracted by 
 personal politics and sel fi sh, non-mission-driven 
behaviors, the results can become secondary and 
even nonexistent. However, teams that focus 
on their results motivate employees who want 
to “save lives and make a difference”—the 
Community Mental Health Council, Inc.’s motto. 

 Well-led multidisciplinary treatment teams 
can be honed into synergistic and proli fi c sys-
tems. Publically assessing and recognizing out-
comes adds an extra incentive for teams to focus 
on results and promotes “systems thinking” 
(Senge  1990  ) , which leads to interdependency 
and teamwork. Leadership cultivating a results-
oriented team needs to be sel fl ess and avoid tak-
ing credit for successful teamwork. Team 
members who facilitate good teamwork and who 
make real contributions to the achievement of 
group goals should be rewarded. 

 While there are various obstacles to healthy 
multidisciplinary team functioning, there are 
also collective characteristics that buffer a team 
from possible pollutants. Lencioni  (  2002  )  under-
scored that cohesive teams (a) trust one another, 
(b) engage in un fi ltered con fl ict around ideas, 
(c) commit to decisions and plans of action, 
(d) hold one another accountable for delivering 
against those plans, and (e) focus on the achieve-
ment of collective results. Senge  (  1985  )  elo-
quently adds to these traits and synthesizes the 
effects of such a team environment:

  Trusting people to be creative and constructive 
when given more freedom does not imply an overly 
optimistic belief in the perfectibility of human 
nature, it is rather a belief that the inevitable errors 
and sins of the human condition are far better over-
come by individuals working together in an envi-
ronment of trust, freedom, and mutual respect than 
by individuals working under a multitude of rules, 
regulations, and restraint imposed upon them by 
another group of imperfect people.     

   Managing the Process of Con fl icts on 
Multidisciplinary Treatment Teams 

 Goldsmith  (  2007  )  described several transactional 
team member behaviors that disrupt team func-
tioning and lead to con fl ict, requiring monitoring 
and correction. The  fi rst is too much competition, 
such that the goal is winning and the team’s mis-
sion forgotten. This competition can manifest 
intellectually, as there are some team members 
that strive to display a superior intelligence at the 
cost of listening to others. Related to this are indi-
viduals’ tendencies to make destructive or nega-
tive comments that may be infused with sarcasm 
or derision. There may also be team naysayers 
who emphasize potential pitfalls instead of pos-
sible solutions. At times, there are others who are 
frequently angry and use anger to control the 
team process. Another destructive dynamic on 
treatment teams is the withholding of information 
to gain personal advantage. Just as a team or per-
son can express too much or too little criticism, a 
team can also have too much or too little praise. 
Some team members claim undeserved credit, 
make excuses or blame others for disruptive 
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behaviors. Team leaders may also contribute to 
derailment, by “playing favorites” and/or failing 
to assume responsibility for poor decisions. 

 In order to manage con fl ict in multidisciplinary 
treatment teams, the importance of mission has to 
be underscored. The qualities of, functional teams 
mentioned above should be emphasized. As sug-
gested earlier, the main mission of a multidisci-
plinary treatment team should not only be quality 
clinical care for mentally ill patients, but also 
attention to issues of wellness (Keyes  2007  ) . 
Whatever the details of a team’s core mission 
principles, they must be worked out uniquely by 
each team. The buffering characteristics previ-
ously described, engender interdependency and 
synergy, leading to the realization of targeted out-
comes and even positive “side effects” (e.g., good 
relationships). Using mission and engagement 
effectively can smooth out and in many cases pre-
vent con fl icts. Attaining the team traits of interde-
pendency and synergy is not easily achieved, and 
the team must understand that this is a process. 
Senge et al.  (  1994  )  indicates there will be times of 
frustration and even embarrassment, because 
while the idea of working together may not be 
new, the prospect of “learning together” quite 
often is new. In short, through effective mission-
driven leadership, a team is able to commit to its 
goal. A well functioning team is conceptually 
uni fi ed about where they are going and that over-
all goal takes precedence over whatever con fl ict 
arises. DePree  (  1992  )  likens this quality of lead-
ership with a jazz-band leader’s aspiration of 
facilitating each player’s opportunity to “do their 
own thing,” while still maintaining harmony in 
the music the band plays. 

 There are several types of authority that lead-
ers might use to manage a multidisciplinary 
team: (1)  legitimate authority  where there is a 
designated leader of the team who has the 
assigned power to reward and sanction various 
team behaviors, (2)  charismatic authority  where 
there is a person who has “winning ways” with 
people that causes the team to follow their lead, 
and (3)  traditional authority  where there is a per-
son who is the oldest member of the team and 
who understands the history and process of the 
team (Bell  1974  ) . It is ideal to have elements of 

all three types; however, the type of authority is 
not as important as the manner in which a person 
leads. This manner has been previously described, 
with a focus on trusting others to carry out their 
responsibilities and have good judgment, being 
vulnerable and open, supporting self-re fl exivity 
(i.e., being open to looking inward and evaluat-
ing oneself), assessing results, bolstering mutual 
accountability, and encouraging others. 

 In many ways the team is much like a family. 
When functioning poorly it may be a source of 
distress and impede the progress of the people it 
is designed to help. When functioning well, it can 
accommodate and evolve when con fl ict arises. 
When this is the case, it provides a sort of home 
base for the team member, and a signi fi cant 
source of support and af fi liation. If the team fails 
to be coherent it is unlikely that it will be success-
ful in accomplishing its mission. It must work on 
its social and emotional team intelligence until 
some an adequate level of cohesiveness can be 
achieved.  

   Good Leadership, Personal 
Leadership 

 Essentially, good leadership consists of the act of 
making a signi fi cant difference through people, 
which ultimately requires the effective execution 
of emotional and social skills. This process of 
becoming a good leader requires study of leader-
ship and management, personal leadership, and a 
true respect for humanity. Good leadership 
requires connecting every day to your deepest 
and most enduring values, exemplifying integrity, 
caring for your loved ones, making a difference 
through your work, and inspiring hope within the 
people around you. Good multidisciplinary lead-
ers follow their followers and tend to have an 
irrational sense of hope. Strong leaders are able 
to face the truth about their own weaknesses and 
help others see their weaknesses by having cour-
age and compassion. Covey  (  1989  )  stated, “…to 
achieve that balance between courage and con-
sideration, is the essence of real maturity…” 
(p. 219). Good leaders believe in “creating” the 
future by cultivating “shared vision” (Senge  1990  )  
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on the team and facilitating movement toward 
that vision. They embody their values and moti-
vate others through their example. In other words, 
good leaders live in such a way so that when their 
team thinks of integrity, authenticity, enthusiasm, 
commitment, caring, and being on a mission, the 
team thinks of them. 

 With the right execution of good leadership 
and the application of good team principles and 
values, a healthy multidisciplinary team will 
emerge that embodies the following characteris-
tics: (1) being proactive (Covey  1989  )  toward the 
mission, (2) engaging in collaboration instead of 
competition, (3) seeing the big picture instead of 
fragmentation, (4) seeking to understand patterns 
instead of cause–effect, (5) looking for deeper 
causes instead of surface symptoms, (6) engag-
ing in ongoing learning instead of quick  fi xes, 
(7) studying process instead of events, (8) under-
standing “both/and” instead of “either/or,” (9) 
making a point of seeing opportunities instead of 
threats, and (10) attempting to be anticipatory 
instead of being crisis-driven. Successful teams 
recognize that con fl ict is healthy, even vital, for 
long-term success. Senge  (  1990  )  reiterated this 
point and asserted that a by-product of great 
teams is that con fl ict results in production of out-
comes and free  fl ow discussions that lead to bet-
ter alternatives and discovery of new answers. 
Covey  (  1989 , p. 271) also supported healthy 
con fl ict and emphasized, “synergy means 1 + 1 
may equal 8, 16, or even 1,600.” Thus, synergy is 
worth the con fl ict because of the end result.  

   Conclusion 

 The ideal model of comprehensive CMHCs has 
been developing over decades now. Because 
behavior is complex and multidetermined, the 
various “treatments,” comprehensive CMHCs are 
expected to deliver are multifarious. Accordingly, 
multidisciplinary teams require the vast array of 
biotechnical and psychosocial technologies 
needed to deliver the services and treatments nec-
essary for community mental health. Due to the 
diverse nature of multidisciplinary teams, there 
are myriad opportunities for team dysfunctions to 
harm healthy outcomes for team members and 

the consumers/patients they serve. Drawing 
extensively on the excellent work of Leniconi 
 (  2002  ) , Senge  (  1990  ) , Senge et al.  (  1994  ) , DePree 
 (  1992  ) , and Covey  (  1989  ) , we highlight the  fi ve 
dysfunctions of team and potential behaviors that 
can interfere with optimal treatment and service 
outcomes that the Community Mental Health 
Council, Inc. used with success. 

 We also provide suggestions for preventing 
these dysfunctions. This chapter highlights the 
issue of managing con fl icts on multidisciplinary 
teams and how being mission-driven helps to cre-
ate a team culture focused on the results and con-
nected values. Drawing on various leadership 
strategies our team has applied in a comprehen-
sive CMHC context, the authors make suggestions 
for leaders of multidisciplinary treatment teams. 
Multidisciplinary team leaders need to thoroughly 
immerse themselves in leadership and manage-
ment and learn these social and emotional “soft 
skills” if they are going to lead healthy teams that 
get the job of treatment and service accomplished 
in an effective manner. Our collaboration focuses 
on various transactional team behaviors that are 
particularly toxic to cultivating healthy transfor-
mational team interactions, and we provide vari-
ous paradigmatic quotations that should guide the 
team process. Finally, this chapter focuses on the 
need for good leadership to keep multidisciplinary 
treatment team processes healthy, creative, fun, 
and productive for members and recipients of the 
team’s treatment and service.      
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