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Essentials for Great Teams: Trust, Diversity,
Communication … and Joy
Linda M. Roth, PhD, and Tsveti Markova, MD

In clinics and hospitals, in conference rooms and
classrooms, in hallways and lunchrooms, we dem-
onstrate daily our effectiveness or ineffectiveness as
team members. We interact with patients, cowork-
ers, and learners in ways that result in smooth,
well-functioning, patient-centered processes, or we
interact in ways that impede those processes. This
“hidden curriculum” is powerful and teaches others
about our competence in and commitment to
teamwork. The recent focus on teams in patient
care, education, and research calls for increasing
awareness of our own roles in settings in which we
have responsibilities that are mutual to or comple-
mentary with others’.

In the minds of many physicians—even those
who have committed to a team approach to health
care—there may still be a number of questions
about how a team should function and what the
obligations and behaviors of each team member
should be. As Baker and colleagues1 noted in their
review of teams in health care, the medical com-
munity frequently has focused on measuring out-
comes, such as the time between arrival and admis-
sion or errors in procedures, rather than on
“process measures”—the activities, strategies, re-
sponses, and behaviors of team members as they
function in teams. Although these are more diffi-
cult to collect and quantify, a number of these
processes have been demonstrated to contribute to
effective teamwork in health care settings. Founda-
tional processes for teamwork include a practice’s
development of and commitment to a strong sense

of trust, inclusion of diverse perspectives in clinical
operations and decision making, and strategic use
of a continuum of effective communication strate-
gies. The synergy that results from developing and
sustaining successful teams can result in a satisfy-
ing, even joyful, work environment.

Trust
What does it take to develop trust among clinic
team members? Physicians may ask themselves, Do
I trust my medical assistant to take an accurate
social history and document it appropriately in the
chart? Do I double check the nurse’s recommen-
dation for patient self-management? Do I allow the
receptionist to lead a new check-out process? Am I
less of a leader if I don’t have all the answers about
the patient flow within my office or don’t start all
improvement initiatives myself? At the individual
level, the answers to these questions depend on
how much we trust our team colleagues and are
willing to be vulnerable to one another.2 Feeling
safe being vulnerable to our colleagues requires
that we understand each other’s roles and allow
each staff member to operate freely within his or
her scope of practice3 while relying on frequent,
meaningful dialogue across all members of the
group who are, together, accountable for patient
care.4

Diversity
A patient’s experience in any clinic is influenced by
individuals who vary greatly in their training, roles,
and experience. Including relevant staff members in
decision making regarding quality improvement,
practice change, and clinical operations has been
shown to positively influence practice productivity
and reduce staff turnover.5 Gallagher and col-
leagues6 capitalized on differing strengths and per-
spectives of clinic employees in 16 small primary
care practices. They trained 2 coleaders (a physi-
cian and a nonphysician) in each practice to imple-
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ment improvements in depression care and found
that such a structure allowed coleaders to optimize
their complementary skills, relationships, and credi-
bility in implementing and sustaining practice im-
provements. Similarly, in a study of 42 primary care
practices in the United Kingdom, practices whose
team members rated their team climate more highly
than others were more likely to provide higher quality
care for diabetes and elicit more positive patient eval-
uations of their practices.7 A positive team climate
encourages people to speak up and share their ideas
and in fact engenders team members to become lead-
ers of those projects for which they have passion,
knowledge, and skill. Diversity—not only of race, sex,
and culture, but of training and experience—is em-
braced in a team-focused environment. This diver-
sity of perspectives enhances group problem solv-
ing and creativity.2 Herein lies the opportunity to
transition from good to great, from a focus on a
group of employees who are expected to follow a
powerful leader to an interdependent team who
together lead a thriving and enduring organiza-
tion.8,9 The concept of “distributed leadership”4

may seem foreign to physicians whose training and
professional development focuses on individual ac-
countability in making high-stakes, critical deci-
sions regarding their patients. Whether in the op-
erating room, hospital ward, or ambulatory clinic,
physicians can consciously work to trust and em-
power their fellow health care team members, who
together with physicians are striving toward the
same outcome: the health and well-being of pa-
tients. An inclusive perspective can foster true col-
laboration, where all team members are empow-
ered to participate in analyzing problems and
generating solutions.4 Both “group” culture, based
on norms and values associated with affiliation,
teamwork, and participation, and “developmental”
culture, based on risk-taking, innovation, and
change, have been shown to affect more positively
the quality of patient care than cultures based on
hierarchy or efficiency and achievement.10

Communication
Throughout the work day, members of a clinic’s
team routinely make observations about how to
improve elements of patient care. Although these
ideas may be shared in momentary exchanges, they
rarely result in changes in the process of care. This
illustrates one of the most important barriers to

effective improvement processes: the lack of dedi-
cated time for exchange of ideas among those di-
rectly responsible for each clinic process.

Prioritizing regular time periods for all employees
to contribute to practice discussions allows a team
to determine positive changes in a practice and to
sustain those changes over time.11 In addition to
face-to-face encounters during practice and written
or electronic notes and records, successful health
care teams develop a variety of effective communi-
cation methods ranging from team huddles at the
beginning of the day, to regularly scheduled team
meetings, to practice retreats that include all who
contribute to patient care. Across this continuum,
effective teams dedicate themselves to facilitating
real involvement of employees at all levels. Primary
care teams especially have benefited from providing
members the authority to manage work the way
team members wish to and ensuring that everyone
can participate and influence improvements.12 In
Craigie and Hobbs’13 exploration of 2 community
health practices that had been identified as exem-
plary, weekly team meetings were described as “safe
places where employees could raise issues and re-
ceive respectful, collaborative, problem-solving re-
sponses.”

Brown and colleagues14 interviewed a wide va-
riety of employees in primary health care teams in
Canada to determine activities that foster sustained
health care teams. Formal meetings, professional
development programs, and retreats were seen as
essential both to strengthen relationships among
members and to assure that effective communica-
tion was taking place. Interviewees particularly val-
ued the social interactions made possible by re-
treats, and many noted with regret that limited
funding and time had begun to reduce or eliminate
the possibility of such activities. Social activities
interspersed throughout the clinic day or for special
occasions also were seen as contributing to bonding
team members together, as did openly sharing life
events—happy ones such as weddings as well as
times of illness and loss.

Joy
Trust, diversity, and communication are funda-
mental principles of effective teamwork in health
care. On this foundation, clinic teams can develop
an exceptional environment that fosters enhanced
quality of care for patients in tandem with en-
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hanced quality of life for the team members who
deliver that care. Positive relationships among em-
ployees can contribute to a culture, or “spirit,” that
benefits employees, their process of clinical care,
and their patients.13 Given that a recent large-scale
study of primary care teams in the Veterans Ad-
ministration system found that aggregate measures
of team members’ job satisfaction were significantly
and positively related to quality of the process of
patient care as well as quality of outcomes of patient
care,15 we have more reason than ever to focus on
the people with whom we work as well as the on the
work we do as individuals. A new construct, “joy in
work,” recently emerged in a study of successful
teams within chronic care collaboratives.16 This
may be the harbinger of better lives for both care-
givers and patients; “joy in work” comprises posi-
tive experiences and outcomes among the com-
bined team of physicians, nonphysician team
members, and their patients.

Conclusion
We know that trust, diversity of perspectives, and
effective communication are fundamental to estab-
lishing and sustaining a team culture throughout
the clinical environment. The importance of doing
so is clear, and the responsibility for doing so lies
with each of us. We need to make time to attend to
not only what we do, but how we work together.
Working as a true team, we can improve the pro-
cesses and outcomes of patient care as well as in-
crease each person’s joy in work—the satisfaction
that comes with a job well done, in concert with our
colleagues and our patients.
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