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ABSTRACT
In the US, a growing number of organizations and industries are seeking to
affirm their commitment to and efforts around diversity, equity, and inclusion
(DEI) as recent events have increased attention to social inequities. As health
care organizations are considering new ways to incorporate DEI initiatives
within their workforce, the anticipated result of these efforts is a reduction in
health inequities that have plagued our country for centuries. Unfortunately,
there are few frameworks to guide these efforts because few successfully link
organizational DEI initiatives with health equity outcomes. The purpose of
this chapter is to review existing scholarship and evidence using an organi-
zational lens to examine how health care organizations can advance DEI
initiatives in the pursuit of reducing or eliminating health inequities. First, this
chapter defines important terms of DEI and health equity in health care. Next,
we describe the methods for our narrative review. We propose a model for
understanding health care organizational activity and its impact on health
inequities based in organizational learning that includes four interrelated
parts: intention, action, outcomes, and learning. We summarize the existing
scholarship in each of these areas and provide recommendations for enhancing
future research. Across the body of knowledge in these areas, disciplinary and
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other silos may be the biggest barrier to knowledge creation and knowledge
transfer. Moving forward, scholars and practitioners should seek to collabo-
rate further in their respective efforts to achieve health equity by creating
formalized initiatives with linkages between practice and research
communities.

Keywords: Diversity; equity; inclusion; organizational learning; health
equity; cultural competency

INTRODUCTION
US organizations are experiencing increased pressure to address historical and
ongoing inequities by race/ethnicity and gender. Part of this pressure is due to
rapidly changing demographics across the cultural landscape of America; it is
anticipated that by 2060 current minority populations will be the majority in the
US (US Census Bureau, 2018). Much of the immediacy in efforts to diversify
organizations, however, came following the murder of George Floyd on May 25,
2020, amid the worst global pandemic in over 100 years. In response, people of all
races, generations, and backgrounds publicly demonstrated all over the world in
the summer of racial reckoning (Chang, Martin, & Marrapodi, 2020). Noting the
significant impact that these events were having on organizational stakeholders,
leaders across industries began to respond, seeking to address the organizational
commitment to and efforts surrounding diversity, equity, and inclusion (DEI)
despite the formidable challenges in doing so.

Most organizations are seeking to address DEI through intense focus on
internal organizational practices, such as equitable hiring, fairness in compen-
sation and promotion, and employee DEI awareness and education programs.
Some firms also focused externally, providing public support of social justice and
progress. For health care organizations, in particular, a concurrent call to action
emerged as reports of race-based disparities in health care outcomes throughout
the global COVID-19 pandemic emerged (Evelyn, 2020). The wide publicization
of the disparate outcomes from COVID-19 reaffirmed the preceding and copious
scholarly exploration of health care disparities in US health and public health
systems, as well as the insufficient progress made in achieving equitable health
outcomes. Research in this area has included a wide range of foci, including
examinations of racial disparities in treatment access, care and outcomes, specific
organizational practices designed to improve representation and inclusive cul-
tures, workforce trends, environmental influences, and organizational collabo-
rations across the care and public health continuum. While the focus has centered
mainly on racial inequities, various sources of diversity have also been explored
including gender, sexual orientation, ethnicity, age, and accessibility. DEI is a
rapidly evolving field with influences from sociology, psychology, anthropology,
public health, policy, health professions, education, and business. The purpose of
this chapter is to review existing literature with an “organizational lens” to
investigate how organizational DEI efforts could influence differences in health
equity.
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KEY TERMS AND DEFINITIONS
Health care organizations have endeavored to implement DEI initiatives in order
to build a more diverse workforce, ensure equity among staff members and
patients, and to cultivate working environments in which all employees feel
included – all with an ultimate goal of achieving health equity. In the developing
landscape of DEI, novel terminology continues to emerge. Recently, the
importance of the pursuit of belongingness and social and racial justice have been
emphasized as key drivers for DEI initiatives (Carter, 2020). Additional impor-
tant terms such as racism, antiracism, authenticity, dignity, peace, intersection-
ality, sexualization, misgendering, ableism, and many others exist beyond the
scope of this review. We begin by establishing and defining key terms that were
the foundation for this review: diversity, inclusion, and equity. As shown in
Table 1, definitions of key terms from general sources and from public service
organizations – the US Department of Housing and Urban Development (HUD)
and the US Centers for Disease Prevention and Control (CDC) – present
important nuance around these key terms.

Table 1. Key Terms and Definitions Related to Diversity, Inclusion, and Equity.

Key
Terms

Definitions

Diversity Merriam-
Webster

The condition of having or being composed of differing elements, especially
the inclusion of people of different races, culture, etc. in a group or
organization (Merriam-Webster, n.d.-a)

HUD Workplace diversity encompasses the range of similarities and differences
that each individual brings to the workplace, including but not limited to
national origin, language, race, color, disability, ethnicity, gender, age,
religion, sexual orientation, gender identity, socioeconomic status, veteran
status, and family structures (HUD, n.d.)

CDC An appreciation and respect for the many differences and similarities in the
workplace including varied perspectives, approaches, and competencies of
coworkers and populations served (CDC, n.d.-a)

Inclusion Merriam-
Webster

The act or practice of including and accommodating people who have
historically been excluded because of race, gender, sexuality, or ability
(Merriam-Webster, n.d.-b).

HUD For organizations, an important aspect of inclusion is that it be reflected in
the culture, practices, and relationships in order to support a diverse
workforce; inclusion is about focusing on the needs of every individual,
ensuring that the right conditions are in place for each individual to achieve
his, her, or their full potential (HUD, n.d.).

CDC A set of behaviors that encourages employees to feel valued for their unique
qualities and to experience a sense of belonging; a set of behaviors that
promote collaboration within a diverse group (CDC, n.d.-a).

Equity Merriam-
Webster

Fairness or justice in the way people are treated (Merriam-Webster, n.d.-c).

Note: HUD is the U.S. Department of Housing and Urban Development; CDC is the Centers
for Disease Control and Prevention.
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Human resource management literature offers the most directly useful defi-
nitions for health care organizations. As diversity can be defined as “a successful
community in which individuals of different race, ethnicity, religious beliefs,
socioeconomic status, language, geographical origin, gender and/or sexual
orientation bring their different knowledge, background, experience, and interest
for the benefit of the whole community” (Santiana, 2017). Diversity in health care
organizations refers to the composition of the workforce involved in health care
delivery, and whether these individuals adequately reflect the communities or
patients they serve. The impetus behind creating a more diverse health care
workforce is based on evidence that a more racially, ethnically, and linguistically
diverse health care workforce is associated with better access to care and better
quality of care for disadvantaged populations (Gomez & Bernet, 2019). In
addition, a recent review of workforce diversity in human service organizations
found that diversity is associated with enhanced creativity and innovation,
improved workplace commitment, and increased retention (Mor Barak et al.,
2016). There is considerable concern, however, regarding the scarcity of diversity
in health care providers, executive leaders, and governance (ACHE, 2008; Dot-
son & Nuru-Jeter, 2012; Mitchell & Lassiter, 2006; Silvera & Clark, 2021; Smith,
Nsiah-Kumi, Jones, & Pamies, 2009; Sullivan, 2004).

Inclusion in the health care workforce refers to achieving a work environment
whereby all individuals are treated fairly and respectfully, have equal access to
opportunities and resources, and are able to contribute fully to the success of the
organization (SHRM, 2020). In order to support a diverse workforce within
organizations, building an inclusive environment within an organization requires
inclusive actions that shift attitudes, assumptions, and behaviors (Francis,
Sampson, & Evans, 2021). Equity can be conceived as fairness in outcomes of any
type, from hiring and compensation, to access to cancer treatment or equitable
resources availability for prevention, treatment, and recovery. For health care
organizations, there is a dual need to address DEI in the health care workforce, as
well as make sure that the diversity of patients is appreciated and accommodated.
This results in a need for leaders to be aware of issues in career advancement for
employees from marginalized populations, as well address their organization’s
role in meeting the newly named “quintuple aim of health care quality,” health
equity (Itchhaporia, 2021; Nundy, Cooper, & Mate, 2022).

Achieving health equity is the ultimate goal of most DEI initiatives in health
care. Health equity is achieved when every person has the opportunity to “attain
his or her full health potential” and no one is “disadvantaged from achieving this
potential because of social position or other socially determined circumstances”
(CDC, n.d.-b). Health inequities are reflected in differences in length of life;
quality of life; rates of disease, disability, and death; severity of disease; and
access to treatment (CDC, n.d.-b). Measures of health equity may be categorized
as population-level indicators or organizational outcomes. The pursuit of health
equity presents a unique challenge for the health sector as it demands that health
care organizations simultaneously pursue two important sets of outcomes.
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METHOD
We conducted a narrative review of literature related to management levers of
implementing DEI in order to develop a framework for linking DEI initiatives to
health outcomes and/or health equity. To begin, we reviewed electronic data-
bases, diversity organization websites, and online management-related publica-
tions, including Pubmed, Google Scholar, Harvard Business Review, the Institute
for Diversity, and the National Center for Healthcare Leadership. The review
included peer-reviewed publications in management journals, theoretical and
opinion articles, frameworks, and systematics reviews. The review was conducted
between December 2021 and March 2022 and included search terms “diversity in
organizations” AND “chief diversity officer healthcare medicine” AND “inclu-
sion in healthcare workforce” AND “diversity in the workplace” AND “diversity
in business management” AND “diversity, equity, inclusion” AND “cultural
competence” AND “gender in medicine” AND “population health and DEI.”
Abstracts were evaluated and coded into categories of population health, health
equity and disparities, chief diversity office and leadership levers, gender in
medicine, workforce, intentions, and cultural competence management levers.
For abstracts that fit into the theme of the chapter, full papers were retrieved and
were assessed for inclusion. Studies included in the narrative review met the
following criteria: (1) published 2005 or later, (2) described pertinent manage-
ment levers related to diversity, equity, and inclusion, and (3) were peer-reviewed
publications in management journals, theoretical and opinion articles, frame-
works, and systematics reviews. Due to the dearth of articles making a direct
linkage between DEI and health outcomes and/or health equity, papers with a
focus on cultural competency in health care were included because of its linkage
to health outcomes and its alignment with principles of DEI.

ADVANCING DIVERSITY TO ACHIEVE HEALTH EQUITY
While many health care organizations strive toward organizational change that
would ultimately result in more equitable health outcomes, few conceptual
frameworks have been developed that directly link organizational DEI initiatives
to health equity outcomes. Several have suggested that, for example, diversifi-
cation of the health care workforce and health professions will result in
improvement of health disparities (Mitchell & Lassiter, 2006; Williams et al.,
2014) without providing a framework to explain how diversification might
translate to improvement in health equity outcomes. We examine the current
research and propose a framework to explain how the advancement of workforce
diversity translates to achieving health equity.

Our proposed framework is inspired by the learning and effectiveness paradigm
proposed by Thomas and Ely (1996) which argues that organizations can culti-
vate a learning orientation toward diversity which leverages employee experi-
ences as members of particular identity groups to reconceive tasks, products,
business processes, and organizational norms to enable increased organizational
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effectiveness. This paradigm emphasizes that, for example, the goal of recruiting
and retaining people from underrepresented groups is to tap into their
identity-related knowledge and experiences, and that doing so enables teams to be
more effective than either homogenous teams or diverse teams that do not learn
from their members’ differences (Thomas & Ely, 1996). Most organizations do
not assume a learning approach to diversity, and, instead, assume that by
increasing the number of traditionally underrepresented members to the work-
force, the organization will automatically produce organizational benefits
(Thomas & Ely, 1996). Empirical findings have shown, however, that (1)
increasing diversity does not, by itself, increase effectiveness; (2) what matters is
how and whether organizations harness the diversity in their workforce to
maximize learning; and (3) whether organizations are willing to reshape power
structures as part of that effort (Thomas & Ely, 1996).

In Fig. 1, we depict a cyclical framework for achieving health equity through
the advancement of diversity in health care organizations. In this framing, we
suggest that cycles of DEI in health care organizations include four distinct
stages: intention, action, outcomes (organizational and community), and learning.
For explanatory purposes, intention can be conceived of as the first step in this
process with action following and so forth, but in reality and in research these
steps may or may not happen in sequence as presented. One advantage of a
cyclical framework (as opposed to linear) is that it recognizes that achieving
health equity is an ongoing and iterative process. Additionally, a cyclical
framework reflects that organizations in pursuit of health equity are not moving
toward a discernible target as an organization could never be maximally equi-
table, just as organizations could never be maximally efficient, economical, or

Intention 
(Symbolic)

Action
(Commitment)

Outcome 
(Measured Result)

Learning & 
Effectiveness 
(Reporting)

Fig. 1. The Cycle of Advancing Diversity to Achieve Health Equity in Health
Care Organizations. Source: Adapted from the Learning and Effectiveness Paradigm

(Thomas & Ely, 1996).
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excellent. Health equity is not a destination, but a pursuit. As such, linear
frameworks of health equity are incomplete in appreciating the experimental
nature of this pursuit and its need for iteration and feedback throughout.

A key consideration of the learning and effectiveness paradigm (Thomas & Ely,
1996) is that alongside the virtuous cycle of learning, there also exist counter
currents, or vicious cycles, of oppression. Oppressive systems such as racism,
patriarchy, sexism are also cyclical in nature and work against the advancement
of health equity. For example, structural racism, defined as the totality of ways in
which societies foster racial discrimination through mutually reinforcing systems
of housing, education, employment, earnings, benefits, credit, media, health care,
and criminal justice (Bailey et al., 2017) can be thought to be initiated by prej-
udice and bias which feed into the creation of racist policies, practices, and
structures which drive stereotypes and discrimination leading to disparate out-
comes which lead back to prejudice and bias. The cycles of oppressive systems are
ubiquitous, insidious, and dangerous, and, for these reasons, the challenges to
address them within organizations are formidable.

In the next section, we describe each stage of the virtuous cycle of health
equity in health care organizations and summarize the scholarly contributions
therein (or lack thereof). We recognize that some of the studies and activities
could occur in multiple stages of the cycle. We also acknowledge that much of the
work to date is either conceptual or applied to a single organization or setting.

INTENTION
Intention is a symbolic indicator of organizational interest in pursuing inclusion
initiatives by key-decision-makers within the organization (C-suite leadership,
hospital governing boards, and the like). This intention might be indicated in
mission, vision, and value statements; press releases; and other signals. Health
care leaders set the intention and, ideally, not only support diversity education for
employees but also embrace the diversity of the communities the hospital serves
(Grant, 2010). The literature in this area is categorized into two categories:
signaling and public commitments to diversity.

Signaling. The primary way organizations can indicate their intentions to
pursue equity is through the use of various signals. A recent study examined the
use of what the scholars termed “diversity value signaling” in health care orga-
nizations (Cole, Haun, & Silvera, 2022). Diversity value signaling is an extension
of signaling theory (Spence, 1978), which argues that organizations communicate
to stakeholders through various symbolic “signals” of the organization’s values,
goals, and expectations (Celani & Singh, 2011; Suazo, Martı́nez, & Sandoval,
2009). Diversity value signaling is defined as the use of inclusive language and
terms in public organizational communication, such as mission statements
[mission, vision, and values], job advertisements, press releases, media adver-
tisements, and diversity statements, which may reflect a strategic intention to
value diversity and inclusion (Cole et al., 2022). For example, scholars suggest
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that organizations consider heavily how they represent the diversity of their
workforce in marketing materials and websites (Celani & Singh, 2011).

An early study examining diversity value signaling in health care organizations
found a positive relationship between signaling via nursing job advertisements
and hospital performance measured through rankings (Cole et al., 2022). No
study has yet explored whether signaling in advertisements diversifies the job
applicants or if it is indicative of greater intensity of DEI within the health care
organizations (Cole et al., 2022). It is important to also note that signals can vary
in intensity and the context of the signaling is just as important to consider the
magnitude of the signaling (Celani & Singh, 2011). For example, a commitment
to diversity can be communicated to company employees via email or that same
message can be relayed in a press release or on the company webpage. Further,
variability in signal strength across contexts can perhaps be an indication of the
strength in commitment to DEI and the goals therein.

Public Commitments to Diversity and Health Equity. In recent years, efforts
to increase health system involvement and commitment to DEI have been
developed by national and international organizations to aid health care
organizations in their drives for organizational change. For example, the
Institute for Healthcare Improvement (IHI) provides toolkits, videos, and other
resources for health care organizations and systems (IHI, 2021). The American
Hospital Association’s Institute for Diversity and Health Equity established its
“#123forEquity” Campaign in 2015 to accelerate progress on hospital and
health system efforts to eliminate disparities. In this campaign, hospitals and
systems were asked to take the pledge and commit to work on these issues, and
extensive library of tools and resources were made available to organizations
“focusing on practical, how-to solutions to help hospitals and health systems of
all sizes to build more inclusive and equitable communities.” As of early 2022,
almost 1,800 organizations have signed the pledge (AHA, 2022). No studies
have assessed the degree to which public commitments have resulted in orga-
nizational DEI actions or improved health equity outcomes.

ACTION
Following intention is a definitive action, or series of activities directly germane to
addressing DEI within the organization. Action includes commitment of time,
capital, and other organizational resources with the specific purpose of improving
diversity, reducing disparities, or improving health equity. The American Hos-
pital Association’s “Equity Roadmap” (AHA, 2021) highlights six domains for
organizational action to improve equity and reduce disparities: (1) collection and
use of data, (2) community collaboration for solutions, (3) culturally appropriate
patient care, (4) diverse representation in executive leadership and governance.
(5) equitable and inclusive organizational policies, and (6) systematic and shared
accountability. For the most part, these actions are difficult to measure, as is the
linkage to outcomes. Furthermore, studies have a tendency to include a variety of
actions, making it difficult to connect outcomes to specific actions. We summarize
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the literature in the following four categories of action: (1) culturally appropriate
patient care, (2) diverse representation in executive leadership and governance,
(3) equitable and inclusive workforce diversity, and (4) strategic partnerships for
solutions.

Culturally appropriate patient care. Since the early 2000s, much of the focus on
DEI in health care organizations has been under the umbrella of creating a
culturally competent organization. This focus is based on the premise that
culturally appropriate patient care will lead more equitable health outcomes.
Cultural competency is described as a strategy for health care organizations to
improve quality, lower cost, and attract customers (Weech-Maldonado,
Al-Amin, Nishimi, & Salam, 2011). The most common strategies for cultural
competence strategies include minority recruitment into health professions,
interpreter and language-appropriate services (Aries, 2004), provide education on
cross-cultural issues (Betancourt, Green, Carrillo, & Ananeh-Firempong, 2003),
health promotion initiatives, workforce development and student education
(McCalman, Jongen, & Bainbridge, 2017). Efforts to increase cultural compe-
tence are also promoted as a strategy to address health disparities in health and
health care (Betancourt et al., 2003; Brach & Fraser, 2000; Nair & Adetayo,
2019; Weech-Maldonado et al., 2011). Theoretically, the lack of understanding of
patient culture is attributed to the differences in treatment.

The motivation for implementing cultural competence in health care organi-
zations varies by mission, goals, and sphere of influence (Betancourt, Green,
Carrillo, & Park, 2005). Organizational cultural can either enhance or hinder
commitment to cultural competency (Arndt & Bigelow, 2011). In order to
manage a culturally diverse workforce, a leader must be motivated to develop the
cultural competence to engage with them (Hunt, 2007), and an effective approach
to building a culturally competent health care organization combines a focused
and systemic approach to organizational change with interventions that
encourage individual growth and development (Weech-Maldonado et al., 2018).
Dreachslin, Weech-Maldonado, Gail, Epané, and Wainio (2017) proposed five
competencies of strategic diversity management: (1) diversity leadership (2)
strategic human resource management (3) organizational climate (4) diversity
climate, and (5) patient cultural competence. Early studies note that hospitals
should adopt diversity management practices, including marketing and service
planning activities, in order to provide culturally appropriate care
(Weech-Maldonado, Dreachslin, Dansky, De Souza, & Gatto, 2002), and that
self-assessment and diversity training are key to workforce diversity management
(Shaw-Taylor & Benesch, 1998). Recently, however, scholars have argued that
greater attention should be focused on both cultural competence and racial and
ethnic diversity in leaders at all levels, including medical students, residents,
attendings, and management (Nair & Adetayo, 2019).

The extant literature supports the effectiveness of cultural competence training
on several dimensions of individual and interprofessional effectiveness within the
health care workforce. Cultural competence training improves knowledge, atti-
tude, and skills among health professionals (Beach et al., 2005). Higher percep-
tions of organizational cultural competence results in a better teamwork climate
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(Kumra et al., 2020). A comfortable work environment for employees of different
racial and ethnic backgrounds is the strongest factor for organizational cultural
competency (Allensworth-Davies et al., 2007). Cultural competence is also
considered a critical aspect of providing quality care (Aries, 2004).

Cultural competence training may also positively impact health disparities.
For instance, Dreachslin, Weech-Maldonado, and Dansky (2004) conceptualized
a three-legged stool for initiatives to reduce racial and ethnic health disparities
through cultural competence training. These include public policy (to ensure legal
and regulatory authority to eliminate disparities in access to care), clinical
practice (to ensure patient satisfaction through culturally competent care), and
organizational behavior (to ensure that leadership, staff, and organizational
culture represents and finds value in the communities they serve) (Dreachslin
et al., 2004).

Culturally competent care has shown favorable results in many patient out-
comes including: fewer reports of being treated with disrespect (Blewett,
Hardeman, Hest, & Winkelman, 2019); higher quality of asthma care for children
in managed Medicaid (Lieu et al., 2004); better safety culture in hospitals
(Upadhyay, Stephenson, Weech-Maldonado, & Cochran, 2021); better
HCAHPS scores for doctor communication, hospital rating, and hospital
recommendation (Weech-Maldonado et al., 2012); and better diabetes outcomes
(Zeh, Sandhu, Cannaby, & Sturt, 2012). Culturally competent hospitals also tend
to be not for profit, serve a more diverse inpatient population, and located in
more competitive and affluent markets (Weech-Maldonado et al., 2011). Studies
have suggested greater attention to collaborations between researchers and
practitioners in order to make a more direct link between culturally competent
care and a reduction in health disparities (Dotson & Nuru-Jeter, 2012). It has also
been recommended that research move toward a broader conceptualization of
cultural competency by focusing on cultural safety (Curtis et al., 2019).

Despite efforts toward improving cultural competency in health care organi-
zations, disparities still persist in outcomes for many marginalized groups.
Income inequalities are barriers to accessing care for Hispanics and Blacks
(Clark, Ommerborn, A Coull, Pham, & Haas, 2016). Older Hispanics, American
Indians and Alaska natives with medicare experience disparities in getting care
quickly, getting needed care, doctor communication, care coordination, and
customer service (Martino et al., 2020, 2022). The COVID-19 pandemic high-
lighted a higher mortality rate from in Blacks (Krouse, 2020). In addition, Blacks,
Hispanics, native Americans, and immigrants are most likely to experience health
disparities overall by disease burden, health care, and health outcomes (Krouse,
2020). Moving forward, scholars recommend that instead of focusing on the
elimination of health disparities, research should focus on achieving racial equity
and dismantling structural racism (Lavizzo-Mourey, Besser, & Williams, 2021).
Therefore, while culturally competent organizations have demonstrated
improvements in some patient outcomes, cultural competence training alone is
not sufficient to improve health equity outcomes.

Diverse representation in executive leadership and governance. Decision-makers
within organizations drive intentions and actions. Specifically, a diverse
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leadership team – including boards of directors – signals to key stakeholders that
an organization is committed to inclusion and social justice (Broome & Krawiec,
2008). When leadership lacks diversity, organizational policies and norms may
indicate devaluing the importance of diversity and inclusion (Simonsen & Shim,
2019). The leadership team, their intentions, and how they are leading the
organization can be viewed in terms of racial/ethnic and gender representation on
hospital boards and executives. Leadership diversity based on either gender,
racial, or sexual identity is proposed as a driver for organizational performance
on DEI and health equity. For example, early studies suggested that diversity at
the highest level of health care organizations may be the most important driver
for improving health outcomes. The underlying assumption is that diverse rep-
resentation on boards and in leadership – including the addition of a “chief
diversity officer” (CDO) – will lead to culture change, practices, and outcomes,
yet few studies examine these relationships. Scholars have also highlighted
challenges in empirically demonstrating the effect of diverse chief executives in
US hospitals due to the general lack of diversity in the C-suite (with respect to
gender and racial backgrounds) (Silvera & Clark, 2021).

Recently, the American Hospital Association surveyed hospitals about actions
to improve health disparities and found that the impact of diverse leadership at
all levels within hospitals has varying impact on organizational outcomes. Hos-
pitals with more racially and ethnically diverse boards had higher scores in four
categories of performance (leadership and strategic planning, workforce, data
collection, and reducing disparities), suggesting that these hospitals pursued
substantially more strategies in each of these domains. Conversely, hospitals with
more racially and ethnically diverse C-suites only scored high in one domain
(data collection) and hospitals with a higher percentage of women in executive
positions had lower scores in all domains except data collection. Greater repre-
sentation of racial and ethnic minorities in leadership positions was associated
with greater commitment to diversity initiatives, while greater representation of
white women in leadership is associated with fewer diversity initiatives (Herrin
et al., 2018).

Many health care organizations are moving toward adding the role of CDO.
Much of the literature on the role of CDOs has been within the context of higher
education. In colleges and universities, CDOs are considered the face of diversity
efforts (Williams & Wade-Golden, 2007), are change agents for DEI
(Worthington et al., 2014); and provide strategic guidance for diversity planning
and implementation (Leon, 2014). The role of CDOs is much less defined in
health care organizations, and there is no empirical evidence to date of how a
CDO operates within the context of a health care organization. The intent is that
a CDO will serve as a change agent that will ultimately impact the organization
by creating a more inclusive workforce that positively impacts health and health
equity outcomes. There is little evidence of the impact of CDOs on improving
health equity outcomes – likely due to the novelty of these positions and limited
time for observable differences in outcomes.

Equitable and inclusive workforce diversity. Most initiatives around improving
workforce diversity should focus on increasing the numerical representation of
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historically excluded groups, empowering a diverse workforce to fully participate
in organizational decision-making, and continuously communicating the business
case and value of diversity for all employees and how it supports the organiza-
tion’s mission, vision, and values (Francis et al., 2021). Workforce diversity
training may also focus on awareness building and attitude changes rather than
behavior change (Curtis, Dreachslin, & Sinioris, 2007). Diversity training takes
many forms, and there is quantitative evidence that diversity training improves
affective-based (attitude, motivation), cognitive-based (verbal knowledge and
strategies), and skill-based (behavior change) outcomes (Kalinoski et al., 2013).
Regardless of the approach, it is important to acknowledge that individuals
learning about diversity is not enough to guarantee a sensitivity to diversity at the
organizational level (Celik, Abma, Klinge, & Widdershoven, 2012).

For this reason, Curtis et al. (2007) suggest that diversity training should take
a systems-level approach, wherein DEI training is aligned with the health care
organization’s strategic goals for improved quality of care. Developing a
diversity-sensitive organization requires senior leaders to openly commit to
recruiting, retaining, developing, and supporting underrepresented candidates,
educating and convincing others that this is a long-term strategy for the orga-
nization, and maintaining the focus on the process whereby it is easier to comply
than to resist (Dreachslin, 2007). Although minority participation in hospital
senior management is sensitive to local market factors (total population, pro-
portion of minorities in the population, relative number of minorities with a
bachelor’s degree, and concentration of local hospital markets), these market
factors have a small influence on minority participation in hospital senior man-
agement (Gaumer, Coulam, & Desilets, 2021). Therefore, organizations will need
to be intentional in implementing initiatives that promote diversity – using
strategies such as targeted recruitment and training programs (Dobbin, Schrage,
& Kalev, 2015), as well as pipeline programs (Smith et al., 2009). Much of this
intentionality must be modeled through organizational leadership. Leaders who
can transcend their own racial identity to validate alternative realities and
appreciate different perspectives moderate the potential negative effects of racial
diversity on team communication processes and strengthen the positive aspects of
diversity (Dreachslin, Hunt, & Sprainer, 2000).

Gender parity is frequently discussed in the context of workforce diversity.
Women comprise the majority of entry-level jobs within health care organiza-
tions, yet women are underrepresented in the top echelons of health care lead-
ership (Lantz, 2008; Silvera & Clark, 2021). Thus, the majority of
decision-making power for organizational policies around gender equity and
career advancement rests under the purview of men. Despite some advances in
opportunities for women in leadership in recent years, COVID-19 may have
exacerbated existing gender inequities in professional visibility, networking and
collaboration as activities transitions to virtual environments, resulting in new
barriers to advancement for women (Woitowich, Jain, Arora, & Joffe, 2021).
Even when controlling for educational attainment, age, and experience, salary
disparities remain between women and men working in similar roles within health
care organizations (Lantz, 2008). Unfortunately, health systems have not had a
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productive track record in addressing gender parity and may reinforce traditional
gender roles by neglecting gender inequalities in health (Hay et al., 2019). Women
who work in health care tend to have less authority than men and often expe-
rience abuse or are devalued (Hay et al., 2019). Of note, evidence suggests that
gender parity is not sufficient to achieve gender equality (Hay et al., 2019). A
multisectorial approach is needed to promote gender equality that includes
national government, global health institutions, civil society organizations, aca-
demic settings, and the corporate setting in order to achieve health outcomes.
Activities may include reforming the workplace to be more conducive to gender
equity, eliminate gender bias in research, fund social movements, and strengthen
accountability (Gupta et al., 2019). As with racial diversity, disparities in gender
diversity can be changed with intentionality through organizational leadership,
commitment, and accountability (Mousa et al., 2021). The alternative to greater
representation of women in leadership is lower workplace satisfaction due to male
culture, lack of sponsorship, lack of mentoring, and queen bee syndrome (Hefner
et al., 2021).

Strategic partnerships for solutions. Knowledge seeking is the primary action
indicating progress toward inclusion. One example of organizational action is
joining a coalition of organizations that are creating knowledge-sharing net-
works, such as the National Center for Healthcare Leadership, the Institute for
Diversity, or Institute for Healthcare Improvement. Another example is the
development of an “anchor institution.” Anchor institutions are “place-based,
mission-driven entities such as hospitals, universities and government agencies
that leverage their economic power alongside their human and intellectual
resources to improve the long-term health and social welfare of their commu-
nities” (Pinderhughes et al., 2019). At least 65 leading health care systems are
working together to improve health equity under this framework as part of the
Healthcare Anchor Network that began in 2016 and provides a toolkit designed
to provide health care leaders information to move toward community health and
well-being.

OUTCOMES
Outcomes are measurable performance metrics that can indicate the degree to
which the activities undergone in the action stage of the cycle were able to
augment DEI relative to the specific target area. Outcomes might include orga-
nizational outcomes or community-oriented disparities and equity indicators.
Most of the research in this area focuses on demographic and financial indicators,
but more work is needed to measure and understand how health care organiza-
tions are instrumental in community health improvement (and disparities are
reduced). Health care organizations have a dual challenge as DEI initiatives are
also thought to contribute to the challenge of achieving health equity. While a
need to address structural racism in order to achieve health equity has been noted
(Hardeman, Hardeman-Jones, & Medina, 2021), the link between DEI initiatives
in health care organizations and health equity outcomes has not yet been
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established in the literature. No studies have been able to provide evidence of the
link between DEI initiatives within the health care organizations and the
improvement of health equity in communities. This may be due to the notion
that, despite often being conflated with each other, the challenges of DEI in
health care and the challenges of advancing health equity are distinct challenges.

Addressing structural racism in health care organizations may offer a con-
crete, feasible, and promising approach to the advancement of health equity and
toward improving population health (Bailey et al., 2017), but there is also limited
evidence to suggest that health care organizations have the capacity to contribute
to health equity (Edelman, Taylor, Ovseiko, & Topp, 2017). As Crews et al.
(2021) notes, this may be because DEI and health equity are disjointed, and need
to be brought together, but there are no best practices. This disconnection helps
to explain how health disparities have continued to persist, and in some instances
worsen, despite the majority of health care organizations reporting that they are
working to address health disparities (Vizient, 2021). Perhaps by applying a
learning conceptual cycle that links DEI initiatives to health equity outcomes
these challenges can be confronted in concert.

LEARNING AND EFFECTIVENESS
Outcomes lead to knowledge generation for the organization in the form of
organizational learning. Learning is what occurs when organizational actors
evaluate the efficacy of DEI interventions and outcomes to determine the effec-
tiveness of the intervention. Knowledge generated through this evaluation pro-
cess is then used to sharpen leadership team intentions, and the cycle continues. A
learning orientation to DEI is noted as quite difficult, and this may account for
the general lack of empirical studies in this area. The literature, however, provides
recommendations of tasks that can be done to avoid the most common pitfalls in
failing to learn from DEI initiatives.

The first task is to build and cultivate trust within the organization around
these issues (Thomas & Ely, 1996). The organization must set a tone for honest
discourse which requires that individuals be made comfortable with their own
vulnerability and others’ (Thomas & Ely, 1996). Another task is to address
discrimination and subordination and actively work against them (Thomas &
Ely, 1996). Leaders can start to do this by first understanding how systems of
privilege and oppression (racism, sexism, ethnocentrism, classism, heterosexism)
operate in the wider culture, but for the organization to benefit from leader’s
education, it must be followed by collective investigation across the organization
into how these systems are sustained within the organization (Thomas & Ely,
1996).

One aspect that makes the “vicious” cycles of oppression particularly insidious
is that they do not need intention to initiate the cycles. In other words, these
cycles operate without the need for directed action and will operate continuously
if left unchecked. Health care is no exception as structural racism has been
identified as a driver of the quintuple aim of health care delivery, health equity
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(Itchhaporia, 2021; Nundy et al., 2022). Structural racism was also shown to
operate as a fundamental cause of racial/ethnic inequalities in COVID-19 among
adults, for example, because of its influence on risk of exposure, the weathering
process, and health care access and quality (Garcia, Homan, Garcia, & Brown,
2020). There is a need, therefore, for organizational leaders to question to what
degree organizations are operating as sites of oppression (reinforcing oppressive
systems) or liberation (mitigating oppressive systems), and a demand for orga-
nizations to engage in initiatives to “unlearn” the individual and organizational
drivers that perpetuate these vicious systems while simultaneously learning
through DEI initiatives. Success in these efforts requires a well-articulated
organizational mission to motivate change combined with a process of contin-
uous reflection, experimentation, consciousness-raising, and sustained iterative
action to ensure changes are impactful (Thomas & Ely, 1996).

Another challenge in the cultivation of the learning and effectiveness paradigm
(Thomas & Ely, 1996) within health care organizations is that DEI initiatives are
often siloed despite often addressing similar challenges with different target
populations. One example is the training for cultural competency based on lan-
guage preferences between patient and providers which encourages providers to
make translation and interpretation services available for the patients. This
protocol could also be used to aid patients who have hearing loss or other
communication disorders despite speaking in the same language. One strategy for
diminishing the siloed structures that often emerge in DEI initiatives is for
organizations to seek to be inclusive in their diversity management approaches.
Specifically, the literature suggests the creation of incorporating structures among
diversity management initiatives to ensure contingencies and continuity across
varied DEI initiatives (Fisk, Silvera, & Haun, 2019). This involves the dedication
of resources to permit continuous evaluation of programs and the ability to
deliver culturally competent goods and services (Fisk et al., 2019). Doing so may
enable organizations to embrace a variety of styles and voices as leaders must
actively seek to understand how organizational norms may or may not be serving
their goals as norms may implicitly discourage certain behavioral styles or silence
certain voices (Thomas & Ely, 1996). The final recommended task is for orga-
nizations to encourage open discussions about how groups from underrepre-
sented identities contribute and shape the experience of employees within the
organization and society (Thomas & Ely, 1996).

DISCUSSION AND RECOMMENDATIONS
Despite the increased focus on DEI and how health care organizations can
influence health equity, there is little empirical evidence linking these important
concepts. This summative review of the literature reveals that most of the work in
this area relies upon the belief that intentions will lead to actions and actions will
lead to outcomes in organizations and communities. With the exception of studies
focused on outcomes linked to cultural competence, this review failed to identify
any evidence linking DEI actions or intentions to health equity. In this discussion,
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we describe why we believe this is so and provide recommendations for future
exploration.

Within the growing scholarly work in health care DEI, some foci have
developed, such as in the areas of cultural competency training, implicit bias
training, workforce diversity, and leadership diversity. Within our framework,
each of these would be considered as actions that will lead to organizational
outcomes. All too often, studies are specific to a single organization (or unit).
Other studies make general conclusions without adequately considering context
and other exogenous factors, thereby limiting generalizability and reducing
opportunities for future study and “spread” throughout the field. For example, as
scholars begin to study the role and influence of health care CDOs, there remain
questions on the roles and resources provided to CDOs across hospitals and that
a relatively low percentage of hospitals and health systems have added the CDO
role to date (Hogan, Hefner, Stephens, & Lemak, 2022).

The role of hospital and health system leadership in advancing diversity,
equity, and inclusion cannot be overstated. Conceptual models and suggestions in
this area almost universally identify leadership commitment and behaviors of
senior leaders to be an essential. The field of health care leadership research is
growing, and some scholars have begun to examine this from the perspectives of
identifying and defining DEI-related leadership competencies (Edwards, Till, &
McKimm, 2018; Weech et al., 2018) and evaluating organizational interventions
(Herrin et al., 2018; Mousa et al., 2021). Some of this work is done in various
clinical disciplines (e.g., radiation oncology, surgery) or national health systems
(e.g., Great Britain’s NHS, Canada’s system). There is an opportunity for greater
synthesis and integration of models and findings in order to accelerate progress.

An emerging concern in the area of health equity scholarship is health equity
tourism (Lett et al., 2022), wherein scholars who are not invested in nor are
experts in health equity concepts engage in disparities-related research without
understanding how inequalities might be driving these disparities. One cited
example is the explanation for disparities in COVID-19 outcomes based on race
being related to genetic differences across races as opposed to social inequities
despite a robust literature that has established that social inequities drive dif-
ferences in disease burden and that race is not a good indicator of genetic
grouping (Lett et al., 2022).

Academia itself is developing a body of knowledge in this area, which can help
drive intentions toward action in our proposed framework. In some academic
settings, it is perceived as more important to develop a new conceptual model
than to apply or test an existing one. In general, quantitative studies are still more
likely to obtain external funding and to be published over qualitative or
mixed-methods approaches. Further, some have suggested in recent months that
doing “race” or “DEI” scholarship is risky for academics in the current political
environment. Leaders in health care management and health services research
arenas could advocate for the benefits and importance of more focused, collab-
orative, and applied work in this area, despite institutional and environmental
pressures to the contrary. We suggest that we become more aware of our own
viscous cycles in academia.
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Recommendations for enhancing future research. Within the framework of a
virtuous cycle of organizational intention, action, outcomes, and learning, we
suggest the following recommendations for improving health care organizational
scholarship. In this area, like many others, the field of practice may be moving
faster than rigorous theoretical and empirical research. It will be important for
scholars to work with practitioners to establish a reliable and valid body of
knowledge to support, and even accelerate, movement toward improving health
equity. More formal and consistent linkages between the practice and research
communities are essential.

Siloes across professions and disciplines may present the biggest barriers to
knowledge creation and dissemination regarding health care organizations’ DEI
efforts and health equity outcomes. This is true both in practice and within
academia, as DEI (and “racism”) scholars are developing theory and doing
applied research in the distinct disciplines of education, business, policy, man-
agement, public administration, medicine, and biology to name a few. This is an
area where cross-disciplinary and interdisciplinary research opportunities
abound. Disentangling the social and other determinants of health is multifaceted
and most scholarship occurs in one silo only. Another influential silo includes
work orchestrated by consulting and advocacy organizations in the “gray liter-
ature.” Health care organizational leaders (and scholars) have come to rely on
reports and recommendations from organizations like the Institute for Health
care Improvement, the Institute for Diversity/the American Hospital Association,
the Kellogg Foundation, the Anchor Institution Network, McKinsey and others.
These are indicators of substantial attention to health equity and disparities, but
they have not coalesced into a consistent body of knowledge.

How might scholars across different disciplines more consistently and effec-
tively share their findings with leaders in the field? One mechanism could be
through existing repositories such as the AHA/IFD HEAL initiative. Another
example is the National Center for Healthcare Leadership’s monthly e-newsletter
summarizing recent studies in their key focus areas (including DEI) to leaders
across the country. Social media has become influential in some subsets of DEI
work, in particular among women in medicine (e.g., #WomenInMedicine;
#ilooklikeasurgeon), nursing (e.g., #NursingWhileBlack) and among various
diversity scholars. There are opportunities to be more strategic about how to use
social media to connect academics and practitioners in this area.

We may need new methodological approaches in order to do better health care
DEI scholarship to appropriately address levels of analysis, embedded organi-
zations and systems, and the like. We also recommend that health care DEI
scholars be more precise in language, expectations, and research aims. Many
papers reviewed here began with the ultimate goal of improving health equity
(population level), but none made the linkage between organizational intention
or action to community-level health equity measures. Assumptions are made
through this virtuous cycle, but there is almost no science to support the final link.
That does not mean, however, that we should stop doing the work we can. More
research is needed to help us understand whether the sustainability of addressing
DEI in the health care workforce depends on making its link to health outcomes
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clear. If organizations fail to see improvements in patient and community health
outcomes, we may expect that DEI (and potentially the CDO role) will no longer
be a priority.

We suggest that future studies consider whether community differences in
demographic characteristics (e.g., racial and ethnic diversity) may be associated
with variation in health care DEI organizations’ intention and actions. For
example, are DEI efforts further along in more diverse and urban markets? In the
Deep South? How do learning and activity in local communities inform the work
being done in health care organizations? How does this work move forward in
communities with minimal racial diversity? There may be opportunities to
consider how Minneapolis-St. Paul has moved on intention/action/outcomes after
the events of 2020. How do political environments influence health care orga-
nizational diversity efforts, for example, in Texas, Florida, and other “Red”
states given recent proposed legislation regarding “Critical Race Theory”?
Another potential study could examine differences in COVID-19 treatment and
outcomes in areas between hospital and communities with fewer or more CDOs
in place before the pandemic.

Likewise, there may be research questions linking prior work on hospital and
health system organizational performance to organizational diversity and com-
munity health equity indicators. For example, while there is some evidence
linking the gender of hospital leadership to patient experience scores (Galstian
et al., 2018; Silvera & Clark, 2021), as noted previously, there is an opportunity to
go further, examining diversity indicators at the hospital and health system level
to patient outcomes by race and gender and to further consider the relationships
between community socioeconomic indicators and hospital performance. Various
consultants and advocacy groups suggest the competitive advantage of leadership
representation and inclusive cultures, and yet we found no studies empirically
exploring these relationships. The ongoing development of publicly available
rankings of health equity such as the US News Reports adding a Health Equity
Index to their hospital ranking system (SOURCE) are encouraging in this regard.
This work must continue even as we see variation across the industry with regard
to uptake of DEI within organizations. Only a handful of institutions are affili-
ated with organizations such as the Institute for Healthcare Improvement. Fewer
than one-quarter of hospitals have signed the AHA Equity Pledge. We can
conclude, therefore, that commitment to DEI varies considerably. It is difficult to
establish a best practices approach when so few organizations have fully imple-
mented DEI initiatives. If these initiatives do exist within health care organiza-
tions, it may not be at the level that drives change. Future work should include
examining case studies of organizations that have been successful in imple-
menting DEI initiatives and the success of those initiatives.

In this chapter, we have sought to present and distill the body of literature
linking health care organizations diversity with health equity improvement. In
this effort, we find both challenges and opportunities. The challenges of
addressing DEI within the scope of health care organization scholarship cannot
be overstated. Health services and health care management researchers have
expertise in understanding how health care organizations operate and in
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measuring outcomes. There has been, however, an uneven commitment to health
equity and health outcomes with current scholarship. Embracing the important
work of organizational science within health services research and public health
will be important to enhancing understanding of how what happens inside
organizations may influence population health, specifically health equity. Health
care organizations have an opportunity to contribute significantly, with their
unique, dual pursuit of advancing DEI and improving health equity. Studies and
research agendas that are able to track the development of health equity initia-
tives from intention to action to outcome and learning may be able to make more
meaningful, lasting contributions to research and ultimately, to building a more
equitable health system. This research calls for collaboration, inter- and
cross-disciplinary approaches, qualitative and mixed-methods approaches, and
other challenges as yet unnamed. The price of not doing this important work,
however, is greater than the challenge. If we do not encourage and engage in this
difficult work, we will continue to make minimal progress in our noble and
collective pursuit of health equity.
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