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Executive Summary
Recognizing that Southeast Michigan’s diverse community has important implications for health care,
both for treating patients and developing an effective workforce, the Blue Cross Blue Shield of
Michigan Foundation funded this extensive study of local hospitals. The CEOs of 5 large multi-hospital
health systems and 5 independent hospitals agreed to participate in this study of diversity
management and organizational climate. We focused on hospitals in Wayne, Oakland, Macomb
counties, a region with workers and patients from a wide array of racial and ethnic backgrounds. The
study progressed in three phases, which included in-depth interviews with leaders, staff surveys, and
site visits. Our findings suggest best practices and important opportunities to further develop leaders,
talent, and the quality of patient care.

Phase 1 | Diversity Management Practices & Leadership
Overall, diversity management is evolving slowly and unevenly in the region, with multi-hospital
systems generally ahead of independent hospitals in formalized practices. Yet, there is considerable
variation in practices among hospitals within the same health system.
• 79% of all hospitals have initiatives to make the culture more diversity sensitive.
• The majority of hospitals have provided basic Cultural Competence and diversity training (68%
and 74% respectively); 44% make cultural competence training a metric in performance
evaluations.
• Only 26% of hospitals have an Office of Diversity
• Less than a third of hospitals measure progress or benchmark their diversity agenda.
Diversity Among Leaders
• Women and people of color remain under-represented on hospital boards and in senior
leadership positions, although senior leadership at Independent hospitals tends to be more
diverse on both accounts.
• Asian-Americans are over-represented and African-Americans are underrepresented at the
highest levels; 37% of hospitals have no people of color on their board of directors.
• 50% of leaders communicate about diversity and cultural competence occasionally, 20%
annually.
Recommendations | To align the organization with its operating environment and leverage the
benefits of diverse talent, we suggest the following.
• Reiterate the strategic importance of diversity at the highest levels of leadership and
throughout the organization in order to accelerate the pace of change.
• Recognize that more diversity among leaders strengthens problem solving capabilities.
• Mentor and promote women and people of color to Vice President and Director positions.
• Modify selection criteria and processes to compose a diverse governing board that is more
representative of the community.
• Use metrics to monitor progress toward diversity goals.
University of Michigan | Hospital Diversity Study
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Phase 2 | Organizational Climate & Behavioral Competencies
To understand relationships between an organization’s leaders, diversity practices and employees’ daily
work experiences, Dr. Myers developed the “Rankism and Positive Regard Climate” measure. Rankism
refers to negative behaviors that result in demoralized and disengaged staff (e.g., incivility), whereas
Positive Regard behaviors affirm human dignity and invite individual contributions, independent of
one’s social identity (e.g., gender, age). In addition to measuring the organization’s climate, the survey
inquired about perceptions of senior leaders and safety culture behaviors. A total of 1176 employees
completed the survey; administrators (11%), nurses (68%), allied health professionals and support
staff. Employees that responded were predominantly white (81%) women (88%). Results showed that
the measure is valid and highly predictive of behaviors that support or undermine the effective
performance of a diverse workforce.
Roughly half of all respondents experienced rankism (45-47%) and positive regard (51-55%) from
their managers and co-workers.
• There was no significant difference in levels of rankism or regard between multi-hospital systems
and independent hospitals.
• People experienced rankism from their manager and co-workers at essentially equal frequency,
but were twice as likely to experience positive regard from co-workers than from their manager.
Safety Culture & Clinical Units
• A climate of rankism predicts unsafe handling of preventable mistakes, whereas a positive regard
climate leads to increased error reporting and corrective actions.
• Clinical Units differed significantly and importantly. The Emergency Department had significantly
more rankism and less positive regard compared to Labor & Delivery, Critical Care and Surgery.
• Findings about rankism, Emergency Departments, and how mistakes are handled have profound
implications for patient safety.
What factors predict Rankism and Positive Regard?
• Asians (44%) and Whites (23%) experience significantly more positive regard than other racial
groups.
• Social identities do not directly predict who experiences rankism or unfair treatment -- but where
you work does.
• As rankism increases in an organization, many different people experience unfair treatment due
to their social identities (e.g., age, gender, race, occupation). Targets of unfair treatment differ by
We knew
silence
and hierarchy
undermine
hospital,
as that
do racial
disparities
in patient
care. safety. However, this study shows that
leadership behaviors at the highest level predict behavioral incompetence and unsafe
• Perceptions of senior leaders’ integrity was the most powerful predictor of rankism, positive
practices of people with whom they rarely interact.
regard and safety culture behaviors. Even though senior leaders have minimal, if any, daily
involvement with staff, they influence how managers treat their direct reports and how coworkers interact within a work unit. When workers perceive that Senior Leaders are sincere,
ethical and empathetic, the work climate improves significantly.
• The organization’s diversity commitment predicts both rankism and positive regard, but not half
as much as senior leaders’ or managers’ behaviors.
• The organization’s learning orientation also predicts managers’ behaviors.
University of Michigan | Hospital Diversity Study
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Recommendations | A more robust diversity agenda, as described in Phase 1, could help to prevent
rankism, promote positive regard and improve the work climate. In addition to diversity training that
heightens awareness of biases, we recommend leadership development that specifically cultivates
positive regard behaviors, provides frameworks for ethical decision-making and explicitly makes
connections between diversity, behaviors, learning and patient safety. Based upon our findings about
handling mistakes, such training can improve the quality of care for all patients.

Best Practices & Lessons Learned
Survey results from Phase 2 showed that one hospital within a multi-hospital system excelled in its
management practices and work climate. Due to confidentiality requirements, we refer to it as
“Superior Hospital.” We conducted interviews with executives and nurse managers to learn about
their successful practices and challenges. We discovered that several integrated elements resulted in
Superior Hospital having 20% less rankism and 23% more positive regard than all other hospitals in
the study. Those integrated elements were: leader selection and training, accountability for
behaviors, high touch management practices, routinely connecting diversity supportive behaviors to
the strategic goal of patient safety, and managing the pillars of diversity that all hospitals do. The
hospital’s four pillars of diversity management are to: 1) Provide culturally competent care and
community outreach; 2) Insure vendor diversity; 3) Hire and retain a diverse workforce; and 4) Foster
a welcoming and inclusive environment. Superior staff acknowledges that they are still working to
achieve their diversity goals.
Factors that makes this hospital Superior and how can you replicate their success
• Because Senior Leaders’ behaviors have the most profound and far reaching influence throughout
the organization:
o Make integrity a criteria for selection, hiring and retention.
o Establish behavioral standards, reinforce accountability and reward compliance.
o Create a diverse board of directors and senior leadership team, all of whom are committed
to advancing a diversity agenda.
o Provide training that highlights connections between diversity, behaviors, safety and overall
performance.
• Select Managers for integrity; train to promote positive regard and ethical decision-making.
o Recognize and manage “important” differences and minimize hierarchy.
o Cultivate positive, proactive high-touch and inclusive management practices. Here’s how
one of Superior’s nurse managers described the culture:
“We’re here for the patient. Focus on the patient, try to minimize some of these rules that [Superior]
came up with. The rules are guidelines, they can be interpreted by managers, they’re not the U.S.
Constitution. There’s always give and take.” “I’m really working with them every day,” “I’m very handson type of person, on the unit all the time, with essentially no time in the office. I do charge every day. I
know the whole patient in the unit every day. And I work with everybody. I know all the staff. My being
with them is the best way to engage them.”

o Expect and manage resistance by promoting adherence to explicit behavioral standards; use
metrics to foster change and hold people accountable.
o Maximize acceptance by communicating candidly and frequently about behaviors. Find ways
to celebrate and reward people who contribute to a positive climate, not just for their
technical skills.
University of Michigan | Hospital Diversity Study
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Study Rationale
Michigan at a Glance

Demographic shifts influence the health care
workforce, care delivery and patient outcomes. For the
purposes of this study, we were interested in how
those shifts are manifested and managed in Michigan
hospitals, given statistics about the population’s health
and demographics.

#34

in Health Status

Michigan’s Health & Health Care
• The U.S. health systems ranks #37 globally in health 1
• Michigan ranks #34 of 50 states in residents’ health status 2
• Racial disparities in patient care are worse than average, except for Asian-Americans, who receive
care comparable to Whites. 3
• Health care is the single largest private sector employer in the state. 4

Michigan’s Demographics5
• The state’s population is less racially diverse than the U.S. overall, but with considerable diversity
in select areas.
• The economy is struggling to rebound.
• Median income of $48k is lower than the national average ($53K)
• Poverty is 1.4% higher than the national average
These statistics challenge health care leaders to radically improve the overall quality of care for
Michigan residents, while effectively navigating continual shifts in patient and provider demographics.
The state’s social and economic well-being depend on it.

University of Michigan | Hospital Diversity Study
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Michigan at a Glance

Tri-County Study
Wayne, Oakland & Macomb Counties

Southeast Michigan is the most densely populated region in the state,
inhabited by 39% of the total population. It is also the most racially diverse
region in the state.
To understand how leaders are responding to local demographics, we
selected hospitals in adjacent Wayne, Oakland and Macomb counties as the
focus of our study. Each county, and the cities within them, have different
cultures, populations, social histories and behavioral norms that influence
day-to-day social interactions. As leaders, providers, staff and patients cross
porous boundaries to obtain or provide health care, those differences may
be magnified during daily encounters.

Macomb
Oakland
Wayne

The chart below illustrates racial demographics in adjacent counties. Overall, Michigan is less
racially diverse than the nation. However, Michigan has the largest Arab American population in
the nation, which also identifies as White, not Hispanic (See Appendix 1 for additional details.).
There are other dense pockets of racial diversity in our target area.

U.S.A.

63%

Michigan

76%

Wayne

17%

40%

74%

Macomb

5%

14%

50%

Oakland

Figure 1.

13%

14%

82%
0%

20%

White, not Hispanic
Asian
Hispanic or Latino
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40%

11%
60%

Black or African American
Native Hawaiian, Pacific Islander

80%

3%

5%

3%

6%

6%

4%

3% 2%
100%

American Indian/ Alaska Native
Two or More Races
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Overview

The impetus for this study was the confluence of regional demographics and health
sector statistics, combined with relative inertia regarding diversity management in health care
nationally.6 We know that astute leaders proactively diffuse diversity throughout their
organization – it’s mission, leadership, culture, strategy and daily operations – to create a work
climate that supports excellent performance and high quality patient care.7 However, little is
known about how Michigan’s hospital leaders are managing diversity and demographic realities.

Our goal was to understand:
•
•
•
•

The extent to which hospital leaders have aligned policies and practices with local
demographics.
How leaders proactively manage diversity and the work climate.
Common challenges and how diversity dynamics impact daily operations.
Best practices that other hospitals can replicate to effectively manage diversity and achieve
important goals.

Ultimately, we aim to strengthen leaders’ capacity to equip a diverse workforce to provide better
care for all patients in Michigan and beyond.

Research Overview
Due to the complexity of diversity in organizations and the scope of our questions, we pursued a
systems approach to our research. Using mixed methods, we examined multiple levels of analysis,
from the perspective of different employees to gain more nuanced insights about diversity in local
hospitals. To do this, our research progressed in three phases (described on the following page).
Throughout this report, we summarize findings from each phase of the research, highlight
connections between them, and offer insights and recommendations that enable health care
executives to lead change.
University of Michigan | Hospital Diversity Study
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Phase 1| Leadership & Policy Perspectives
Diversity Management Practices
Who leads local hospitals? What policies and practices have leaders
implemented to prepare diverse workers to serve diverse patients? To
answer these and other questions, we conducted a questionnaire
survey of Human Resources Executives and Diversity & Inclusion
Officers at local hospitals. Results reveal progress and significant areas
for improvement.

Phase 2 | Employee Perspectives
Organizational Climate & Behavioral Competencies
Studies about unit level dynamics and conflicts among nurses
and physicians abound. However, little is known about how
broader contextual factors influence those dynamics. How do
leadership, organizational practices and manager’s behaviors
combine to create a positive or negative work climate? What
are the implications for unfair treatment and patient safety?
We surveyed employees from the C-suite to security and in
select clinical departments to “diagnose rankism” and behavioral competencies. Results provide
important insights about the predictors of behavioral (in)competence, key points for intervention, and
factors that predict safety behaviors.

Phase 3 | Learning Perspectives
Best Practices & Lessons Learned
How do the best hospitals manage diversity and the work climate? How
does diversity impact daily operations? What common diversity challenges
do healthcare teams confront? To answer these questions, we conducted
on-site interviews and focus groups with healthcare administrators and
clinical staff at select hospitals. We share lessons learned from the
“superior” hospital and highlights from other hospitals so that other
teams can replicate their successes.
University of Michigan | Hospital Diversity Study
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Introduction
Although Chief Executive Officers sometimes frame the diversity agenda of their organization,
Human Resources and Diversity Executives are the ones who are responsible for managing the
infrastructure to achieve desired results. That infrastructure includes leadership, monitoring and
measurement, compliance, and training. Our goal was to assess the degree to which local
healthcare leaders have created the infrastructure to align their hospital’s diversity management
practices and policies with its operating environment.

Sample
We contacted the Chief Executive Officers (CEOs) of local hospitals, as defined by the American
Hospital Association. (Specialty care hospitals were not included in the study.) CEOs consented to
allow their organization, its executives, and staff to participate in this and subsequent phases of the
project, on the condition of anonymity. A total of 18 people responded to the executive survey,
resulting in a sample of 5 multi-hospital Health Systems and 5 Independent Hospitals. We do not
describe hospitals in more specific detail in order to honor confidentiality requirements. However,
the sample included secular, religious, suburban and urban hospitals of various sizes.
Specifically, the sample included small hospitals with fewer than 500 employees (11%), between
500-1000 employees (11%), medium sized hospitals or health systems with 1000-2000 employees
(22%), 3000-4000 employees (11%) and 4000-5000 employees (11%); and three multi-hospital
health systems with more than 10,000 employees (17%).

Size of Participating Hospitals by Number of Employees
More than 10,000

17%

4000 - 5000

11%

3000 - 4000

17%

2000 - 3000

11%

1000 - 2000

Figure 2.

22%

500 - 1000

11%

Less than 500

11%
0%

5%

10%

15%

20%

25%

Throughout this report we differentiate between “System Hospitals” that are part of a large
multi-hospital system and “Independent Hospitals” that are not affiliated with a health system.
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Methods
We contacted Chief Human Resources Executives and Diversity & Inclusion Executives to launch
the survey. Respondents’ titles included Chief Human Resources Officers, Senior Vice President of
Human Resources, Chief Diversity Officer, Director of Human Resources, Director of Diversity, Vice
President of Hospital Operations and Workforce Assessment Consultant. On average, respondents
worked in their positions for 6 years; the longest tenure was 22 years and the shortest 6 months.
We e-mailed executives a link to the on-line survey, which they forwarded to the appropriate
representative. Respondents also had the option to receive a paper survey by mail or to complete
the survey via a telephone interview. One person used a mail survey; one the telephone option.
The survey asked questions about leadership demographics, the organization’s institutionalized
practices and overall approach to diversity, as well as management practices and policies
specifically related to the workforce and patients. These questions were designed to examine the
extent to which hospitals adopted widely accepted general diversity management practices, as
well as health care-specific diversity management practices.
In addition, since definitions provide meaning, guide future actions, and communicate with
internal and external constituents, we examined how hospitals define diversity. To do this, we
analyzed the content of all local hospital websites to understand which dimensions of difference
were most salient and whether the rationale for their diversity agendas was articulated in broad
or narrow terms.

University of Michigan | Hospital Diversity Study
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Summary of Results
The health care industry is a late adopter of formal
diversity practices, compared to other industries.
Further, diversity management and policy activities have
progressed at a slow pace within the health care industry
overall. Within this context, we present findings about
diversity leadership and policies at Southeast Michigan
hospitals.
Although one hospital began formalizing diversity
practices in their organization in the 1950s, the average
hospital in this study began formalizing diversity
policies and practices in 2003.

30%
of hospitals have
no formal diversity
initiative agenda

We present highlights from leaders at 5 “Independent Hospitals” and 13 “System Hospitals” regarding:

•

Leadership

•

Diversity Policies & Procedures

University of Michigan | Hospital Diversity Study
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Leadership
Governing Boards | Vice Presidents | Directors

Who has a seat at the table?

University of Michigan | Hospital Diversity Study
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Governing Boards

Lack of Gender Diversity
Despite over-representation of women in the health care industry:

57%
of boards have fewer
than 15% women
members

•

57% of boards are comprised of fewer than 15% women

•

System Hospitals are twice as likely to have a critical mass of
women board members (25% or more).

•

Independent hospitals are more likely to have NO women on
their governing board.
(As shown in Figure 3, p15)

Lack of Racial Diversity
Despite regional demographics:
•

37% of all hospitals have NO racial diversity among governing board members.

•

42% of all hospital boards have NO African-American members, despite African-Americans
constituting 11-40% of the population in these counties.

•

Independent Hospitals are twice as likely to have 10% or more African American board
members, and more likely to have people of “other” ethnic backgrounds.

•

Only 20% of System Hospitals have a board comprised of 10% or more African-American
members.

•

Asian- and Hispanic-Americans are over-represented compared to population demographics.
(As shown in Figure 4, p15)

37%

of boards have NO people of color
University of Michigan | Hospital Diversity Study
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Diversity on Governing Boards
Percentage of Hospitals

Percentage of Women on Governing Boards
by Type of Hospital
53%

50%
40%
25%

25%

16-25% Women

26-50% Women

7%
0-15% Women

Figure 3.

System Hospitals

Independent Hospitals

Percentage of Hospitals

Percentage of Racial Diversity on Governing Boards
by Type of Hospital
60%
50%

25%

20%

20%

26%

33%

13%
Any Asians

Any Hispanics

Figure 4.

System Hospital

African Americans
>10%

Any "Others"

IndependentHospital

*Since Asians, Hispanics and Others are a small percentage of the population, the chart
shows “any.” However, African Americans constitute 10% or more of the population in
each county. The chart above shows that only 26% of System Hospitals versus 60% of
Independent Hospitals had 10% or more African Americans on their board.
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Women
Vice Presidents & Directors
The story is mixed
Independent Hospitals generally outpace System Hospitals regarding
women in senior leadership positions.
System Hospitals
• Are most likely to have NO women in leadership
• However, women dominate leadership in a select few hospitals.

Independent Hospitals
have MORE WOMEN in
senior leadership roles

53%

Percentage of Women in Senior Leadership
Roles by Hospital Type

Percentage of Hospitals

45%

Figure 5.

of ALL hospitals have less
than ¼ women in senior
leadership roles

25%

25%

25%

25%

18%

18%

9%
0-15%

9%

16-25%
System Hospital
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26-50%

51-75%

More than 75%

IndependentHospital
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People of Color
Vice Presidents & Directors

+
71%

Independent Hospitals have

System Hospitals have

NO DIVERSE
LEADERSHIP

MORE DIVERSE
LEADERSHIP

Independent Hospitals were three times more likely to have African Americans and Others among
the ranks of Vice President and Director. However, they had no Asians or Hispanics in those roles.
System Hospitals were more likely to have Asian- or Hispanic-Americans in senior leadership
positions, but fewer African Americans and “Others.”

Percentage of Hospitals

Percentage of Hospitals Without People of Color
in Senior Leadership Roles by Hospital Type

86%

79%

71%
100%

71%

100%

20%
No Asians
Figure 6

No Hispanics

No African Americans

System Hospital

IndependentHospital
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Diversity Leadership in Action
The Joint Commission requires that all hospitals provide culturally competent care. The only mandate
to manage diversity comes from basic EEO requirements Across all hospitals, we found that few
leaders routinely communicate about cultural competence and diversity, or assess the work climate.
While there is considerable variation, there is also considerable room for improvement.

System Hospitals
Diversity leadership behaviors are more frequent at the “main” hospital than at satellite hospitals
within the same system.

Independent Hospitals
Leadership activities are sporadic or non-existent, despite having more diverse leadership.

How often do senior leaders. . .
Communicate specific Cultural Competence goals for the organization?
System Hospitals
Independent Hospitals

Annually

Occasionally

Rarely

21%

21%
50%

29%

Never

Don't Know

25%

29%
25%

Communicate about the role of diversity in the organization?
System Hospitals
Independent Hospitals

Annually

Occasionally

Rarely

29%

57%
50%

14%

Never

Don't Know

25%

25%

Never

Don't Know

Assess the climate of the organization relative to diversity?
System Hospitals

Annually

Occasionally

Rarely

21%

43%

14%

Independent Hospitals

50%

21%
25%

25%

Figure 7.

Neither having the resources of a Health System or the diverse leadership of an
Independent Hospital is correlated with leaders’ consistent diversity messaging.
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Insights
Independent Hospitals have more diverse senior leadership and that diversity is more
representative of the local population (e.g., women and people of color). But these leaders engage
in diversity supportive activities sporadically, if at all. The physical presence of women and people of
color in these roles indicates a commitment to diversity, but perhaps resource constraints or lack of
education about how to proceed. Even though women are underrepresented among board
members, Independent Hospitals may provide insights about practices to increase diversity among
senior leaders.
System Hospitals have much less diversity among their leaders at all levels. When they do, it is likely
to favor women, Asian- and Hispanic-Americans on the board, but not African Americans. Among
Senior Leaders (e.g., Vice Presidents and Directors) there is a need for more gender and racial
diversity at a majority of these hospitals. There is wide variation in basic diversity supportive leader
behaviors. It is unclear whether variation is due to who is at the table, a lack of understanding about
the strategic importance of diversity to the hospital, or both. Some of these hospitals can provide
insights about formalizing a diversity agenda.

Reflect upon who has a seat at the leadership table, who doesn’t, and
why. Which practices, processes and assumptions need to change?

University of Michigan | Hospital Diversity Study
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For the past two decades, businesses have devised diversity-specific policies and procedures that
enable them to adapt and to align the organization with its environment. Such policies facilitate
recruitment and retention of diverse workers, attracting diverse customers, and helping firms
achieve competitive advantages in their markets.
Health care organizations must also align themselves with their operating environment. Part of
that alignment includes applying the best practices from business to manage a diverse workforce.
It also entails serving more diverse patients, outreach to specific populations, and compliance
with regulatory requirements to provide cultural competent care.
Local hospitals have indeed adopted some diversity practices from other industries. They also
have an array of community and internal programs related to cultural competence. Here, we
summarize the infrastructure that supports these activities relative to general diversity practices,
staff training and performance metrics.
We found that, in this region, there is wide variation across hospitals. Diversity policies and
practices are more emergent than established, except for main hospitals in select health systems.
Further, metrics are greatly underutilized by the majority of hospitals.

Diversity policies and practices are more emergent than established.

University of Michigan | Hospital Diversity Study
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Organization Wide Diversity Practices
Graphs below indicate the presence or absence, and sometimes frequency of, various practices
as reported by HR and Diversity Executives .

General Practices

65%
Figure 8a.

Diversity is well
integrated into strategic
plan.

63%

26%

79%

Assess the Work
Climate

Have initiatives to
make the organization
culturally sensitive.

Office of Diversity

Staff Training

Figure 8b.

74%

68%

Diversity Training,
50% Train Annually

Cultural Competence
Training

21%
Minority Mentoring

Metrics

22%
28%

25%

44%

Benchmark
Cultural Competence

Cultural Competence
is a factor in performance
appraisals.

Compare staff and
patient demographics

29%

30%

Annually
Occasionally

Figure 8c.

30%

Benchmark diversity
practices or outcomes

Use a scorecard to
monitor progress toward
diversity goals.
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Insights
A majority of hospitals have made efforts to advance diversity in their organizations. Between
68-74% have offered diversity and cultural competence training during the past year.
Routine institutionalized practices such as annual training, benchmarking and measurement is
variable, even among hospitals within the same health system. Measurement is underutilized by
two-thirds of hospitals.
Minority Mentoring is lacking. Yet, mentoring and a commitment to champion women and
people of color could remedy the lack of diversity in senior leadership positions.
Offerings of diversity supportive programs is mixed. Between 56%-67% of hospitals have
educational, community outreach or clinical instruction programs to serve the senior population,
whereas 50% or fewer hospitals have the same program portfolio for patients of color. Only 21%
of hospitals have affinity groups to support different social identity groups.
Definitions of diversity must expand to articulate its strategic value.
• Content analysis of diversity, as defined on hospital web sites, revealed an emphasis on visible
differences. Few recognized occupation and profession as meaningful differences. Yet those
were repeatedly described as important differences in Phase 2 and 3 of our research.
• Few definitions explain WHY diversity is important strategically (e.g., organizational
performance and achieving Institute of Medicine aims). This matters because definitions
provide meaning and guide actions. Actions to advance diversity agendas in the region must
become more expansive and established.
It is imperative that all leaders understand and articulate the strategic importance of diversity
to achieve business goals – beyond serving diverse patients and attracting diverse workers. Our
findings suggest that, at present, the strategic connection is tenuous.

Diversity

University of Michigan | Hospital Diversity Study
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In what ways do leaders and
institutionalized diversity practices matter?
To find out, we asked hospital employees.
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Phase 2 | Employee Perspectives
Organizational Climate & Behavioral
Competencies
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Jian Zhu, Ph.D.
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Introduction
The goal of this study was to extend existing research about the behavioral context in which health care
is provided. Often, such research examines relationships between physicians and nurses or within
clinical units.1 However, guided by the notion that the behavioral context is created and experienced by
all staff, we sought to gain insights about relationship dynamics among diverse workers at multiple
levels in the hospital -- senior leaders, managers, and their direct reports, across occupational groups.
Toward that end, we wanted to know:

Who is treated unfairly and why?
Research has shown that organizational factors,2 as opposed to physician bias alone, predict racial
disparities in patient care. However, since little is known about the specific organizational factors, as a
proxy, we sought to identify factors that explain disparities in the treatment of hospital staff. Using a
broad range of social identities (e.g., gender, race, age, occupation, religion, tenure), we examined
factors that predict who is treated unfairly.

Does the organization’s commitment to diversity matter?
Given uneven investments in formal diversity practices and the dearth of diverse leaders found in Phase
1, we wondered about the degree to which an organization’s commitment to diversity is related to
managers’ behaviors, units dynamics and an individual’s daily work experiences.

What impact do leaders have on the behavioral climate?
Studies of organizational climate typically focus on daily interpersonal relationships within a work unit
and with one’s direct manager.3 However, since senior leaders set the tone for organizations, we
wondered how they too might influence the climate. We therefore, inquired about perceptions of
senior leaders’ integrity and empathy, because both are related to behaviors of interest – Rankism and
Positive Regard (defined on the following page).

Is there a relationship between the behavioral climate and patient safety?
Ideally, climate assessments are linked to some outcome of interest or strategic value.4 In this study, we
were interested in the behavioral climate as a predictor of safety culture behaviors.

These questions dictated a systems approach to
research that allowed us to analyze factors at
different levels, and relationships among them, to
understand what enables or undermines the full
participation of a diverse workforce. The conceptual
model (right) illustrates those levels and factors. It is
used throughout this section of the report to show
significant relationships.
Organizational Climate & Levels of Analysis
Figure 9.
University of Michigan | Hospital Diversity Study

25

Key Concepts
We were interested in two types of behaviors – general and health care specific. To understand general
behavioral (in)competencies, we examined rankism and positive regard, which may be found in any
industry or organization. To identify behaviors that are directly related to high risk industries and health
care, we inquired about Safety Culture.

Rankism
Rankism is the abuse of power that a person with higher status exerts on those that they objectively
or subjectively perceive as lower status on some social dimensions (e.g., nationality, race, occupation,
gender, wealth, appearance etc.).5 Rankism is therefore an umbrella term that encompasses all
“isms” that are part of identity politics (e.g., sexism, classism, racism, able-ism etc.). Rankism also
describes the full range of interpersonal aggressions, whether conscious or unconscious, extreme or
subtle, such as bullying, exploitation, overt discrimination, and being rude or dismissive. Thus,
rankism describes unethical decisions and behaviors. Well documented examples of extreme rankism
in healthcare include disruptive physician behavior and lateral violence between nurses. The antidote
to rankism is positive regard.

Positive Regard
Positive Regard is a term from humanistic psychology that describes the prerequisites for human
growth and flourishing, which include: unconditional acceptance, respect for human worth, attention,
and nurturance – regardless of one’s status.6 In organizations, positive regard is manifest in practices
that affirm basic humanity and dignity, and solicit engagement based upon the belief that a person
wants to contribute. Positive Regard is supported by other positive organizing principles such as
empathy, trust and high quality connections.7 Points of clarification: 1) Positive regard does not
permit wrong doing nor is it based upon affinity for someone; 2) Positive regard is not merely the
absence of rankism, or the presence of respect but is an attitude and affirming behaviors.
Both Rankism and Positive Regard are governed by deliberate decision-making processes.

Safety Culture
A “Safety Culture”8 or “Fair and Just Culture”9 supports high quality patient care. In a Safety Culture,
mistakes are discussed openly. Data and dialogue are used to identify root causes of problems,
include many in solution finding, and to hold people accountable for future performance. Conversely,
in an unsafe culture, one might hide or ignore mistakes; blame, scapegoat or punish certain people
while letting certain others escape responsibility; or deny that a mistake happened. We sought to
understand the relationship between the work climate and safe versus unsafe behaviors.

University of Michigan | Hospital Diversity Study
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Sample
A total of 1176 employees from 18 hospitals Michigan participated in the online survey study. In
order to conduct the statistical analysis needed to answer our questions, we excluded hospitals
with fewer than 50 employee responses, resulting in 13 hospitals in our final analysis. One health
system withdrew midway through the survey. The cross-section of organizations included secular
and religious hospitals, large health systems and small stand-alone hospitals, located in urban and
suburban areas. We surveyed employees in select clinical units in all hospitals (e.g., Labor &
Delivery, Critical Care, Surgery and Emergency), and the entire staff of some Independent
Hospitals. The sample is predominantly white (81%), female (88%) and heavily populated with
nurses (68%). Age and tenure are evenly distributed across cohorts. Occupational groups include
the Senior leaders, managers, nurses, allied health professional, and clerks. Physicians were
intentionally excluded from the study.

Age

Race & Ethnicity

65+
8% Asian
4% Black
1% Hispanic

55-64

5% Other/
Undisclosed

46-54

2%

18-25

7%

19%

26-35

19%

30%

36-45

24%

81% White

Tenure

Gender
Men
12%

20+ yrs

10-20 yrs

20%

<1 yr

8%

1-3 yrs

22%

20%

12%

Women
88%

5-10 yrs

3-5 yrs

18%

Figure 10.

Occupational Groups
Administrators, CNOs & Directors

11%
68%

Direct Care Hi Status: Nurse Mgrs, Nurse,…
Direct Care Low Status: CNAs & Allied Health… 7%

Figure 11.

Non-Clinical Support Staff
University of Michigan | Hospital Diversity Study
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Methods
We emailed nurse managers information about the study and the planned protocol, then emailed
them a survey link, which they distributed to their staff. Staff had the opportunity to win one of
several $100 rewards for participating in the study. They also had the option to cease answering at any
point throughout the survey. Participation was voluntary and anonymous.
The survey used a new measure – the Rankism and Positive Regard Climate Scale (Rankism-Regard).
This 91 item measure inquired about behaviors and experiences at multiple levels within the
organization. To understand the behavioral climate, questions asked about rankism and positive
regard among unit coworkers (14 questions), perceived behaviors of one’s manager (14 questions),
and a person’s daily experiences at work (14 questions). Respondents indicated the frequency or
degree of agreement with each item. Sample rankism items include: my manager shows favoritism;
manager violates rules and standards; people sabotage each other; this is an emotionally toxic
environment; and it is difficult to ask for help. Positive regard items include: my manager works to
develop everyone’s skills and capabilities; coworkers joke and exchange pleasantries; and my ideas are
taken seriously. Questions about manager behaviors were distinguished from questions about senior
leaders.
In addition, questions inquired about:
• The organization’s orientation toward diversity (3 questions) and learning (2 questions)
• Perceptions of senior leaders ethics/integrity and empathy (4 questions)
• Whether or not mistakes are handled in accordance with safety culture practices (12 questions)
• A list of social identities that they used to indicate whether or not they were treated unfairly
because of them.

Statistical Analysis
Results showed that the measure is valid and highly reliable (91%). All rankism and positive regard
factors combined as expected (all factors α > 0.80). Linear Regression analyses were conducted to
examine direct relationships between social identity, positive regard, rankism and unfair treatment.
Hierarchical Models were used to text the full model of predictive variables within a hospital and
across clinical units (e.g., leadership, diversity commitment, safety behaviors). A composite score of
rankism and positive regard was created for each hospital so that we could analyze probability odds
ratios of unfair treatment by social identity category.
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Individual Experiences of Rankism + Regard
We asked employees how often they’ve experienced rankism or positive regard at work during the
past year. Nearly half said they experienced either with frequency. Their individual experiences differ
depending upon where they work, who they are, and several other factors.

Experience Rankism
from Managers

Experience Positive Regard
from Managers

51%

45%

vs

vs

55%

47%
Figure 12.
Figure 13.

Experience Rankism
on their Unit

Experience Positive Regard
on their Unit

Extreme Rankism
8% Have often experienced bullying
15% Have often witnessed bullying
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Rankism + Regard by Hospital
We created a composite score of rankism and positive regard for each hospital. Graphs below show
differences across hospitals and how several system and independent hospitals compared. The center
line reflects the “average” in this study, not zero. We found no significant difference between System
and Independent Hospitals. The exemplary hospital (#2) is featured in Phase 3 of this report.
System Hospitals are overrepresented and their results are mixed.
•
A System Hospital had the highest positive regard.
•
System Hospitals have the highest and lowest levels of rankism.
•
Even though #29 tied for lowest rankism, it is a distant 3rd for highest positive regard, which
confirms that rankism and positive regard are distinctly different concepts.
•
Distinct System Hospitals (below) are NOT in the same health system. We found considerable
variation in behaviors among hospitals within the same health system.
Independent Hospitals are not inherently more positive or close knit.
•
#14 had better than average rankism and higher than average positive regard.
•
BUT #30 had worse than average rankism and the lowest positive regard of all hospitals in the study.

Low Rankism

High Rankism

Demeaning, Dismissive Behaviors

System Hospital -20%

Independent Hospital -9%

System Hospital -20%
-16%

30
29
28
19
18
17
16
14
11
6
-2% 3
2
1

12%
14%
18%

System Hospital

33%
2%
20%
29%

System Hospital

10%

Figure 14.

Low Regard

High Regard

Positive, Affirming Behaviors

Independent
Hospital -51%
-26%
-23%

-10%
-29%
-12%
Figure 15.
University of Michigan | Hospital Diversity Study

30
29
28
19
18
17
16
14
11
6
3
2
1

8%
2%

7%
7%

Independent Hospital

9%
23%

System Hospital

5%

30

What factors explain differences in
Rankism and Positive Regard?

DIVERSITY COMMITMENT
A LEARNING ORIENTATION
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Social Identity +
Age | Race | Gender | Tenure | Occupation

Rankism
Positive Regard

We expected that social identity would predict who experiences more rankism and positive regard,
depending upon their Age, Race, Gender, Tenure and Occupational role. Our findings were mixed:
•

Social identity/status did NOT predict who experiences more rankism.

•

Administrators experience significantly LESS rankism than Direct Care providers and Support
Staff.

•

Social identity/status predicts who experiences more positive regard -- Administrators, Asians,
Whites are treated more favorably than other occupational and racial groups.

Did NOT
Predict

Social Identity

More Rankism

A person’s race, gender, age, and tenure did not
predict whether they experienced more rankism.

23%

Administrators experience LESS Rankism than other
occupational groups.

Figure 16.

BUT

Social Identity

Predicts
who experiences

46%
Administrators

More
Positive Regard

41%

23%

Asians

Whites

Compared to all occupations (excluding
physicians)
Figure 17.
University of Michigan | Hospital Diversity Study

32

Social Identity + Unfair Treatment
Age | Race | Gender | Tenure | Occupation

We asked employees to indicate whether or not they had been treated unfairly due to any of
their social identities. Results showed that:
•

Identity-based Unfair Treatment was minimal, with 10% or less saying they were treated
unfairly due to some characteristic difference.

•

Although age was the dominant reason for identity-based unfair treatment (10%), it was
relatively low and not statistically significant.

+

Overall, social Identity/status did not predict experiencing unfair treatment in this sample.

•

However, more granular analysis revealed that unfair treatment due to social identity varies
depending upon where you work.

Social Identity

Did NOT
Predict

Age

Unfair Treatment
1-2% each for: Union Status,
Income Level, Physical Ability,
Nationality, Religion, Sexual
Orientation, Marital Status

10%

Physical
Appearance 4%

Level within
Occupation
9%

Race Ethnicity
5%
Occupation
7%
Figure 18.

Gender
6%

Level of
Education
6%

The proportion of unfair treatment due to race or ethnicity may be artificially low because people of color are
underrepresented in this sample. Only 13% of all respondents in this sample are people of color and Asians are
overrepresented (8% Asians, 4% Blacks, and 1% Hispanics ).
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Social Identity +
Age | Race | Gender | Tenure | Occupation

Ranksim
Unfair Treatment

Since social identity did not predict experiences of rankism or unfair treatment in the entire
population, we examined the issue from a different perspective. To do this, we created a
composite score that measures rankism and a score for positive regard for each hospital, then
examined whether hospital/organizational rankism predicted unfair treatment. It does.
We found that each unit increase in “hospital rankism” increased the odds that many different
people (shown in Figure 19) are treated unfairly due to their social identity, not just women and
people of color. This organizational effect is analogous to findings which that show racial
disparities in patient care are predicted by where one receives treatment. Specifically, a large
scale study showed that racial disparities in patient care are due to organizational differences and
not just biased individual clinicians.2

More rankism in the organization increases the odds of unfair
treatment for MANY

UNFAIR
TREATMENT

Figure 19.
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Gender
Race-Ethnicity
Physical Appearance
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Hospital
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What Predicts Rankism?
Senior Leaders’ integrity was the single, most powerful predictor of the work climate.

Manager’s Rankism
Senior leaders’ perceived lack of integrity was the single greatest predictor of a manager’s rankism
(31%), followed by the organization’s lack of a learning orientation (19%) and weak commitment to
diversity (14%).

Unit Rankism
A Manager’s rankism (31%), senior leaders’ lack of integrity (21%), and the organization’s weak
commitment to diversity (16%) predict unit rankism.

Individual Rankism & Unfair Treatment
A person’s daily experiences of rankism are similarly determined by unit dynamics (31%) and their
manager’s behavior (28%), followed by the organization’s weak commitment to diversity (5%).
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What Predicts Positive Regard?
Manager’s Positive Regard
Senior leaders’ perceived empathy (24%) and integrity (23%) were the most powerful predictors
of a manager’s positive regard behaviors, followed by the organization’s strong commitment to
diversity (11%) and learning orientation (9%).

Unit Positive Regard
A Manager’s positive regard (31%), senior leaders’ integrity (11%), and the organization’s strong
commitment to diversity (11%) predict unit positive regard.

Individual Positive Regard
People experience significantly more positive regard from peers on the Unit (41%) compared to
from their managers (28%). This was the only instance where the organization’s strong
commitment to diversity (7%) and learning orientation (4%) predicted a person’s daily
experiences at work.
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Insights
Relationships between the work climate, social identities and daily experiences at work are more
nuanced than previously thought. Despite the sample being 81% white, nearly half of all employees
reported experiencing rankism and positive regard. Who experiences what and why is more
complex. An array of tactics are needed to address positive and negative aspects of the climate.
• The fact that Asians and Whites experienced more positive regard, across all hospitals, shows
that social identity influences who is treated well. These results suggest the need for individual
diversity training, skills to overcome biased perceptions and processes, and deliberate steps to
insure that all other employees experience positive regard from their manager and co-workers.
Identity-based inequities in positive regard have important implications for hiring, promotions,
developmental opportunities and employee satisfaction. Using metrics to monitor who is
mentored, hired and promoted can help to balance the effects of racial differences in positive
regard.
• Conversely, social identity did not determine who experiences rankism or unfair treatment, at
least not directly. The fact that many people experience unfair treatment, depending upon the
level of rankism at their hospital suggests that factors beyond bias are at work. Therefore,
improving the work climate requires a broader set of leadership skills and behaviors -- beyond
bias or diversity training.
• Findings about identity based unfair treatment correspond with studies of racial disparities in
patient care. Specifically, Whites and Asians generally receive significantly better medical care;
here they experience more positive regard. However, studies have shown that receiving worse
care depends upon where you are treated (e.g., patient demographics) rather than who you are.
In some hospitals, everyone receives poorer care; similarly, in hospitals with high rankism many
people are treated unfairly. Research is needed to examine levels of hospital rankism by patient
demographics.
• Monitoring positive regard and remedying rankism may resolve several important and
intractable problems regarding patients and the workforce. Additional research is needed to
examine the effects of rankism and positive regard on actual clinical care and outcomes.
• Differences in the climate are not attributable to the type of hospital (e.g., Independent versus
System). Further, the exemplary system hospital had a diversity officer and formalized practices,
but the exemplary Independent Hospital did not. Yet both had a similarly positive climates.
These results suggest that it is possible to achieve results with the right leadership, behavioral
expectations, a supportive culture, and appropriate reinforcements.

Organizational rankism, not one’s identity, was the most powerful predictor of
unfair treatment of MANY different social identity groups.
University of Michigan | Hospital Diversity Study
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Insights

Figure 25.

Senior leaders’ integrity is the single most powerful predictor of the climate
• These leaders may not be directly involved with managers and staff on a daily basis, but their
influence is profound. (The exception might be the Chief Nursing Officer, who we found tend to be
more hands on, based upon interviews in Phase 3.)
• Senior leaders influence both Rankism and Positive Regard behaviors of Managers and unit
coworkers.
The pathways through which employees experience Rankism and Positive Regard are different and
require different solutions.
• Individuals who experience rankism experience it equally from managers and peers, which are both
significantly influenced by the behavior of senior leaders. Therefore, intervening with senior leaders
and managers is the priority. Although secondary, diversity training would ideally reinforce such
leadership development.
• Individuals who experience positive regard experience it twice as much from peers than managers.
Since peer behaviors are most influenced by managers, and to a lesser and equal degree by senior
leaders and diversity commitment, the immediate point of intervention is the unit and managers.
Training managers and team members about positive regard and bias will improve the work climate
for all.
Diversity Still Matters!
• The organization’s commitment to diversity is preventive and curative at multiple levels – manager,
unit and individual experiences. A weak diversity commitment increases the likelihood of rankism,
while a strong diversity commitment increases the likelihood of positive regard, but to a slightly
lesser degree.
• Commitment to diversity is the only organizational factor that directly predicts both an individual’s
daily experiences of rankism and positive regard.
Learning Orientation
• The organization’s learning orientation, or lack of it, is a greater predictor of rankism than positive
regard, particularly a manager’s rankism.
• The next section shows that a learning orientation is also consistent with safety culture behaviors.
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What are the implications for

Patient
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Rankism + Regard by Clinical Unit
Are there differences in the behavioral climate from one type of clinical unit to another? To
answer that question, we compared rankism and positive regard in: Labor and Delivery, Surgery,
Critical Care, and Emergency departments and found that:
• The Emergency Department had significantly more rankism and less positive regard.
• Surgery, Critical Care and Labor & Delivery did not differ significantly in levels of rankism and
positive regard.
• ALL units had similar levels of Manager Rankism and Regard

Comparing ALL Units to Labor & Delivery…,

Labor &
Delivery

The Emergency Departments had
significantly more Rankism

Surgery

29% Worse Individual Rankism
53% Worse Unit Rankism

Critical Care

Emergency
Figure 22.

The Emergency Department had significantly
less Positive Regard than all other units

- 37% Less Individual Positive Regard
- 30% Less Unit Positive Regard
University of Michigan | Hospital Diversity Study
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Predicting (Un)Safe Mistake Handling
Ideally, mistakes are handled in ways that are consistent with a safety culture – without blame,
hiding and in search of solutions. Given the Joint Commission’s concerns about behavioral causes
of preventable mistakes, we analyzed links between rankism, positive regard and how mistakes are
handled. We analyzed some rankism variable separately (e.g., bullying, hierarchy). Although
multiple factors combine to predict unsafe handling of preventable mistakes, the dominant
predictors were preventable behaviors -- Senior Leaders’ integrity and Managers’ rankism.

Senior Leader’s Lack of Integrity
Manager Rankism
Bullying

13%
13%

Extreme Hierarchy
Unethical Manager

14%

10%
8%

Figure 23.

58%

of unsafe mistake handling can
be explained by preventable
negative behaviors.

Compared to other units, Emergency has either the…
Labor &
Delivery

Surgery

Best or Worst Safety Culture
depending, in part, on behaviors above.

Critical
Care

Emergency

41%
43%

More likely to use Safety Culture Approaches
to Mistakes
More likely to use Unsafe Mistake Handling

Figure 24.
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Insights

Unsafe Handling of Preventable Mistakes Numerous studies have revealed factors that predict
unsafe practices such as hierarchy and lack of psychological safety. We were surprised however, to
find that Senior Leaders’ Integrity was the dominant predictor of unsafe handling of mistakes. In
addition, a combination of preventable behaviors (e.g. manager rankism and bullying) predict unsafe
practices. Although the effect of senior leaders alone is modest, a 14% improvement in safety could
be life changing.
The Emergency Department (ED) is more likely to be plagued by rankism than any other.
•
With low integrity leaders and high rankism, the ED may be the most unsafe unit to obtain
medical care.
•

However, with hi integrity leaders and low rankism, ED staff are more likely to demonstrate even
safer approaches to mistakes than other units.

Since findings about mistake handling in the ED were mixed, despite EDs having significantly more
rankism and significantly less Positive Regard, more research is needed to understand the behaviorsafety connection in this department.
Where to begin. Based upon these findings, assessing relationships dynamics and safety behaviors in
the ED may be a good barometer of the hospital’s overall work climate and safety culture. Further,
launching change efforts in the department may yield immediate and important results that can be
diffused throughout the organization.

The combined effects of senior leaders’ integrity, the organization’s learning
culture and commitment to diversity profoundly influence managers’
behavior, and in turn their, impact on the work climate and safety behaviors.
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What factors distinguish the
exemplary hospital from others?
To find out, we visited hospitals and interviewed staff.
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Introduction
Goal & Purpose
The goal of this study was to obtain narrative accounts of administrators’ best practices and
common challenges related to managing a diverse workforce. To do this, we conducted on-site
interviews with HR Executives, Nursing Executives, Diversity Executives (where applicable), and
Nurse Managers at select hospitals. Hospitals were selected based upon preliminary analysis of
Phase 2 data which indicated better than average levels of rankism from on-line surveys. Here, we
integrate key findings from Phase 1 and Phase 2 with those narrative perspectives.

Method
We began each site visit by describing the study focus on diversity management. The same
protocol was used during all interviews, while still allowing for unsolicited comments. Naturally,
most leaders articulated basic approaches to culturally competent care, supplier diversity, and to
varying degrees, a diverse workforce. Therefore we do not restate that here. Instead, we highlight
the exemplary hospital in this study and factors that distinguished it from peer organizations in the
region. We conclude with lessons learned from the exemplar and select insights from other
hospitals.
In addition, we gained unexpected insights from participant observation. Months prior to
conducting on site interviews, one of our research team members accompanied a family member
through the ED, in-patient and Critical Care units of two hospitals in the study. Empirical results
revealed that one of them was the exemplary hospital in this study.

There was high congruence between leader and employee perspectives at the exemplary hospital.
However, we found that other leaders generally overestimated the positive effects of management
practices at their hospital. In fact, it is worth noting that the exemplary hospital did not have the
most elaborate or long-standing diversity agenda. Instead, the ways in which they combined
multiple factors -- leadership, diversity policies and practices, and behavioral standards -- set them
apart. In interviews, they describe their work as aspirational, recognizing that they are still learning
and working to achieve various goals.
We share direct quotes about practices that they use to manage diversity, hierarchy, relationships
and insights about their safety culture. Their successes and challenges are instructive for
organizations that seek to implement or accelerate change.
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Exemplary Case Study

The exemplar in this study is the main hospital of a health system. In
compliance with research requirements, the name of the hospital,
individual’s names, and select details have been changed to insure
confidentiality. Further, some details may have changed since data
were collected. Throughout this report, we will refer to the exemplar
as “Superior Hospital.”
Our observations and interviews indicate that Superior is guided by a philosophy about patient
safety, care delivery and supporting behaviors that is evident in its senior leadership, diversity
policies and practices, clinical unit dynamics, and patient-centeredness. It is illustrative of the
importance of senior leaders’ and mangers’ behaviors as the most powerful predictors of the
work climate.
Superior hospital has 1000+ beds and institutionalized practices that support diversity, learning
and change. Like any large institution, it confronts typical challenges related to diversity and
inclusion, which most hospitals address with recruitment and talent development strategies,
cultural competence training, supplier diversity programs and some community outreach. This
hospital is no exception. It is exceptional however, relative to the prevalence of rankism and
positive regard, leadership behaviors, and steps that they take to manage the behavioral
climate.
Data from Phase 2 employee surveys indicates that the climate at Superior Hospital is
significantly better than that of peer hospitals in this study (See page 30). Results showed that
they have 20% less rankism and 23% more positive regard than the average hospital.

23% more positive regard
than the average hospital

20% less rankism
than the average hospital
Figure 26.
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Leadership
Governing Board | Vice Presidents | Directors

Leaders’ demonstrated commitment to diversity, transparency and perceived integrity were
hallmarks of Superior Hospital. From the Board of Directors, to the C-Suite, to Unit Managers,
leaders are diverse, champion diversity, are expected to model desired behaviors, use data and are
held accountable for their actions.

Board of Directors is diverse, with several African-Americans, an
Asian- American, and one woman.

Senior Leadership
•
•
•

Women constitute 25% of their senior leadership team.
People of color constitute 12% of the senior leadership team (Asianand African-Americans.
They communicate annually about diversity and cultural competence
in the organization.

12%

25%

Diversity Leadership
•
•
•

The CEO and CNO were the first diversity champions.
A Diversity Executive was hired later, with the sole task of advancing
the hospital’s diversity agenda.
They have a diversity mission with related behavioral standards.
“They are very much committed to diversity,” said the Diversity Executive.

A focus group comprised of Diversity Executive, Senior Leaders and the CEO, is concerned with how
to promote more women to leadership roles. Specifically, attracting diverse candidates for the new
open Chief ______Executive role is part of the search strategy.
“I haven’t seen any applicants that have been women or minorities and I’m
disturbed about that.”
Chief Nursing Executive
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Leaders’ Characteristics & Behaviors
Superior hospital aspires to attract and retain, not only diverse leaders, but certain types of leaders
– people who have integrity, are willing to be accountable, and who have a particular orientation
toward service.
“We’re getting the right people in the right spots. The right committed people with
integrity, in the right positions to do what they’re hired to do. [To be] stewards to
the organization, employees, and community -- and not out for themselves.”
Chief Nursing Executive

Data from Phase 2, about their behavior climate and major contributing factors, suggest that
they’ve had some success in this regard.
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The Power of Leaders’ Behaviors
at Superior Hospital
Rankism

Positive Regard

23% more positive regard

20% less rankism
Figure 27.

+

Senior leaders’ integrity was the greatest
predictor of Manager and Unit rankism,
with equal effects (40%).

o

Organizational factors (e.g., diversity
commitment and learning orientation)
had no bearing on rankism.

+

than the average hospital

than the average hospital

Senior Leaders’ and Managers’ behaviors
combine to predict Unit dynamics.

+

Senior Leaders’ integrity was a major
predictor of managers’ Positive Regard, but
had no effect on the work unit.

+

The organization’s diversity commitment
predicted Unit level Positive Regard.

o

The organization’s Learning orientation had
no effect of positive regard.

+

Leader and Manager behaviors & the
organization’s diversity commitment predict
Unit dynamics.

The effect of senior leaders’ integrity is even more powerful at Superior than study averages,
shown on pages 35 and 36. Results suggest that Superior’s selection criteria and behavioral
expectations of senior leaders and managers are the most important predictors of their climate. The
organization’s commitment to diversity only had a significant effect on positive regard. If their
diversity program was more developed, it might have had an even broader and more profound effect.
Caveat: Phase 2 data shows that Asians and Whites experience from more positive regard. The fact
that Superior Hospital has nearly 3 times more Asian than Black nurses may explain: 1) their higher
than average positive regard score; and 2) why race was among social identities with the highest
probability for unfair treatment (See page 32, 33, 54 ).
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Leadership & Behavioral Challenges
Even with its guiding philosophy, use of data and talent selection goals, Superior is not without
challenges. They too must manage human factors and business imperatives. During interviews,
we discovered a blend of deliberate actions they’ve taken to set the tone for acceptable behavior
and consequences when those expectations aren’t met, balanced with some pragmatism and
clear messaging.
Respondents described several incidents of extreme negative behaviors by leaders in the C-suite,
Emergency Department, and ICU. Based upon findings from Phase 2, these are areas that our
research predicted -- except Critical Care (see pg. 35, 36 and 40).

Areas with Behaviorally Problematic Leaders

C-Suite

Emergency

Critical Care

Interviewees explained how senior leaders managed these incidents-- decisively, unequivocally
and with a transparent communication strategy that minimized ambiguity, speculation and the
proliferation of rumors among staff.
The hospital made a high-profile commitment to diversity and inclusion when it fired its C_O for
fostering a climate inconsistent with the hospital’s mission and vision. The CEO had to explain that
decision and was very specific with the explanation in an email that went to every employee that
said why…and that this will not be tolerated. The hospital held a town hall meeting for all 150
members of the surgical staff to discuss what led to the termination.

Other staff changes followed, including the Emergency Center Director, who was not a team
player so his contract was not renewed. …When I round, I have dialogue about it with [leaders]
and physician-nursing groups. We’re taking action. At the highest levels, we’re not tolerating it
any longer. I think that’s wonderful.
Chief Nursing Executive
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Physician Response
When asked how physicians responded to behavioral expectations, the CNO said they were
“generally positive.” The Diversity Executive added, “staff are high achievers that understand the
business of healthcare and the soft side -- compassionate care and a real commitment to service
excellence.” Still, they are on a quest to continuously improve.
“We’re not perfect with relationships here, we did some focus groups, and they
were able to name physicians that are difficult to call with patient care issues. Those
names were no surprise to us. That’s the sad part, we as an organization know
those name. [We’re] taking it seriously. I’m not saying that the docs are all the bad
guys.”
[Their response] It’s been good. They’ve been supportive. The new Chief of Surgery
is very aware of physician behavior in the OR, but then the question comes, that
physician is a big revenue maker, that’s not going to happen. It’s not perfect. But at
least it’s getting some air time now. It’s not being hidden. We’re having dialogue
about it. They’ve been open- the ones who have been open really support patient
safety- know barrier. On the whole they’ve been very supportive.
Chief Nursing Executive
Although decisions to retain high revenue generating professionals is pragmatic and seems to
preserve revenue, there is a down side. Rankism and diversity conflicts result in costs that often
go unrecognized or are underestimated.

$$$
Revenue
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Resistance & Change

Although the Diversity Executive and other leaders
are committed to managing relationships and
advancing the diversity agenda, others are not.
Some leaders display passive and overt resistance
if things aren’t mandatory, which stalls progress.
Diversity Executive

Accountability is increasing and we can do better. If I’m not getting the response that I need, I will
go to the top and I will say this is the commitment that we made as an organization, this is what’s
not happening, I need you to help me make this happen. They shouldn’t hear it from me, they
should hear it from you. Then it will get the attention.
[The CEO] totally gets it. [In leadership meetings] before I speak, [The CEO] will get up and talk
about how important it is- or after I speak, [the CEO] will come behind me, [and say] this is what I
need from all of you.”
Diversity Executive

Diverse composition of the senior leadership team, their commitment to integrity and diversity,
and the expectation that they will be behavioral exemplars is the foundation for Superior Hospital’s
organization-wide diversity leadership, policies and practices.
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Compared to other hospitals in the study, Superior’s diversity policies and practices were neither
remarkable nor deficient; they were average. Early diversity efforts at this hospital began with the
CEO and other executives, before they hired a diversity executive.
The Diversity Executive was charged with crafting a strategic diversity plan that aligned with the
hospital’s mission and vision; putting a structure in place to implement it; and reporting to the board
once or twice a year. To develop the strategy, the Diversity Executive (DE) derived information and
support from peers, associations and conferences. The DE also arranged speakers for the hospital’s
annual conference (complete with continuing education credit); clinicians and any employee can
attend. Speakers came from industries outside of health care, presenting a fresh perspective on
topics such as generational diversity, spirituality, and transcultural patient care.
In a clear show of support and accessibility, the COO and CEO attend speaker series, which the
Diversity Executive says boosts attendance. The fact that top executives choose to attend the same
event as staff at all levels of the organization sends a clear message of community, commitment and
collegiality across ranks.
A major differentiating factor between Superior and other hospitals however, is that Superior’s
staff repeatedly discussed connections between diversity supportive behaviors and their patient
safety goals.
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The hospital’s four pillars of diversity management are to:
•
Provide culturally competent care
•
Increase vendor diversity
•
Hire and retain a diverse workforce
•
Foster a welcoming and inclusive environment
Since these pillars are common in healthcare, we present select examples of actions that Superior
Hospital has taken to reinforce them.

Provide culturally-competent health care
“We have really good partnerships. We ask them: What do we need to understand about
the patients from your particular culture, ethnicity or national origin or race or religion or
whatever to better serve our patients ?”
“We read between the lines regarding spirituality. We have Head Chaplains, a panel for
spiritual care - not just religion, even no religion - so that patients have the best
outcome.” The hospital has facilities to accommodate the large Muslim community, which
needs bed in a certain direction, and an opportunity for prayer five times a day.”
The hospital supports a community clinic for low-income patients, with staff as well as financial
contributions. Lessons learned from working closely with this population have provided a model for
effective strategies to serve similar populations in the hospital. They also plan to use metrics to
monitor cultural competence in patient care.
“The culturally competent health care committee is talking about doing a survey
specifically related to diversity. It’s one thing to view patient satisfaction and service
excellence evaluations, but examining results from a cultural competence perspective will
help us to drill down.”

Increase Vendor Diversity
“This is about community. There’s a committee that has purchasing and supply chain
people that work with community organizations to provide business opportunities for
businesses owned by minorities and women. Accountabilities are built into the buyers’
performance appraisal tool to hold them accountable for at least using their resources to
provide those opportunities.” The Supply Chain VP totally gets it. He’s visible with me
outside in business community”
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Hire and Retain a Diverse Workforce
Upon joining the organization, the Diversity Executive noticed:
“The staff was not particularly diverse. There was a desire but I think all in all, there were
certain things they didn’t see. They needed things to be pointed out to them and on a
regular basis.”
The medical staff is currently 14% Asian, 2% African American and 2% Hispanic. In addition:
“Minorities make up about 17% of our nursing workforce, with Asians and African Americans
representing 11% and 4% respectively. We have many Asian nurses here, and I was delighted
when I was rounding [that it] seems like many of our Asians tend to populate the off shifts.
And I’ve known these nurses for 20 years, so it’s by choice it’s not by seniority or anything like
that. But I was also delighted to see many of our off shift management are Asian as well.”
Chief Nurse Executive
Results from Phase 2 showed that the likelihood of Unfair Treatment at Superior is minimal. When
unfair treatment occurs, odds are that it is due to:
•
Race, but only marginally
•
Physical Appearance, but only marginally
•
Notably, the scale and our analyses were sensitive enough to detect identity-based unfair
treatment even though there was minimal racial diversity in the sample.

Foster a welcoming and inclusive environment
“I thought, there needs to be evidence for patients and family members in the community
for when they walk in the door that says I am welcome, I am valued and cared for as an
individual. So there is a committee that focuses on a welcoming environment.” Today, that
welcoming environment is apparent.”
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Unit Dynamics

Diversity, Hierarchy &
Behavioral Climate

We interviewed Nurse Managers in Critical Care Units to understand their perspectives about
diversity and to gain insights into how they manage hierarchy and the work climate on a daily
basis.
Salient management practices that we identified include:
•
Recognize and manage important differences
•
Manage hierarchy at multiple levels
•
Utilize positive, proactive and high touch leadership practices
•
Be data-driven, quality focused and patient centered

Diversity, Rankism & Positive Relationships
Nurse Managers defined diversity quite broadly, acknowledging race, gender, age and nationality,
with an emphasis on occupational differences. They framed interpersonal conflicts as a normal
part of daily work that must always be secondary to patient safety and the quality of care.
Diversity and inclusion challenges that they reported do not appear blatant or particularly
destructive. Rather, they seem like fodder for future leadership efforts.
For the Jack, a Nurse Manager of Critical Care, the term “diversity” initially calls to mind conflict
and gender issues.
“As far as amongst themselves, there are some cliques that occur -- it’s part of
human nature. You’re just not going to make everyone 100% with anybody.

Occasionally there are conflicts within the unit. Jack works to promote a culture in which conflict
takes a back seat to patient care:
“Because if you look at the big ball of wax in terms of, you know, there could be a
patient [nearby] in an ICU room…so arguing about something is really pretty
petty. I definitely encourage whatever it is to end up shaking hands.”
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The contingent of male nurses is small, so most of Jack’s collegial relationships are with women. He is
acutely aware that he can’t serve the role of “godmother,” as his night supervisor does. He sees bonds
among his women colleagues to be tighter than his relationships with them. “I’ve just grown
accustomed to it over time,” he says. “I’m just perfectly fine – I totally understand the dynamics of it –
have accepted it, no problem. We’re here for the patients.”
Though his 75-member department is diverse, diversity issues there tend to arise not around race or
gender but around rank, both within the nursing staff and between the nursing staff and the doctors
with whom they work. Some, but not all of this, has the potential to affect patient care. The persistent
challenge is between the registered nurses and the nursing assistants.
“We want the nursing assistants to be part of the team…but sometimes RNs feel
that they are not at the same level. So we struggle with that…making sure
everybody has rights, everybody has got input into the care.”
To manage hierarchy, and rigid adherence to routines that are used to reinforce it rather than
provide excellent care, Jack reminds the team:
“We’re here for the patient. Focus on the patient, try to minimize some of these
rules that [Superior] came up with. The rules are guidelines, they can be
interpreted by managers, they’re not the U.S. Constitution. There’s always give
and take.”

To promote positive relationships, Elizabeth’s department uses a “Spirit Board,” where people
“recognize a peer for doing something good that went over well. New employees benefit from the
“Friend at Work Program,” which pairs a staff member with a newcomer the first day to help him or
her get oriented.” Elizabeth has found that lunch together in the break room is another simple way to
promote connections.
In an effort to increase inclusion overall, leaders listen to its “front line workers,” using focus groups
and surveys to gain a clearer picture of what the organization lacks. The Diversity Executive distributes
reports to chiefs of staff, frequently engages with the nursing staff, and involves professional councils
in goal setting to help move things forward.
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High-touch Managers & Direct Reports
The Diversity Executive, Chief Nursing Officer and Critical Nurse Managers all engage in positive,
high-touch leadership practices. They use a combination of data and dialogue to continuously
assess and improve relationships. The clinical managers are visible, involved, connected to their
staff and repeated spoke about their focus on patient safety, a focus that they emphasize to help
manage team dynamics. Jack and Elizabeth, describe their approach to engaging the staff this
way:
“I’m really working with them every day,” “I’m very hands-on type of person, on the
unit all the time, with essentially no time in the office. I do charge every day. I know
the whole patient in the unit every day. And I work with everybody. I know all the
staff. My being with them is the best way to engage them.” Jack

Elizabeth places a high priority on making sure each member of her multidisciplinary team of 90
employees feels heard. She fosters engagement by relying upon a “unit-based professional
based practice team” to whom anyone can take questions or concerns. And she tries to be as
available as possible. Her unit uses employee satisfaction surveys, returning to the information
gleaned from time to time, to measure engagement levels.
“I know one year I did individual meetings with every staff member”—90 in
all—“just to give them an opportunity. ‘Is there anything you want me to know
about, or what’s going on, or is there anything I can help you with?” “No matter
how little it is, just say, “Hey, this is really bothering me on the unit,” so that they
feel like they are part of the change going on in the unit. I think that keeps them
engaged also.”
“Any nurse can have any case reviewed. They feel free to say, you know what, let’s
have this one reviewed by quality team.”
These Nurse Managers cite several quality-of-care goals for the year ahead.
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Physician-Nurse
Relationships

The CNO, an employee of 20+ years, thinks of diversity in terms of ethnicity, “male-female,” and
culture. However, her focus has been on hierarchy and “getting the team to work together.”
“The team dynamics of the nursing assistant, the RN, the physician, the medical
student, the resident, the attending physician, the chief of service… Of the many
variables within that matrix, resolving tensions based on job title, education, and
level of seniority have come to the forefront. How do we break down that
hierarchy?” she asks. “How do we have that team work together? How do we train
in teams? So when I think about dynamics and relationships that is what I’m
thinking of. It’s those dynamics, the higher dynamics, that get them patient safety.”
“Resolving issues related to hierarchy will make a more comfortable work
environment and enhance patient care,” said the CNO. “The biggest impact is going
to affect patient safety.”
“They’ll be able to have staff comfortable to talk to physicians if they have a safety
concern about the patient. We can’t have a nurse saying, ‘I’m not going to call
because last time he yelled at me.’ That can’t happen, so again, right here, [it
comes down to] collegial nurse–physician relationships. It’s a metric so we can
measure it.”

One step they’ve taken to minimize hierarchy is to strengthen nurse-physician partnerships. This
strengthening has occurred with physician-nurse initiatives and investments in education.
“We’ve had to kind of inform the nurses how important that [physician-nurse
partnership] is, because they saw it as ‘what do you mean “physician-led”?” We
kind of had to walk around that a little bit and say ‘No, this is good that you’re
partnered. You weren’t even partnered before. You weren’t even at the table
before. You might have been more of a silent partner and you’re a partner now.”
Diversity Executive
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Nurse’s Week
To further strengthen the alliance between physicians and nurses, Superior held “Nurses Week” to
raise awareness and funds to support nursing education objectives.

“We have approximately 20% certified in specialty fields. I’d like that up to 50%.
HR is considering increasing reimbursement for professional memberships. But
those get pricey, as I told a room full of doctors. Nurses said they let these things
go. So we looked for some donation money.”
Chief Nursing Executive

Nurse’s Week heightened everyone’s awareness of their nurse colleagues’ significant contributions
to healthcare generally, and to express support for the RNs and CNPs that they work with directly.
Then, for the “Physicians-for-Nurse’s-Week campaign” the Chief Nursing Executive (CNE) personally
sent letters to doctors’ homes to raise funds for nurse’s continuing education training. “I am
delighted that these physicians are sending in money in honor of a nurse. They’re doing it based on
a specific nurse,” said the CNE.
Doctors were the primary contributors, which the CNE considered an indication that awareness had
led to doctors’ valuing these colleagues more highly. The non-monetary benefits were
immeasurable. Naturally, nurses felt acknowledged, which further enhanced engagement.
Thousands of dollars were collected toward certification programs and association memberships.
Those resources for training and membership are allocated strategically, not just for anyone who
wants it. The strategic focus is related to patient care goals.

University of Michigan | Hospital Diversity Study

61

Patient Safety &
Families

The insights that we gained about Superior’s leadership, climate, safety and patientcenteredness are not derived solely from surveys and interviews. They are also derived from
participant observation by a research team member, months prior to our on-site interviews
and unbeknownst to Superior staff. We summarize several memorable practices that illustrate
our research findings.

Welcoming Climate in the Emergency Department
A volunteer provided the family member with juice and cookies during a long stay at the
patient’s bedside.

Cultural Competence
The family was asked about spiritual care. Later, when a clergy of the same faith was not
available, the on-duty clergy made culturally appropriate accommodations in his prayers with
respect to specific beliefs.

Positive Regard Among Colleagues
Collegiality indicated in the data is real. One day, our research team member saw a
spontaneous hug in the hallway among RNs, CNA and a physician. When our team member
asked the attending physician about Superior’s culture, he explained:
“It’s like a family here. There are a couple of difficult people – bad actors, but they
are rare.”
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Mistakes | Safety Culture | Managing Hierarchy | Learning
The staff at Superior Hospital modeled a compelling set of behaviors related to safe mistake
handling, minimizing professional hierarchy and rankism, and demonstrating a true learning
orientation. Again, they are not perfect, but they are responsive and adaptive.

•

Mess up-Fess up. A medication error occurred and Superior staff promptly notified the
family, explained the mistake and attendant risks, then took appropriate steps to correct it.
This approach to mistakes is germane to high reliability organizations and a Safety Culture.

•

The attending physician diagnosed the patient without adequate tests, then tried to bully
the family into end-of-life decisions that they didn’t want. When the family notified hospital
administrators, Superior apologized for the inappropriate behavior, promptly removed and
replaced the attending physician on the case with a physician who was empathetic and
respected the family’s choice. A social worker and patient advocate remained attentive,
inquisitive and supportive thereafter.

•

Valuing Safety & Learning Over Hierarchy The family knew and consulted with an outside
specialist regarding the unsubstantiated diagnosis. The outside specialist recommended a
novel procedure that was based upon the latest medical research. The family conveyed that
information to Superior’s care team. Since the outside specialist and Superior’s specialist
were acquainted, Superior’s specialist joined the care team, performed the new diagnostic
procedure and confirmed that the original attending physician was wrong. More importantly,
the novel diagnostic procedure was remarkably effective in curing a different but deadly
problem. Unit staff then discussed the benefits of applying the procedure to future cases.

•

It was a fruitful learning experience for everyone involved -- physicians, nurses, specialists,
administrators, the patient and family!
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Lessons Learned from Superior Hospital

High Integrity
Leadership
Diverse Leadership

High Touch
Management
Behavioral
Standards

Board & Senior Leaders

Diversity Infrastructure
Commitment to Diversity

Patient Centered
Managed Hierarchy
Safety Culture

What makes this hospital Superior?
Based upon our findings, Superior Hospital’s exemplary status is attributable to a combination
of behaviors, policies and practices that support a diverse workforce. They have a diverse
board, all of whom are committed to advancing a diversity agenda; systematically select the
“right people” and encourage the best behaviors; reinforce accountability for meeting
behavioral expectations at every level; emphasize patient safety and safety culture behaviors;
deploy diversity supportive policies and proactively use data to continuously improve.
Nevertheless, Superior is not perfect. All respondents at Superior recognized that although their
hospital has made great progress, they still have work to do. With data, they are focused on
improving staff demographics. Specifically, women and people of color are underrepresented in
senior leadership roles; African-Americans are underrepresented and Asian-Americans are
overrepresented in clinical roles. From our interviews, their next steps to address these
concerns are unclear. However, it is clear that Superior’s leaders, at various levels, have created
a climate that is hospitable to a more diverse workforce (as it evolves) and a safety culture that
supports excellent patient care now.
Our findings suggest that their leadership, collective humility, utilization of data, and quest to
learn and continuously improve will help them achieve their goals.
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Leading Change

Health care organizations that seek to replicate the work climate and behavioral competencies at
Superior hospital may following the suggestions below to launch their change efforts.
Assemble a Diverse Board of Directors that includes women and people of color, with an entire board
membership that is committed to the diversity mission.
Clarify the rationale for the diversity agenda (why) and how diversity relates to specific, strategic
business goals. In this case, Superior focused on safe patient care, but it could be any functional area
(e.g., finance, Information Technology).
Given the profound and far reaching influence of Senior Leaders’ behavior:
o Make integrity a criteria for selection, hiring and retention.
o Establish behavioral standards, reinforce accountability and reward compliance.
o Provide training that highlights connections between diversity, behaviors, safety and overall
performance.
Managers
o Select for integrity; train to promote positive regard and ethical decision making.
o Cultivate high-touch and inclusive management practices.
Safety Culture & Diversity. Behaviors such as flexibility, open dialogue, ethical decision-making and
suspending judgment support safety and diversity. Emphasizing these connections can be a catalyst
for advancing a diversity agenda and encouraging resistors to comply.
Expect and manage resistance by promoting compliance to explicit behavioral standards;
emphasizing patient safety, and using metrics to hold people accountable.
Maximize acceptance by communicating candidly and frequently about behaviors; use data to foster
change. Find various ways to celebrate and reward people who contribute to a positive climate, not
just their technical competence.
Diversity matters! Invest in the diversity infrastructure. We found that even the most basic diversity
programs are important because they promote positive regard and prevent rankism, when
supported by the culture and exemplary leaders. Here, the hospital’s diversity commitment had no
effect on rankism but it did have a significant effect on positive regard within the unit. Although we
found that diversity matters. . .
Behaviors matter more! Start by measuring rankism and regard in the ED, and inquire about staff
perceptions of senior leaders’ integrity. Taking these steps is minimally disruptive to daily work. Yet
results can be important indicators of the organization’s overall behavioral climate, and provide
feedback that helps senior leaders adapt and chart the path for change.
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Highlights from Other Hospitals

Leaders and staff from other hospitals generously shared their time, insights and resources during
on-site interviews. They described how they manage diversity and the behavioral climate in their
organizations. Here we share some quotes that reflect their insights, challenges and practices to
consider.

Leadership
“Each leader of the senior leadership team had certain [diversity] objectives that
they had to achieve in order to receive their bonuses.”

Barriers to Advancing a Diversity Agenda
Despite centralized diversity planning at health systems, diffusion is highly variable across
satellite hospitals within the system. Further, although the main hospital tends to have a more
positively robust culture, that is not always the case. We suspect that these variations are due
differences in leadership skills, resource allocation decisions, or lack of understanding about the
strategic importance of diversity and consequentially, low investment in it. We asked leaders
about their greatest barriers to advancing a diversity agenda.
“Even executives don’t know how what is being done relates to their daily work.”
“As crass as it may sound, it’s not clear that local hospitals understand the business
case [for diversity] beyond attracting and retaining talent.”
“Money! Finances… When you balance all the things that you’re trying to do and
weight where you need to be, the diversity initiatives have a tendency to drop back.
Diversity and inclusion is not top of mind because we are not seen as a revenue
generating operation. I beg to differ. If we have associates involved in cultural
competency and carry forth the work of our mission, increase retention rates, and
ensure that they are engaged, we save on cost. So we do, in a cost-avoidance way,
contribute to revenue of organization.”
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Learning from Labor & Delivery
Across hospitals, Labor & Delivery was repeatedly cited as a department that is open to learning
and adopting evidence based practices. For example, “instead of swaddling babies too tightly, we
now lay them loose on their backs.”
This department was also described as very collegial. “Relationships in this department tend to
be very strong, more than other units,” said one Nurse Manager. In addition, they proactively
work to minimize hierarchy.

“We eliminated the Clinical Nurse Specialist to reduce hierarchy and empower staff.
Staff do the work themselves and it’s strengthened their competencies.”
“Housekeepers have a formal role in the infant abduction program. They also fold
towels into animal shapes. These meaningful roles contribute to patient safety and
patient experience.”
Labor & Delivery was also a fruitful unit regarding insights about how to provide more culturally
competent care for different populations. As staff observed the needs and preferences of diverse
ethnic groups, they also learned to address population-specific myths and psycho-social needs. As
staff adapted their practices, they diffused their learning throughout the hospital.
Since Labor & Delivery staff tend to exemplify behaviors that support diversity, safety culture and
learning, we suggest enlisting staff from this department to lead or engage in early change efforts
and to facilitate learning throughout the organization.
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Cultural Competence, Racial Disparities, Resistance & Positive Change
(As described by several Diversity Executives)
Staff: I treat everyone the same. I don’t see color.”
Diversity Executive: “Well if you don’t see color, you must have your eyes closed!”
“Clinicians were in denial. I was in a meeting yesterday introducing the education tool
option for cultural competency for physicians and it reminded me of my interaction
with engineers. You have to know how to approach them. (A) A physician only learns
from another physician. (B) They’re only going to do it if some of their competitors are
going to do it. That’s the way you have to approach them.”
“We have done some work on culture competence in the past but we have some hard
competencies to get everyone up on and we don’t have a lot of educators…”
“Most people have been collecting patient race data for many years – by observation.
‘You look like your Hispanic – your look like your African-American – you look like your
Caucasian and so that’s what I put down.’ They guessed. Staff was very resistant to
asking patients directly about race, religion, ethnicity. They thought it was too private
and patients would feel uncomfortable. Well what we discovered, again based on the
expert person that came to help train our trainers, was…in actually it’s about 20% of
patients that are resistant. So we trained [staff] in such a way that they ask the
question but don’t press the issue if the person is resistant to responding. The scripts
go something like: ‘In order to assure that we assure that we’re providing the best
possible care for your needs we need to ask you the following questions. So it helps to
allay any concerns about how this data is going to be used.”
“We had the capability to collect patient demographic info in a consistent and uniform
matter. People from information technology/ system, clinicians, patient registry
leadership, and project management helped guide us. Once we realized that we were
able to do this, it had to culminate with a white paper. The bottom line was to collect
the data.”

Racial Disparities, Resistance & Positive Change
“Some people say, ‘Yes health disparities exist and yes unequal treatment happens and
we know it and we hear about it.’ But it’s the dirty secret in health care many don’t
want to talk about.”
“We did an analysis of how the patients in the [_________] department are treated. Are
there differences by patient demographic data? They used that data to zero in on
respiration illness and patient health care outcomes. Sure enough there was a gap
between minorities and non-minorities. We used that data to provide more equitable
care.”
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In conclusion…
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Reflections & Recommendations
Increase diversity among board members and executives.
The presence and perspectives of women and people of color are needed at the highest ranks of
leadership. Making those personnel changes will entail examining and modifying existing recruitment
and selection criteria, then mentoring, championing, and promoting women and people of color. These
actions are not benevolent, they are strategic. Note however, that while having “different” people can
add value, that doesn’t mean that they are is inherently more knowledgeable than others about the
strategic benefits of diversity.

Define diversity broadly and strategically.
All senior leaders would benefit from deeper insights about WHY diversity matters to the organization
so that they can effectively and routinely communication that message organization-wide. Begin with a
broad definition that explains the strategic importance of diversity to the organization. In addition to
cultural competence and a workforce that resembles the patient population, diversity can be
instrumental in achieving important business goals (e.g., quality, safety, profitability), enhanced
innovation and problem solving. Further, define relevant categories of difference that might lead to
misunderstandings, status conflicts (e.g., occupation, gender), and coordination problems. Ideally, a
broad definition describes diversity as the means to important ends and a desired end in itself.

Model behaviors and communicate regularly about diversity.
Given the profound and far reaching influence of senior leaders on the work climate, selecting for
integrity, establishing behavior expectations and accountability, are vital. In addition to communicating
about the strategic value of diversity, leaders at all levels must model behaviors that are needed to
support it. Training leaders and managers in this regard will yield a great return and long term benefits
to the organization, particularly if it precedes staff diversity training.

In sum…
• Understand and articulate the strategic importance diversity to the business of health care,
beyond culturally competence and workforce demographics.
• Connect the diversity agenda to specific business challenges and goal, the hospital’s overall
mission, and safety culture – then effectively communicate those connections to staff.
• Use tools and develop skills to overcome biases, modify behaviors, and reframe decision
making to reduce rankism and promote positive regard.
University of Michigan | Hospital Diversity Study

70

A mission without metrics is meaningless.
Several hospitals have proactively collected, analyzed and applied the
results of diversity, cultural competence and health disparities data.
Much more measurement is needed; models, metrics and exemplars
exist. The Baldrige framework is an excellent starting point. Moreover,
measurement can facilitate standardized practices and performance
across hospitals within a health system. This is important because we
found considerable variation in the work climate of hospitals within
the same system. In fact, even hospitals within Superior Hospital’s
system had very different work climates, despite shared governance
and centralized diversity planning.

Invest in the diversity- behavioral infrastructure.
Seventy-five percent 75% of employees said their hospital was
genuinely committed to diversity. However, that commitment had a
modest effect on rankism (11-16%) and positive regard (11%). We
wonder how a more robust diversity agenda, with enhanced
leadership capabilities and routine measurement, might increase
those effects. We also learned that even a very elaborate formal
diversity programs does not compensate for senior leaders’ integrity
gaps, managers’ behavioral incompetence or trouble dynamics within
a unit. All elements are needed to improve the culture and encourage
resistors’ compliance, particularly leadership.

Social Identity, Rankism, Positive Regard, Unfair Treatment & Safety
Relationships between these factors are more complex than we expected and warrant additional
research, specific types of training and intervention.
• Social identity, specifically the over-representation of Asians, Whites and Men in senior leadership
positions, and data showing that Asians and Whites experience more positive regard, indicates that
bias-driven behavior is a concern. Training and modified processes are needed to minimize biases in
hiring, promotion and to create more equitable daily interactions among unit co-workers.
• BUT social identities did not predict experiencing unfair treatment or rankism, which suggests that
some things “beyond bias” are at work. We found organization, leader and unit effects.
• High levels of rankism in the hospital predict the unfair treatment of many identity groups.
• Senior Leaders’ perceived integrity predicts rankism from managers and coworkers.
• Working in the Emergency Room predicts more rankism and less positive regard.
• Safety behaviors result from Positive Regard. However, rankism predicts unsafe behaviors and unfair
treatment under certain conditions. Therefore, if you are a patient or employee in a high rankism
organization, particularly in the ER, you are likely to experience unsafe or unfair treatment,
regardless of who you are!

Eliminating rankism improves patient and employee experiences.
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Improve the Work Climate
Recommendations for Training & Professional Development
• Provide clear behavioral standards and expectations for accountability.
• Explain the strategic importance of diversity and how it adds value to daily work processes.
• Explicitly connect diversity, important behaviors (rankism-regard), learning and patient safety.
• Cultivate positive regard and high-touch management practices.
• Increase awareness of biases and strategies to overcome them.
• Develop skills to move “Beyond Bias” with
• Positive regard
• Frameworks to guide decision-making.
• Our findings about handling mistakes indicate that such training can improve the quality of care
for all patients.

Dr. Valerie L. Myers conducts diversity management education for executives in healthcare and other industries.
Contact valmyers@umich.edu or visit www.valeriemyers.org
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Appendix
2013 Demographic Comparisons: National, State & County Statistics
RACE & ETHNICITY
White
Black or African American
American Indian/ Alaska Native
Asian
Native Hawaiian, Pacific Islander
Two or More Races
Hispanic or Latino
White, not Hispanic or Latino

Wayne
54.7%
39.6%
0.5%
2.9%
Z
2.3%
5.6%
50.0%

Oakland
76.9%
14.4%
0.3%
6.3%
Z
2.1%
3.7%
73.7%

Macomb
83.6%
10.5%
0.3%
3.4%
Z
2.1%
2.4%
81.6%

INCOME
Median Annual Household Income
$53,046
$48,411
$41,184
Below Poverty Level
15.4%
16.8%
24.5%
Figure 28. Source Information: http://quickfacts.census.gov/qfd/states/26000.html

$65,594
10.3%

$53,451
12.5%
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U.S.A.
77.7%
13.2%
1.2%
5.3%
.2%
2.4%
17.1%
62.6%

Michigan
80.1%
14.3%
0.7%
2.7%
Z
2.2%
4.7%
76.1%
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Figures
1

Racial Demographics in the U.S., Michigan, Wayne, Oakland & Macomb Counties.

2

Size of Participating Hospitals

3

Women on Governing Boards by Hospital Type

4

Racial Diversity on Governing Boards by Hospital Type

5

Women in Senior Leadership Positions by Hospital Type

6

Racial Diversity in Senior Leadership Positions by Hospital Type

7

Diversity Leadership in Action, Communication about Diversity Cultural Competence

8 a-c

Organization-wide Diversity Practices: General Practices, Staff Training and Metrics

9

Conceptual Model | Organizational Climate and Levels of Analysis

10

Participant Demographics | Gender, Age, Race, Tenure

11

Participants | Occupational Groups

12

Individual Experiences of Rankism & Bullying

13

Individual Experiences of Positive Regard

14

High and Low Rankism by Hospital

15

High and Low Positive Regard by Hospital

16

Social Identity and Rankism

17

Social Identity and Positive Regard

18

Social Identity as a Predictor of Unfair Treatment and Rankism

19

Organizational Rankism Predicts Unfair Treatment

20

Full Conceptual Model of Multiple Factors that Predict Rankism

21

Full Conceptual Model of Multiple Factors that Predict Positive Regard

22

Rankism & Positive Regard by Clinical Unit | Emergency, Labor & Delivery, Critical Care
Surgery

23

Behaviors that Predict Unsafe Mistake Handling

24

Unsafe Mistake Handling by Clinical Unit

25

Conceptual Model of Major Predictors of +/- Behaviors

26

Rankism and Positive Regard at “Superior Hospital”

27

Conceptual Model | The Power of Leaders’ Behaviors at “Superior Hospital”

28

2013 Racial Demographic Comparisons, U.S.., Michigan, and Tri-Counties.
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