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 LEARNING OUTCOMES 

 After completing this chapter, the student should be able to: 
☛  Define diversity. 
☛  Define cultural competency. 
☛  Define diversity management. 
☛  Understand why changes in U.S. demographics affect the health care industry.    

 OVERVIEW 

 Demographics of the U.S. population have changed dramatically in the 
past three decades. These changes directly impact the health care indus-
try in regard to the patients we serve and our workforce. By 2050, the term 
“minority” will take on a new meaning. According to the U.S. Census Bureau, 
by midcentury the white, non-Hispanic population will comprise less than 
50 percent of the nation’s population. As such, the health care industry needs 
to change and adopt new ways to meet the diverse needs of our current and 
future patients and employees. 

 The  American Heritage Dictionary of the English Language  (4th ed.) defines 
diversity as: “(1) the fact or quality of being diverse; difference, and (2) a point 
in which things differ.” Dreachslin (1998) provided us with a more specific def-
inition of diversity. She defined diversity as “the full range of human similari-
ties and differences in group affiliation including gender, race/ethnicity, social 
class, role within an organization, age, religion, sexual orientation, physi-
cal ability, and other group identities” (p. 813). For our discussions, we will 
focus on the following diversity characteristics: (1) race/ethnicity, (2) age, and 
(3) gender. 

 This chapter is presented in three parts. First, we discuss the chang-
ing demographics of the nation’s population. Second, we examine how these 
changes are affecting the delivery of health services from both the patient’s 
and employee’s perspectives. Because diversity challenges faced by the health 
care industry are not limited to quality-of-care and access-to-care issues, in 
part three of our discussions we explore how these changes will affect the 
health services workforce, and more specifically the current and future leader-
ship within the industry.   
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 CHANGING UNITED STATES POPULATION 

 There is no doubt that the demographic profile of the U.S. population has 
undergone significant changes within the past 10 years regarding age, gender, 
and ethnicity (see   Table 2–1  ).  

 Data from the 2010 Census provide insights to our racially and ethnically 
diverse nation (Humes, Jones, & Ramirez, 2011). According to the 2010 Cen-
sus, 308.7 million people resided in the United States on April 1, 2010—an 
increase of 27.3 million people, or 9.7 percent, between 2000 and 2010. The 
vast majority of the growth in the total population came from increases in 
those who reported their race(s) as something other than White alone and 
those who reported their ethnicity as Hispanic or Latino. For the first time in 
the 2000 Census, individuals were presented with the option to self-identify 
with more than one race, and this continued with the 2010 Census. Using the 
five race categories (White, Black/African American, American Indian/Alaska 
Native, Asian, and Native Hawaiian/Other Pacific Islander) required by fed-
eral agencies, there are 57 possible multiple race combinations that could 
have been selected by individuals in addition to “some other race.” In fact, 
over 7 million or 2 percent of the U.S. population did so in the 2010 Census 
by identifying with and choosing “some other race” or “two or more races.” It 
is predicted that the number of Americans reporting themselves or their chil-
dren as multiracial will increase in the future. In addition to the changing eth-
nic and racial composition of America, another issue is the aging population. 

 Table 2–1     Population of the United States by Age, Gender, and Race/Ethnicity a  

   2000  2010 

 Number  Percent  Number  Percent 

 Total population  281,421,906  100.0  308,745,538  100.0 

 Under age 19  80,473,255  25.7  83,267,556  26.9 
 Ages 19 to 64  165,956,888  61.9  185,209,998  60.0 
 Ages 65 and over  34,991,753  12.4  40,267,984  13.0 

 Males  138,053,563  49.1  151,781,326  49.2 
 Females  142,368,343  50.9  156,964,212  50.8 

 White  211,460,626  75.1  196,817,552  63.7 
 Black  34,658,190  12.3  37,685,848  12.2 
 Hispanic  35,305,818  12.5  50,477,594  16.3 
 Asian  10,242,998  3.6  14,465,124  4.7 
 American Indian  2,475,956  0.9  2,247,098  0.7 
 Some other race  15,359,073  0.5  1,085,841  0.1 
 Two or more races  6,826,228  0.2  5,966,481  0.2 

  a Percentages do not add up to 100 percent due to rounding and because Hispanics may be of any 
race and are therefore counted under more than one category. 
Data from U.S. Census Bureau, 2010 Census. DP-1 - United States: Profile of General Population 
and Housing Characteristics: 2010 Demographic Profile Data: U.S. Census Bureau 2000 Census 
Data as shown in the 2009 Population Estimates table; U.S. Census Bureau: National Population 
Estimates; Decennial Census.
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According to the 2010 Census, 40 million people (13 percent of the U.S. popu-
lation) are 65 years of age or older. This is 12.3 million more people than in 
2000 (see   Figure 2–1  ).  

 During the past decade, the population aged 65 and over grew at a faster 
rate (15.1 percent) than the population under age 45. This trend was expected 
as the Baby Boomers (those born between 1946 and 1964) began reaching age 
65 in 2011 (see   Figure 2–2  ).  

 In addition to the increasingly older population, there is a declining number 
of young people in America. From 1940 to 2010, the percentage of the Ameri-
can population under the age of 18 fell from 31 percent to 24 percent (U.S. 
Census Bureau, 2012). This decline in America’s younger population will have 
a direct effect on the industry’s ability to recruit health care professionals to 
provide sufficient services in the future. Young people of all ethnicities must 
be attracted to the health care industry as a career choice in order to meet the 
health care needs of the country’s growing population. 

 Males and females are almost evenly divided for the total population, rep-
resenting 49.2 percent and 50.8 percent, respectively; however, in the pop-
ulation under 25 years, males dominate females, with 105 males for every 
100 females. Among older adults, the male–female ratio reverses, with women 
outnumbering men. However, there was an interesting change in the male–
female ratios for the population aged 60 and older between 2000 and 2010 
(Howden & Meyer, 2011). A greater increase in the male population relative 
to the female population for these age groups was noted. Males aged 60 to 
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  Figure 2–1  Population 65 Years and Over by Age and Sex, 2000 and 2010 (numbers in 
thousands)        

 Data from U.S. Census Bureau, 2010 Census. DP-1 - United States: Profile of General Population and Housing Characteristics: 2010 Demographic Profile Data: U.S. 
Census Bureau 2000 Census Data as shown in the 2009 Population Estimates table. 
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74 increased by 35.2 percent, while their female counterparts increased by 
29.2 percent. A narrowing of the mortality gap between men and women at 
older ages in part accounts for this difference.  

 Race/Ethnicity 

 The U.S. population has continued to diversify during the past 10 years, 
as minority populations continue to increase at a faster rate than the White 
population. Although the White population still represents the largest group 
(63.7 percent) of the U.S. population, this is down from 75.1 percent in 2000 
(see  Table 2–1 ). 

 In 2010, the Hispanic population represented the largest minority in the 
United States, 16.3 percent of the population. This is up from 4.5 percent in 
1970, the first census in which Hispanic origin was identified. The remain-
ing population is composed of 12 percent Black, 5 percent Asian and Pacific 
Islanders, 1 percent American Indians and Alaska Natives, and 3 percent 
those who identified themselves as belonging to another or more than one race 
(see  Table 2–1 ). 

 The Asian population in the United States is increasing rapidly as a per-
centage of the total population. From 2000 to 2010, the population of those 

  Figure 2–2  Projected Population of the United States by Age, 2000–2050 (Numbers in 
thousands)        

 Data from Population Division, U.S. Census Bureau. 
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people who identified themselves as being Asian (either alone or in combina-
tion with another race) grew 43.3 percent, while the total population grew 
only 9.7 percent (see  Table 2–1 )   

 Aging Population 

 The world’s population is aging. According to the United Nations (2013), 
slow population growth brought about by reductions in fertility leads to popu-
lation aging; that is, it produces populations where the proportion of older per-
sons increases while that of younger persons decreases. Globally, the number 
of persons aged 60 and over is expected to more than triple by 2100, which 
will represent 34 percent of the world’s population, or more than 3 billion indi-
viduals. Of this group, the number of persons aged 80 and over is projected to 
increase almost sevenfold by 2100, representing just under one-third of the 
world’s population aged 60 and over. 

 The United States is experiencing the same as the world’s aging popula-
tion. As reported by Howden and Meyer (2011), the 2010 Census reflects that 
the number of people under age 18 was 74.2 million (24.0 percent of the total 
population). The younger working-age population, ages 18 to 44, represented 
112.8 million persons (36.5 percent). The older working-age population, ages 
45 to 64, made up 81.5 million persons (26.4 percent). Finally, the 65 and over 
population was 40.3 million persons (13.0 percent). Between 2000 and 2010, 
the population under the age of 18 grew at a rate of 2.6 percent. The growth 
rate was even slower for those aged 18 to 44 (0.6 percent). On the opposite 
side, the country is experiencing substantially faster growth rates for older 
ages. For example, the population aged 45 to 64 grew at a rate of 31.5 percent. 
The large growth in this age group is primarily attributable to the aging of the 
Baby Boom population. As noted previously, the growth rate (15.1 percent) of 
the 65 and over population was faster than the population under age 45. 

 One of the most striking characteristics of the older population is the change 
in the ratio of men to women as people age. As Howden and Meyer (2011, 
p. 3) point out, this is a result of differences in mortality for men and women, 
where women tend to live longer than men. As such, there are more females 
then males at older ages. However, over the past decade an increase in the 
male population relative to the female population has been noted. For exam-
ple, in 2010, there were 96.7 males per 100 females, representing an increase 
from 2000, when the ratio was 96.3 males per 100 females (Howden & Meyer, 
2011). This lowering of male mortality may be attributible to technological 
advances, more preventive screening, and healthier lifestyles. 

 While the elderly population is not as racially and ethnically diverse as 
the younger generations, it is projected to increase in its racial and ethnical 
makeup over the next four decades. As in the past, the highest proportion 
of the U.S. population aged 60 and over is White (78.8 percent). However, 
within the racial composition of the older population, White is projected to 
decrease by 10 percent by 2050, and all other race groups will increase in their 
own populations. This change is already being seen. In 2000, the aged White 
population was 82.5 percent, a 7 percent decrease compared with 2010. The 
remaining makeup of this population group is 8.8 percent Black, 7.3 percent 
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Hispanic, and 3.6 percent Asian, with other races forming the remainder. As 
noted, this population group’s racial composition will continue to change over 
the next 40 years.   

 Gender 

 As previously noted, according to the U.S. Census Bureau, in 2010, 
50.8 percent of the U.S. population was female, and 49.2 percent was male—
almost identical to the 2000 Census. That translates to 96 men for every 100 
women. However, the ratio of men to women varies significantly by age group. 
There were about 105 males for every 100 females under 25 in 2010, reflecting 
the fact that more boys than girls are born every year and that boys continue 
to outnumber girls through early childhood and young adulthood. However, 
the male–female ratio declines as people age. For men and women aged 25 
to 54, the number of men for each 100 women in 2010 was 99. Among older 
adults, the male–female ratio continued to fall as women increasingly out-
numbered men. For people 55 to 64, the male–female ratio was 93 to 100, but 
for those 85 and older, there were only 48 men for every 100 women. These 
male–female ratios reflect a new trend that has been occurring since 1980. 
From 1900 to 1940, there were more males. Beginning in 1950, there were 
increasingly more females due to reduced female mortality rates. This trend 
reversed between 1980 and 1990 as male death rates declined faster than 
female rates and as more men immigrated to the United States than women 
(United States Department of Commerce, 2003). 

 When we look at education, it appears that females are outpacing men. 
Among the population aged 25 and older, 88 percent of both men and women 
were high school graduates. But of this group, 39 percent of men had gradu-
ated from college, as compared with 61 percent of women. However, even with 
college degrees, only a high minority (44 percent) of women are employed in 
management or professional positions.    

 IMPLICATIONS FOR THE HEALTH CARE INDUSTRY 

 The changing demographics of America’s population affect the health care 
industry twofold. First, health care professionals and organizations need 
to have cultural and linguistic competence to provide effective and efficient 
health services to diverse patient populations. However, before we continue 
our discussion, we need to define what is meant by cultural and linguistic 
competence. Over the years, cultural competence has been defined in many 
ways, such as “ongoing commitment or institutionalism of appropriate prac-
tice and policies for diverse populations” (Brach & Fraser, 2000; Weech-
Maldonado et al., 2002; see Hofstede’s Cultural Dimensions,   Exhibit 2–1  ). 
Linguistic competence has been defined as “the capacity of an organization 
and its personnel to communicate effectively, and convey information in a 
manner that is easily understood by diverse audiences including persons of 
limited English proficiency, those who have low literacy skills or are not liter-
ate, and individuals with disabilities” (Goode & Jones, 2004). For our discus-
sions we adopted the definition used by the Office of Minority Health (OMH) 
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 Exhibit 2–1     Hofstede’s Cultural Dimensions   

 One of the most extensive cross-cultural surveys ever conducted is Hofstede’s (1983) 
study of the influence of national culture on organizational and managerial behaviors. 
National culture is deemed to be central to organizational studies, because national cultures 
incorporate political, sociological, and psychological components.   

 Hofstede’s research was conducted over an 11-year period, with more than 116,000 
respondents in more than 40 countries. The researcher collected data about “values” from 
the employees of a multinational corporation located in more than 50 countries. On the 
basis of his findings, Hofstede proposed that there are four dimensions of national culture, 
within which countries could be positioned, that are independent of one another. Hofstede’s 
(1983, pp. 78–85) four dimensions of national culture were labeled and described as:

•     Individualism–Collectivism:  Individualism–collectivism measures culture along a self-
interest versus group-interest scale. Individualism stands for a preference for a loosely 
knit social framework in society wherein individuals are supposed to take care of them-
selves and their immediate families only. Its opposite, collectivism, stands for a prefer-
ence for a tightly knit social framework in which individuals can expect their relatives, 
clan, or other in-group to look after them in exchange for unquestioning loyalty. Hofstede 
(1983) suggested that self-interested cultures (e.g., individualism) are positively related 
to the wealth of a nation.   

•   Power Distance:  Power Distance is the measure of how a society deals with physical and 
intellectual inequalities, and how the culture applies power and wealth relative to its 
inequalities. People in large Power Distance societies accept hierarchical order in which 
everybody has a place, which needs no further justification. People in small Power Dis-
tance societies strive for power equalization and demand justification for power inequali-
ties. Hofstede (1983) indicated that group-interest cultures (e.g., Collectivism) have large 
Power Distance.   

•   Uncertainty Avoidance:  Uncertainty Avoidance reflects the degree to which members of a 
society feel uncomfortable with uncertainty and ambiguity. The scale runs from tolerance 
of different behaviors (i.e., a society in which there is a natural tendency to feel secure) to 
one in which the society creates institutions to create security and minimize risk. Strong 
Uncertainty Avoidance societies maintain rigid codes of belief and behavior and are intol-
erant toward deviant personalities and ideas.   

•   Weak Uncertainty:  Avoidance societies maintain a more relaxed atmosphere in which 
practice counts more than principles and deviance is more easily tolerated.   

•   Masculinity Versus Femininity:  Masculinity versus femininity measures the division of 
roles between the genders. The masculine side of the scale is a society in which the gen-
der differences are maximized (e.g., need for achievement, heroism, assertiveness, and 
material success). Feminine societies are ones in which there are preferences for relation-
ships, modesty, caring for the weak, and the quality of life.      

 Hofstede proposed that the most important dimensions for organizational leadership are 
Individualism/Collectivism and Power Distance, and the most important for decision-making 
are Power Distance and Uncertainty Avoidance. Uncertainty Avoidance plays an integral 
part in a country’s culture regarding change. For example, Nahavandi and Malekzadeh (1999, 
pp. 495–496) point out that countries such as Greece, Portugal, and Japan have national cul-
tures that do not easily tolerate uncertainty and ambiguity. Therefore, the resultant behavior 
emphasizes the issue avoidance or the importance of planned and well-managed activities. 
Other countries, such as Sweden, Canada, and the United States, are able to tolerate change 
because of the potential for new opportunities that may come with change.   

 The question frequently asked is whether Hofstede’s (1983) cultural dimensions are still 
applicable today. Patel (2003) found that the characteristics of Chinese, Indian, and Austra-
lian cultures corroborated Hofstede’s study results. Patel’s study of the relationship between 
business goals and culture, measured by correlating the relative importance attached to the 

(continues)
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of the U.S. Department of Health and Human Services, which defines “cul-
tural and linguistic competence as a set of congruent behaviors, attitudes, 
and policies that come together in a system, agency, or among professionals 
and that enables effective work in cross-cultural situations.” (United States 
Department of Health and Human Services, 2013).  

 Second, because of the changing demographics of the nation’s population, 
the health care industry needs to ensure that the health care workforce mir-
rors the patient population it serves, both clinically and managerially. As 
noted by Weech-Maldonado et al. (2002), health care organizations must 
develop policies and practices aimed at recruiting, retaining, and managing 
a diverse workforce in order to provide both culturally appropriate care and 
improved access to care for racial/ethnic minorities.   

 DIVERSITY ISSUES WITHIN THE CLINICAL SETTING 

 Consider the following:  

Scenario One:  An insulin-dependent, indigent black non-Hispanic 
male was treated at a predominantly Hispanic border clinic. Later, 
he was brought back to the clinic in a diabetic coma. When he awoke, 
the nurse who had counseled him asked whether he had been follow-
ing her instructions. “Exactly!” he replied. When the nurse asked him 
to show her, the monolingual Spanish-speaking nurse was startled 
when the patient proceeded to inject an orange and eat it. 

Scenario Two:  As Maria (an elderly, monolingual Hispanic female) 
was being prepared for surgery, which was not why she came to the 
hospital, her designated interpreter (a young female relative) was 
told by an English-speaking nurse to tell Maria that the surgeon was 
the best in his field and she’d get through this fine. The young inter-
preter translated, “the nurse says the doctor does best when he’s in 
the field, and when it’s over you’ll have to pay a fine!”  

 These may seem rather humorous misunderstandings, but real-life experi-
ences such as these happen every day in the United States (Howard, Andrade, 

various business goals with the national culture dimension scores from Hofstede’s study, 
found that although the four cultural dimension scores were nearly 20 years old, they were 
validated in this large, cross-national survey. In a study that measured 1,800 managers and 
professionals in 15 countries, statistically significant correlations with the Hofstede indices 
validated the applicability of the first study’s cultural dimension findings (Hofstede et al., 
2002). The findings from these studies suggest that Hofstede’s cultural dimensions continue 
to be robust and are still applicable measure components of national culture differences.   

 NOTE: Hofstede (1991) subsequently included an additional dimension based on Chinese 
values referred to “Confucian dynamism.” Hofstede renamed this dimension as a long-term 
versus short-term orientation in life. 

Exhibit 2–1 (Continued)
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& Byrd, 2001). For example, a survey by the Commonwealth Fund (2002) 
found that black non-Hispanics, Asian Americans, and Hispanics are more 
likely than white non-Hispanics to experience difficulty communicating with 
their physician, to feel that they are treated with disrespect when receiving 
health care, to experience barriers to access to care, such as lack of insur-
ance or not having a regular physician, and to feel they would receive better 
care if they were of a different race or ethnicity. In addition, the survey found 
that Hispanics were more than twice as likely as white non-Hispanics (33 per-
cent versus 16 percent) to cite one or more communication problems, such as 
not understanding the physician, not being listened to by the physician, or not 
asking questions they needed to ask. Twenty-seven percent of Asian Ameri-
cans and 23 percent of black non-Hispanics experience similar communication 
difficulties. 

 Cultural differences between providers and patients affect the provider–
patient relationship. For example, Fadiman (1998) related a true and poignant 
story of cultural misunderstanding within the health care profession. Fadi-
man described the story of a young female epileptic Hmong immigrant whose 
parents believed that their daughter’s condition was caused by spirits called 
“dabs,” which had caught her and made her fall down, hence the name of Fadi-
man’s book  The Spirit Catches You and You Fall Down . The patient’s parents 
struggled to understand the prescribed medical care that only recognized the 
scientific necessities, but ignored their personal belief about the spirituality of 
one’s soul in relationship to the universe. From a unique perspective, Fadiman 
examined the roles of the caregivers (physicians, nurses, and social workers) 
in the treatment of ill children. She studied the way the medical care system 
responded to its own perceptions that the family was refusing to comply with 
medical orders without understanding the meaning of those orders in the con-
text of the Hmong culture, language, and beliefs. 

 Because of our increasingly diverse population, health care professionals 
need to be concerned about their cultural competency, which is more than just 
cultural awareness or sensitivity. Although formal cultural training has been 
found to improve the cultural competence of health care practitioners, Kund-
hal (2003) reported that only 8 percent of U.S. medical schools and no Cana-
dian medical schools had formal courses on cultural issues. However, changes 
are occurring within the industry (see   Exhibit 2–2  ) to assist health care prac-
titioners in the developing of their cultural competences as they encounter 
more diverse patients. For example, in 2000 the Liaison Committee on Medi-
cal Education (LCME), the accrediting body of medical schools, introduced the 
following accreditation standard for cultural competence:  

 The faculty and students must demonstrate an understanding of 
the manner in which people of diverse cultures and belief systems 
perceive health and illness and respond to various symptoms, dis-
eases, and treatments. Medical students should learn to recognize 
and appropriately address gender and cultural biases in healthcare 
delivery, while considering first the health of the patient.  

 This standard has given added impetus and emphasis to medical schools to 
introduce education in cultural competence into the undergraduate medical 
curriculum (Association of American Medical Colleges, 2005, p. 1). In addition, 
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The Joint Commission has implemented patient-centered communication 
accreditation standards, which require hospitals to meet certain mandates 
related to qualifications for language interpreters and translators, identify-
ing and addressing patient communication needs, collecting patient race and 
ethnicity data, patient access to a support individual, and nondiscrimination 
in care (The Joint Commission, 2014).  

 Over the past decade, the Commonwealth Fund has been a leader in the 
effort “to eliminate the cultural and linguistic barriers between health care 
providers and patients, which can interfere with the effective delivery of health 
services” (Beach, Saha, & Cooper, 2006, p. vi). The Commonwealth Fund 
(2003), in addition to funding initiatives regarding quality of care for under-
served populations, has also initiated an educational program that assists 
health care practitioners in understanding the importance of communication 
between culturally diverse patients and their physicians, the tensions between 
modern medicine and cultural beliefs, and the ongoing problems of racial and 
ethnic discrimination. The goals of this program are for clinicians to:

1.    Understand that patients and health care professionals often have dif-
ferent perspectives, values, and beliefs about health and illness that can 
lead to conflict, especially when communication is limited by language 
and cultural barriers.   

2.  Become familiar with the types of issues and challenges that are partic-
ularly important in caring for patients of different cultural backgrounds.   

3.  Think about each patient as an individual, with many different social, 
cultural, and personal influences, rather than using general stereotypes 
about cultural groups.   

 Exhibit 2–2     Unequal Treatment   

 A study in 2002 by the Institute of Medicine, entitled  Unequal Treatment: Confront-
ing Racial and Ethnic Disparities in Health Care,  found that a consistent body of research 
demonstrates significant variation in the rates of medical procedures by race, even when 
insurance status, income, age, and severity of conditions are comparable. This research indi-
cated that U.S. racial and ethnic minorities receive even fewer routine medical procedures 
and experience a lower quality of health services than the majority of the population. For 
example, minorities are less likely to be given appropriate cardiac medications or to undergo 
bypass surgery, and are less likely to receive kidney dialysis or transplants. By contrast, 
they are more likely to receive certain less desirable procedures, such as lower-limb ampu-
tations for diabetes.   

 The study’s recommendations for reducing racial and ethnic disparities in health care 
included increasing awareness about disparities among the general public, health care pro-
viders, insurance companies, and policy makers.   

 Reproduced from unequal treatment: Confronting racial and ethnic disparities in health 
care (p. 3), by B. D. Smedley, A. Y. Stitch, and A. R. Nelson (Eds.), 2002, Washington, DC: 
National Academy of Sciences, Institute of Medicine Committee on Understanding and 
Eliminating Racial and Ethnic Disparities in Health Care. 
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4.  Understand how discrimination and mistrust affect the interaction of 
patients with physicians and the health care system.   

5.  Develop a greater sense of curiosity, empathy, and respect toward patients 
who are culturally different, and thus be encouraged to develop better 
communication and negotiation skills through ongoing instruction.    

Reproduced from World’s Apart, Facilitator’s Guide by Alexander Green, MD, Joseph Betancourt, MD, MPH, and J. Emilio Carrillo, MD, MPH, The Commonwealth 
Fund, p. 4.

 In addition to the Commonwealth Fund, the W. K. Kellogg Foundation 
has led efforts to lessen the recognized disparity of racial and ethnic minor-
ity groups’ representation among the nation’s health professionals. It was the 
Kellogg Foundation that requested the Institute of Medicine’s (2004) study 
entitled  In the Nation’s Compelling Interest: Ensuring Diversity in the Health 
Care Workforce . The Institute of Medicine found that racial and ethnic diver-
sity is important in the health professions because:

1.    Racial and minority health care professionals are significantly more 
likely than their peers to serve minority and medically underserved 
communities, thereby helping to improve problems of limited minority 
access to care.   

2.  Minority patients who have a choice are more likely to select health care 
professionals of their own racial or ethnic background. Moreover, racial 
and ethnic minority patients are generally more satisfied with the care 
that they receive from minority professionals, and minority patients’ 
ratings of the quality of their health care are generally higher in racially 
concordant than in racially discordant settings.   

3.  Diversity in health care training settings may assist in efforts to improve 
the cross-cultural training and competencies of all trainees.    

Reproduced from In the Nation’s Compelling Interest: Ensuring Diversity in the Health Care Workforce.

 In addition to the Commonwealth Fund and the W. K. Kellogg Foundation, 
other organizations are active in bridging cultural differences in an attempt 
to lessen health disparities. For example, in 2000 the OMH developed a list of 
standards for Culturally and Linguistically Appropriate Services (CLAS), which 
health care organizations and practitioners should use to ensure equal access 
to quality health care by diverse populations. In 2013, these standards were 
expanded to reflect the growth in the field of cultural and linguistic competency. 
There are now 15 standards under four categories: (1) Principal Standard, 
(2) Governance, Leadership, and Workforce, (3) Communication and Language 
Assistance, and (4) Engagement, Continuous Improvement, and Accountability.  

 Principal Standard  
1.  Provide effective, equitable, understandable, and respectful quality care 

and services that are responsive to diverse cultural health beliefs and prac-
tices, preferred languages, health literacy, and other communication needs.    

 Governance, Leadership, and Workforce  
2.  Advance and sustain organizational governance and leadership that 

promotes CLAS and health equity through policy, practices, and allo-
cated resources.   
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3.  Recruit, promote, and support a culturally and linguistically diverse 
governance, leadership, and workforce that are responsive to the popula-
tion in the service area.   

4.  Educate and train governance, leadership, and workforce in culturally 
and linguistically appropriate policies and practices on an ongoing basis.    

 Communication and Language Assistance  
5.  Offer language assistance to individuals who have limited English pro-

ficiency and/or other communication needs, at no cost to them, to facili-
tate timely access to all health care and services.   

6.  Inform all individuals of the availability of language assistance services 
clearly and in their preferred language, verbally and in writing.   

7.  Ensure the competence of individuals providing language assistance, 
recognizing that the use of untrained individuals and/or minors as inter-
preters should be avoided.   

8.  Provide easy-to-understand print and multimedia materials and signage 
in the languages commonly used by the populations in the service area.    

 Engagement, Continuous Improvement, and Accountability  
9.  Establish culturally and linguistically appropriate goals, policies, and 

management accountability, and infuse them throughout the organiza-
tion’s planning and operations.   

10.  Conduct ongoing assessments of the organization’s CLAS-related activi-
ties and integrate CLAS-related measures into measurement and con-
tinuous quality improvement activities.   

11.  Collect and maintain accurate and reliable demographic data to monitor 
and evaluate the impact of CLAS on health equity and outcomes and to 
inform service delivery.   

12.  Conduct regular assessments of community health assets and needs, 
and use the results to plan and implement services that respond to the 
cultural and linguistic diversity of populations in the service area.   

13.  Partner with the community to design, implement, and evaluate policies, 
practices, and services to ensure cultural and linguistic appropriateness.   

14.  Create conflict and grievance resolution processes that are culturally 
and linguistically appropriate to identify, prevent, and resolve conflicts 
or complaints.   

15.  Communicate the organization’s progress in implementing and sustain-
ing CLAS to all stakeholders, constituents, and the general public.   

Reproduced from the National CLAS Standards, The office of Minority Health, U.S. Department of Health and Human Services.

 Another diversity area that has shown progress since 2007 is the use of 
the Healthcare Equality Index (HEI) of the Human Rights Campaign (HRC) 
Foundation by hospitals and other organizations. This survey is a resource 
for health care organizations seeking to provide equitable, inclusive care to 
lesbian, gay, bisexual, and transgender (LGBT) Americans—and for LGBT 
Americans seeking health care organizations with a demonstrated commit-
ment to their care (HRC, 2014). In 2013, facilities in all 50 states and most 
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U.S. veterans hospitals participated in using the HEI, with 93 percent and 
87 percent reporting that sexual orientation and gender identity were 
included in their patient nondiscrimination policies, respectively. These non-
discrimination policies are required for Joint Commission accreditation. In 
addition, both The Joint Commission and the Centers for Medicare and Med-
icaid Services require that facilities allow visitation without regard to sexual 
orientation or gender identity. Furthermore, 96 percent and 85 percent of par-
ticipants reported that sexual orientation and gender identity, respectively, 
were also included in their employment nondiscrimination policies. The HEI 
has two sections: (1) the core four leader criteria and (2) the additional best 
practices checklist. The Core Four Leader Criteria are reflected in  Table 2–2 . 
The Additional Best Practices Checklist is designed to familiarize HEI partici-
pants with other expert recommendations for LGBT patient-centered care, to 
help identify and remedy gaps.    

 AGING POPULATION 

 In addition to the changing ethnic and racial composition of America, 
another area of concern is the growing elderly population. Technology has 
given us the ability to enhance longevity; the challenge now is whether or not 
the health care profession can learn how to best serve this growing population 
of patients. 

 As our citizens grow older, more services are required for the treatment 
and management of both acute and chronic health conditions. The profession 
must devise strategies for caring for the elderly patient population. America’s 
older citizens are often living on fixed incomes and have small or nonexistent 

 Table 2–2     Health Care Equality Index’s Core Four Leader Criteria 

 Criteria 

 Patient Nondiscrimination a.     Patient nondiscrimination policy (or patients’ bill of 
rights) includes the terms “sexual orientation” and 
“gender identity”   

b.  LGBT-inclusive patient nondiscrimination policy is 
communicated to patients in at least two documented 
ways    

 Equal Visitation a.     Visitation policy explicitly grants equal visitation to 
LGBT patients and their visitors   

b.  Equal visitation policy is communicated to patients in 
at least two documented ways    

 Employment 
Nondiscrimination 

 Employment nondiscrimination policy (or equal employ-
ment opportunity policy) includes the terms “sexual 
orientation” and “gender identity” 

 Training in LGBT 
Patient-Centered Care 

 Staff receive training in LGBT patient-centered care 

Reproduced from Human Rights Campaign Foundation, HEI Core Four Leader Criteria. Available 
at: http://www.hrc.org/hei/the-core-four-leader-criteria.
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support groups. Although this may be considered an American infrastructure 
dilemma, the reality is that medical professionals must be able to understand 
and empathize with poor, sick, elderly people of all races, sexes, and creeds. 

 The term “ageism” was coined in 1968 by Robert N. Butler, M.D., a pio-
neer in geriatric medicine and a founding director of the National Institute 
on Aging (NIA). Butler was among the first to identify the phenomenon of age 
prejudice, initially describing it as “a systematic stereotyping of and discrimi-
nation against people because they are old.” 

 Ageism can be defined as “any attitude, action, or institutional structure, 
which subordinates a person or group because of age or any assignment of 
roles in society purely on the basis of age” (Traxler, 1980, p. 4). Health care 
professionals often make assumptions about their older patients on the basis 
of age rather than functional status (Bowling, 2007). This may be due to the 
limited training physicians receive in the care and management of geriatric 
patients. For example, Warshaw and colleagues (2002, 2006) related that med-
ical residents have only limited training in geriatric medicine. Findings from 
Warshaw et al.’s 2006 study were compared with those from a similar 2002 
survey to determine whether any changes had occurred. Of the participating 
three-year residency training programs, only 9 percent required six weeks or 
more of training. As in 2002, the residency programs continue to depend on 
nursing home facilities, geriatric preceptors in nongeriatric clinical ambu-
latory settings, and outpatient geriatric assessment centers for the medical 
residents’ geriatrics training. A report from the Alliance for Aging Research 
(2003) related that there continue to be shortcomings in medical training, pre-
vention, screening, and treatment patterns that disadvantage older patients. 
The report outlined five domains of ageism in health care:

1.    Health care professionals do not receive enough training in geriatrics to 
properly care for many older patients.   

2.  Older patients are less likely than younger people to receive preventive 
care.   

3.  Older patients are less likely to be tested or screened for diseases and 
other health problems.   

4.  Proven medical interventions for older patients are often ignored, lead-
ing to inappropriate or incomplete treatment.   

5.  Older people are consistently excluded from clinical trials, even though 
they are the largest users of approved drugs.    

 On a positive note, Perry (2012) relates that progress against systematic 
ageism in health care has begun, in part, due to the passing of the 2010 
Affordable Care Act (ACA). He notes that the law’s various provisions, such as 
Medicare’s increased focus on chronic disease prevention, new models of care 
for reducing re-hospitalizations, and improved care coordination, as well as 
annual screening for cognitive impairment, will assist with changing attitudes 
toward elderly patients. 

 Before moving to our next discussion regarding diversity management, 
we pause to provide a brief overview of the efforts being made regarding the 
measuring and reporting of cultural competency. Measurement and reporting 
are needed to ensure that culturally competent care can be translated into: 
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(1) improved health outcomes and more patient-centered care, and (2) action-
able initiatives for providers that result in meaningful improvement. Through 
the support of the Robert Wood Johnson Foundation (RWJF), in 2009, the 
National Quality Forum (NQF) endorsed a comprehensive national frame-
work based on a set of seven interrelated domains (and multiple subdomains) 
for evaluating cultural competency across all health care settings, as well as 
a set of 45 recommended practices based on the framework. This was followed 
by RAND’s development of a cultural competency implementation measure-
ment tool. This tool is an organizational survey designed to assist health care 
organizations in identifying the degree to which they are providing culturally 
competent care and addressing the needs of diverse populations, as well as 
their adherence to 12 of the 45 NQF-endorsed cultural competency practices. 
In 2012, NQF endorsed 12 quality measures that address health literacy, lan-
guage access, cultural competency, leadership, and workforce development 
(RWJF, 2014). These quality measures are the first endorsed by NQF that 
specifically address health care disparities and cultural competency.   

 DIVERSITY MANAGEMENT 

 Diversity management is a challenge to all organizations. Diversity man-
agement is “a strategically driven process whose emphasis is on building 
skills and creating policies that will address the changing demographics 
of the workforce and patient population” (Svehla, 1994; Weech-Maldonado 
et al., 2002). In 2004, the National Urban League published its first study 
on employees’ perceptions regarding the effectiveness of their companies’ 
diversity programs. The results of the organization’s 2009 follow-up survey 
found that progress has been made over the past five years in certain areas. 
However, leadership commitment to diversity and companies clearly com-
municating their platform on how they value diversity are still lagging (see 
Table 2–3 ).  

 As reflected in  Table 2–3 , organizations have improved in communicat-
ing effectively regarding their diversity platforms but need to focus on their 
(1) commitment to, (2) accountability for, (3) action on, and (4) measurement 
of these initiatives. The good news is the notable increases reflecting the 
intrinsic acceptance of diversity and inclusion by the American worker. As 
reported by the National Urban League (2009), the playing field appears more 
level, diverse talent is being developed and retained, and customer/consumer 
diversity is being recognized. 

 While some gains have been made in regard to increasing diversity in the 
field of health care management, recent studies continue to suggest that there 
is still ample room for improvement. The Institute for Diversity in Health 
Management, an affiliate of the American Hospital Association, was formed 
in 1994 to address the problem that was disclosed in a 1992 study that minori-
ties held less than 1 percent of top management positions within the industry. 
In addition, the study revealed that African American health care executives 
made less money, held lower positions, and had less job satisfaction than 
their white counterparts. A 1997 follow-up study, expanded to include Latinos 
and Asians, found that although the gap had narrowed in some areas, not 
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much had changed. As examples, a study by Motwani, Hodge, and Crampton 
(1995) found that only 27.7 percent of health care workers in six Midwest hos-
pitals felt that their institutions had a program to improve employee skills 
in dealing with people of different cultures, and only 38.9 percent felt that 
management realized that cultural factors were sometimes the cause of con-
flicts among employees. Weech-Maldonado, et al. (2002) found that hospitals 
in Pennsylvania had been relatively inactive with employing diversity man-
agement practices, and equal employment requirements were the main driver 
of diversity management policy. Five years later, Weech-Maldonado and col-
leagues (Weech-Maldonado, Elliott, Schiller, Hall, Dreachslin, & Hays, 2007; 
Weech-Maldonado, Elliott, Schiller, Hall, & Hays, 2007) continued to find low 
levels of diversity management activity within California hospitals. Since that 
time, the Institute for Diversity in Health Management, in collaboration with 
other organizations, designed several initiatives to expand health care leader-
ship opportunities for ethnically, culturally, and racially diverse individuals, 
thus increasing the number of these individuals entering and advancing in 
the field.   

 Table 2–3     American Workers’ Perception 

 Statements    2009  2004  % Change 

 Leadership at my company is committed 
to diversity 

 Agree  44%  45%  −1% 

 Leaders at my company hold themselves 
and their peers accountable for progress 
in diversity 

 Agree  37%  42%  −5% 

 Leaders at my company are actively 
involved in diversity 

 Agree  38%  38%  0 

 My company has an effective diversity 
initiative 

 Agree  42%  32%  +10% 

 My company holds employees account-
able for advancing diversity 

 Agree  27%  27%  0 

 My company measures the effectiveness 
impact of its diversity efforts 

 Agree  27%  35%  −8% 

 The ideas and input of all employees are 
valued and appreciated 

 Agree  77%  37%  +30% 

 At my company everyone has an equal 
chance to advance 

 Agree  62%  44%  +18% 

 My company is committed to developing 
people who are diverse 

 Agree  51%  38%  +13% 

 At my company people who are different 
tend to leave 

 Disagree  62%  50%  +12% 

 The employees at my company demon-
strate an appreciation of our customers’ 
and consumers’ diversity 

 Agree  60%  48%  +12% 

Reproduced from National Urban League. (2009). Diversity Practices That Work: The American 
Worker Speaks II. Available at: http://nul.iamempowered.com/sites/nul.iamempowered.com
/files/attachments/Diversity_Practices_That_work_2009.pdf.
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 HEALTH CARE LEADERSHIP 

 The American College of Healthcare Executives (ACHE), the National Asso-
ciation of Health Services Executives (NAHSE), the Institute for Diversity in 
Healthcare Management (IFD), the National Forum for Latino Healthcare 
Executives, and the Asian Health Care Leaders Association released a study 
in 2009 that measured the representation of black non-Hispanics, Hispanics, 
women, and other minorities in health care executive leadership roles. This 
study was a follow up to similar studies completed in 1992, 1997, and 2002. 
The study, completed in 2008, was based on a random-sample survey of 1,515 
health care executives. Respondents worked in a variety of settings––hospi-
tals, health care–provider organizations, government health agencies, and 
consulting and educational institutes (see   Table 2–4  ).  

 Although the results of the 1997 study reflected improvements in diver-
sity over the 1992 study (see:  www.ache.org ––Race and Ethnic Study 2002), 
the 2002 and 2008 results indicated that the health care industry did not do 
as well in promoting minorities and women in chief executive officer (CEO) 
and chief operating officer (COO)/senior vice president positions. In the 2008 
ACHE study, as noted by the authors of the study (p. 12) and reflected in 
Tables 2–4   and  2–5 , 34 percent of CEOs are white men, compared to 28 per-
cent of them being Hispanic men, 16 percent black men, and 5 percent Asian 
men. However, these disparities are not apparent among women, where all 
racial/ethnic groups hold between 10 and 13 percent of CEO positions. When 
all senior executive positions are considered, including chief executive officer 
and chief operating officer/senior vice president, the proportion of white men 
in such positions continues to exceed that of minority men. However, among 
women, a higher proportion of Hispanic women than others are in senior exec-
utive positions. The two factors of race/ethnicity and gender are evident espe-
cially when comparing blacks and whites. For both blacks and whites, only 
about half as many women attained CEO or COO/senior vice president posts 
as their male counterparts. 

 In the 2013–2014 Benchmarking Survey by the Institute of Diversity, the 
results highlighted that while there was some limited increase in the diversity 
of hospitals’ leadership and governance, more positive movement is needed. 
The study reported that minorities composed:

•    14 percent of hospital board members (unchanged from 2011)   
•  12 percent of executive leadership positions (unchanged from 12 percent 

in 2011)   
•  17 percent of first- and mid-level management positions (up from 15 per-

cent in 2011)      

 Dreachslin and Curtis (2004) noted that career advancement of women and 
racially/ethnically diverse individuals in health care management was char-
acterized by: (1) underrepresentation, especially in senior-level management 
positions; (2) lower compensation, even controlling for education and experi-
ence; and (3) more negative perceptions of equity and opportunity in the work-
place. The researchers identified three areas that are key organization-specific 
factors for shaping career outcomes for women and racially/ethnically diverse 
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individuals: (1) leadership and strategic orientation (i.e., senior management’s 
commitment to successful implementation of diversity initiatives), (2) orga-
nizational culture/climate (i.e., the depth and breadth of the organization’s 
strategic commitment to diversity leadership and cultural competence), and 
(3) human resources practices (i.e., establishing best practices in advancing 
the management careers of women and racially/ethnically diverse individuals, 
such as formal mentoring programs, professional development, work/life bal-
ances, and flexible benefits). 

 On the basis of Dreachslin’s and others’ research, the NCHL, ACHE, IFD, 
and the American Hospital Association developed the Diversity and Cultural 
Proficiency Assessment Tool for Leaders (see   Exhibit 2–3  ). The assessment 
tool begins the process of developing a cultural awareness for the organiza-
tion’s workforce. Going forward, managers will need to develop models that 
establish benchmarks for cultural competence to enable their organizations to 
develop competent interventions, thereby improving the quality of health care 
(Betancourt, Green, & Carrillo, 2002).  

 Exhibit 2–3     A Diversity and Cultural Proficiency Assessment Tool for Leaders   

CHECKLIST

As Diverse as the Community You Serve YES NO

• Do you monitor at least every three years the demographics of your com-
munity to track change in gender and racial and ethnic diversity? 

• Do you actively use these data for strategic and outreach planning? 

• Has your community relations team identified community organizations, 
schools, churches, businesses, and publications that serve racial and ethnic 
minorities for outreach and educational purposes? 

• Do you have a strategy to partner with them to work on health issues 
important to them? 

• Has a team from your hospital met with community leaders to gauge their 
perceptions of the hospital and to seek their advice on how you can better 
serve them, in both patient care and community outreach? 

• Have you done focus groups and surveys within the past three years in 
your community to measure the public’s perception of your hospital as 
being sensitive to diversity and cultural issues? 

• Do you compare the results among diverse groups in your community and 
act on the information? 

• Are the individuals who represent your hospital in the community reflec-
tive of the diversity of the community and your organization? 

• When your hospital partners with other organizations for community 
health initiatives or sponsors community events, do you have a strategy in 
place to be certain you work with organizations that relate to the diversity 
of your community? 
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Exhibit 2–3 (Continued)

YES NO

• As a purchaser of goods and services in the community, does your hospital 
have a strategy to ensure that businesses in the minority community have 
an opportunity to serve you? 

• Are your public communications, community reports, advertisements, 
health education materials, websites, etc. accessible to and reflective of the 
diverse community you serve? 

Culturally Proficient Patient Care

• Do you regularly monitor the racial and ethnic diversity of the patients 
you serve? 

• Do your organization’s internal and external communications stress your 
commitment to culturally proficient care and give concrete examples of 
what you are doing? 

• Do your patient satisfaction surveys take into account the diversity of your 
patients? 

• Do you compare patient satisfaction ratings among diverse groups and act 
on the information? 

• Have your patient representatives, social workers, discharge planners, 
financial counselors, and other key patient and family resources received 
special training in diversity issues? 

• Does your review of quality assurance data take into account the diversity 
of your patients in order to detect and eliminate disparities? 

• Has your hospital developed a “language resource,” identifying qualified 
people inside and outside your organization who could help your staff com-
municate with patients and families from a wide variety of nationalities 
and ethnic backgrounds? 

• Are your written communications with patients and families available in 
a variety of languages that reflects the ethnic and cultural fabric of your 
community? 

• Depending on the racial and ethnic diversity of the patients you serve, do 
you educate your staff at orientation and on a continuing basis on cultural 
issues important to your patients? 

• Are core services in your hospital such as signage, food service, chaplaincy 
services, patient information, and communications attuned to the diversity 
of the patients you care for? 

• Does your hospital account for complementary and alternative treatments 
in planning care for your patients? 

Strengthening Your Workforce Diversity

• Do your recruitment efforts include strategies to reach out to the racial 
and ethnic minorities in your community? 

• Does the team that leads your workforce recruitment initiatives reflect the 
diversity you need in your organization? 

• Do your policies about time off for holidays and religious observances take 
into account the diversity of your workforce? 

(continues)

Health Care Leadership    35 

9781284087062_CH02_PASS02.indd   35 17/02/15   6:10 PM



Exhibit 2–3 (Continued)

YES NO

• Do you acknowledge and honor diversity in your employee communica-
tions, awards programs, and other internal celebrations? 

• Have you done employee surveys or focus groups to measure their percep-
tions of your hospital’s policies and practices on diversity and to surface 
potential problems? 

• Do you compare the results among diverse groups in your workforce? Do 
you communicate and act on the information? 

• Have you made diversity awareness and sensitivity training available to 
your employees? 

• Is the diversity of your workforce taken into account in your performance 
evaluation system? 

• Does your human resources department have a system in place to measure 
diversity progress and report it to you and your board? 

• Do you have a mechanism in place to look at employee turnover rates for 
variances according to diverse groups? 

• Do you ensure that changes in job design, workforce size, hours, and other 
changes do not affect diverse groups disproportionately? 

Expanding the Diversity of Your Leadership Team

• Has your Board of Trustees discussed the issue of the diversity of the hos-
pital’s board? Its workforce? Its management team? 

• Is there a Board-approved policy encouraging diversity across the 
organization? 

• Is your policy reflected in your mission and values statement? Is it visible 
on documents seen by your employees and the public? 

• Have you told your management team that you are personally committed 
to achieving and maintaining diversity across your organization? 

• Does your strategic plan emphasize the importance of diversity at all lev-
els of your workforce? 

• Has your board set goals on organizational diversity, culturally proficient 
care, and eliminating disparities in care to diverse groups as part of your 
strategic plan? 

• Does your organization have a process in place to ensure diversity reflect-
ing your community on your Board and subsidiary and advisory boards? 

• Have you designated a high-ranking member of your staff to be responsible 
for coordinating and implementing your diversity strategy? 

• Have sufficient funds been allocated to achieve your diversity goals? 

• Is diversity awareness and cultural proficiency training mandatory for all 
senior leadership, management, and staff? 

• Have you made diversity awareness part of your management and board 
retreat agendas? 

• Is your management team’s compensation linked to achieving your diver-
sity goals? 
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 In order to best serve their patient base, health care organizations and pro-
viders must be willing to invest the time, money, and effort needed to educate 
all their employees. Educating senior staff is important, but so is educating 
the entire health care workforce. Wilson-Stronks and Murtha (2010), Cejka 
Search and Solucient (2005), and Kochan et al. (2003) have linked the effects 
of diversity to business performance. Kochan and colleagues (2003) concluded 
that the impact of diversity is dependent upon the following factors: organi-
zational culture, human resource practices, and strategy. In other words, the 
impact of diversity is directly related to the organization’s ability to walk their 
talk and can have a negative impact if not followed. For example, the Witt/
Kieffer’s 2011 national survey of 454 health care professionals, with 54 per-
cent representing senior executives, provides a deeper understanding of how 
diversity is connected to measurable business benefits:

•    Patient satisfaction: Nearly two-thirds (62 percent) believe cultural dif-
ferences improve patient satisfaction.   

•  Successful decision-making: More than half (57 percent) believe that cul-
tural differences support successful decision-making.   

•  Strategic goals: More than half of these respondents (54 percent) acknowl-
edge that diversity recruiting enables the organization to reach its stra-
tegic goals.   

•  Clinical outcomes: Nearly half (46 percent) believe diversity improves 
clinical outcomes.    

 Dreachslin (2007) reinforces the need for mass customization of diversity 
practices to be inclusive of disparities that are represented within the commu-
nities that health care organizations serve. In order to actively support busi-
ness strategy, organizations will need to provide employees with skills that 
are inclusive of conflict-management skills, self-awareness, understanding of 
cultural differences, validation of alternative points of view, and methods to 
manage bias through effective human resource training and development. 

Exhibit 2–3 (Continued)

YES NO

• Does your organization have a mentoring program in place to help develop 
your best talent, regardless of gender, race, or ethnicity? 

• Do you provide tuition reimbursement to encourage employees to further 
their education? 

• Do you have a succession/advancement plan for your management team 
linked to your overall diversity goals? 

• Are search firms required to present a mix of candidates reflecting your 
community’s diversity? 

Reproduced from Institute for Diversity in Health Management (2004).
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 For health care managers to transform their organizations into an inclusive 
culture where all employees feel the opportunity to reach their full potential, 
Guillory (2004, pp. 25–30) recommended a 10-step process:

1.    Development of a customized business case for diversity for your organi-
zation. In other words, how does diversity relate to the overall success of 
the organization?   

2.  Education and training for your staff to develop an understanding of 
diversity, its importance to your organization’s success, and diversity 
skills to apply on a daily basis.   

3.  Establishment of a baseline by conducting a comprehensive cultural sur-
vey that integrates performance, inclusion, climate, and work/life balance.   

4.  Selection and prioritization of the issues that lead to the greatest break-
through in transforming the culture.   

5.  Creation of a three- to five-year diversity strategic plan that is tied to 
organizational strategic business objectives.   

6.  Leadership’s endorsement of and financial commitment to the plan.   
7.  Establishment of measurable leadership and management objectives to 

hold managers accountable to top leadership for achieving these objectives.   
8.  Implementation of the plan, recognizing that surprises and setbacks will 

occur along the way.   
9.  Continued training in concert with the skills and competencies neces-

sary to successfully achieve the diversity action plan.   
10.  Survey one to one-and-a-half years after initiation of the plan to deter-

mine how inclusion has changed.    
Reproduced from Guillory, W. A. (2004). The roadmap to diversity, inclusion, and high performance. Healthcare Executive, 19(4), 24–30.

 Dreachslin (2007) reinforces the need for senior staff to “manage” diversity 
and invest in professional development so that team members have the tools 
they need to navigate their differences. As Dreachslin notes, “if left unman-
aged, demographic diversity will interfere with team functioning.” Managers 
need to provide employees with training to enhance their conflict-manage-
ment skills, self-awareness, understanding of cultural differences, and meth-
ods to effectively manage bias.   

 THE FUTURE WORKFORCE 

 For the first time in modern history, our workforce consists of four separate 
generations working side by side—and the differences among them are one 
of the greatest challenges facing managers today (Wasserman, 2007). Bonnie 
Clipper (2012, p. 45), author of  The Nurse Manager’s Guide to an Intergenera-
tional Workforce , provides a humorous example for understanding the genera-
tions’ differences.  

 A nurse manager desperate for more staff, telephones four nurses to 
ask whether they will pull an extra shift: 

   The first nurse says, “What time do you need me?”   
 The second nurse says, “Call me back if you can’t find anyone else.”   
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 The third nurse says, “How much will you pay me?”   
 The fourth nurse says, “Sorry, I have plans. Maybe next time.”   

 Adapted from Stokowski, L. A. (2013). The 4-generation gap in nurs-
ing. Medscape. Available at:  www.medscape.com/viewarticle/781752   

 These different reponses are typical of the four different generations of 
nurses currently working side by side at the bedside. The first response was 
from the traditionalist generational cohort. This generation, born between 1925 
and 1942, is typically characterized as dedicated, hardworking, and loyal. The 
second response is from the Baby Boomer generation, those born between 1943 
and 1960 who are viewed as optimistic, productive, and workaholics. The third 
response is from Generation X, born between 1961 and 1981, typically referred 
to as cynical, independent, and informal. The fourth response is reflective of the 
Millennial generational cohort, born between 1982 and 2000, which is viewed 
as confident, inpatient, and social. Becton, Walker, and Jones-Farmer (2014) 
point out that although much has been written about their differences, there 
still remains a gap in our understanding of each generational cohort’s values 
and beliefs. As such, generational differences may best be explained by “age, 
life stage, or career stage effects” (Becton, Walker, & Farmer, 2014, p. 176). 

 As part of diversity management, health care managers need to devise 
strategies for attracting younger workers to enter the health care field while 
maintaining positive relationships with older workers. For example, Barney 
(2002, p. 83) points out that Generation X workers want “managers who lis-
ten, consider their ideas, and treat them as peers. They want to be part of 
the decision-making process and want flexibility in their work environment 
because they value their time and freedom.” 

 What about the Millennials, sometimes referred to as Generation Y? 
Although this generational cohort has only recently begun to enter the work-
force, Millennials will be the fastest-growing segment of the working popula-
tion—they grew from 14 percent of the workforce to 21 percent over the past 
four years, to nearly 32 million workers (Armour, 2005). Although it is impos-
sible to generalize about the wants and needs of millions of people in each gen-
eration, workplace experts tend to use the following characteristics to describe 
the Millennials (Martin & Tulgan, 2006): 

•    High expectations of self: They aim to work faster and better than other 
workers.   

•  High expectations of employers: They want fair and direct managers who 
are highly engaged in their professional development.   

•  Ongoing learning: They seek out creative challenges and view colleagues 
as vast resources from whom to gain knowledge.   

•  Immediate responsibility: They want to make an important impact on day 
one.   

•  Goal oriented: They want small goals with tight deadlines so they can 
build up ownership of tasks.   

 In addition to the younger workers, health care managers must also con-
sider the needs of older workers. For example, in a Robert Wood Johnson 
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Foundation study, Hatcher and colleagues (2006) suggested that hospitals 
seeking to recruit and retain older nurses need to implement strategies, such 
as flexible work hours, increased benefits, newly created professional roles, 
and an atmosphere of respect for nurses. 

 Generational diversity poses challenges for today’s and tomorrow’s employ-
ers. Younger workers have a strong need for immediate feedback, workers 
now in their 30s and 40s demand greater work–life balance and flexibility, 
and older workers expect increased benefits and professionalism. With a mul-
tigenerational workforce, employers will need to develop age-diversity train-
ing programs for their managers so they can better understand the needs and 
expectations of each generation (Martin & Tulgan, 2006).      

 SUMMARY 

 Health care organizations need to be flexible to change and meet diversity 
challenges. The greatest barrier to the industry’s success may be its inability 
to understand and appreciate the increasing diversity within our population, 
whether relating to patients or employees. As Kochan and colleagues (2003, 
p. 18) related,  

 Diversity is a reality in labor markets and “customer” markets today. 
To be successful in working with and gaining value from this diver-
sity requires a sustained, systemic approach and long-term commit-
ment. Success is facilitated by a perspective that considers diversity 
to be an opportunity for everyone in an organization to learn from 
each other how better to accomplish their work and an occasion that 
requires a supportive and cooperative organizational culture as well 
as group leadership and process skills that can facilitate effective 
group functioning. Organizations that invest their resources in tak-
ing advantage of the opportunities that diversity offers should out-
perform those that fail to make such investments.  

 Similarly, Dobson (2012) states that although more research is needed, it 
makes good business sense for organizations to invest in leadership diversity. 
She argues that there are three interrelated strategies for organizations to 
consider: (1) linking diversity with performance, (2) linking investments in 
diversity to financial outcomes and organizational metrics of success, and 
(3) making organizational leadership responsible for cultural competence as a 
performance measure. When operational measures are connected with a cul-
turally competent organization, the results will be a reduction in health dis-
parities, increased patient satisfaction, and a more engaged workforce.   

 DISCUSSION QUESTIONS 

1.    Discuss what the term “diversity” means.   
2.  Explain the meaning of cultural competency.   
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3.  What do we mean when we say “diversity management”?   
4.  Explain why and how changes in U.S. demographics affect the health 

care industry.     

 EXERCISE 2–1 

 You have been asked to join the hospital’s task force for developing a plan to 
increase the organization’s workforce diversity from its current 20 percent level 
to 40 percent over the next five years. How does your task force define diver-
sity? What recommendations would you make as a member of the task force?   

    EXERCISE 2–2 

 In 2012, the Alliance of Aging Research established the Healthspan Cam-
paign, a coalition of organizations committed to solving the challenges brought 
about by the aging of the American population. With each passing year, the 
percentage of people in the United States—and much of the world—over age 
65 increases. This “Silver Tsunami” is expected to bring a flood of chronic dis-
ease and disabilities due to aging that could overwhelm the health care sys-
tems of many nations. Watch the films  The Healthspan Imperative  and  What 
Is the Silver Tsunami?  at  www.healthspancampaign.org . Discuss the effect of 
the aging population on our health system and present recommendations for 
how these challenges could be addressed.   

 EXERCISE 2–3 

 Visit the Hofstede Centre ( http://geert-hofstede.com/countries.html ) and 
review the scores by country for the various cultural dimensions that Hofstede 
identified. In light of these scores, think about some interactions you’ve had 
with people (colleagues, patients, friends, etc.) born and raised in other coun-
tries. Do your interactions make more sense given this newly found insight?   

 EXERCISE 2–4 

 View the video titled  Improving Patient-Provider Communication: Joint 
Commission Standards and Federal Laws  at  www.jointcommission.org/mul-
timedia/improving-patient-provider-communication---part-1-of-4/ . The video 
was a joint project of The Joint Commission and the U.S. Department of 
Health & Human Services (HHS) Office for Civil Rights to support language 
access in health care organizations. 

 With diverse patient populations come language translation issues. Medi-
cal interpretation is a challenge facing most health organizations. Medical 
interpretation and translation services are costly. You are a member of your 
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hospital’s task force challenged to establish customer-focused, cost-efficient 
communication programs. What recommendations would you make as a mem-
ber of the task force?   

 EXERCISE 2–5 

 In December 2012, the American College of Healthcare Executives released 
its fifth report in a series of research surveys designed to compare the career 
attainments of men and women health care executives. View this report, titled 
A Comparison of the Career Attainments of Men and Women Healthcare Exec-
utives: 2012,  at  www.ache.org . In small groups, discuss the changes (if any) 
regarding women advancing to senior leadership positions that have occurred 
in the health care industry since the previous report in 2006.   

 EXERCISE 2–6 

 In April 2013,  Modern Healthcare  published its fourth biennial recogni-
tion of the Top 25 Women in Healthcare. The previous lists appeared in 2005, 
2007, and 2009 and can be found on  ModernHealthcare.com  under “Recogni-
tions.” In small groups, discuss the changes (if any) over the past nine years of 
the selected awardees population (i.e., employed in what sectors of the health 
industry, what positions do/did they hold, race/ethnicity groups, and so on).    
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