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Background: Diversity in the health care sector has been put forward as a key factor for improving organizational 
performance; however, the evidence based on this assumed positive impact is still fragmented.
Purpose: Adopting a narrative and critical approach, this systematic review investigated the relationship between 
surface and deep-level diversity and performance in the health care sector. Performance is categorized into two main 
dimensions: relational performance, arising from interactions between groups of individuals within organizations, and 
organizational performance, which refers to outcomes related to the overall organizational activity.
Methodology/Approach: This systematic review focused on scientific papers published in English in international peer- 
reviewed journals, retrieved from the ISI Web of Science citation and search database. In addition, citation snowballing 
was employed to identify further relevant studies. A total of 58 papers were identified as meeting the research criteria.
Findings: The analysis of the 58 selected studies indicates that at the organizational level, diversity has a generally 
positive effect on performance. At the team level, however, diversity is frequently linked with mixed or negative relational 
performance outcomes. Undesired consequences of diversity specifically relate to the emergence of homogeneous 
subgroups, so-called faultlines, in groups of individuals, ultimately leading to a negative impact on relational and orga
nizational performance. At the board level, where the extant literature has mainly focused on gender diversity, increasing 
female representation appears to yield positive effects, except when it is already comparatively high.
Practice Implications: Policymakers and practitioners should recognize both the benefits and challenges of diversity in 
health care. While diversity is essential in such a complex sector, it may produce unintended negative consequences, 
particularly when diversity is at high levels or faultlines emerge. This highlights the importance of effective management 
strategies and human resource policies to optimize its impact.
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Background

In recent years, policymakers, scholars, and practitioners 
have increasingly emphasized the importance of workforce 
diversity in public administration as a strategic performance 
asset (Ding & Riccucci, 2023; Gomez & Bernet, 2019). At 
the policy level, both the European Commission and the 

United Nations have introduced measures aimed at redu
cing the diversity gap through the implementation of 
diversity, equity, and inclusion (DEI) initiatives like the 
Horizon Europe Guidance and the Sustainable 
Development Goals. From a scholarly perspective, some 
studies in the health care field have shown that diversity can 
positively influence organizational performance by intro
ducing a wider range of perspectives, experiences, and 
problem-solving approaches, which foster creativity and 
innovation (Gomez & Bernet, 2019; Schmidt et al., 2023). 
However, despite its assumed benefits, the extant literature 
has also highlighted the potential drawbacks associated 
with diversity, including increased communication barriers, 
cultural misunderstandings, heightened interpersonal con
flicts, and the risk of team fragmentation (Hillman et al., 
2009; Leslie, 2019; Van Knippenberg & Schippers, 2007; 
Von Bergen et al., 2002). This ambivalence has contributed 
to a growing characterization of diversity as a “double- 
edged sword,” a concept emphasizing its dual capacity to 
generate both positive and negative outcomes depending on 
organizational and contextual factors (Horwitz & Horwitz, 
2007). The salience of this debate is particularly apparent in 
the health care sector, where diversity is seen as essential to 
addressing the needs of increasingly heterogeneous patient 
populations, ensuring high-quality, safe care, and 
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promoting equitable access to service provision (Placide 
et al., 2023; Stanford, 2020).

The health care sector represents a particularly interest
ing field for investigating the relationship between diversity 
and performance. First, health care organizations are 
characterized by intrinsic complexity: they rely heavily on 
interprofessional collaboration, a multiplicity of highly 
specialized and differentiated roles, and operate under 
constant time and resource pressures with potential direct 
consequences for patient outcomes (McLaney et al., 2022; 
Rawlinson et al., 2021). In such a context, workforce 
diversity has become increasingly critical for addressing 
staff shortages and demographic shifts, especially in the 
aftermath of COVID-19, as professional diversity facilitates 
knowledge exchange and supports task shifting (Goode & 
Landefeld, 2018). Conversely, diversity may also under
mine coordination, slow down decision-making, and 
increase the risk of miscommunication and mis
understanding (Dreachslin et al., 2000; Rawlinson et al., 
2021).

Second, health care provides a particularly fertile context 
for examining diversity across multiple organizational 
levels. At the organizational level, workforce diversity is 
especially significant because day-to-day interactions with 
patients occur here, where demographic, cultural, and 
professional differences among staff directly influence the 
quality of care. A diverse workforce brings a wider range of 
skills, knowledge, and perspectives, which enhances pro
blem-solving and, ultimately, improves organizational 
performance (El Chaarani & Raimi, 2022; Naciti et al., 
2022; Trinchese et al., 2024). At the team level, diversity 
shapes the effectiveness of daily communications among 
members, influences the integration of different types of 
professional knowledge, and affects the coordination of 
roles and responsibilities in practice. These dynamics, in 
turn, impact the degree of trust and mutual respect that 
either enables or constrains collaboration (Mitchell et al., 
2011). At the board level, diversity is not only a matter of 
ensuring adequate representation of the workforce but also 
serves as a strategic lever. Diverse boards contribute a broad 
range of perspectives that can influence organizational 
priorities, shape governance processes, and prioritize the 
allocation of resources in ways that affect both employees 
and overall organizational performance (Blanco-Oliver 
et al., 2018; Romano et al., 2024).

Third, health care organizations offer a distinctive con
text for studying the potential adverse consequences of 
diversity, such as the emergence of faultlines. These are 
defined as hypothetical dividing lines that split teams into 
internally homogeneous but mutually distant subgroups, 
increasing the risk of fragmentation, conflicts, and reduced 
cohesion (Lau & Murnighan, 1998). This issue is particu
larly salient in health care because effective service delivery 
relies heavily on collaborative, interprofessional teamwork, 
requiring close coordination among professionals to ensure 
high-quality and safe care (Nawaz et al., 2022).

Hence, despite the growing adoption of DEI initiatives in 
health care globally, the relationship between diversity and 
performance remains underexplored, lacking both a com
prehensive analytical framework and a robust evidence 

base. This review aligns with broader theoretical develop
ments that conceptualize diversity as multidimensional and 
context-dependent (Harrison & Klein, 2007) and responds 
to recent calls for advancing diversity theory to better 
capture complexity and organizational dynamics (Nkomo 
et al., 2019). By engaging with these perspectives and 
applying them to health care delivery organizations, this 
study seeks to bridge conceptual advances in organizational 
research with the practical challenges of managing diverse 
workforces in high-stakes service environments.

Theory

In the literature, diversity has been theorized across multiple 
academic disciplines and research streams, each emphasiz
ing distinct mechanisms and outcomes linked with a more 
heterogeneous workforce. Following Harrison et al. (1998), 
we distinguish between surface-level diversity and deep- 
level diversity. Surface-level diversity refers to observable 
characteristics such as gender, age, and ethnicity, whereas 
deep-level diversity encompasses nonobservable attributes 
such as values, beliefs, attitudes, and personality that typi
cally emerge through interaction. In line with the classifi
cation of Martins and Sohn (2022) as well as Jansen and 
Searle (2021) and according to the dichotomization of team 
diversity from Horwitz and Horwitz (2007), we categorize 
tasks related to diversity as a deep-level characteristic 
depending on cognitive orientations, individuals’ beliefs, 
expertise, and experience. In general terms, diversity theory 
assumes organizational benefits such as increased creativity, 
innovation, and problem-solving stemming from the com
bination of different perspectives, backgrounds, and 
experiences (Gomez & Bernet, 2019).

From economic and strategic management perspectives, 
most theories adopt a general positive view of diversity, 
highlighting its role as a valuable organizational asset. For 
instance, resource dependence theory posits that a hetero
geneous workforce enables organizations to attract 
employees with higher levels of human and social capital. 
This reinforces connections with the external environment, 
facilitates access to information and resources, and 
improves adaptability and contextual fit (Pfeffer & 
Salancik, 2015). Similarly, signaling theory sees diversity as 
a signal of openness to multiple perspectives, capable of 
reducing information asymmetry and enhancing organiza
tional legitimacy and reputation (Spence, 1978, 2002).

By contrast, research in social psychology and organi
zational behavior has especially emphasized the potential 
risks associated with diversity. In this sense, social identity 
theory and self-categorization theory explain how indivi
duals classify themselves and others into social groups, 
generating in-group favoritism, stereotyping, and inter
group bias that can fragment collaboration and reduce 
performance (Tajfel et al., 1979). Aligned to this, the 
similarity-attraction perspective reinforces these dynamics 
by suggesting that individuals prefer to collaborate with 
those perceived as similar, thereby intensifying inter
personal tensions (Byrne, 1997). On a positive side, optimal 
distinctiveness theory—an extension of social identity 
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theory—posits that while individuals categorize themselves 
into groups based on attributes such as race, ethnicity, or 
gender, they also seek to balance the dual need for 
assimilation and differentiation (Brewer, 2012). Building 
on these psychological insights, faultline theory argues that 
the alignment of diversity attributes can divide teams into 
homogeneous but mutually distant subgroups, undermin
ing cohesion and decision-making. Conversely, weaker 
faultlines can foster cross-cutting ties that allow diversity 
to be leveraged productively (Lau & Murnighan, 1998). 
Specifically, Lau and Murnighan (1998) differentiate 
between “demographic group faultlines, such as age” and 
“non-demographic characteristics, such as personal values 
or personality” (p. 328).

At the governance level, diversity is theorized as shaping 
both the monitoring and decision-making functions of 
boards of directors. Upper echelons theory argues that the 
demographic characteristics of top executive teams and 
boards influence strategic choices and subsequent organi
zational outcomes, with diversity in leadership teams 
improving decision quality and alignment with environ
mental demands (Hambrick & Mason, 1984). 
Complementarily, agency theory emphasizes the monitor
ing benefits of diversity, suggesting that heterogeneous 
boards strengthen oversight, mitigate agency costs, and 
reinforce accountability (Fama & Jensen, 1983). 
Meanwhile, stakeholder theory posits that more diverse 
governance structures enhance legitimacy, trust, and 
responsiveness by representing a broader range of con
stituencies (Freeman et al., 2010).

In health care, applying and comparing these theories is 
especially important due to the sector’s reliance on multi
disciplinary collaboration and the proliferation of empirical 
studies across diverse organizational contexts. Collectively, 
these theoretical perspectives highlight the absence of a 
definitive answer regarding the impact of diversity on per
formance outcomes. Hence, this systematic review aims to 
critically examine and synthesize existing evidence on 
workforce diversity and its relationship to performance 
outcomes across multiple levels within health care organi
zations. Specifically, it seeks to address the following 
research question:

RQ: What is the impact of diversity on performance in 
health care at the team, board, and overall organizational 
levels?

Method

Search Strategy
The review employed a rigorous methodological frame
work grounded in the PRISMA (Preferred Reporting Items 
for Systematic Reviews and Meta-Analyses) guidelines. 
PRISMA represents an internationally recognized standard 
featuring 27 specific criteria aimed at ensuring methodo
logical rigor, transparency, and comprehensive doc
umentation in systematic reviews (Page et al., 2021). Article 
extraction was conducted using the Web of Science data
base, strategically selected for its capacity to ensure access 
to high-impact, methodologically robust research, thereby 

enabling a comprehensive and reliable evidence-based 
mapping (Catuogno et al., 2016; Sarto & Veronesi, 2016).

The research protocol was constructed through a struc
tured, algorithmic approach that incorporated key termi
nology and linguistic variants. Search string construction 
was informed by two specialized librarians from the medi
cal and social sciences, ensuring the integration of two core 
thematic domains: diversity and health care sector perfor
mance. The final search configuration was: (“diversity” OR 
“gender diversity” OR “age diversity” OR “tenure diver
sity” OR “workforce diversity” OR “team diversity” OR 
“faultlines”) AND (“healthcare” OR “healthcare man
agement” OR “healthcare services” OR “healthcare orga
nizations”) AND (“performance” OR “individual 
performance” OR “organizational performance”). 
Database interrogation was conducted on April 09, 2025, 
followed by retrospective and prospective citation tracking 
for included articles using Google Scholar until July 
11, 2025.

Study Selection
The search targeted peer-reviewed scholarly publications 
available in international journals, with a time limit con
straint from the year 2000 onward. This year marked the 
introduction of the Millennium Goals, which elevated 
diversity as a priority across multiple research agendas. The 
initial search generated 952 publications, which were sub
sequently evaluated the following inclusion parameters: (1) 
empirical investigations reporting quantitative or qualita
tive empirical findings, thus excluding editorials, reviews, 
and pure theoretical analyses; (2) studies conducted within 
the health care context; (3) explicitly examination of 
workforce diversity and its relationship to performance, 
ensuring thematic relevance; and (4) publication in the 
English language.

Study selection proceeded through a three-phase proto
col illustrated in Figure 1:
(a) First, bibliographic information from algorithmically 

identified records was screened to ensure compliance 
with the inclusion parameters related to publication 
type, language, and year of publication.

(b) Subsequently, the title and abstract of the remaining 
studies were evaluated for thematic relevance, study 
design, and target population.

(c) Finally, full-text documents of the remaining records 
were retrieved and assessed for eligibility.

All three phases were conducted independently by two 
authors, with disagreements resolved through discussion at 
regular intervals; persistent discrepancies were resolved by a 
third author. The systematic search initially generated 952 
records. Of these, 75 were eliminated in the initial phase for 
being published before 2000 (n = 7) or not appearing in 
peer-reviewed international journals (n = 68). 
Subsequently, 805 records were removed during title and 
abstract screening due to nonempirical design (n = 58) or 
thematic irrelevance (n = 747). The remaining 72 records 
underwent full-text review, resulting in the exclusion of two 
studies for lacking an empirical approach and 35 for the
matic irrelevance. Additional studies were incorporated 
through backward and forward citation tracking (n = 23). 

www.hcmrjournal.com • Volume 00 • Issue 00 • 2026 Health Care Manage Rev

3



Ultimately, 58 studies met all the inclusion parameters and 
were retained for the review.

Quality Assessment
Methodological and reporting quality assessment of the 
included studies was conducted following Hermes et al. 
(2025) and utilized a modified QuADS instrument origin
ally developed by Harrison et al. (2021). The adapted scale 
encompassed 11 criteria grouped into four dimensions: 
study concept and design (Items 1–4), transparency of 
methodological procedures (Items 5–7), methodological 
appropriateness (Items 8–10), and limitations (Item 11). 
Each criterion was scored on a 0–3 scale, with 3 indicating 
the highest quality. Two authors independently assessed 
each study’s methodological and reporting quality. 
Assessment disagreements were discussed and resolved 
bilaterally. Based on total scores, the studies were categor
ized into three quality categories: low (score < 60%), 
moderate (60–79%), and high ( ≥ 80%). In reporting the 
review findings, we emphasized high-quality studies, while 

low-quality studies were retained to preserve valuable 
insights and adhere to QuADS principles (Harrison 
et al., 2021).

The quality assessment overview for each study, includ
ing individual criteria, overall ratings, and reporting qual
ity, is reported in Supplemental Digital Content Table 1 
(http://links.lww.com/HCMR/A188).

Study Characteristics
Table 1 provides an overview of the selected articles (see 
Digital Content Table 2, Supplemental Digital Content, 
http://links.lww.com/HCMR/A188 for a detailed over
view). Based on a comprehensive analysis of 58 studies 
included in this systematic review, the temporal distribution 
reveals a concentrated publication pattern with 60% of 
studies (n = 35) published between 2020 and 2025, indi
cating a marked increase in scholarly interest in diversity 
research within health care settings in recent years. The 
publication peak was in 2024 (n = 11), further indicating 
growing academic attention in the postpandemic period. 

FIGURE 1. PRISMA flow chart of study selection.
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Studies spanned multiple disciplinary fields, with organiza
tional behavior and human resource management account
ing for the largest share (31%), followed by health 
policy and management (29%), public administration and 
public sector management (15%), psychology (14%), and 
other fields (11%), reflecting the interdisciplinary nature of 
diversity research in health care.

Geographically, the studies showed substantial interna
tional scope, with the United States having the largest 
research output (21 studies), followed by the United 
Kingdom (17%) and China (12%). This indicates a multi- 
country academic engagement with health care diversity 
research. The predominant research settings were health care 
teams (38% of studies), followed by hospitals (33%), and 
other health care organizations (22%).

Sample sizes varied across reviewed studies, ranging from 
small qualitative samples of 14 participants to large-scale 
data sets encompassing over 26,000 employees. This varia
tion mirrors the adoption of diverse methodological 
approaches tailored to distinctive research questions. 
Methodologically, the field demonstrates a predominantly 
quantitative orientation, with 93% of studies (65% cross- 
sectional and 35% longitudinal) employing quantitative 
designs, while only 7% used qualitative methods. With 
reference to the dimensions of diversity examined, gender- 
related diversity was the most frequently investigated cate
gory (31% of studies), followed by faultlines (14%).

To structure the analysis, we grouped performance out
comes into two levels: relational and organizational. 
Relational outcomes include studies focusing on inter
personal interactions and relationships, while organizational 
outcomes refer to broader measures of performance achieved 
at the organization level.

Regarding the findings, 24 studies (40%) reported a 
positive effect, 15 (26%) a negative effect, 9 (16%) a mixed 
effect, 5 (9%) a U-shaped effect, and 5 (9%) found no sig
nificant effect. As explained, we categorized these studies 
along two dimensions: relational performance outcomes 
(47%), which capture effects from interpersonal interactions 
such as communication, conflict management, and organi
zational climate; and organizational performance outcomes 
(50%), which relate to broader organizational activity, such 
as financial performance, innovation, efficiency, and quality 
of care. Only two studies (3%) addressed both relational and 
organizational outcomes simultaneously.

Theoretical Orientations and Application
Of the 58 studies investigating the relationship between 
diversity and performance in health care settings, 44 (76%) 
articulated specific theoretical explanations for the observed 
relationships, whereas 14 studies (24%) relied solely on 
generic diversity theory without specifying a distinct theo
retical framework. Across all levels of analysis, social iden
tity theory emerged as the most frequently employed 
theoretical framework (14 applications), followed by fault
line theory (8 applications).

Among the 15 organizational-level studies, 7 (46%) 
articulated specific theoretical frameworks on diversity, 
whereas 8 (54%) relied exclusively on generic diversity the
ory. Among those specifying a framework, social identity 

www.hcmrjournal.com • Volume 00 • Issue 00 • 2026 Health Care Manage Rev

8



theory and resource dependence theory were the most fre
quently applied (50% and 27%, respectively). The 
theoretical perspectives were employed to explain how 
demographic differences, such as gender, age, and cultural 
diversity, affect both relational and organizational out
comes, including innovation, employee satisfaction, and 
quality of care (Bouncken et al., 2018; El Chaarani & 
Raimi, 2022; Gates & Mark, 2012; Trinchese et al., 2024). 
Ethnic diversity was examined through a distinct theoretical 
framework. For example, Lee et al. (2023) adopted a con
tingency theory perspective, highlighting how an organi
zation can achieve a competitive advantage by adapting its 
structure to align effectively with changing environmental 
conditions. In this case, the study illustrated how labor 
shortages were addressed through a targeted recruitment 
strategy, specifically by increasing ethnic diversity via the 
hiring of foreign medical staff. Another theoretical lens is 
offered by Houston et al. (2025), who draw on social cog
nitive theory to explain the moderating role of ethnic 
diversity in leader–follower dynamics. Their findings indi
cate that leaders’ diversity self-efficacy is more strongly 
associated with followers’ evaluations of leader effective
ness when workgroups exhibit higher levels of ethnic 
diversity. Furthermore, repertoire theory was used to 
explain how cultural diversity can improve organizational 
“toolkits,” generating “new ideas and practices that 
advance care quality and make work more meaningful 
and manageable for employees” (Tietschert et al., 2024; p. 
2). Rather than a tactic to mitigate the potential negative 
effects of diversity, the toolkit represents an intrinsic 
organizational resource that broadens cognitive and prac
tical capacities, thereby conferring advantages in terms of 
care quality and employee experience.

Among the 31 team-level studies, most (74%) were 
grounded in specific theoretical frameworks, while a smal
ler portion (26%) drew exclusively from generic diversity 
theory. Forty-two percent applied at least one socio-psy
chological theory: social identity, social categorization, self- 
categorization, and similarity attraction. These theories 
were adopted to examine biodemographic diversity as well 
as to explore functional diversity (Mitchell et al., 2017; 
Mitchell et al., 2022; Van Zijl et al., 2023). Notably, 
Ancarani et al. (2016) applied these theories to analyze the 
relationship between religious diversity and health care 
team efficiency. Faultline theory was also extensively 
employed (26%), appearing in studies addressing both 
demographic (Bao et al., 2024; Molina et al., 2024; Rupert 
et al., 2016) and professional faultlines (Gover & Duxbury, 
2012; Mitchell et al., 2022; Mitchell & Boyle, 2021; Sheffer 
Hilel et al., 2023). Two studies adopted information pro
cessing theory to explore how diversity affects complex 
information integration and impacts decision-making and 
project efficiency (Mitchell et al., 2016; Yoo & Kang, 
2025).

At the board level, all 12 studies adopted specific theo
retical foundations. Board gender diversity was the pre
dominant theoretical lens (83%), but also cultural (De 
Klerk & Singh, 2023) and professional background diver
sity (Blanco-Oliver et al., 2018) were investigated in the 
papers identified. Board diversity is frequently theorized 

through the lenses of stakeholder theory and agency theory, 
as greater heterogeneity within boards of directors is 
assumed to enhance the representation of multiple interests 
while mitigating agency conflicts (Achiro et al., 2024; Chen 
et al., 2021; de Klerk & Singh, 2023; Ellwood & 
Garcia-Lacalle, 2015; Uyar et al., 2021). This perspective is 
often complemented by resource dependence theory, since 
“from a resource dependency point of view, ensuring a 
diverse and multidisciplinary board is crucial in safe
guarding the public interest” (Aly et al., 2023, p. 2; see also 
Alta’any et al., 2024). Moreover, upper echelons theory 
offers a similar lens, suggesting that “greater heterogeneity 
in individual backgrounds of senior executives leads to 
better outcomes” (Blanco-Oliver et al., 2018, p. 393; see 
also Garcia-Lacalle et al., 2023).

Organizational Diversity and Performance
At the organizational level, diversity is mostly frequently 
analyzed in relation to surface-level characteristics. 
Specifically, due to growing shortages of health care pro
fessionals, the increasing complexity of health care systems, 
and equity and inclusion-oriented considerations, several 
studies highlighted the importance of diversity in terms of 
gender, age, and culture. In this sense, El Chaarani and 
Raimi (2022) argued that “diverse workforce is an impor
tant tool than can be employed by executives in medical 
centers during the COVID-19 pandemic period” (p. 15). 
Here, diversity is viewed not only as a strategy to address 
workforce shortages but also as a driver of positive orga
nizational outcomes (Gates & Mark, 2012; Naciti et al., 
2022; Trinchese et al., 2024).

Empirical evidence consistently shows a positive effect of 
gender diversity on health care performance at both the 
relational level and the organizational level. For example, El 
Chaarani and Raimi (2022) find that gender diversity 
positively affects patient satisfaction. Gates and Mark 
(2012) also identify a positive impact on satisfaction (see 
also Ibidunni et al., 2018), as well as on employees’ inten
tion to leave the organization. Other studies highlight a 
positive impact of gender diversity on organizational out
comes such as efficiency, financial performance, and inno
vation (El Chaarani & Raimi, 2022; Naciti et al., 2022; 
Trinchese et al., 2024). Consistent with these findings, 
Goradia and Byron (2025) observe that departments with 
greater gender diversity exhibit superior overall 
performance.

Similarly, age diversity and cultural diversity are gen
erally associated with positive effects on relational out
comes, such as organizational culture, patient satisfaction, 
employee satisfaction, and intention to stay (Bouncken 
et al., 2018; Gates & Mark, 2012; Ibidunni et al., 2018; 
Tietschert et al., 2024) as well as on organizational out
comes such as operational efficiency and innovation (El 
Chaarani & Raimi, 2022; Lee et al., 2023). In addition, 
Houston et al. (2025) highlight the role of leaders’ diversity 
self-efficacy, showing that its positive association with fol
lower evaluations is amplified in contexts characterized by 
greater racial diversity within workgroups. They describe 
diversity self-efficacy as “an essential cognitive resource 
that can motivate leaders of racially diverse workgroups to 
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persist in their efforts to effectively execute their leadership 
duties” (p. 1006). Nonetheless, some evidence also points to 
negative effects; in this sense, cultural or linguistic diversity 
has been linked to weaker integration, lower satisfaction, 
and diminished hospital performance (Bouncken et al., 
2018; Gates & Mark, 2012; Martikainen et al., 2024).

Few studies have examined deep-level diversity within 
health care organizations. Research suggests several posi
tive effects, such as the role of professional diversity in 
driving transformational change, the contribution of phy
sician diversity to improved quality of care, revenue, pro
ductivity, and patient satisfaction (Goradia & Byron, 2025; 
Gover & Duxbury, 2012; Laditka, 2004; Van De Ven et al., 
2008). Kim et al. (2021) further illustrate that higher levels 
of tenure diversity are linked to lower levels of workplace 
gossip. Conversely, Gates and Mark (2012) investigate 
value diversity and report that nurses who perceived greater 
dissimilarity in values compared with their colleagues 
expressed lower job satisfaction and were less likely to 
intend to remain in their current positions.

Team Diversity and Performance
At the team level, scholars have extensively investigated the 
impact of deep-level diversity on relational performance. 
Overall, the reviewed studies identified a negative rela
tionship between functional diversity and outcomes such as 
intra-team conflicts, communication challenges, counter
productive work behavior, team processes, and team 
effectiveness (Johnson et al., 2018; Mitchell et al., 2022; 
Nawaz et al., 2022; van Zijl et al., 2019), with some evi
dence pointing to a curvilinear impact (Mitchell et al., 
2016).

Deep-level diversity has also been linked to adverse 
organizational outcomes, including lower efficiency and 
reduced quality of care (Li et al., 2019; Yoo & Kang, 2025), 
or found to be insignificant in relation to organizational 
performance and adaptive capability (Mitchell et al., 2020). 
Accordingly, Van Zijl et al. (2023) showed that beyond a 
certain threshold, the relationship between functional 
diversity and team innovation becomes more complex and 
may even turn negative. Similarly, religious diversity was 
associated with a curvilinear (inverse U-shaped) relation
ship with ward efficiency, suggesting that moderate levels of 
religious diversity may be beneficial (Ancarani et al., 2016).

Conversely, fewer other studies indicate positive out
comes, such as improved team performance and effective
ness (Mitchell et al., 2011; Yang et al., 2021; Van Zijl et al., 
2021). In this sense, cognitive diversity, defined as “differ
ences in knowledge and perspective” (Mitchell et al., 2017, 
p. 47), has been associated with enhanced team effective
ness and higher-quality debate (Mitchell et al., 2017, 2019). 
Similarly, Yang et al. (2021) identified a positive relation
ship between reputation diversity and team performance.

Surface-level diversity in a team context offers mainly 
mixed evidence. Some studies found a negative relationship 
between team communication and patient care (Curşeu, 
2013; Dreachslin et al., 2000; Nawaz et al., 2022). Other 
scholars reported mixed or statistically insignificant effects 
(Drach-Zahavy and Trogan, 2013; Uman et al., 2025; 
Wang et al., 2024). Positive outcomes were observed in the 

quality of care and innovation performance (Bass, 2019; 
Hallet et al., 2024).

Studies examining faultlines generally report negative 
effects on relational performance, particularly regarding 
outcomes such as knowledge sharing and team climate. In 
turn, a positive team climate is associated with enhanced 
team performance, resilience, and quality of care (Bao et al., 
2024; Han et al., 2023; Molina et al., 2024). Similarly, 
several authors have highlighted the detrimental impact of 
faultlines on organizational performance outcomes, 
including organizational change, innovation, and quality of 
care, mostly through the disruptions of intergroup 
dynamics (Gover and Duxbury, 2012; Mitchell et al., 2022; 
Sheffer Hilel et al., 2023). However, some evidence suggests 
conditional benefits. For example, Rupert et al. (2016)
argued that faultlines “can boost team learning, through an 
accurate development of transactive memory based on 
different prior educational and work experiences, as long as 
subgroups are not too far apart” (p. 285). In line with this, 
Mitchell and Boyle (2021) observed a positive relationship 
between faultlines and team innovation, but only when 
mediated by interprofessional differentiation.

Board Diversity and Performance
At the board level, gender diversity has been the primary 
focus, reflecting the persistent underrepresentation of 
women in senior leadership positions. Most studies high
light a positive relationship between board gender diversity 
and sustainability performance, including ESG reporting 
(de Klerk and Singh, 2023; Monteiro et al., 2024; Uyar 
et al., 2021) as well as financial outcomes (Romano et al., 
2024; Uyar et al., 2021). Accordingly, Romano et al. (2024)
found that board gender diversity “fosters the decrease of 
the cost of debt. This feeds interesting cues upon the influ
ence of gender dynamics in a firm’s decision-making process 
concerning environmental initiatives” (p. 1929). In addi
tion, Uyar et al. (2021) identified a positive influence of 
board gender diversity on firm value, return on assets, and 
ESG scores.

However, we also identified several mixed findings. 
Schrand et al. (2018) observed that gender diversity posi
tively impacts market performance but not operating ones, 
where a U-shaped relationship emerges, requiring a critical 
mass of ∼30% female executives to achieve positive effects. 
Other studies found no significant association between 
board gender diversity and financial performance or quality 
of care (Alta’any et al., 2024; Aly et al., 2023; Chen et al., 
2021; Ellwood & Garcia-Lacalle, 2015; Garcia-Lacalle 
et al., 2023). Conversely, Achiro et al. (2024) reported a 
negative impact of board gender diversity on ROA.

Relatively few studies have focused on other forms of 
diversity. De Klerk and Singh (2023) found a positive 
relationship between boardroom cultural diversity and 
sustainability performance. Similarly, Blanco-Oliver et al. 
(2018) conceptualized board diversity as a “composite 
construct that measures diversity with respect to several 
indicators related to the background of board members” (p. 
397). Unlike studies focused on single dimensions, this 
multidimensional approach captures a broader range of 
deep-level attributes, including tenure, professional 
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expertise, and educational background. Their findings 
indicated a positive relationship between board diversity 
and hospital performance, emphasizing the potential of 
diverse boards to strengthen organizational performance.

Discussion

This systematic review highlights the predominantly posi
tive impact of diversity as a strategic resource that enhances 
relational and organizational performance. At the same 
time, it acknowledges that diversity can also bring chal
lenges that require recognition and careful management. 
This duality calls for theoretical frameworks that transcend 
single-lens perspectives, acknowledging the complexity of 
diversity as both an opportunity and a source of potential 
tension that should be managed in combination.

A significant proportion of the studies included in this 
review adopt resource-oriented theoretical perspectives that 
conceptualize diversity as an organizational asset, resulting 
in predominantly positive outcomes: ranging from reduc
tions in operational costs and debt burdens (Romano et al., 
2024; Trinchese et al., 2024) to improvements in ESG 
performance and innovation (El Chaarani & Raimi, 2022; 
Monteiro et al., 2024). From a governance perspective, 
studies drawing on the upper echelons theory, frequently 
applied at the board level (Bass, 2019; Blanco-Oliver et al., 
2018), emphasize that greater leadership diversity enhances 
the quality of strategic decision-making. Similarly, research 
grounded in stakeholder theory positions diversity as cri
tical for effective stakeholder engagement and organiza
tional legitimacy (Lee et al., 2023; Schrand et al., 2018; 
Uyar et al., 2021). In contrast, the majority of the studies 
employing faultlines theory and social identity-based psy
chological frameworks generally report negative effects of 
diversity on relational outcomes, including diminished team 
performance and resilience (Bao et al., 2024; Han et al., 
2023; Molina et al., 2024), increased task conflict (Nawaz 
et al., 2022), and greater employee dissatisfaction 
(Bouncken et al., 2018; Gover & Duxbury, 2012).

Several studies identify a curvilinear (U-shaped) rela
tionship between workforce diversity or faultlines and 
performance across multiple organizational dimensions, 
including organizational culture, ward efficiency, innova
tion, and operating performance (Ancarani et al., 2016; 
Mitchell et al., 2022; Schrand et al., 2018; Tietschert et al., 
2024). Rupert et al. (2016) illustrate this mechanism, noting 
that faultlines can produce positive effects when subgroup 
divisions are “not too far apart,” but generate negative 
outcomes when these divisions become extreme. In a similar 
vein, Van Zijl et al. (2023) underline this pattern for func
tional diversity and team innovation, observing that “from 
a certain degree of functional diversity, the relationship 
between functional diversity and team innovation becomes 
more complex and even turns negative” (p. 235). These 
findings suggest that diversity effects depend on achieving 
optimal balance points where benefits outweigh costs. This 
dynamic also appears at the board level, where negative 
effects of gender diversity on performance are primarily 
reported in studies conducted in the United Kingdom, a 

context characterized by comparatively high levels of board 
diversity (Achiro et al., 2024; Ellwood & Garcia-Lacalle, 
2015; Garcia-Lacalle et al., 2023).

This systematic review further reveals that the impact of 
surface and deep-level diversity varies significantly 
depending on the type of performance examined. Studies 
focusing on organizational performance generally report 
positive effects, especially at the organizational and board 
levels. Most of these investigations have been conducted on 
financial and sustainability outcomes, innovation, and 
quality of care (Blanco-Oliver et al., 2018; El Chaarani & 
Raimi, 2022; Naciti et al., 2022; Romano et al., 2024; 
Trinchese et al., 2024). Conversely, research centered on 
relational performance more often identifies negative 
effects. These studies, typically conceptualized at the team 
level, often report adverse or curvilinear relationships 
between workforce diversity or faultlines and relational 
outcomes like conflict, communication, team efficiency and 
effectiveness, organizational climate, and team resilience 
(Ancarani et al., 2016; Han et al., 2023; Johnson et al., 
2018; Molina et al., 2024; Rupert et al., 2016). These 
findings underscore a critical consideration for policy
makers and human resource managers: managing diversity 
and faultlines is inherently complex, particularly with 
respect to relational performance outcomes. However, a 
possible interpretation of these findings may lie in the 
methodological design. Most studies examining relational 
performance rely on cross-sectional data, thus overlooking 
the temporal dynamics of diversity. From a relational per
spective, such dynamics are particularly relevant, as time 
may attenuate unintended negative consequences of diver
sity through processes of adaptation and the development 
of shared understanding. Hence, these patterns suggest that 
surface and deep-level diversity do not exert uniform effects 
across the levels but interact with contextual and temporal 
factors.

This systematic review makes several key contributions 
to the literature. First, it provides a comprehensive theore
tical mapping that reveals how different theoretical lenses 
have been applied to examine diversity in health care. 
Second, it advances understanding of diversity’s multi-level 
complexity by underlining how its effects vary across 
organizational levels. Third, with over 60% of the reviewed 
studies published after COVID-19, it captures the evolution 
of diversity research in contexts where diversity is increas
ingly recognized as both essential for addressing critical 
workforce shortages and as a potential source of organi
zational challenges requiring targeted management strate
gies and practices. Fourth, by identifying curvilinear 
relationships as theoretical bridges between opposing per
spectives, it highlights the importance of determining the 
optimal diversity levels where benefits outweigh costs, 
rather than assuming that diversification is beneficial per se. 
Finally, it highlights that effective diversity management 
requires integrated approaches that leverage diversity’s 
resource advantages while proactively mitigating its rela
tional challenges.

Several management techniques have been identified as 
facilitators for mitigating the potential negative outcomes 
of diversity. Inclusive and strong leadership (Houston et al., 
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2025; Mitchell, Boyle, et al., 2022; Sheffer Hilel et al., 
2023) appears crucial in reducing conflicts and fostering 
cohesion within heterogeneous teams. Structured commu
nication and coordination processes (Curşeu, 2013; 
Johnson et al., 2018; van Zijl et al., 2019) support effective 
information and minimize role ambiguity. Cultural inte
gration practices (Bouncken et al., 2018; Martikainen et al., 
2024), alongside governance mechanisms such as board 
independence and stakeholder engagement (Aly et al., 
2023; Ellwood & Garcia-Lacalle, 2015), enhance the 
effectiveness of diversity at higher organizational levels. 
Moreover, training and knowledge-sharing initiatives 
(Wang et al., 2024) help reduce stereotypes, while fostering 
a psychologically safe climate (Bao et al., 2024; Han et al., 
2023; Molina et al., 2024; Tietschert et al., 2024), ampli
fying the positive effects of diversity or mitigating the 
negative effects of faultlines. The importance of inclusion is 
also recognized. For example, Schrand et al. (2018) suggest 
that a critical mass of around 30% women is necessary to 
move beyond token representation toward significant 
influence, enabling women’s voices to shape board 
dynamics. These findings show that inclusion demands 
fundamental changes in governance and organizational 
culture to fully realize the benefits of diverse perspectives.

Study Limitations
While this systematic review offers valuable insights into the 
effect of diversity on performance in health care settings, 
some limitations should be acknowledged. First, the 
majority of the included studies adopted a cross-sectional 
design, which limits the ability to draw causal inferences. 
While correlations between diversity and outcomes are 
informative, they do not capture temporal dynamics or 
potential lag effects through which diversity may influence 
team, board, or organizational performance over time. 
Second, although the review encompasses studies from 
multiple countries, it does not systematically account for 
contextual differences such as national regulations, cultural 
norms, or health care system structures. This limits the 
generalizability of the findings, as the mechanisms through 
which diversity operates may differ significantly across 
institutional contexts. Third, despite addressing diversity at 
multiple levels—organization, team, and board—the oper
ationalization of diversity varies widely across studies. 
Variations in measurement approaches (e.g., demographic 
vs. functional diversity, perceived vs. objective indicators) 
may affect comparability and complicate synthesis. Fourth, 
this study relied exclusively on the Web of Science database 
for literature identification. Although snowballing techni
ques were employed to retrieve additional sources, it is 
possible that some relevant articles were not captured. 
Finally, while this review draws on multiple theoretical 
perspectives to interpret the findings, the diversity of con
ceptualizations and frameworks across studies poses chal
lenges for integration and direct comparison. 
Consequently, understanding the mechanisms by which 
diversity affects health care performance remains a fertile 
area for further study.

Directions for Future Research
The systematic review provides several promising avenues 
for future investigation. First, while there exists abundant 
evidence on the impact of diversity on performance out
comes, there is comparatively less attention to the temporal 
and contextual dynamics of these effects. Most studies 
conceptualize diversity as a static condition, yet its influence 
may vary depending on when diversity is introduced (e.g., 
during crisis management, organizational change initia
tives, or growth phases) and the duration of collaboration 
among employees, teams, or boards. Future research should 
therefore incorporate a temporal lens, examining whether 
the benefits of diversity accumulate, diminish, or even 
reverse over time. This would deepen our understanding of 
the conditions under which diversity enhances performance 
versus when it may lead to inefficiencies or conflict.

Second, there is a pressing need for a deeper investigation 
into diversity at the team and middle-management levels. As 
our review shows, the evidence in this domain remains 
inconsistent, with studies frequently reporting curvilinear 
and negative effects. Diversity within health care teams, 
such as interprofessional clinical units, presents unique 
challenges as variations in training, role identity, and pro
fessional power dynamics can exacerbate faultlines. 
Exploring how leadership styles, communication struc
tures, and boundary-spanning roles influence the capacity 
of diverse teams to collaborate effectively would provide 
important insights into the consequences of diversity. 
Moreover, comparative analyses between homogenous 
occupational groups (e.g., nurses working with nurses) and 
multidisciplinary teams (e.g., physicians, nurses, and allied 
health professionals) could reveal the conditions under 
which diversity is more likely to be beneficial.

Third, future research could focus on the mechanisms 
and boundary conditions under which diversity generates 
positive versus negative outcomes. For example, the faul
tlines theory suggests that subgroups can lead to conflict 
and negative performance, yet little is known about stra
tegies that can mitigate these risks. Initiatives like inter
professional training, cross-boundary mentoring, and 
formalized conflict resolution warrant closer attention. 
Similarly, the relational dynamics within diverse teams 
require further scrutiny: while diversity may lead to more 
heterogeneous perspectives, it can also trigger mistrust or 
frustration if not actively managed. Understanding the 
interplay between emotional climate, psychological safety, 
and the functioning of diverse teams could thus yield critical 
insights for theory and practice. In this regard, research that 
identifies and evaluates evidence-based practices to 
strengthen diverse teams across organizational levels would 
be particularly valuable. In addition, future studies could 
examine whether sharing surface-level characteristics 
between clinicians and patients (e.g., race, gender, lan
guage) is sufficient to foster connection and trust, and why 
different forms of diversity might influence outcomes in 
distinct ways.

Fourth, research at the board level could extend beyond 
the dominant focus on gender diversity. While gender 
remains a critical dimension, other forms of surface and 
deep-level diversity, including cultural, professional, 
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generational, and experiential diversity, are increasingly 
salient for governance structures and decision-making in 
complex health care environments. Future studies should 
explore how these different dimensions interact and whe
ther specific configurations of board composition are more 
conducive to effective decision-making and stakeholder 
engagement. Moreover, cross-country comparative work is 
essential to explain the mixed results reported in the United 
Kingdom compared with other contexts, which would 
enable a better understanding of the influence of institu
tional, cultural, and regulatory environments.

Fifth, future research could pursue methodological 
advancements through sophisticated multi-level and long
itudinal designs that capture the evolving impact of diver
sity across organizational layers and over time. Embracing 
an interdisciplinary approach could further enrich theore
tical development and lead to more comprehensive models 
of diversity effects in health care delivery. In addition, our 
review reveals differences between articles published in 
health care-specific journals and those appearing in general 
management journals. The latter typically draw on well- 
established theoretical frameworks and devote substantial 
effort to conceptual development, whereas health care- 
specific journals tend to prioritize shorter, empirically 
oriented papers focused on reporting results. Moreover, 
general management journals usually place less emphasis on 
detailed clinical outcomes and instead focus on organiza
tional, managerial, or policy-level implications. In this 
context, future research should aim to translate organiza
tional and managerial theory into practical health care 
policies and management interventions, thereby bridging 
the gap between theoretical development and clinical 
impact, and fostering integrative frameworks that combine 
diverse theoretical perspectives.

Lastly, there are opportunities to integrate analyses 
across multiple levels to develop a truly multilevel per
spective on diversity within health care organizations. 
Current research tends to isolate diversity effects at either 
the organizational, team, or board level. Less attention is 
given to how dynamics at one level shape or constrain 
outcomes at another. For example, how does board-level 
diversity influence organizational culture, which in turn 
shapes the experiences of diverse employees and teams? 
Conversely, how do grassroots experiences of diversity 
among frontline staff may inform governance and strategic 
decision-making? Addressing these questions would 
advance both theoretical and practical understanding of 
diversity, enabling policymakers and managers to leverage 
diversity as a systemic resource rather than a fragmented 
phenomenon.

Practical Implications and Conclusion
Adopting a narrative and critical approach, this systematic 
review synthesizes evidence on the relationship between 
diversity and performance in health care settings. The 
health care sector represents a particularly distinctive con
text due to persistent workforce shortages and the growing 
complexity of care demands, challenges that have become 
especially pronounced in the aftermath of the COVID-19 
pandemic (Ahmed et al., 2022; Poon et al., 2022). Notably, 

60% of the reviewed studies were published in the post- 
pandemic period, reflecting the evolving significance of 
diversity in health care. Given the varied dynamics asso
ciated with diversity, a multilevel approach was required. 
Hence, we examined the literature at the organizational, 
team, and board levels.

The findings suggest that at the organizational level, 
diversity, often referred to as surface characteristics, is 
generally associated with enhanced performance. A more 
diverse workforce generally fosters openness, constructive 
dialogue, and collaboration, both internally among 
employees and externally in interactions with patients. 
From a managerial perspective, recruitment and workforce 
planning can deliberately integrate dimensions of diversity, 
such as age, gender, culture, and professional background, 
which have been shown to have positive effects on the 
performance of health care organizations.

At the team level, however, our results, mainly focused on 
deep-level characteristics, are more nuanced. At this level, 
authors focused more on the relationship between diversity 
and relational performance, often evidencing negative or 
curvilinear results. While diversity has the potential to sti
mulate innovation and broaden perspectives, it may also lead 
to relational challenges and negative performance outcomes if 
not effectively managed. Evidence on the emergence of faul
tlines is particularly illustrative of this risk. Integration stra
tegies that merely co-locate individuals with heterogeneous 
characteristics, without adequate human resource support 
and training, are unlikely to succeed. Effective diversity 
management at this level requires deliberate team design, 
proactive planning, and leadership practices that facilitate 
cohesion and collaboration (Rawlinson et al., 2021).

At the governance level, most studies concentrate on the 
surface characteristics of gender within boards of directors. 
The findings largely indicate positive associations with 
organizational performance, although these effects are less 
pronounced in contexts where gender diversity is already 
well established.

The findings have important implications for policy
makers and practitioners. Diversity should be strategically 
managed within health care organizations rather than left to 
evolve organically. Developing internal capacity through 
specialized human resource functions and tailored training 
programs at all organizational levels is crucial to con
solidate the benefits of diversity and mitigate potential 
drawbacks. Recruitment and workforce planning should 
deliberately incorporate dimensions such as age, gender, 
culture, and professional background to strengthen orga
nizational performance. Furthermore, leadership practices 
should foster team cohesion and proactively address chal
lenges related to diversity faultlines to prevent negative 
outcomes. By institutionalizing these practices, health care 
organizations can transform diversity into a strategic asset 
rather than a source of fragmentation.
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