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Abstract 

This paper examines the internal dynamics of healthcare professional workgroups and highlights leadership behaviors that maximize the 

benefits of professional diversity to enhance the quality of care. A review of recent literature on leadership, diversity in healthcare teams, 

and performance outcomes—particularly regarding quality of care—provides valuable insights. Findings suggest that sub-group 

categorization is a key process that shapes diversity in these teams. However, when leaders cultivate a shared perception of inclusiveness, 

they can mitigate the prominence of these sub-groups, fostering a psychologically safe environment and promoting workgroup inclusion. 

This approach enables team members to contribute more effectively and ultimately improve the quality of care. By identifying critical 

diversity-related processes within healthcare teams and examining the role of inclusive leadership, this paper provides a new framework 

for future research on leadership and quality of care. The proposed model provides a strategic foundation for leaders to harness 

professional diversity within healthcare teams to enhance patient care. 
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Introduction 

The process of delivering care is intricate and involves multiple dimensions, which often leads to its division into tasks and 

delegation across various healthcare professionals [1, 2]. Due to this complexity, contemporary scholars view the quality of 

care as a result of collaborative efforts within workgroups of professionals from various disciplines [3-5]. These teams, 

whether they emerge organically or are purposefully structured, inherently reflect the diversity found in combining multiple 

professions [6]. Effective communication and knowledge sharing are essential for these teams to provide high-quality care [7, 

8], but the internal structure of these teams often complicates such efforts [7]. The presence of professional hierarchy [9] and 

strong professional identities [10] pose challenges for leaders aiming to enhance the flow of information among team 

members. This has prompted calls for research to identify strategies that can improve leadership in multidisciplinary 

healthcare teams, thereby boosting care quality [11-13]. 

This study addresses these issues by examining the internal dynamics of multidisciplinary healthcare teams and exploring 

how effective leadership can enhance care quality, using the categorization-elaboration model as a framework. This model 

provides insight into how professional diversity within a team can have both positive and negative impacts on performance 

outcomes, such as care quality. It also helps identify the key diversity processes that influence team dynamics and guide 
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leadership behaviors aimed at improving care. The study makes several contributions to the literature. First, it answers the 

call for research into leadership strategies that can effectively guide diverse healthcare teams to improve care quality [11-13]. 

Second, it identifies the primary diversity processes that shape the internal workings of these teams. Third, it offers a refined 

conceptualization of leader inclusiveness within these teams. Finally, the study contributes to the theory of care quality, 

diversity, and the categorization-elaboration model by proposing how diverse teams can be led to improve care outcomes. It 

also expands the categorization-elaboration model by examining its effects at both individual and group levels. This research 

not only addresses the internal dynamics of healthcare teams but also provides insights into improving care quality on a 

broader scale. 

The first part of the study explores the primary diversity dynamics within healthcare professional workgroups and reviews 

existing research on leadership’s impact in the context of multidisciplinary or professionally diverse teams. It then presents a 

theoretical framework (Figure 1), which illustrates how a shared perception of inclusiveness from a workgroup leader can 

improve care quality by fostering psychological safety at the group level and promoting individual perceptions of inclusion 

within diverse healthcare teams. 

Multilevel influence of professional diversity: uncovering key processes 

The influence of multi-professional team membership on group behavior can be explained using the Categorization-

Elaboration Model (CEM) [14]. CEM suggests that diversity in teams is shaped by two processes—information elaboration 

and subgroup categorization—that interact to influence team performance. Information elaboration refers to the exchange and 

integration of diverse perspectives, which is considered a beneficial cognitive outcome of diversity and a positive aspect of 

group performance. This exchange of knowledge becomes a collective asset at the group level. In contrast, subgroup 

categorization is the tendency of individuals to divide themselves and others into in-groups and out-groups, which can result 

in negative consequences such as bias and reduced cooperation. This process typically operates at the individual level and can 

impede the overall effectiveness of the team. Both processes need to be managed effectively to maximize the advantages of 

diversity within teams [14]. Homan et al. [15] argue that understanding the dominant diversity processes is crucial to 

effectively managing their impact. 

In the context of healthcare workgroups, where professional identity plays a significant role [16], subgroup categorization is 

especially prominent. Over time, distinct professional identities have developed, often reinforced by hierarchical structures 

[9, 17]. These status-based differences often lead to subgroup categorization, which diminishes the positive effects of 

information elaboration. This happens for two primary reasons: first, individuals in these teams strongly identify with their 

specific profession and feel their perspectives are undervalued within the broader team; second, subgroup categorization leads 

to a reluctance to share information due to fears of judgment or disapproval [15]. These factors limit the ability to communicate 

effectively, which is critical for sharing information and providing high-quality care [7, 14]. 

As a result, identifying leadership behaviors that can mitigate the salience of subgroup categorization is essential. Leaders 

who promote inclusiveness and create a psychologically safe environment can reduce communication barriers and encourage 

the exchange of care-related information across professional boundaries. The following section delves into the literature on 

the connection between leadership, professional diversity, and team performance, with a particular focus on quality of care. 

Materials and Methods   

To gather relevant information for this study, we carried out a manual review of recent publications [13, 15, 18]. Using the 

forward and backward snowballing technique, we explored the reference lists of these papers [19]. We also searched databases 

like PubMed and Google Scholar to locate studies examining leadership's impact on diversity-related processes within 

multidisciplinary and inter-professional healthcare teams and their outcomes, with a particular focus on quality of care. 

Additionally, research addressing the connection between leadership and the quality of care was included in the review. 

Results and Discussion 

The importance of leadership in enhancing the quality of care within healthcare teams has been well-documented [11, 20]. 

Literature reviews by various writers (e.g., Kossaify et al. [21]; Rosen et al. [12]; Salas et al. [22]) highlight that strong 

leadership and communication are key drivers of improved care quality. According to McKean and Snyderman [23], leaders 

in multi-professional teams can advance safety and care by cultivating a culture of quality improvement through effective and 

clear communication of goals. Likewise, Havig and Hollister [24] found that workgroups with proactive leadership 

demonstrate better care quality due to a stronger sense of psychological ownership, insider status, and shared mental models, 

all of which are promoted through effective communication. However, challenges persist, as leaders of frontline teams often 

struggle with integrating members from various professions [20], and some leadership styles, such as directive leadership, 

can hinder the free exchange of information necessary for quality care. 



Meneses-La-Riva et al.                                                           Ann Organ Cult Leadersh Extern Engagem J, 2023, 4:54-61 

 

 56 

The literature also reveals that a variety of leadership styles have been explored in the context of multidisciplinary healthcare 

teams, including collective leadership [25], transformational leadership [16], shared leadership [26, 27], directive and 

participative leadership [8], approachability of leaders [28], inclusive leadership [14], and active leadership [24]. However, 

few studies have focused specifically on the diversity-generated processes (e.g., Nembhard & Edmondson [17]; Hirak et al. 

[29]; Mitchell et al. [16]; Mitchell et al. [10]; Zijl et al. [8]), and even fewer have explored the link between these processes 

and quality of care outcomes [23, 24, 30]. This paper demonstrates that leaders in healthcare workgroups can leverage 

diversity by fostering an environment where various viewpoints and experiences can contribute to improved health results. It 

also underscores the importance of factors such as interpersonal relationships, information sharing, communication, team 

identity, and psychological safety, which mediate the connection between leadership behaviors and team outcomes. These 

elements are crucial for delivering high-quality care [11, 12, 31, 32]. 

The impact of subgroup categorization within healthcare teams is well documented, particularly in how it diminishes the 

effectiveness of information exchange. However, there has been little exploration of how leaders can effectively manage 

subgroup categorization to foster both the recognition of individual contributions and a sense of team cohesion [33, 34]. While 

much of the existing literature emphasizes that a sense of inclusion within teams can diminish subgroup categorization [35] 

and that an individual’s perception of being an insider can improve the quality of care [24], no study has specifically addressed 

how leaders can create an inclusive environment that reduces subgroup categorization and enhances care delivery. 

Key studies by Nembhard and Edmondson [17], Hirak et al. [29], and Mitchell et al. [10] have explored the potential of 

inclusive leadership in linking diverse perspectives and capabilities to enhance team performance. They have shown that 

inclusive leadership behaviors can help bridge status differences by enhancing psychological safety and strengthening team 

identity. Their work, based on the conceptualization of Nembhard and Edmondson [17], focuses on how leaders can actively 

invite input from all members, fostering a climate where members feel valued and their voices heard. This view of inclusive 

leadership primarily highlights the importance of leaders valuing individual uniqueness to overcome status variations but does 

not provide a clear set of actionable leader behaviors. In contrast, research examining how the perception of inclusion varies 

based on members’ professional identities [29, 36] suggests that inclusivity is more likely to reduce subgroup categorization. 

Although inclusive leadership is considered essential for maximizing the benefits of diversity and improving care quality [37], 

there remains a need for a more detailed exploration of inclusive leadership [34]. This should not only focus on reducing 

subgroup categorization but also on balancing the need for both individuality and a sense of belonging while ensuring a safe 

interpersonal climate that promotes the quality of care (Table 1). 

 

Table 1. Leadership style and subgroup categorization  

Leadership styles Characteristics Effects on subgroup categorization 

Directive and 

Participative leadership 

[8] 

 

• Directive leadership enhances 

communication through inquiry and 

questioning. 

• Participative leadership emphasizes 

transparent communication and 

collaborative decision-making. 

• Directive leadership might discourage communication from lower-

status members regarding errors or adverse events, as it restricts 

the flow of information within the group  [38]. 

• While participative leadership can improve communication among 

group members, its emphasis on shared decision-making is less 

effective in the presence of status hierarchies and subgroup 

categorization. 

Transformational 

leadership [16] 

• Viewed as a hierarchical leadership 

approach, where leaders leverage 

their charisma to inspire 

individuals to exceed expectations 

and prioritize collective goals over 

personal interests [39] 

In healthcare settings, this approach is often seen as leader-focused 

and is frequently associated with a directive leadership style [40], 

which may not effectively address sub-group categorization or 

status hierarchy. 

*Shared and collective 

leadership [27, 30, 41] 

This approach emphasizes 

adapting leadership based on the 

situation to enhance group 

performance or the quality of 

care [30]. 

• Shared leadership is more likely to be effective in mature 

teams. 

• It thrives in environments where social interactions are 

encouraged [27]. 

• Effective communication and psychological safety among 

group members is key to fostering shared leadership [26]. 

• Clear leadership is necessary for promoting safety and 

openness within teams [42], and it may not be effective in the 

presence of subgroup categorization and status hierarchy. 

Leaders' 

approachability [28] 

The easy access to and frequent 

visibility of leaders support team 

members in participating in 

decision-making, foster a sense 

It is more effective in addressing sub-group categorization and 

status hierarchy. 
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of inclusion, and lower the 

barriers to asking questions or 

voicing concerns. 

Inclusive leadership 

[10, 17, 29] 

• At the group level, encouraging 

participation in decision-

making by actively seeking and 

valuing the input of others. 

• At the individual level, the 

leader's openness, 

approachability, and availability 

during interactions [29]. 

Inclusive leadership holds greater potential to diminish subgroup 

categorization and status hierarchies, ultimately enhancing the 

quality of care in multidisciplinary or professionally diverse 

teams [37]. 

*These three leadership behaviors are conceptually distinct but the way they are described in the literature seems to have more similarities [42]. Source: 

Multiple sources from the literature 

Theory and propositions 

In this part, we present propositions related to the proposed theoretical framework. 

Creating a shared understanding of inclusive leadership to enhance quality of care 

To address the prominence of subgroup categorization, this study proposes fostering a collective perception of leadership 

inclusiveness within workgroups. This shared view is based on the assumption that a leader treats all group members equally 

[43], leading to a similar perception of the leader’s actions among members, thereby creating a more inclusive group climate. 

Leaders can foster this shared perception through behaviors such as accessibility, openness, and availability during 

interactions. According to social information processing theory (SIP) [44], when a workgroup member perceives a leader as 

approachable, available, and open to all, regardless of rank or professional role [10, 45], it signals the leader’s willingness to 

listen to ideas and engage with input. This behavior encourages members to consult the leader more frequently, promoting 

social interaction [28], which, in turn, aligns their interpretations and results in a collective understanding of the leader's 

inclusivity. It also facilitates the flow of information and resources needed to efficiently accomplish tasks [28]. When 

professionals from different backgrounds share insights, it leads to a comprehensive understanding of patient needs, improving 

diagnosis and treatment accuracy [22], which ultimately enhances the quality of care. Based on this reasoning, the following 

proposition is put forward: 

Proposition 1: The leader’s accessibility, openness, and availability contribute to creating a shared perception of 

inclusiveness, improving the overall quality of care. 

Mitigating sub-group categorization: promoting the sense of inclusion 

The collective perception of leadership inclusiveness (i.e., accessibility, openness, and availability) also plays a role in 

balancing members' need for belonging and distinctiveness, fostering a deeper sense of inclusion within the group [46]. By 

creating a work environment that encourages the sharing of ideas and a sense of belonging, the leader nurtures individual 

inclusion within the workgroup. SIP theory suggests that employees are likely to adjust their perceptions based on cues, such 

as the perceived hierarchy within the group. When inclusive cues are provided by the leader, individuals reassess their self-

image and feel valued and meaningful as part of the group. This boosts their sense of uniqueness and enhances participation, 

which is crucial for the effective functioning of multi-professional teams [22] and the successful delivery of healthcare 

services [12]. When all group members, regardless of their status, feel they can easily approach the leader, it encourages active 

engagement and interaction, fostering feelings of fairness, support, and equality that fulfill the need for belonging [34]. These 

leadership behaviors promote a sense of group unity [28], leading to improved care delivery [24]. 

Proposition 2: A shared perception of inclusive leadership will positively correlate with the sense of workgroup inclusion, 

ultimately enhancing the quality of care provided by healthcare professional teams. 

Addressing the saliency of sub-group categorization: fostering a climate of psychological safety 

A significant amount of crucial care-related information often goes unshared because members of the team perceive the work 

environment as unsafe for interpersonal risks. The shared perception of an inclusive leadership approach helps to reduce this 

barrier by cultivating a collective understanding of psychological safety. According to social information processing (SIP) 

theory, individuals interpret cues from their environment to make sense of events in the workplace and decide how to act [44]. 

Workgroup leaders, who typically occupy higher-status roles, engage directly with team members. Through these interactions, 

group members receive important informational cues that shape their views of the work environment, influencing their 

subsequent behaviors. When leaders offer clear verbal assurances that all group members are encouraged to share their unique 

perspectives and ideas without fear of criticism, it fosters an inclusive climate. This approach encourages involvement from 

individuals across various disciplines and hierarchical positions, resulting in increased participation and engagement. As a 
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result, this leads to more frequent reports of treatment errors [47], better communication, and an overall improvement in the 

quality of care [12, 26, 31, 48]. Therefore, this study suggests the following proposition: 

Proposition 3: When workgroup leaders exhibit inclusiveness, it positively influences the development of a psychological 

safety climate that subsequently enhances the quality of care delivered by healthcare teams. 

Furthermore, creating a psychological safety climate not only boosts the flow of information, improving care quality but also 

works to reduce subgroup categorization within different groups. This climate supports the fulfillment of the psychological 

needs of employees and limits instances of discrimination within the group [49]. It encourages proactive behaviors and 

improves the visibility of team members. A psychological safety climate is a vital factor in fostering perceived workplace 

inclusion [46]. It helps group members feel that they are treated fairly, recognized individually, and have access to the 

necessary resources, while also feeling included. This environment strengthens interpersonal relationships within the team, 

creating a stronger sense of belonging. Moreover, when individuals feel safe to express their unique views without fear of 

reprisal, it balances their need for both belonging and uniqueness [46, 50]. Increased trust and acceptance among team 

members naturally amplify feelings of inclusion. As a result, individuals who feel included tend to experience greater job 

satisfaction [4, 5], leading to enhanced performance and improved quality of care. 

Proposition 4: A psychological safety climate promotes a sense of inclusion within the workgroup, which in turn enhances 

the quality of care provided by healthcare teams. 

 

 
Figure 1. Multilevel impacts of inclusive leadership on healthcare quality of care in functionally diverse teams. 

 

In response to the call by numerous scholars (e.g., Sfantou et al. [11]; Rosen et al. [12]; Smith et al. [13]; Fojlaley et al. [51]) 

for further research to explore leadership behaviors in the unique context of functionally or multidisciplinary diverse 

healthcare workgroups to enhance care quality, this paper argues that subgroup categorization is a dominant factor that reduces 

the benefits of integrating diverse perspectives in healthcare teams. To address this, it suggests that a shared perception of 

inclusive leadership is necessary to diminish subgroup categorization by promoting inclusion and creating a climate of 

psychological safety. 

Theoretical implications 

The study makes a valuable contribution to the ongoing discussion on leadership and diversity by identifying key diversity-

driven processes within multidisciplinary healthcare teams [15]. It further argues that subgroup categorization is particularly 

prominent in healthcare settings and introduces a theoretically grounded model that explores how a shared perception of 

inclusive leadership can strengthen communication and interpersonal relationships within diverse healthcare teams, ultimately 

improving care quality. Additionally, the proposed framework enriches the theory of quality of care by specifying its 

antecedents and conceptualizing psychological safety climate as a determinant of the perception of inclusion, shedding light 

on the factors influencing care quality. 

Practical implications 

The model presented in this study demonstrates that a shared perception of inclusive leadership can enhance the performance 

outcomes of healthcare teams, particularly in complex and dynamic environments. It provides leaders with a framework for 

reducing subgroup categorization by cultivating an atmosphere that encourages interpersonal risk-taking and promotes 

problem-solving during care delivery. Additionally, this model highlights the importance of fostering a supportive work 
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environment by enhancing the perception of inclusion among team members. It offers guidance to leaders on how to develop 

and sustain strong relationships with their teams through openness, accessibility, and availability, ultimately contributing to 

the improvement of care quality even in resource-constrained settings. 

Research implications 

The proposed model warrants empirical testing through both quantitative and qualitative approaches. Qualitative studies could 

utilize case study methodology to examine how inclusive leadership influences care quality in various healthcare 

organizations. Quantitative studies could employ surveys or questionnaires to assess the propositions. Future studies should 

also explore the role of cultural factors, such as the power-distance orientation of leaders, in shaping leadership behaviors. 

Additionally, further studies could investigate how organizational characteristics impact the inclusiveness of psychological 

safety and leadership, as well as the perception of inclusion at both the group and individual levels. 

Conclusion 

Healthcare organizations often function with multidisciplinary teams in complex and dynamic environments, facing 

challenges in improving care quality. This creates a need for further research to examine the role of leadership in managing 

the effects of functional diversity on team processes and outcomes. This research argues that leadership behaviors can form 

the foundation for a psychological safety climate, fostering a supportive environment where team members feel safe to take 

interpersonal risks and contribute their unique perspectives to the work process. This, in turn, enhances the overall quality of 

care provided. The study proposes testable hypotheses and outlines future research directions aimed at understanding the 

interaction between inclusive leadership, group dynamics, and care quality. 
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