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ABSTRACT
Introduction Evidence- based approaches for achieving 
gender equity for women in leadership are lacking. 
Current efforts are of limited effectiveness, especially 
in healthcare. This work occurs in the context of an 
Australian National Health and Medical Research Council 
funded partnership to advance women in healthcare 
leadership. Partners include government, professional 
colleges and healthcare organisations with national reach 
and international links. Here we present a protocol for a 
systematic review, aiming to capture evidence on effective 
organisational strategies across multiple sectors with 
comparable challenges in advancing women in leadership. 
The aim of the review is to learn from other sectors and 
analyse the evidence to inform implementation in the 
health sector.
Methods and analysis A systematic search will be 
performed on Ovid MEDLINE, PsycINFO and SCOPUS 
databases to identify studies since 2000, reflecting a 
major shift in the global gender equality agenda with 
the development of the 2000 Millennium Development 
Goals. Titles and abstracts will be screened to assess 
eligibility; data extraction, quality assessment (using 
the Critical Appraisal Skill Programme checklist) and 
synthesis of outcomes will be performed. Outcomes will 
be assessed using the Grading of Recommendations, 
Assessment, Development and Evaluation framework. 
Studies in English using quantitative or qualitative design, 
which investigate organisational practices in any sector, 
for advancing women in leadership, and report on one 
or more measurable outcomes (eg, capacity- building, 
incidence of promotion) will be included. Findings will be 
analysed, themes will be extracted and results will be 
described.
Ethics and dissemination Ethics approval is not 
required. To our knowledge, this review will be the first to 
provide a comprehensive synthesis of available evidence 
on organisational practices for advancing women in 
leadership from the last two decades. Findings will be 
published in peer- reviewed journals and disseminated at 
conferences and meetings. Through a large- scale funded 
partnership, this work will inform practice, linking to 
international initiatives.
PROSPERO registration number CRD42020162115; 
International Prospective Register of Systematic Reviews.

INTRODUCTION
The underrepresentation of women in 
top positions of leadership is a persistent 
phenomenon in the health sector. Gender- 
based barriers that prevent women from 
advancing to leadership positions are known 
and thoroughly understood.1–4 Yet, despite 
this research from industries, including 
business, government, education, academia, 
medicine and healthcare, similar patterns 
of under- representation of women in lead-
ership persist as do gender- based attitudes 
and barriers.2 4 5 In fact, women are often 
underleveraged as a source of leadership in 
nearly all industries and across all occupa-
tions from board members and executives 
to Chief Executive Officer (CEO) positions 
and College presidents.1 6 In industries 
dominated by women, such as healthcare, 

Strengths and limitations of this study

 ► This systematic review aims to capture the breadth 
of research on organisational approaches, strate-
gies and practices from multiple industry sectors, 
which advance women in leadership. Evidence 
is sought from published, peer- reviwed literature 
(2000–2020).

 ► This study underpins a large- scale government, 
healthcare and professional society partnership 
programme to capture, analyse, translate and im-
plement effective strategies on advancing women in 
healthcare leadership.

 ► The protocol is registered and risk of bias is as-
sessed using the Critical Appraisal Skills Programme 
checklist.

 ► Limitations may include heterogeneity of study 
methods and outcomes, limiting feasibility of 
meta- analysis.

 ► Dissemination and impact will be significant, in-
forming national and international healthcare organ-
isational strategies through an established funded 
partnership.
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the rules of engagement have been established decades 
ago, aligned with traditional male leadership paradigms.7 
Here, individualistic leadership styles, associated with 
traditionally masculine representations of leadership, 
dominate the discourse and are enacted in a hierarchical 
manner, rendering any change to the status quo a highly 
challenging endeavour.6 8 Efforts targeting women, such 
as career planning, while well- intentioned, have largely 
focused on individual capability alone, while missing the 
systemic and organisational changes necessary to ensure 
that both men and women have equal opportunity to 
lead organisations to success.7 As a result, and despite 
the support for change, women in healthcare continue 
to earn less, have less opportunities and less promo-
tions than their male counterparts.7 9–12 A focus on the 
gendered status of women requires closer attention, 
including differences across professional silos. This will 
provide insight into the workings of gender in healthcare 
leadership, with implications.

Recent research has yielded key insights,13 where only 
a small minority of respondents reported that women are 
not interested in, or suited to leadership. Indeed, women 
bring qualities to the workplace that are well suited for 
transforming healthcare to have better outcomes.14–17 
For instance, research shows that women are empathetic 
collaborators who value team work and bring expertise to 
building relationships that encourage others to reach their 
potential.1 13–15 18 19 These qualities enhance other skills 
commonly associated with traditionally masculine leader-
ship styles, including risk- taking, and assertiveness,1 16 20 21 
and bring to the table a diverse perspective, new insights, 
ideas and skills that lead to better problem solving and 
improved performance within an organisation.16 21 22 To 
support this, research also shows that businesses with a 
gender- diverse leadership team and higher representa-
tion of women on boards had, on average, higher finan-
cial performance than those with lower representations 
of women.7 Yet, despite this research across industries, 
including businesses, government, education, academia, 
medicine and healthcare,2 5 13 23 24 the same patterns of 
under- representation of women in leadership positions 
persist along with the same gender- based attitudes and 
barriers that perpetuate the status quo.

Gender- related barriers to advancing women into 
leadership reflect wide- ranging themes of limited work-
force capacity, limited opportunities to improve capa-
bility and persistent gendered attitudes towards women’s 
credibility as leaders.2 4 13 23–26 A focus on the gendered 
status of women also requires closer attention to inter-
secting statuses that can reveal important heterogeneity 
within the group and provide insight into the workings 
of gender in the production of healthcare patterns, with 
implications for policy and practice response.27 Indeed, 
in the healthcare sector, women play a significant role in 
the delivery of health services, yet they remain minority 
decision- makers, holding less than 25% of the most 
influential positions, with few opportunities for advance-
ment.2 4 5 Much of the female healthcare workforce is 

either underpaid or unpaid, and they continue to experi-
ence higher rates of sexism, gender- based discrimination 
and bias with inequitable attitudes towards their credi-
bility and capability to lead.2 4 5

Today, we are amidst an optimistic disruption that is 
challenging dominant discourses around gender and 
the systemic inequities that perpetuate them. Herein 
lies an opportunity to optimise organisational effort and 
improve outcomes for women by providing the necessary 
evidence synthesis to establish what works, and to inform 
future action for implementing and scaling gender 
equity- specific practices that promote the advancement of 
women in leadership.28 29This systematic review protocol 
outlines the aims to capture and synthesise evidence 
across sectors, on effective organisational strategies for 
advancing women in leadership. Here, we include studies 
of any design, targeting any age, ethnicity or geographic 
location, which describe organisational level interven-
tions, addressing gender equity in leadership.

SYSTEMATIC REVIEW QUESTION
What are the organisational level strategies and prac-
tices that advance women in leadership across sectors to 
inform organisational reform in healthcare?

METHODS/DESIGN
This review will conform to the standards of the Preferred 
Reporting Items for Systematic Reviews30 as outlined in 
the online supplemental material 1.

Eligibility criteria
The eligibility of studies will be determined via the selec-
tion criteria established using the Population, Interven-
tion, Comparison, Outcomes framework outlined in 
table 1.

Search strategy
A systematic search using relevant terms is outlined in the 
online supplemental material 2. The following electronic 
databases will be searched. The database selection was 
pragmatic to cover the broader fields where interventions 
on advancing women in leadership are focused.

 ► MEDLINE via OVID/Medline in- process and other 
nonindexed citations via OVID.

 ► PsycINFO via OVID.
 ► SCOPUS.

Study selection
Studies published between 2000 and 2020 will be selected 
for review. This timeframe reflects a major shift in the 
global agenda for gender equality, where the leadership 
gap was actively addressed with the release of the UN’s 
Millennium Development Goals.

To further determine eligible studies, the titles, abstracts 
and keywords of retrieved studies will be reviewed by two 
reviewers against the selection criteria outlined in table 2. 
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Studies that meet the inclusion criteria will be retrieved 
for full- text review.

Data extraction
The reviewer (MM) will extract data from all included 
studies. Pilot testing of the extraction form will be 
conducted (by MM and AKM) using 3–4 studies to ensure 
all relevant data are captured. Where available, data as 
specified in table 2 will be extracted in aggregate format 
from all studies. For each study group, extracted data will 
include sample sizes, aggregate point estimates, measures 
of variability and frequency counts for dichotomous vari-
ables. Continuous variables will be collected as aggregate 
mean values with SD. Outcomes reported as dichotomous 
variables will be extracted as relative measures of risk (risk 
ratio or OR along with CIs) as well as proportions or abso-
lute numbers of participants experiencing the outcome 
of interest.

Quality appraisal of the evidence
Risk of bias will be assessed by two reviewers at the study 
level. Based on the study design, the appropriate template 
from the Critical Appraisal Skills Programme will be used 
to assess risk of bias. Each study will be allocated a high, 
moderate or low- risk of bias rating. Individual quality 

items will be assessed using a descriptive component 
approach that includes items such as the presence of 
prespecified selection criteria, sample sizes, appropriate 
controls or comparison groups, participant blinding 
where applicable. Methods of outcome assessment and 
reporting, including statistical issues such as powering 
and data analysis, will also be included. Disagreement will 
be resolved through mediation with senior authors.

Data synthesis and analysis
For all studies, data will be synthesised from all sectors 
for comparison and presented in summary tables and in 
narrative form to describe the populations, interventions 
and outcomes of the included studies. Where quantita-
tive data are available, between- group or within- group 
differences will be presented, and relative differences in 
outcomes will be assessed. Aggregate effect measures will 
be used for meta- analyses if appropriate, when data are 
derived from homogenous groups (where participants, 
interventions and outcome measures are sufficiently 
similar), using random- effects models in Review Manager 
V.5.3. Statistical heterogeneity will be assessed using the I2 
test, where I2 values over 50% indicate moderate to high 
heterogeneity. Descriptive analyses will be conducted 

Table 1 PICO for study inclusion

Participants (P) Intervention (I) Comparison (C) Outcomes (O)

Inclusion Working women of any 
age, ethnicity, socio- 
economic status and 
geographic area

Any organisational 
strategies or practices 
implemented in isolation 
or combined with 
other practices, for any 
duration

Any control or comparison 
group, including usual 
process, pre–post tests, 
comparison with other 
organisations, or no 
comparison group

Any measures demonstrating 
effect for advancing women in 
leadership (or lack thereof)

Exclusion Studies in populations 
other than women

Studies without 
organisational level 
practice or leadership 
focus (eg, demographic 
descriptions)

None Studies without measurable 
outcomes (theoretical only 
discussion studies)

Study types Quantitative and qualitative study designs

Language English

Year of publication 2000–2020

PICO, Population, Intervention, Comparison, Outcomes.

Table 2 Aggregate data to be extracted from included studies

Study Participants Intervention Outcomes

First author and journal/
source

Women of any age and ethnicity 
if available

Workplace practices, 
approaches, policies or 
procedures

Capacity- building, perceptions of 
credibility capability and confidence*

Country and year of 
publication

Other SES* or relevant 
characteristics of participants

Practical guidelines, models 
and tools

Incidence of promotion, retention and 
representation of women*

Study design, setting, 
duration and sample size 
and sample description

Career stage, early/ mid/late 
and position descriptions

Organisational frameworks, 
strategies

Other measurable outcomes relevant 
to career mobility/progression into 
leadership

*As defined by authors of the studies.
SES, Socioeconomic status .
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for those studies that are deemed too heterogeneous or 
present insufficient data (eg, outcomes measured in single 
studies) for pooling or combined analysis. Subgroup 
analyses will be performed for factors presumed to cause 
variations in outcomes and may include age, ethnicity, 
seniority or career stage, sector or setting or other factors 
deemed relevant during the review process.

Qualitative data will be analysed using thematic anal-
ysis, as a method of identifying patterns across large 
bodies of data. This method of analysis is characterised by 
theoretical flexibility and is thus, often incorporated into 
multiple research methods (e.g. narrative or discursive), 
which makes it useful for working with data across several 
theoretical frameworks.31 The process involves searching 
across patterns in the data, which will then be clustered for 
the description of emergent themes31 within the broader 
context of women in leadership. In that sense, we intend 
to take a critical framework approach to the analysis with 
the aim of exposing and decolonising the discourse that 
underlies how organisations approach gender equity for 
women in leadership.

Grading the body of evidence at the outcome level
Where possible, the quality of the evidence will be assessed 
by two reviewers using the Grading of Recommendations, 
Assessment, Development and Evaluation approach.32 
Based on multiple components (eg, risk of bias, hetero-
geneity), ratings will be assigned to each outcome as 
high, moderate, low or very low quality. Where needed, 
consensus will be sought through consultation with a 
third independent reviewer.

Public involvement statement
In the context of the Australian National Health and 
Medical Research Council (NHMRC) partnership 
programme, stakeholders will be engaged to inform 
priorities and assist in the translation, dissemination and 
implementation of the outcomes from this study.

Ethics and dissemination
This systematic review will provide the most compre-
hensive update of available evidence on organisational 
approaches, practices and policies for advancing women 
in leadership from multiple industry sectors. Consistent 
with the vision of the leading organisation, the Monash 
Centre for Health Research and Implementation, this 
work follows an implementation science framework.33 
The systematic review is foundational in a larger funded 
national programme that involves broad stakeholder 
partnership and engagement. Results of this review will 
be published in peer- reviewed journals and disseminated 
at conferences. A key dissemination aim here is that this 
work will be a valuable resource that informs government 
and organisational policy decisions and implementation. 
Internationally, results will be disseminated through the 
Women in Global Health International Network https://
www. womeningh. org/. This work will underpin further 

significant research. Ethics approval is not required for 
this secondary research.

DISCUSSION
A recent report by the World Economic forum7 9–12 
states that the failure to fully realise gender equity and 
promote women’s potential in the labour market is a key 
contributor to the slowing down of economic growth 
globally.7 9–12 Gender equity in this instance refers to the 
application of ‘fairness of treatment for all, according to 
their respective needs’, which includes equal or different, 
yet equivalent treatment across rights, benefits, obliga-
tions and opportunities.23 Equity is critical for workforce 
diversity, encouraging differences to create a productive 
environment where everyone is valued and their skills are 
optimised and harnessed.23 In turn, a diverse workforce 
represents society, understands and responds to commu-
nity,23 embodies the principles of equity and fairness 
and models the diffusion of prejudices, thus promoting 
a discrimination- free environment and transforming 
workplace culture. Never has this been more important 
to embrace than in the healthcare sector today. While 
there has been some progress towards gender equity in 
the sector, it remains slow and in need of evidence- based 
efforts that inform healthcare organisations on gender 
equity strategies.28 29 The growing number of women in 
the health sector is not reflected in the representation 
of women in healthcare leadership,4 regardless of role as 
Dean, Chief Medical Officer, College board or committee 
member or CEO of a large hospital.13 This continued 
restriction of the goals of women, and inability to harness 
their education and potential as leaders, as well as a lack 
of diversity in agenda- setting for matters related to health-
care outcomes, can inevitably result in major implications 
affecting the health of populations.2 13 28

The broad case for advancing women in leadership 
and enhancing gender equity is compelling. The specific 
needs in the healthcare sector are clear and yet there is a 
lack of clarity on evidence- based approaches to advancing 
women in leadership broadly across sectors and within 
healthcare. To progress change, there is a need to move 
towards actively championing equity at an organisational 
and policy/systems level. Effective, evidence- based and 
measurable organisational approaches and practices that 
advance women in leadership are now vital. This review 
will synthesise knowledge and identify organisational strat-
egies and key gaps for further research. Importantly it will 
directly inform and underpin a large- scale national imple-
mentation research, evaluation and scale- up programme 
with international links to drive gender equity in health-
care leadership.

Strengths and limitations
The proposed systematic literature review provides an 
opportunity to address the issue of gender inequity in 
leadership by bringing together a team of multidisci-
plinary experts. In this partnership, the team will inform 
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the next steps following evidence synthesis, by estab-
lishing what works and how to implement best practice 
for gender equity and improve outcomes for women in 
healthcare leadership.28 29 To do this, we aim to integrate 
this team of experts, with government partners, multiple 
health professional colleges and health services for whom 
this initiative is prioritised, to codesign, develop and 
implement solutions for the healthcare sector. It is antic-
ipated that this systematic review will deliver a compre-
hensive synthesis of organisational approaches, practices 
and policies for advancing women in leadership. The 
proposed body of work will follow rigorous methodology 
and will involve acquiring and synthesising data from 
studies published over the past two decades in multiple 
industry sectors. Some limitations of the systematic review 
process include the potential for publication bias since 
we only include peer- reviewed, published and English 
language studies. The quality of studies in the field may be 
moderate and variably heterogeneous, thereby affecting 
the strengths of the conclusions drawn from the review. 
Nevertheless, the work will bring together cross- industry 
learnings and establish a foundation for future research 
in this field. Future research will be enabled through 
a large- scale Australian NHMRC- funded partnership 
project, together with government policy- makers, Profes-
sional Medical, Nursing and Allied Health Colleges, large 
public and private health services and multidisciplinary 
academics with leading experts in health, business and 
leadership, evidence synthesis, implementation, measure-
ment and evaluation.
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