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Purpose: This study aimed to identify and explore the leadership challenges impeding the delivery of quality healthcare services in
two district municipalities of the North West Province, South Africa.

Patients and Methods: A qualitative phenomenological design was used. Purposive sampling selected senior healthcare managers
from the Bojanala Platinum District (BPD) and the Ngaka Modiri Molema District (NMMD). Data collection involved six focus group
discussions (FGDs) with 6-10 participants each and eight individual in-depth interviews (IDIs). Data analysis employed thematic and
narrative analysis methods. Ethical approval was granted, and informed consent was obtained from participants.

Results: Participants identified five key themes: (1) Limited leadership empowerment, characterised by excessive centralisation of
decision-making, causing delays and reduced local managerial autonomy; (2) Ineffective performance management due to poor
implementation and underuse of the Performance Management and Development System (PMDS); (3) Weak policy execution, linked
to inconsistent governance structures and poor oversight mechanisms; (4) Resource allocation and stewardship, including financial
constraints and supply chain issues, leading to chronic shortages of essential medicines and poor equipment maintenance; and (5)
Inadequate primary healthcare infrastructure and governance, resulting in diminished patient confidence, facility bypassing, and
compromised service quality.

Conclusion: These findings, among the first to qualitatively examine leadership challenges within South Africa’s district health
system, highlight how centralised decision-making, weak performance management, and resource constraints specifically impede
service delivery in the North West Province. By offering context-specific insights and practical strategies for decentralisation,
governance strengthening, and resource optimisation, this study provides locally relevant evidence to inform health system reform
in similar low- and middle-income settings.

Keywords: healthcare leadership, governance, primary healthcare, performance management, resource management, policy

implementation, South Africa

Introduction

Healthcare systems worldwide are increasingly recognised as complex adaptive systems that require leaders capable of
navigating uncertainty, aligning diverse stakeholders, and sustaining high-quality service delivery despite resource
constraints. In low- and middle-income countries (LMICs), where financial and human resources are often limited,
effective leadership at all levels of the system is essential for improving population health outcomes. South Africa,
classified as an “emerging and developing” nation by the United Nations and the International Monetary Fund,' allocates
a substantial portion of its budget to healthcare compared to peer nations, yet fails to achieve commensurate health
outcomes.” South Africa faces significant challenges in attaining favourable health outcomes due to a complex interplay
of factors that include, amongst others, a quadruple burden of diseases, an HIV/TB epidemic, high child mortality and
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maternal mortality, high levels of non-communicable diseases, and high levels of violence and injuries.” These challenges
are compounded by a growing population, driven partly by immigration,* which strains healthcare resources and
exacerbates disparities in human resource distribution, particularly between urban and rural areas.*

In the North West Province, healthcare expenditure averaged 29.38% of the provincial budget (approximately
R25.96 billion) from 2020/21 to 2023/24,” supporting a population of 6.3% to 6.9% of South Africa’s total.’
However, health outcomes remain suboptimal. Malnutrition rates in the province averaged 16.83% over this period,
slightly below the national average of 17.5%.” Maternal mortality rates in the province consistently exceeded national
figures, rising from 125/100,000 in 2019 to 188.5/100,000 in 2021, before declining to 116.8/100,000 in 2022.” Similarly,
the under-5 mortality rate (USMR) in the Northwest was 55,7% in 2022, compared to a national estimate of 40, reflecting
persistent challenges.”

Leadership in healthcare has been extensively studied, and various modern frameworks provide insights into how
leaders can manage complexity. Transformational leadership focuses on vision-driven change and empowering staff;
complexity leadership highlights adaptability and emergence within dynamic, non-linear systems; and systems leadership
emphasises collaboration and alignment across multiple levels of interconnected health networks.” !> These approaches
are becoming increasingly important in healthcare management research in high-income settings, yet their use in LMIC
district health systems remains insufficiently examined. In South Africa, where historical centralisation and bureaucratic
inertia still exist, district-level managers often lack the leadership autonomy and support structures necessary to carry out
responsive, locally adapted strategies. Poor fiscal management, unequal resource distribution, and limited capacity within
the health workforce weaken service delivery, especially in rural areas.

This theoretical gap is especially significant considering South Africa’s National Health Insurance (NHI) reform. NHI
aims to overhaul financing and governance structures to achieve universal health coverage and fair access to healthcare.
While it shows promise, this transition presents extraordinary leadership challenges: district managers must navigate
changing accountability systems, manage limited resources under new purchasing mechanisms, and uphold service
quality amid systemic restructuring. Understanding how leaders experience and handle these pressures in real time is
vital for strengthening the country’s health system and ensuring the success of NHI.

This qualitative study investigates the leadership challenges that impede quality healthcare delivery in two districts of
North West Province: Bojanala Platinum District (BPD) and Ngaka Modiri Molema District (NMMD). By analysing
these challenges, the study seeks to inform targeted interventions and policy reforms to enhance healthcare leadership,
optimise resource allocation, and improve health outcomes for these communities. By providing context-specific,
empirically grounded insights, the study broadens and applies established leadership theories (transformational, complex-
ity, and systems leadership) within a resource-constrained and decentralising health system, offering actionable recom-
mendations to influence both policy and practice amid South Africa’s ongoing health sector reforms.

Methods

This study employed a hermeneutic (interpretive) phenomenological design to explore the lived experiences of leadership
among senior healthcare managers in the North West Province, South Africa. This approach was chosen to go beyond
mere description and to interpret how participants understand the complex leadership challenges they face within
a dynamic health system.

This qualitative phenomenological study was conducted among healthcare managers working for the NW province’s
Department of Health in the BPD and NMMD municipalities. Focus group discussions, as an extended form of the
interview method'* are employed for their versatility and strength, as they are both descriptive and interpretive, whereas
the in-depth interviews are solely interpretive.

The target population for this study includes deliberately selected employees of the NW Department of Health
assigned to roles such as Head of Department, Deputy Director General, hospital Chief Executive Officers, Chief
Directors, Directors, Clinical Managers, and other senior management service staff (SMS) at regional hospitals,
district hospitals, and community health centres. A total of 68 employees volunteered to participate in the

research.
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Purposive sampling was utilised to select participants from the public health sector based on their contextual
knowledge and capacity to address the research questions. Data were collected through six focus group discussions
(6—10 participants each) and eight in-depth interviews.

FGDs were used as an extended form of interview to stimulate discussion and surface collective system-level
leadership perspectives, while IDIs allowed participants to reflect on personal experiences and sensitive organisational
dynamics that might not emerge in groups. Focus group discussions lasted approximately two hours per session. These
group interviews aimed to elicit the participants’ collective views on how management exercised leadership within the
components of the health system, motivated the workforce, prioritised issues, implemented national policies, commu-
nicated the vision, and empowered leaders at the local level.

The focus group discussions took place between October and November 2022. A detailed schedule for each FGD was
created through a thorough process that included a literature review on healthcare leadership challenges, piloting of the
focus group questions, refining them based on feedback, and ensuring alignment with the study’s research objectives
before conducting each focus group.

Key questions asked during the FGDs included how management exercised leadership in the components of the
health system, motivating the workforce, prioritisation, implementation of national policies, communication of the vision,
and empowerment of leaders at the local level.

Each of the eight individual interviews concentrated on the challenges faced in healthcare leadership and the obstacles
to achieving quality healthcare services. These interviews also focused on high-ranking leaders such as clinical managers,
chief executive officers of district hospitals, and managers of community health centres, to explore the implementation of
policies at the organisational level, the oversight by local governance structures, and the health outcomes within the
district.

Reflexivity and Bracketing

The lead researcher had previously served as a Member of the Executive Council (MEC) for Health in the province and
therefore kept a reflective journal and engaged in memo writing throughout the research process. These reflexivity
practices were used to identify and bracket personal assumptions, document positionality, and minimise potential bias,
thereby enhancing the confirmability and trustworthiness of the findings.

Standard questions were employed to break down the research question and examine the feedback. Microsoft’s Excel
spreadsheet application was utilised for organising, cleaning, and analysing the data. The researcher interrogated the data,
generating initial codes, searching for themes, reviewing the themes, and defining and naming them from the in-depth
interviews, focus group discussions, and allocated open codes,'” whilst the individual in-depth analysis involved
“narrative analysis”,"® which mapped each participant’s views, to enable the researcher to understand how each personal
experience contributed to the overall narrative.

Data were analysed inductively following Braun and Clarke’s six-phase thematic analysis (familiarisation, coding,
theme development, review, definition, reporting). Initial open codes were generated across transcripts, clustered into
categories, and iteratively refined into overarching themes. Narrative analysis complemented thematic analysis to
preserve the personal meaning and lived experience conveyed by participants.

To preserve the lived-experience perspective, narrative analysis complemented the thematic process by illustrating
how individual accounts constructed the collective story. The lead researcher kept analytic memos and reflexive journals
to record decisions, assumptions, and emerging insights. Peer debriefing with a second qualitative researcher was carried
out to review coding consistency, challenge theme definitions, and improve the credibility of the findings. Microsoft
Excel was used to organise and track codes, categories, and theme iterations.

Credibility was strengthened by including participants from various seniority levels and facility types, as well as by
triangulating focus group and interview data. Transferability was facilitated through purposive sampling across two of the
four provincial districts, which helped capture variation in leadership contexts.

Ethical approval was granted by the University of KwaZulu-Natal Biomedical Research Ethics Committee (BREC),
with protocol reference number BREC 690/18. The Department of Health in the North West Province granted gatekeeper
permission. Participants were informed of the study’s aims, and written informed consent was obtained. Participants were
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also advised that their direct quotes might be used anonymously in publications, where applicable. The researchers used
all data solely for the purpose of the study. This research adhered to the principles of the Declaration of Helsinki.

Results

Sociodemographic Characteristics of Participants

Sixty managers took part in the focus group discussion, and eight participants were interviewed. Fifty per cent of the
participants (36) were between 11 and 12 (middle management), while almost 40% (27) were junior management. Fifty-
three per cent (36) of managers had only a bachelor’s degree, whereas 7% (5) held postgraduate qualifications. There
were more females (53%) than males (47%) participation. The majority (46%) were aged between 46 and 55 years, with
a further 38% between 36 and 45 years. Seventy-five per cent (51) had been employed in their positions for more than
five years. Fifty-three per cent of participants were from the NMMD municipality (see Table 1).

Table | Sociodemographic Profile of Study Participants

Focus Group Discussion | Key Informant Interviews | Grand Total

n % n % n | %
Role of HCW (Position)
Level 9-10 24 35,29% 3 4,41% 27 | 39,71%
Level 11-12 30 44,12% 4 5,88% 34 | 50%
Level 13—14 6 8,82% | 1,47% 7 10,29%
Total 60 88,24% 8 11,76% 68 | 100%
Highest Degree Attained
Senior Certificate 0 0% 0 0% 0 0%
National Diploma 24 35,29% 3 4,41% 27 | 39,71%
Bachelor’s Degree 32 47,06% 4 5,88% 36 | 52,94%
Hons/PGDIP/Master’s 4 5,88% | 1,47% 5 | 735%
Total 60 88,24% 8 11,76% 68 | 100
Place of Employment
Provincial Head Office 6 8,82% | 1,47% 7 10,29%
Bojanala Platinum District Municipality 22 32,35% 3 4,41% 25 | 36,77%
Ngaka Modiri Molema District Municipality | 32 47,06% 4 5,88% 36 | 52,94%
Total 60 88,24% 8 11,76% 68 | 100,00%
Duration of employment
<| year 0 0 0 0 0 |0
|14 years 17 25% 0 0 17 | 25%
5-7 years 29 42,65% 6 8,82% 35 | 51,47%
>10 years 14 20,59% 2 2,94% 16 | 23,53%
Total 60 88,24% 8 11,76% 68 | 100,00%

(Continued)
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Table | (Continued).

Focus Group Discussion | Key Informant Interviews | Grand Total
n % n % n | %
Age
25-35 5 7,35% | 1,47% 6 | 882%
3645 23 33,83% 2 2,94% 25 | 37,76%
46-55 28 41,18% 4 5,88% 31 | 45,59%
56 years and above 4 5,88% | 1,47% 5 7,35%
Total 60 88,24% 8 11,76% 68 | 100,00%
Gender
Male 27 39,71% 5 7,35% 32 | 47,06%
Female 33 48,53% 3 4,41% 36 | 52,94%
Total 60 88,24 8 11,76% 68 | 100,00%

Results — Focus Group Discussions and Individual Interviews
Focus group discussions (FGDs) and in-depth interviews (IDIs) with purposively selected public health workers revealed

gaps in leadership, governance, and operational practices. The findings are organised into five key themes: (1) limited

leadership empowerment, (2) ineffective performance management, (3) weak policy implementation, (4) resource

allocation and stewardship, and (5) inadequate primary healthcare (PHC) infrastructure and governance (see Table 2).

Table 2 Healthcare Leadership Challenges in NMMD and BPD Municipalities NW

# | Leadership Challenge Description How the Challenge is Experienced
I | Poor Leadership (2). ® The workforce is demotivated, goals are unclear; | Managers at the Senior Level fail to exercise leadership
leaders fail to self-lead, prioritize, and communi- in most of the components of the health system.
cate, avoidance of conflict and others. The health system’s infrastructure in the North West
province is crumbling, and employees are witnessing
this daily; they are failing to hold each other
accountable
2 | Absence of prioritization ® Everything is essential, and nothing is important. | Health systems are complex, with many moving parts.
when setting healthcare ® Jumping from crisis to crisis, employees are in | There are primary, secondary as well as tertiary level
service delivery goals (3). burnout mode and reactive in posture. parts. Primary parts, such as health care workers, must
be the apex priority, but all the moving parts are at the
same priority level, resulting in crises enveloping the
system.
3 | Weak policy ® No policy socialization and institutionalization of | Policies guide employees on operational matters.
implementation. police training programs. Policies/standards like Batho Pele are all-encompassing
® No measuring of policy impact and are not fully implemented to guarantee leadership-
® Poor policy custodianship. inspired quality health service delivery.

(Continued)
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Table 2 (Continued).

# | Leadership Challenge Description How the Challenge is Experienced
4 | Weak governance ® Dysfunctional National, Provincial, District | Governance structures provide firm oversight. The
structures (4,5). Councils crumbling health system indicates that governance
® Dysfunctional Hospital and or Clinic Boards structures are failing or unable to exercise their
® Dysfunctional Health Centre Committees responsibilities fully.

® Dysfunctional Health Councils

5 | Poor monitoring and ® |ack of accurate data Programmes, Projects, and Operations run an effective
evaluation (6). ® Poorly designed research instruments health system. The M and E functions must gather
® Poor Monitoring and Evaluation Culture evidence of the health system’s machinery moving as

planned and inform decision-making.

Failing services and infrastructure suggest that the

gathered evidence is not utilized.

Abbreviations: BPD, Bojanala Platinum District (BPD); M&E, Monitoring and Evaluation; NMMD, Ngaka Modiri Molema District; PHC, Primary health care; PMDS,
Performance Management and Development System.

Limited Leadership Empowerment
Participants highlighted a lack of decision-making autonomy among local managers, who often deferred to the Head
Office of the Provincial Department of Health, even for locally manageable issues.

One participant observed,

Some of our local managers lack confidence and are unable or afraid to make decisions. This behaviour makes them poor
leaders who must constantly check with the Provincial Head Office for matters that should be decided locally. The start of the
COVID-19 pandemic began without any guidance from the Head Office, leading to confusion at the local level. We were left to

manage on our own.

This dependence on centralised directives caused delays and confusion, especially during the initial stages of the
pandemic.

Furthermore, participants expressed a gap between theoretical knowledge and practical application, with one stating,
“Most managers understand the theory but lack the practical ability to implement it.” This disparity between theory and
practice emphasises the need to develop hands-on experience and improve practical skills to effectively apply manage-

ment principles.

Ineffective Performance Management

The Performance Management and Development System (PMDS) was seen as poorly implemented, which hindered
operational efficiency and the quality of healthcare. Participants recognised the PMDS’s aim to evaluate and enhance
performance through quarterly and yearly reviews but observed its limited effectiveness.

The PMDS process is a quarterly and annual assessment of public servants’ work that leads to the promotion of deserving

workers.

One participant explained,

The PMDS impacts operational plans, but workers need to feel appreciated and well-rewarded to deliver quality care.
Participants also emphasised that training alone was insufficient, stating,

We have learned the expensive way that training alone does not solve all our service quality delivery problems. Providing
quality healthcare services requires more resources than is normally understood. The cost of poor-quality healthcare services to
people’s lives is immeasurable. A conducive environment where employees adopt good attitudes towards their work will

improve service delivery level quality against the set goals and priorities.
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Weak Policy Implementation

Participants reported inconsistent policy implementation, which hindered operational efficiency. Health policies intended
to ease pressure on healthcare professionals were often delayed or not enacted. One participant remarked, “Health
policies are not implemented due to slow processes or complete inaction.”

Governance structures, such as clinic committees and hospital boards, were described as non-existent or dysfunc-
tional, with one participant noting, “Clinic committees rarely meet, and hospital boards are active but inconsistent,
leading to poor oversight and limited community input.” This weak policy implementation reflects systemic governance
challenges that hinder effective leadership.

Resource Allocation and Stewardship

Resource constraints, worsened by austerity measures and inadequate financial oversight, remained a persistent problem.
Participants reported that the Northwest Department of Health’s (NWDoH) shrinking budget limited workforce expan-
sion, leading to union disputes. One participant stated,

The decreasing budget prevents hiring more workers, causing union problems.
Another participant noted,

The economy is not growing, unemployment, and unequal access to decent health facilities could fuel discomfort and

discontentment in poor communities.
In addition,

The COVID-19 pandemic constrained resource management to the maximum. As for oxygen machines and protective personal
equipment (PPE), the administration allocated a sufficient budget only to what they viewed as most important from the 2020/
2021 financial year.

Supply chain inefficiencies exacerbated issues, with ongoing drug shortages, especially for hypertension and diabetes
medicines, recognised as an annual problem.
A participant explained, Drug shortages worsen by the financial year’s end due to exhausted funds.

Some drugs are always available because their usage is low. Medications for conditions such as hypertension, diabetes, and
other chronic conditions are mostly out of stock. Managers in charge of Community Health Centres assert that the new drug
supply management system is not yet helpful because even if they make timely inputs on the low level of some drugs, they are
still not delivered

Furthermore, poor maintenance of healthcare technology, such as broken equipment, hampers service delivery. One
participant noted, “Equipment could work if maintenance contracts were in place, but delays, like waiting for a patient’s
X-ray, frustrate professionals.” These findings highlight a critical need for better resource allocation and supply chain

management.

Primary Healthcare: Governance and Service Delivery Inputs

Participants expressed concerns about the state of PHC facilities, which lacked essential resources such as medicines and
functional equipment. This led to reduced patient confidence, with one participant stating, “Patients bypass PHC
facilities, lacking confidence in free services perceived as poor quality.”

Our patients do not have to pay, but they access other levels of care without referrals from the primary care level. They lack
confidence in the current primary health care system because, in most cases, it is under-resourced to the extent that it lacks

medicines and critical equipment is broken

Our patients do not seem confident in free services. The perception is that the service is free and poor, meant for the poor.
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Weak governance structures further worsened these issues, with irregular hospital board meetings and ineffective
monitoring and evaluation (M&E) practices. One participant noted, “Regional governance weaknesses prevent localised
M&E, and discussed actions are rarely implemented.” Additionally, a lack of prioritisation in goal-setting was clear, with
one participant describing the system as “jumping from crisis to crisis,” leading to workforce burnout and reactive
management.

Table 2 offers a summary of the key challenges and impacts emphasised by participants.

Discussion

This study identified deficiencies in leadership, governance, and operational practices that hinder the delivery of quality
healthcare services within two district municipalities in the North West (NW) province, South Africa. The weaknesses
identified—such as limited leadership empowerment, ineffective performance management, weak policy implementation,
resource allocation and stewardship, and inadequate PHC infrastructure—highlight systemic barriers to effective leader-
ship in the North West Province’s public health sector.

While the five themes identified in this study, namely leadership empowerment, performance management, policy
implementation, resource stewardship, and infrastructure and governance, are well documented internationally, our
findings provide context-specific insights by illustrating how these challenges manifest within South Africa’s decentralis-
ing district health system during the early implementation of National Health Insurance (NHI). The North West Province
presents a distinctive leadership environment characterised by long-standing centralisation, fiscal constraints, corruption,
nepotism, and uneven managerial autonomy. Capturing the lived experiences of senior leaders operating at multiple
levels (provincial, district, and facility) offers timely evidence on how these systemic pressures are navigated in practice.
While confirmatory at the theoretical level, these findings promote practice by informing decentralisation strategies,
performance management reform, and governance strengthening in South Africa and other low- and middle-income
settings undergoing similar health financing and structural transitions.

Transformational leadership emphasises empowerment, vision, and the ability to mobilise staff, however, participants
described constrained autonomy and limited authority to implement change. Complexity leadership stresses adaptability
and emergent problem-solving in dynamic systems; nevertheless, entrenched bureaucratic structures and rigid fiscal
controls often restrict such responsiveness.'” Systems leadership requires alignment across stakeholders and levels of
care; yet, fragmented governance and inconsistent policy implementation hinder this integration.'® These tensions
suggest that while global leadership models are conceptually relevant, they necessitate contextual adaptation to hier-
archical, resource-limited settings undergoing health reform, such as South Africa’s NHI transition.

In Scandinavian systems, such as those in Sweden, distributed governance and protected time for leadership
development allow managers to act autonomously while remaining accountable.! Uganda and Rwanda have effectively
used performance-based financing and decentralised accountability to support adaptive leadership within limited
budgets.'® South Africa’s context differs due to its highly centralised legacy and ongoing NHI policy transition,
indicating that such approaches need careful contextual adaptation, including enhanced fiscal oversight and leadership
capacity building aligned with decentralisation. Despite widespread recognition of these leadership gaps, several factors
sustain them: entrenched bureaucratic culture limits adaptive responses; performance management remains compliance-
driven rather than developmental; and leadership programmes have not been integrated into district-level career
pathways.

These findings also have direct implications for the quality of care provided to communities. Ineffective decentralisa-
tion and weak managerial empowerment contribute to delayed decision-making, poor responsiveness to local health
needs, and low staff morale, undermining service reliability and continuity. Compliance-driven rather than developmental
performance management discourages innovation and accountability. Inadequate policy implementation and fragmented
governance worsen supply shortages and service gaps, while inefficient resource allocation reduces the availability of
essential medicines, equipment, and skilled staff. Collectively, these factors drive facility bypassing, diminish patient
confidence, and compromise service quality, which have been repeatedly documented in South Africa and other low- and
middle-income countries. Our findings within this broader health systems context highlight that strengthening district-
level leadership is crucial for improving service quality and achieving the goals of the National Health Insurance.
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Against this backdrop of entrenched centralisation, evolving financing reforms, and the need to adapt established
leadership models to a resource-limited, hierarchical context, the lived experiences shared by district and facility
managers illustrate how these systemic pressures unfold in practice. The following sections present and interpret the
five themes that arose from the analysis.

Limited Leadership Empowerment

This study found that dysfunction in governance structures within the healthcare system negatively impacts service
delivery promises as outlined by the Department of Health’s Patients’ Rights Charter. Governance deficiencies arise from
over-centralisation, where district managers defer decision-making authority to provincial headquarters, reflecting
insufficient leadership competencies such as accountability, decisiveness, and motivation.® This over-centralisation,
combined with ineffective bureaucracy, leads to delays in local decision-making, resulting in healthcare system
inefficiencies and deteriorating infrastructure. This finding aligns with international literature, which emphasises that
empowered local leadership is vital for adaptive and resilient health systems capable of responding swiftly to crises.”

Significant disparities exist in financial and administrative delegations between provinces, with the NW province
notably restricting district manager autonomy when compared to provinces like the Western Cape (WC).'? The extent of
these disparities becomes clear when comparing financial delegations: for example, the NW province permits delegations
of up to R200,000, whereas the Western Cape (WC) allows delegations of up to R500,000. Additional disparities include
the inability of district managers in the NW to fully adjudicate and finalise supply chain management matters or to make
human resources appointment decisions at the district level.

Contemporary theory in healthcare leadership indicates that current leadership practices should be characterised by (a) the
ability to lead with care, (b) sharing the vision, (c) engaging the team, (d) influencing outcomes, (e) evaluating information, (f)
connecting the service, (g) developing capability, and (h) holding others to account, as taught by the National Health Service in
the United Kingdom® through their Healthcare Leadership Model. A cited report by the Institute of Medicine®® emphasises
that leadership is vital for achieving goals related to quality care and patient safety. This report states that leadership is
expected from individuals at all levels of organisation for quality of care to be achieved.

The Healthcare Leadership Model is designed to develop better leaders who adopt transformative practices. Other studies
argue that leadership must be both inclusive and adaptive to respond to the rapidly changing healthcare landscape.’

A study reviewing and synthesising existing literature to provide a comprehensive understanding of healthcare
leadership concludes that leadership development programmes are essential for the ongoing development of healthcare
capabilities.?!

Ineffective Performance Management

Participants highlighted that the implementation of the Performance Management and Development System (PMDS)
within the studied municipalities was found deficient, leading to employee dissatisfaction and decreased motivation.
These findings align with a qualitative study in Namibia’s Kavango East Region, where poor PMDS implementation was
attributed to inadequate training, poor system design, and lack of management involvement.® Similarly, a study in
Dr. Kenneth Kaunda District, North West Province, reported nurses’ concerns about PMDS objectivity and transparency,
reflecting systemic leadership failure.” These findings suggest that performance management systems require strong
leadership support, including training and motivational strategies, to foster a culture of accountability and engagement.

Weak Policy Implementation

The study identified inconsistent policy implementation, with clinic committees and hospital boards meeting irregularly,
leading to poor oversight and operational inefficiencies. This mirrors findings from a review of literature citing studies in
Kenya that highlighted a policy implementation gap despite the Abuja Declaration’s mandate for increased health sector
funding.** The Kenyan study emphasised leadership’s critical role in ensuring policy execution, a sentiment echoed in
this study’s findings of slow or absent policy implementation.® The North West Province’s challenges suggest a need for
leadership that enhances policy custodianship and accountability, alongside metrics to evaluate implementation effec-
tiveness beyond mere procedural adoption.
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Resource Allocation and Stewardship

The NW province faces significant resource constraints, worsened by poor financial oversight and supply chain
inefficiencies. Financial limitations and supply chain issues have become major barriers to effective healthcare delivery.
Participants noted ongoing shortages of essential medicines for chronic conditions such as hypertension and diabetes,
worsened by fiscal austerity and ineffective procurement processes. This aligns with other research indicating that
Resource Allocation and Stewardship, combined with budgetary limitations, heavily influence chronic disease manage-
ment and healthcare outcomes.*>** Poor maintenance of vital healthcare equipment weakens service delivery, indicating
inadequate contractual arrangements and oversight mechanisms.

Primary Health Care Governance and Service Delivery Inputs

The study found that under-resourced PHC facilities and weak governance structures reduced patient confidence and
lowered service quality. Participants noted that patients bypassed PHC facilities due to perceived poor quality, worsened
by inconsistent governance and weak monitoring and evaluation (M&E). A cross-sectional study conducted in Ntungamo
District, Uganda, found that the way a Monitoring and Evaluation (M&E) programme is implemented in the healthcare
sector significantly affects the quality of healthcare service delivery. The study also found that, although M&E should not
be considered the only factor supporting the success of an intervention, it does have a moderate impact on healthcare
service quality in Uganda.?® A comparative study in Uganda and Rwanda assessing the quality of M&E systems using (i)
policy; (ii) quality of indicators, data, and methodology; (iii) organisation; (iv) capacity; (v) participation of non-
governmental actors; and (vi) M&E outputs concluded that the health sector M&E systems in both Rwanda and
Uganda are somewhat fragmented, with some elements being weak and others strong.?® This contrasts with the M&E
practices of the North West Province’s Health Department, which are viewed as poorly executed.

Absence of Prioritization in Goal Setting

The lack of prioritisation in healthcare goal setting has resulted in reactive management and workforce burnout, with
participants describing a system where “everything is important, and nothing is important.” Comparative studies on
priority setting in the health sector were carried out in Sweden and Norway. Norway has a long history of open priority
setting in healthcare at the national level, whereas this, like in the NWP is lacking at municipal health and care levels.
Although there is recognition of the importance of priority setting, scepticism and distrust exist between municipalities
and the central government. This scepticism and suspicion can be addressed through stakeholder engagement and
transparent decision-making to ensure effective healthcare leadership.’” In Sweden, priority setting is employed to
achieve fair and efficient allocation of limited resources, adopting what is regarded as a ‘“sophisticated approach.”
A study assessing Swedish physicians’ perspectives on (I) the impact of scarce resources on patient care; (II) clinical
decision-making; and (III) the ethical framework and national guidelines for healthcare by the National Board of Health
and Welfare concluded, among other things, that priority setting is a potential pathway to fair and transparent decision-
making in clinical settings, with particular emphasis on the ethical platform.?® NW province’s healthcare system lacks
structured prioritisation processes, emphasising the need for interventions aimed at establishing transparent, inclusive,
and evidence-based priority-setting mechanisms grounded in an ethical platform. This can be facilitated through
healthcare leadership practices advocated by the NHS Leadership Model.

Limitations

The study’s focus on two district municipalities and a sample consisting of senior management personnel may restrict the
generalisability of the findings. Furthermore, potential social desirability bias arising from the researcher’s position necessi-
tates careful interpretation of results. However, the use of purposive sampling and triangulation through FGDs and IDIs
improves the credibility of the findings within the studied context. While this qualitative approach offers detailed contextual
insights, future research could supplement it with quantitative methods to assess the prevalence and significance of the
identified leadership challenges and examine their associations with health system performance indicators.
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Conclusion

The findings emphasise systemic leadership challenges that weaken the North West Province’s health system, particularly in
terms of the quality of care. While confirming globally recognised leadership gaps, this study provides practical, context-
specific insights into how entrenched centralisation, financial constraints, and NHI policy changes influence district-level
leadership. It expands on transformational, complexity, and systems leadership models by demonstrating how they need to be
adapted to hierarchical, resource-constrained environments. Practically, the findings recommend devolving decision-making
authority with clear financial accountability, adopting a developmental rather than merely compliance-based performance
management approach, and institutionalising ongoing leadership development for the district.
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