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“And by this experience, his knowledge was reduced to 

diffidence, so that when asked how sounds were created he used 

to answer tolerantly that although he knew a few ways, he was 

sure that many more existed which were not only unknown but 

unimaginable” 

  

 

Galileo Galilei, The Assayer 
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Abstract 

 

Background 

The objective of this study is to explore the determinants of decision space and to 

investigate how it functions within a central hospital in South Africa, where policy 

proposals regarding the decentralization of management authority are being 

considered in the context of concerns about poor hospital management, and in terms 

of planned implementation of the National Health Insurance policy.  

 

Methods 

Using a mixed methods qualitative approach, the case study methodology involved the 

purposive selection of two central hospitals as case study sites in the South African 

province of Gauteng. Nested case studies that focused on the human resources and 

supply chain management departments involved exploratory and explanatory phases 

that included document review, work shadow with non-participant observation, and 

in-depth interviews. Thematic analysis was used to analyse the data and generate 

findings. 

 

Results 

Emergent outcomes of the interactions between authority, organisational capacity and 

accountability were identified and contributed to the development of an analytical 

decision space framework. The framework outlines the way in which decision space 

influences the allocation of responsibilities, the responsiveness of decision-making 

and the use of resources within the organisation or system. 

 

Recommendations 

In the context of national policy changes regarding the decentralisation of hospital 

management authorities, this framework can be used to understand how decision 

space functions in other settings, and to guide implementation of interventions for 

improved management. 
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Chapter One: An Introduction 

 

1.1 Introduction 

 

One aspect of the effectiveness of an organisation lies in its ability to make decisions 

that promote and support the achievement of its goals. Within the health system, 

decision-making aims to address the provision of quality health services that respond 

to the needs of the community served and do so efficiently, equitably and ethically 

(Kutzin 2013). Many proposals are offered regarding how to attain this ideal – 

including the decentralisation of decision-making authority from the centre to the 

periphery. The premise of this reform is that allowing local level authorities to make 

decisions will lead to more responsive and locally relevant outcomes (Tang and Bloom 

2000, Bossert and Beauvais 2002, Khaleghian 2004, Vargas Bustamante 2010, 

Bossert, Mitchell et al. 2015, Faguet 2016).  

 

The process of decentralisation has been described as resulting in a range of 

bureaucratic outcomes that exist along a continuum ranging from local authorities or 

organisations being granted limited to complete decision-making power. Within this 

context, Bossert (1998) presented the concept of decision space as a means of 

understanding the range of decision-making choice available to decentralised 

organisations .  

 

The utility of the decision space approach is that it assesses the implementation of 

decentralisation reforms in terms of the exercise of decision-making authority 

(Bossert and Mitchell 2011). This allows for consideration of experience and practice 

rather than merely identifying a dichotomous centralised-decentralised outcome 

(Faguet 2016). While there has been extensive application of the decision space 

approach in various settings, there has been limited exploration of the concept and 

understanding of decision space itself (Bossert 1998, Bossert and Beauvais 2002, 

Marchal, Denerville et al. 2005, Mitchell and Bossert 2010, Bossert and Mitchell 2011, 
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Mohammed, North et al. 2015, Kwamie, van Dijk et al. 2016, Roman, Cleary et al. 

2017). 

 

The purpose of this study is to contribute to enhancing this understanding and to 

explore how decision space is determined and functions within a central hospital in 

South Africa. Qualitative methodology has been used to describe the factors that 

influence decision space and to explore how decision space is operationalised in order 

to contribute to the development of policies that promote optimal hospital 

functioning.  

 

 

1.2 The South African Health System and Hospital 

Management  

 

South Africa has been classified as an upper middle-income country and is comprised 

of nine provinces delegated considerable autonomy and responsibility in a quasi-

federal governance structure. Within this tiered government arrangement, the public 

health system reflects a similar structure with a National Department of Health 

providing strategic direction for the national health system and each provincial 

government hosting its own Provincial Department of Health, which is directly 

responsible for the delivery of health services at a range of facilities, including central 

and other specialist hospitals (McIntyre, Thiede et al. 2007).   

 

The health system inherited by the current government in 1994 was relatively well 

resourced for a middle-income country, yet there were significant inequalities present 

between the private and public sectors, and even within the latter the resources were 

skewed geographically and between levels of care. Central and tertiary hospitals 

absorbed over 40% of public health expenditure (Coovadia, Jewkes et al. 2009).  

 

The implication is that the importance of making central hospital services more 

efficient and effective cannot be ignored given that these organisations are often the 

largest expenditure category in the health system budget (Collins 1999, Zere, 
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McIntyre et al. 2001). Doing so requires strengthening of management at all levels 

(Mayosi, Lawn et al. 2012).  

 

Hospitals are characterised by multiple resource requirements, processes and 

interactions, all of which operate within a broader health system context. All of these 

components require planning and co-ordination, and therefore sound hospital 

management should be considered essential. This includes the organisational level 

managers who provide frontline services as well as the managers at provincial and 

national levels who support them (Engelbrecht and Crisp 2010). 

 

The South African National Planning Commission’s Diagnostic report (2011) 

described the health system as suffering an increasing disease burden that is being left 

unchallenged. Related to this there have been concerns about the qualifications of 

hospital Chief Executive Officers (CEOs), financial and human resource 

mismanagement and failure to procure necessary supplies and equipment (Izindaba 

2013). The large number of litigation cases against the National and Provincial 

Departments of Health regarding the outcomes of mismanagement evidences the 

seriousness of these challenges and emphasises the need to find solutions (Strachan 

2013).  

 

In South Africa the capacity for hospital management has specifically been identified 

as a critical area of concern (Engelbrecht and Crisp 2010, von Holdt, Smith et al. 2010, 

Gilson and Daire 2011, Doherty 2014, GDoH 2014). Several sources have linked the 

underperformance of central hospitals to fragmented managerial authority and a poor 

management capacity (von Holdt, Smith et al. 2010). While issues of management and 

governance may not be the only shortcoming of the system, they are certainly 

significant contributing factors and it is argued that they should be the starting point 

for planned reform (MonitorCompany, International et al. 1996, NDoH 2013, Rispel 

2016). 

 

In 2011 the National Department of Health presented a National Policy on Regulating 

Management of Hospitals which aimed to ensure that hospital management upholds 

the principles of effectiveness, efficiency and transparency (National Department of 
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Health, 2011b). It specifically addressed the reclassification of hospitals, the 

appointment of competent and skilled managers, and the development of 

accountability frameworks. The policy identified both systemic shortfalls, such as the 

lack of appropriate legislation for hospital management, but also capacity constraints 

– including the lack of capacity to deal with small operational issues (NDoH 2011). 

 

Yet despite acknowledgement of the issue, it is argued that there has been poor 

leadership in managing underperformance in the public sector and ensuring 

accountability at several levels of the system (Motsoaledi 2012).  

 

Until recently, the discourse regarding hospital management in South Africa has 

focused on building capacity around competencies for hospital managers through 

both formal and in-service training programmes (Schaay, Sanders et al. 1998, Elloker, 

Olckers et al. 2013). Efforts to address the capacity for improved management 

capacity include targeted training programmes and the review of job descriptions and 

competencies of hospital CEOs (Motsoaledi 2012).  

 

According to Coovadia et al (2009), a lack of capacity is prevalent at every level of the 

health system and, while a more effective system requires addressing management 

capacities issue, it is also necessary to shift the culture of public service to one which 

emphasizes accountability, competence, performance and delivery of services 

(Coovadia, Jewkes et al. 2009). 

 

Several sources have cited centralised decision-making and the inability of hospital 

managers to directly manage their organisations as one of the causes of the observed 

challenges with hospital functioning. Despite these hospitals being held responsible 

and accountable for service outcomes, operational decisions are still predominantly 

centralised (Health 2002, von Holdt and Murphy 2007, Chopra, Lawn et al. 2009, 

Coovadia, Jewkes et al. 2009, Izindaba 2013).  

 

However, soon this will be changed. In June 2017, the South African National 

Department of Health released its plan for a National Health Insurance (NHI) – a 

financing system intended to facilitate better access to quality and affordable health 
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service for all South Africans (NDoH 2017). The NHI represents the latest step in a 

journey towards a public health system that would allow the entire population to 

realise the right to access healthcare services that is embedded within the South 

African Constitution (RSA 1996). This plan has been designed in response to a health 

system that is not without challenges and will require significant reforms to, amongst 

other things, the management of central hospitals.   

 

The NHI policy gazetted in June 2017 lays out the intention to make central hospitals 

semi-autonomous and to allow complete decentralisation of management functions. 

In order to make these hospitals more effective, efficient and responsive, the NHI 

proposes that hospital managers will have “full delegations and decision making 

powers including control over financial management, human resources management, 

infrastructure and technology, as well as planning and decision-making” (NDoH 

2017).  

 

At this time, and in response to the intentions of the NHI policy, development of a 

governance model for central hospitals is in progress and while this reform has gained 

much traction, there are still many questions regarding the respective governance 

roles of the national and provincial health departments, the accountability 

mechanisms that will be implemented, the financing, CEO competencies and the 

development of hospital performance indicators (Coovadia, Jewkes et al. 2009, 

Harrison 2009, Blecher, Kolliparna et al. 2010, Mayosi, Lawn et al. 2012, Hendricks, 

Buch et al. 2015, Waterhouse, Mentor-Lalu et al. 2017). These questions gain 

heightened credence given the challenges experienced over the last twenty years in 

implementing decentralization policies within the South African health system (Gilson 

2003, McIntyre, Thiede et al. 2007, Elloker, Olckers et al. 2013, Scott, Schaay et al. 

2014). 

 

Against this background, the importance of management decentralisation within the 

hospital environment, as well as an understanding of the factors that facilitate or 

constrain management capacity in this regard, deserve further exploration. This thesis 

aims to contribute to this body of research. 
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1.3 A Conceptual Framework 

 

This thesis is guided by a pragmatic interpretative framework that identifies the 

objective of the study as to develop a better understanding of the function of decision 

space in central hospitals in South Africa. Adopting a pragmatic approach means the 

research has a greater focus on the potential applications of the findings in attempting 

to resolve problems. This means that methodologically, the research tools are not 

confined to specific philosophical assumptions or approaches but rather, will draw on 

multiple data sources that best enable accurate answering of the research questions 

(Creswell 2013).  

 

The conceptual and theoretical basis for the study is the framework developed by 

Bossert & Mitchell (2011), which defines decision space as the range of choice granted 

to decentralised authorities. It aims to assess the outcomes of different decision space 

configurations within a decentralised context (Bossert 1998, Bossert 2016). The 

framework below (Figure 1) depicts the original decision space conceptualisation 

presented by Bossert & Mitchell (2011), which suggests that the synergies between 

decision space, institutional capacity and accountability mechanisms interact to 

produce improved service delivery.  

 

Figure 1.1: Decision Space Framework 

 

(Bossert & Mitchell, 2011) 
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In their framework, Bossert & Mitchell (2011) have used the term “institutional 

capacity” to refer to the ability of systems, organisations or individuals to perform. 

Departing slightly from the Bossert & Mitchell (2011) framework, this study has 

chosen to make a distinction between the terms “organisation” and “institution”. The 

term “organisation” describes the manner in which people and physical resources are 

organised. “Institution” refers to the formal and informal practices that dictate 

interaction between people and the manner in which these practices are enforced 

(Harding and Preker 2000). Aligning this with the Bossert & Mitchell definition, the 

study has chosen to use the term “organisational capacity” rather than “institutional 

capacity” to refer to the ability to carry out the objectives of the system (Aragon 

2010). 

 

The meaning of organisational capacity has also been made more nuanced through 

the adoption of a simplified adaptation of Horton et al’s (2003) conceptualisation of 

organisational capacities being comprised of both “hard” and “soft” capacities. The 

hard capacities refer to the inputs required for functioning, such as human and 

financial resources, and the soft capacities refer to the management skills required to 

guide the organisation effectively (Horton, Alexaki et al. 2003). 

 

Bossert & Mitchell (2011) suggested that the interaction of decision space, 

organisational capacities and accountability produce improved outcomes. However, 

investigation is required into the nature of the relationships between the elements of 

the framework to each other before relationships can be assumed to exist with the 

quality of the outcomes.  

 

Thus, the original framework was adapted for the purpose of this study, and “hospital 

functioning” was placed at the centre (Fig. 1.2). This simplifies the framework and 

reduces any pre-supposed value judgements about the manner in which decision 

space, organisational capacity and accountability mechanisms affect organisational 

functioning.   
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Figure 1.2: Revised Decision Space Framework 

Framework  

(adapted from Bossert & Mitchell, 2011) 

 

A review of the literature – included as Chapter Three of this thesis - provided 

evidence for the existence of relationships between the framework’s components but 

identified a need to further explore the interdependent nature of these relationships 

to one another and to hospital functioning. Thus, the above conceptual framework 

(Figure 1.2) informed the study design as well as the identification of the themes used 

in the analysis of the data collected.  

 

1.4 The Research Aim and Objectives 

 

Based on the conceptual framework (see Figure 1.2), the research aim of this thesis is 

to generate an understanding of how decision space is determined and how it 

functions or influences the ability of hospital managers to make decisions regarding 

organisational operations within the South African central hospital environment. In 

this regard, the role or function of decision space is assessed in relation to the 

intended objective of improving hospital functioning.  

 

Nested case studies were used to elucidate a description of central hospital 

functioning and to investigate which features of the hospital system influence the 

scope of decision space and in turn how decision space influences organisational 
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functioning. The assessment is guided by the framework developed by Bossert & 

Mitchell (2011) – the conceptualisation of which is supported by the findings of an 

extensive literature review (Roman, Cleary et al. 2017). 

 

The specific research objectives are: 

1. To provide an overview of central hospital functioning to better understand 

the context in which decision space is operationalised 

2. To explore a more nuanced understanding of the determinants of decision 

space within central hospitals  

3. To investigate how decision space functions, thereby identifying why 

consideration of decision space may be important to hospital functioning 

4. To develop a revised decision space framework based on findings 

5. To make policy recommendations regarding the potential applications of 

decision space 

 

1.5 Thesis Overview 

 

Chapter One provides a background to the South African health system and hospital 

management, as well as an introduction to the conceptual framework, aim and 

objectives that have guided the study. 

 

In Chapter Two the theoretical foundations of decision space are outlined in order to 

provide a better understanding of the conceptual basis of decision space. This is 

followed by a review of the empirical literature that relates to Bossert & Mitchell’s 

(2011) framework in Chapter Three. This review outlines what is currently known 

about decision space and its function. 

 

The research methodology that was applied during the course of this study is detailed 

in Chapter Four including information relating to methodological rigour and ethical 

considerations.  

 

Chapters Five, Six and Seven present the findings of the study as they relate to the 

description of hospital functioning, the identification of the determinants of decision 
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space and decision space’s function. These results reflect the study’s research 

objectives. Lastly, in Chapter Eight, the results of the study are considered in light of 

what is currently known and suggestions are offered for the implications of the 

findings. 

 

Chapter Summary 

 

- Central hospitals play an important service delivery role in the health system 

yet their management has been identified as an area of concern  

 

- The implementation of a National Health Insurance in South Africa will require 

significant health system reform, including the proposal that central hospitals 

be made more autonomous  

 

- This study is guided by the Bossert & Mitchell (2011) framework, which is 

applied to create a better understanding of how decision space is determined, 

how it functions in central hospitals and what the possibilities are for its 

influence on hospital functioning 
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Chapter Two: The Theoretical 
Foundations of Decision Space 

 

2.1 Introduction 

 

In order for the pursuit of broad health system goals to be successful – such as 

universal access to quality health services – health care reforms need to address 

specific intermediate objectives. These include advocating for equitable use and 

provision of health services at all levels of care; promoting quality in service delivery; 

improving efficiency in the delivery of health services and administration of the health 

system; and increasing transparency and accountability to the population served 

(Kutzin 2013).  

 

The hospital plays a key role in the health care delivery system, yet its contribution 

has received scant attention in the broad discussion on health care reforms (McKee 

and Healy 2000). Hospitals have often been “demonized as inefficient dinosaurs 

whose activities should be reined in” (Hanson, Atuyambe et al. 2002). Yet the 

importance of hospital care cannot be ignored and, because they are often the largest 

expenditure category in the health system budget (Blecher, Kolliparna et al. 2010, 

Anselmi, Lagarde et al. 2015), multiple reforms have been posited which aim to make 

hospitals more efficient; more responsive to patients’ needs; and providers of better 

quality care.  

 

One concern has been that hospitals within the public sector experience performance 

problems because they are constrained by hierarchical bureaucracies, a lack of control 

by managers over operations within their facilities and an absence of incentives to 

operate efficiently and effectively (Jakab, Preker et al. 2002). To address this concern, 

decentralisation is one reform that has been suggested in attempts to provide 

hospitals with greater capacity to achieve their service delivery objectives (Harding 

and Preker 2000).  
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The aim of this chapter is to provide a brief overview of some of the frameworks that 

form the theoretical basis for the decision space approach.  

 

2.2 Decentralisation and Hospital Autonomy 

 

Decentralisation is offered as a key reform in strengthening and improving health 

system functioning and effectiveness. It describes a process of change that could result 

in a range of bureaucratic outcomes along a continuum involving multiple decision-

making mechanisms for control over various functions (Tang and Bloom 2000, 

Bossert and Beauvais 2002, Khaleghian 2004, Vargas Bustamante 2010). 

Decentralisation is not an end in itself, but rather a process to be used to increase 

system efficiency, responsiveness, accountability and, ultimately, to improve the 

quality of service delivery. It describes a process of change, which could result in a 

range of outcomes along a continuum involving multiple mechanisms for control and 

combining various features from more than one type of decentralisation. 

 

According to Rondinelli et al (1983), the scope of the concept of decentralisation is 

revealed by the multiple objectives it aims to serve. As a reform mechanism, 

decentralisation is intended to address a myriad of concerns from reducing the 

congestion in administrative channels to improving governments’ responsiveness to 

the public (Rondinelli, Nellis et al. 1983). 

 

There are four main types of decentralisation – deconcentration, devolution, 

delegation and privatisation. Deconcentration is the transfer of administrative – rather 

than political – authority to local offices or branches of central government ministries. 

It involves establishing local management with specific duties and a certain level of 

independence that enables them to function without constant reference to the central 

ministry (Mills 1990).  

 

Devolution is the transfer of authority to sub-national levels of government, or local 

governments. In this form of decentralisation, the local authority usually has clear 

geographical boundaries, a number of functions and some budgetary power. The local 

authority is very rarely completely autonomous but rather has independence in terms 
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of certain functions. Devolution is a more drastic form of decentralisation than 

deconcentration and often requires restructuring of services.  

 

Delegation is the transfer of managerial authority to organisations that exist outside of 

central government and are only indirectly controlled by them, such as parastatal 

organisations. These units are only indirectly managed by central government and are 

a means to avoid the inefficiencies associated with direct government management, to 

increase cost control, and of establishing services that are responsive and flexible. 

Ultimate responsibility is retained by central government but the organisation with 

delegated authority has broad autonomy to implement its specified functions and 

duties (Mills 1990).  

 

Privatisation is the transfer of authority to non-profit or profit-making organisations. 

While management and decision-making power are almost entirely transferred to 

these organisations, government is still required as a regulatory authority to monitor 

the supply and quality of services and to coordinate services geographically (Mills 

1990).  

 

Regardless of the form that decentralisation assumes, in its most basic 

conceptualisation, it can be defined as a transfer of decision-making authority from 

the centre to the periphery (Bossert, Mitchell et al. 2015, Faguet 2016). This approach 

has been a cornerstone of health reform efforts in many countries on the basis of the 

assumption that decentralisation can be a mechanism for addressing some of the 

organisational challenges of the health system (Bossert 1998, Hendricks, Buch et al. 

2015). 

 

The purported benefits of decentralisation which contribute to the improved 

performance of the health system include the following (Bossert 1998, Bossert and 

Beauvais 2002, Mills, Antonius et al. 2002, Conyers 2007): 

- Increased efficiency by changing the locus of decision-making and reducing the 

administrative distance between service delivery sites and the central 

authority; 
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- Greater responsiveness through more immediate access to local information, 

which is argued to make local managers more adaptable to local conditions and 

needs; and 

- Enhanced accountability by involving service providers, and encouraging 

community participation, in decision-making  

 

Achievement of these outcomes as a result of decentralisation is what theoretically 

contributes to improved service delivery (Conyers 2007). Programmes that were 

previously administered by central government are decentralised with the 

expectation of a reduction in the response time to problems, of greater sensitivity to 

local or regional conditions and, therefore, of more efficient and effective service 

provision. With operational decision-making decentralised to the local level, central 

government resources are also then made more efficient by focusing on monitoring 

and planning activities that require central oversight and control (Rondinelli, Nellis et 

al. 1983, Mills, Vaughan et al. 1990). 

 

Decentralisation is often represented as a single task – the transfer of authority. What 

is overlooked is that it involves an ongoing process and that the extent of such 

authority granted to decision-makers at the decentralised level varies (Bossert and 

Beauvais 2002). Decentralisation can be implemented in different ways, in different 

country and organisational settings. For hospitals, autonomy is a form of 

decentralisation that considers a specific organisational unit rather than a political 

system (Sharma and Hotchkiss 2001). While it still involves a change in the location of 

control, this form of autonomy “decentralises” decision-making power from national 

or local governments to the hospital (Hanson, Atuyambe et al. 2002).  

 

Autonomy is defined as independence in decision-making and the ability to act on 

those decisions. According to Saltman et al (2011), decision-making related to public 

hospital management can take place at a number of levels. At the macro level, 

decisions are made regarding the structural, organizational and operational 

architecture of the health system as a whole. This provides the context in which 

hospitals operate. At the meso level, decision-makers make decisions regarding 

organizational policies that affect a hospital as an organisation. Lastly, micro level 
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decision-making involves the day-to-day operational management of staff and 

services within the hospital (Saltman, Duran et al. 2011). In some countries, this 

decision-making power is retained by the central authority, but in others it is 

devolved to regional or local governments and sometimes as far as the facility. 

 

In general, within organisations, granting autonomy is viewed as a form of 

decentralisation aimed at overcoming organisational, physical and administrative 

constraints on organisational performance (Saltman, Duran et al. 2011). For example, 

increased local control could result in a better response to local needs, faster response 

time to backlogs or system failures – and therefore improved management of supplies 

and logistics – as well as generating greater motivation among local officers, thus 

facilitating and speeding up implementation (Mills, Vaughan et al. 1990).  

 

In assessing the extent of hospital autonomy, Chawla & Berman (1996) present a 

framework that considers the extent of authority that is allowed to hospital 

management over different functions (administration, finance, resource inputs), 

ranging from fully centrally controlled to total independence.. The framework is 

presented as a continuum from zero autonomy to full autonomy (Chawla and Berman 

1996). 

 

For autonomous hospitals, greater freedom to make decisions around issues such as 

the ideal staffing complement, the types and levels of inputs and outputs and the 

overall strategic direction and development agenda of the hospital, all have the 

potential to contribute to more efficient service provision as informed by local 

conditions (Chawla and Govindaraj 1996).  

 

The Chawla & Berman (1996) framework formed the basis of the notion of decision 

space (Bossert, Kosen et al. 1997, Bossert 1998). It is an important conceptual 

contribution because it disaggregates the implementation of decentralisation into 

functional components that acknowledge the importance of understanding not just 

whether decentralisation of decision-making takes place, but also to what extent 

authority is granted, to whom, and for what.  Understanding the nature of the balance 
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of power between central authorities and the hospital is fundamental to the success of 

hospital autonomy as a form of decentralisation (Erasmus and Gilson 2008). 

 

2.3 Principal-Agent Theory 

 

In altering the relationship between the central authority and the hospital, and 

redistributing power across the system, decentralisation necessitates a change in the 

governance arrangements. Governance can be viewed as “concerning the rules that 

distribute authorities, roles and responsibilities among societal actors and that shape 

the principal-agent interactions amongst them” (Brinkerhoff and Bossert 2013). It 

refers to those structures and processes which define the strategic objective of the 

organisation; and the way in which resources are utilised in respect of this aim 

(Eeckloo, Delesie et al. 2007). 

 

While granting a hospital greater autonomy is a reform offered to increase 

responsiveness and efficiency, it is also important that the health system’s governance 

framework continues to promote equity and alignment with broader public health 

system objectives.  

 

Principal-agent theory offers one lens through which to evaluate the governance of a 

decentralised system and the relationship dynamics between ‘agents’ at the periphery 

and the centralised ‘principals’ to whom they are responsible. Broadly the theory 

provides insight into the accuracy with which the governance system holds agents 

accountable to the standards set by the principal, assuming uneven access to 

information (Gailmard 2014). 

 

Given information asymmetries and the principal’s dependence on the agent, reward 

and monitoring tools are used to align the interests of both parties and encourage 

cooperation with the broader system objectives. According to Harding & Preker 

(2000), the principal-agent framework has assisted to “identify and explain some of 

the performance differences of organisations with different governance structures” 

(Harding and Preker 2000) 
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A relationship that epitomises the principal-agent theory is that which exists between 

central authorities and hospital managers. The mechanisms through which the 

principal can control the agent include incentives, sanctions or reporting tools to 

monitor compliance (Bossert 1998). In particular, this theory has highlighted the 

importance of the influence of monitoring and accountability mechanisms for 

inducing incentives.  

 

2.4 Complex Adaptive Systems 

 

Principal-agent theory sheds light on the influence that decentralisation may have on 

the relationship between actors within the system, but there also has to be 

acknowledgement of the change decentralisation has on the hospital itself and of the 

complexity of its functioning (Barasa, Molyneux et al. 2017).  An understanding of this 

situation is derived from the theory of complex adaptive systems and its application to 

the health sector (Paina and Peters 2011).  

 

In recent years, interest in the study of complex systems has advanced understanding 

of the behaviour of diverse, yet interconnected, actors and processes by utilising a 

system-wide perspective (Paina and Peters 2011).  This is rooted in complexity 

theory, which provides a  “language and conceptual framework for thinking about the 

implementation of policy and the process of strategic change in complex adaptive 

systems.” (Caffrey, Wolfe et al. 2016). 

 

Complex adaptive systems (CAS) constitute arrangements through which systems that 

involve a variety of connected components – such as hospitals, stock markets or even 

a tree – are able to adapt to changes in the environment in which they operate 

(Holland 1992). The complex adaptive systems approach acknowledges that a system 

is comprised of different parts that interact with and against one another and that it is 

this dynamic which defines how the system as a whole functions (Peters 2014).  

 

Any complex adaptive system is dynamic and constantly evolving as a result of the 

influence of changes to the system’s internal components, as well as changes in the 

environment in which the system exists. The system components are also connected 
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in an interdependent web. Each component is influenced by a number of forces, which 

means that the relationships between them are non-linear and components have the 

capacity to both alter and be altered by one another. A complex adaptive system can 

also display emergent properties where “the behaviour of the resulting whole is more 

than the sum of the individual behaviours” (Marion and Bacon 2000).  

 

Health systems closely resemble complex adaptive systems. They are comprised of 

many different categories of actors, services and functions which interact at multiple 

levels through a variety of processes and relationships (Holland 1992, Blaauw, Gilson 

et al. 2003, de Savigny and Adam 2009). Within the complexity of the health system, 

hospitals represent a type of complex adaptive system because of the extensive 

interdependent inputs involved in its functioning that have to align in order to 

produce the desired outcome.  

 

Decentralisation would constitute a change to the hospital’s operational context as 

well as a change in how it functions, depending on the extent to which authority is 

devolved and in which areas. A complex adaptive system approach provides a lens 

through which to assess the potential organisational response to that change by 

considering not only the outcomes but also the system processes which underpin 

those outcomes (Peters 2014). 

 

Operationalising the theory of complex adaptive systems thus requires that questions 

be asked about both the form and the function of the system. The aggregate behaviour 

of a system and its function, requires that all of these parts be viewed as a whole, as an 

interconnected system that acts together to achieve an outcome. The form requires 

that the system’s parts be identified and understood (Holden 2005). This thinking 

promotes the development of models of assessment that more accurately represent a 

complex reality (Peters 2014). 

 

With a complex adaptive systems approach, in order to better understand the 

influence of decentralisation on the hospital’s functioning, it would be necessary to 

identify the hospital system’s functional components and how they relate to one 
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another. The decision space framework offers a means of disaggregating the form of 

the hospital system in order to better understand its functioning.    

 

2.5 The Foundations of Decision Space 

 

In trying to understand the behaviour of the health system in response to 

decentralisation, and of health care organisations specifically, Bossert (1998) used 

Chawla & Berman’s (1996) dimensions of the hospital autonomy framework and the 

theories of both the principal-agent and complex adaptive systems to formulate a new 

conception that is argued to better describe the realities of practice.  

 

The concept of “decision space” was proposed to describe the decision-making 

authority and the range of effective choice granted by central authorities to 

decentralised units. As the basis of decision space, it is important to understand the 

definition of authority. Authority is the legitimate power to enact a task or decision 

and provides the formal delegation of responsibility (Savage and Moore 2004).  

 

The idea of decision space which was first conceptualised by Bossert et al (1997) 

presents one approach to aid in the understanding of how decentralisation is 

operationalised within health systems, by defining the degree of choice at local levels 

and the transfer of decision-making capacity in decentralised organisations (Bossert, 

Kosen et al. 1997, Bossert 1998, Bossert and Beauvais 2002, Marchal, Denerville et al. 

2005, Mitchell and Bossert 2010, Bossert and Mitchell 2011, Mohammed, North et al. 

2015, Kwamie, van Dijk et al. 2016).  

 

The decision space approach offers the opportunity to assess the degree of 

decentralisation granted for different health system functions and allows for the 

disaggregation of the extent of the transfer of authority for decision making from the 

centre to the periphery. According to Faguet (2016) this is a more realistic way of 

assessing real-world experience than merely considering a dichotomous centralised-

decentralised outcome (Faguet 2016).  
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Formally, decision space is defined by how much authority for making decisions on 

different functions is delegated to local authorities from above through official 

policies. However, in reality, local authorities may exercise a different degree of 

choice, which Bossert & Mitchell (2011) refer to as their informal or de facto decision 

space (Bossert and Mitchell 2011).  

 

Many assessments of decentralisation consider who is given more authority over 

decision-making but less attention is paid to what that authority entails. The 

conceptualisation of decision space encapsulates the variation in the degree and 

typology of authorities granted to local agents through decentralisation, the changing 

power relationship between the centre and the periphery, and the understanding that 

outcomes are the product of multiple system components (Bossert 1998, Bossert and 

Beauvais 2002, Bossert and Mitchell 2011).  

 

In adopting a functional approach to the conceptualisation of decision space, Bossert 

& Mitchell (2010, 2011) address this shortcoming and identify organisational 

capacities and accountability mechanisms as being important to the exercise of 

decision space and the definition of what range of choice is allowed (Mitchell and 

Bossert 2010, Bossert and Mitchell 2011).  

 

Chapter Summary 

 

- The theoretical frameworks underpinning the conceptualisation of decision 

space were reviewed 

- Decentralisation involves a transfer of decision-making authority from the 

centre to the periphery and in theory could lead to improved service delivery 

through increased efficiency, greater responsiveness and enhanced 

accountability 

- Principal-agent theory suggests that a change in the relationship between 

central authorities and decentralised organisations requires a change in the 

governance arrangements to ensure that “the agent” is still accountable to the 

“principal” 
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- Hospitals represent complex adaptive systems in that they are comprised of 

components that interact with and against one another to influence the 

aggregate functioning of the organisation, therefore to understand the system 

it is important to identify its component parts and their relationship to one 

another 

- Decision space describes the range of decision-making choice available to 

decentralised organisations and the realities of exercising this authority by 

incorporating a consideration of the extent of transfer of authority from the 

centre to the periphery, the manner in which the central authorities hold 

hospitals to account and the complex adaptive system relationship dynamics 

that influence organisational functioning 
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Chapter Three: A Literature Review 

 

3.1 Introduction 

 

The concept of decision space holds appeal as an approach to disaggregating the 

elements that may influence decision-making in decentralised systems. This chapter 

will present a review of the existing empirical literature exploring the functioning of 

decision space and the factors that influence decision space. The review supports 

Bossert’s presentation of decision space as being related to organisational capacities 

and accountability mechanisms and forms the conceptual and theoretical foundation 

underpinning this study. This review has been published and has been reproduced for 

inclusion in this study in the original published form (Roman, Cleary et al. 2017).  

 

3.2 Review Methodology 

 

3.2.1 Data Search Strategy and Selection Criteria 

 

We searched for relevant literature during January 2015, repeating the search in July 

2016, in PubMed Central, Science Direct, Wiley, Sage, Emerald and JStor using the 

search string “(decision space OR management decision OR management autonomy) 

AND (organisational capacity OR resources OR decentralisation) AND (health system)”.  

 

The initial work conceptualizing the impact and functioning of ‘decision space’ in the 

health system was published in 1998 (Bossert 1998). Under the assumption that 

empirical work related to this notion would likely be published from 2000 onwards, 

the search was limited to studies published between January 2000 and July 2016. The 

titles and abstracts of papers matching these search terms were reviewed and only 

those related to the health system were considered for final inclusion. Only articles 

that had undergone peer review through reputable journal sources were included in 

an effort to ensure the quality of the source of data. Only papers written in English and 

available online, in full text, were included in the review.  
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The focus of this article is on the functioning of decision space – particularly at the 

organisational level because this presents a bounded space in which to review the 

interplay between decision space, accountability and organisational capacity. 

Organisations can exist at various levels of the health system and can vary in size, 

structure and intended service delivery outcomes – from hospitals and health facilities 

to district and national level authorities. Thus, the articles included in the review 

encompass a broad scope of insights regarding decision space in the functioning of 

organisations across the health system.  

 

As illustrated in Figure 1, the initial search yielded 925 papers after removing 

duplicates from searches conducted across the different search engines. On the basis 

of the title, 787 articles were excluded because they were not related to health 

systems. The remaining 138 articles were downloaded in full and were screened 

based on the criterion that they provided insight into the functioning of decision space 

either through the explicit application of or reference to decision space, or implicitly 

through discussion of decision making related to organisational functioning. Inclusion 

of these articles was based on their ability to shed light specifically on the 

relationships between organisational capacities, accountability mechanisms and 

decision space. The articles that were excluded did not explicitly acknowledge 

decision space nor did they refer to any concept or practice related to how decisions 

are made, the scope of decision-making or what the outcomes of decision-making 

might be. Seventy-six articles were finally included in the review.  
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Figure 3.1: Results Flow Diagram 
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The search results and articles included in the review have been summarized in 

Table 3.1. More than half of the papers looked at management practices or 

outcomes within the health sector, primarily at the organisational or district 

level, and 31 papers considered the outcomes or implementation of 

decentralisation. The majority of the articles contributed to an understanding of 

financial or management organisational capacities. Most were case studies from 

African and Asian settings. Far fewer articles looked at European or Latin 

American settings and no studies were from North America. One study was 

based in Fiji and four review papers presented comment on it that contributed to 

the four articles based in the Oceania region. Data collected were both 

quantitative and qualitative and methodologies included document reviews, in-

depth interviews and surveys.  

 

All of the papers included either referenced the term decision space or one of the 

Bossert papers on decision space (Bossert 1998, Bossert and Beauvais 2002, 

Bossert and Mitchell 2011). However, only 17 of the papers actually applied the 

decision space approach or considered the decision space available to managers 

in the study setting.  
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Table 3.1: Frequency of articles by category 

Study Focus/Method/Region Frequency 

Decision Space 17 

Decentralisation 41 

Management 49 

Qualitative 59 

Quantitative 7 

Review 12 

Africa 24 

Asia 23 

Europe 6 

South America 4 

North America 0 

Oceania 4 

Organisational capacity (finance) 25 

Organisational capacity (human 

resources) 

18 

Organisational capacity (management) 28 

Accountability 21 

Context 20 

 

 

3.2.2 Data Extraction 

 

Data extraction took into consideration Bossert & Mitchell’s (2011) framework 

(refer to Figure 1.1), which was then used as a basis for manually processing the 

articles to identify the relevant contributions. This review does not attempt to 

determine a quantitative outcome but rather to explore the conceptual 

foundations of decision space, thus no risk of bias assessment was made and a 

quality consideration of the articles included would not have an impact on the 

thematic findings. 
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3.2.3 Data Analysis 

 

Publications were reviewed for information regarding the determinants of 

decision space, and the influence of factors such as organisational capacity and 

accountability on the functioning of decision space. Specific attention was paid to 

the application of these concepts to decentralised health systems, in general, and 

organisational functioning, in particular. 

 

3.3 Results 

 

The themes which emerged as a result of the literature review suggest that the 

decision space available for managers to utilise is influenced by the resources 

that they have at their disposal: their own management capacities; the 

accountability mechanisms to which they are subjected; and the context in which 

they operate (Marchal, Denerville et al. 2005).  

 

These articles provide conceptual clarity on the functioning of decision space 

with most studies focusing on the influence of one specific functional area rather 

than all of the articles addressing all of the functional areas. For example, 

Atkinson et al (2000) do not explicitly examine the relationships between 

decision space, accountability mechanisms and capacities but they do 

complement the decision space framework by exploring the influence that 

context has over service provision in further detail (Atkinson, Medeiros et al. 

2000). However, some of the articles consider more than one of the functional 

areas – such as Marchal & Kegels (2008) who approach their assessment of 

decision space with a greater emphasis on management and human resource 

capacities (Marchal and Kegels 2008). The articles that had a more multi-

functional, systems orientation offered more utility for the development of an 

understanding of how decision space functions and how it is defined.  

 

The results section is divided into the findings related to decision space, 

organisational capacity and accountability mechanisms. For each of these 

functional areas, a brief overview of the concept is provided before it is assessed 
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in terms of the relationship with decision space functioning – the ability of local 

officials to make and implement decisions that are likely to improve 

effectiveness, efficiency and quality of care. Lastly, the contribution of context is 

considered. 

 

Decision space, and the relationship between decision space and organisational 

capacities and accountability respectively are discussed in the sections that 

follow.  

 

3.3.1 Defining Decision Space 

 

Decision space is a term used to describe the range of choice, or authority and 

responsibility, which decentralised organisations have been granted by central 

authorities to make decisions about or influence a range of functions and 

resources. It is characterized by both formal and informal range of choice 

(Bossert 1998). 

 

Decision space represents the degree of decentralisation granted to an individual 

or an organisation and the assumption is that with increased decision space, 

managers could make decisions that are more innovative, efficient and 

responsive to local conditions and that this would improve the quality of service 

delivery (Bossert and Mitchell 2011, Faguet 2016). 

 

Increased decision space is thus not an end in itself, but rather is a management 

or organisational approach that aspires to enable performance improvements. It 

exists, theoretically, on a continuum ranging from none to complete decision 

space with a multitude of variations across functional areas (Mohammed, North 

et al. 2015, Bossert 2016, Faguet 2016).  

 

Formally, decision space is determined by the organisational arrangement that 

grants authority (Marchal, Denerville et al. 2005). According to Mills et al (2002), 

“health systems can be described in terms of the relative roles and 

responsibilities given to the different levels of the health system, from the 
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national government at the top, down to the individual facility level” (Mills, 

Antonius et al. 2002). The roles assumed by the various organisations at 

different levels of the system are determined by the degree of decentralisation 

and the distribution of authority. Thus, within each organisational system, the 

responsibilities assumed and the associated decision space available, are unique, 

and fall anywhere across a wide spectrum of options (Newell, Collins et al. 2005, 

Pettersen and Nyland 2012, Waweru, Opwora et al. 2013).  

 

Decentralisation requires a change in actors’ and organisations’ roles and 

responsibilities within the organisational structure and this changes the degree 

of decision space available (Ensor and Ronoh 2005). Yet a recurring concern 

identified in the literature is that of unclear boundaries between central and 

local authorities and lack of clarity regarding who gives instructions, who has 

jurisdiction and who is responsible for implementation (Mills, Antonius et al. 

2002, Mubyazi, Kamugisha et al. 2004, Heywood and Choi 2010, Lieberman 

2011, Raut and Sekher 2013, Scott, Schaay et al. 2014). Having unclear 

responsibilities and multiple authorities could lead to confusion regarding the 

available decision space.  

 

In line with Bossert’s proposal of formal and informal decision space, while the 

allocation of authority is formally determined by legislation, other de facto 

factors – such as the influence of other functional areas of the health system - 

may influence the actual roles in practice (Mills, Antonius et al. 2002, Marchal, 

Denerville et al. 2005). Therefore, in defining the decision space, there is a need 

to consider not just the formal policies and legislation mandating authority but 

also the various processes and relationships which may influence the actual 

range of choice afforded to local authorities and, thus, how the organisation 

actually functions (Bossert and Beauvais 2002, Mills, Antonius et al. 2002, 

Mitchell and Bossert 2010, Scott, Schaay et al. 2014).  
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a) Applications of Decision Space 

 

Overall the decision space literature supports the idea that constraining the 

extent to which authorities have real power to influence decision-making related 

to some of the functional areas adversely impacts on the attainment of the full 

theoretical benefit of decentralisation. In other words, with little change in the 

decision space available to local authorities, the rhetoric of decentralisation is 

not always realized in implementation. 

 

The decision space approach has been applied to case studies in Pakistan 

(Bossert and Mitchell 2011, Bossert, Mitchell et al. 2015), Bolivia (Mitchell and 

Bossert 2010), Chile (Mitchell and Bossert 2010), India (Mitchell and Bossert 

2010),(Seshadri, Parab et al. 2015), the Phillipines (Mitchell and Bossert 2010), 

Uganda (Mitchell and Bossert 2010), Fiji (Mohammed, North et al. 2015), Ghana 

(Marchal, Denerville et al. 2005, Kwamie, Agyepong et al. 2015, Kwamie, van Dijk 

et al. 2016), South Africa (Kawonga, Fonn et al. 2013), Vietnam (London 2013) 

and Tanzania (Frumence, Nyamhanga et al. 2012).  

 

Most of these studies considered the extent of authority local managers have 

over health system functions following the introduction of decentralisation 

reforms. For example, Kwamie et al (2016) conducted a study considering the 

available decision space in Ghana over time. They found that shortly after the 

implementation of a decentralised district health system, district manager 

decision space increased due to efforts to increase management capacity. 

However, decision space has since decreased with little change in the system of 

centralised decision-making (Kwamie, van Dijk et al. 2016).  

 

In Fiji, Mohammed et al (2015) found that despite being granted de jure decision 

space in terms of legislation supporting decentralisation, local managers’ de facto 

decision space was close to zero. This supports the idea that the possible positive 

benefits of decentralisation are dependent on local managers being enabled to 

exercise decision space (Mohammed, North et al. 2015, Seshadri, Parab et al. 

2015).. 
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b) Decision Space, Organisational Capacity and Accountability Mechanisms 

 

All of the decision space articles, in applying a framework of assessment that 

considers the degree of decision space as well as the concomitant organisational 

capacity and accountability mechanisms, contribute to a better understanding of 

how decision space functions.  

 

For example, in Ghana, Kwamie et al (2016) found that resource uncertainty 

decreased decision space and Marchal et al (2005; 2010) found that merely 

having decision space did not guarantee good management but rather that 

decision space had to be accompanied by management capabilities and 

leadership skills (Marchal, Denerville et al. 2005, Marchal, Dedzo et al. 2010, 

Kwamie, van Dijk et al. 2016). In India, the perception of limited decision space 

led to limited community participation in planning and priority setting and thus, 

less responsive outcomes, and similarly to the Ghanaian studies, that local 

managers who are capacitated to function more autonomously are better 

equipped to improve health systems performance (Seshadri, Parab et al. 2015).  

 

However, few studies have explicitly explored the interactions between decision 

space, organisational capacity and accountability mechanisms and how these 

latter two functions influence the functional decision space available.  

 

Bossert & Mitchell (2011) investigated the relationship between the dimensions 

of decentralisation – decision space, organisational capacity and accountability 

mechanisms – in Pakistan (Bossert and Mitchell 2011). They did not find 

evidence of a relationship between decision space and accountability. However, 

they did find a strong positive correlation between organisational capacities and 

accountability and between organisational capacities and decision space 

(Bossert and Mitchell 2011). This study formed the foundation for the authors’ 

second decision space study in Pakistan which attempted to assess the impact of 

capacity building and changes in decision space on performance (Bossert, 

Mitchell et al. 2015). Again, they identified “synergistic relationships” suggesting 

that increases in organisational capacity may be accompanied by increases to 
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decision space, which, if supported by greater accountability to local officials, 

may improve health system performance (Bossert, Mitchell et al. 2015).  

 

While the above is evidence of some of the work that has been done to assess the 

functioning of decision space, there are still a limited number of studies that 

focus explicitly on the relationship between decision space, organisational 

capacities and accountability mechanisms. This review has identified literature 

that aids in the development of this conceptualisation. 

 

The results that follow explore the literature regarding organisational capacity 

and accountability mechanisms in relation to decision space. 

 

3.3.2 Defining Organisational Capacities 

 

According to the United Nations Development Programme, organisational 

capacities are defined as “the ability of individuals, organisations or systems to 

perform appropriate functions effectively, efficiently and sustainably” (Bossert 

and Mitchell 2011). Within an organisation, these capacities involve 

administrative, technical, organisational, financial and human resources (Bossert 

and Mitchell 2011). 

 

Traditionally, the primary resource inputs into organisational functioning are 

financial and human resources (Mitchell and Bossert 2010, Bossert and Mitchell 

2011). These resources capacitate functioning and they influence the extent to 

which local authorities – whether they are lower levels of government or 

individual public facilities or entities – are capable of executing their tasks.  

 

Given the specificity of the articles reviewed, many of the studies considered 

capacities in the context of decentralisation – assessing whether decentralisation 

yielded any change in the availability of resources or whether the availability, or 

lack, of these resources had any influence on the outcomes of decentralisation 

policies (Tang and Bloom 2000, Mills, Antonius et al. 2002, Khaleghian 2004, 

Meng, Li et al. 2004, Mubyazi, Kamugisha et al. 2004, Marchal, Denerville et al. 
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2005, Men, Grundy et al. 2005, Newell, Collins et al. 2005, Munga, Songstad et al. 

2009, Heywood and Choi 2010, Regmi, Naidoo et al. 2010, Vargas Bustamante 

2010, Frumence, Nyamhanga et al. 2012, London 2013, Raut and Sekher 2013).  

 

The literature widely acknowledges the importance of resource capacities as 

inputs into organisational functioning. Yet there is no evidence that has shown 

that a high level of resources is able to have a direct impact on the effectiveness 

and efficiency of services. This is because resource inputs alone are an 

insufficient determinant of functioning. It is also necessary that they be managed 

effectively.  

 

However, again, in an under resourced system, it is a challenge to determine to 

what extent additional management capacities could alter the outcome. The 

literature does not always acknowledge the interdependence between the 

availability of resource capacities and their management (Mills, Antonius et al. 

2002, Mubyazi, Kamugisha et al. 2004, Men, Grundy et al. 2005, Marchal, Dedzo 

et al. 2010); nor does it always differentiate between the influences of the 

different forms of capacity (Oliveira-Cruz, Hanson et al. 2003, Kivumbi, 

Nangendo et al. 2004, Asante, Zwi et al. 2006, Marchal and Kegels 2008, 

Heywood and Choi 2010).  

 

For the purposes of this review, financial and human resource input capacities 

refer to the availability of resources, and reference to management capacities 

encompasses their management as well as the management of the organisation 

as a whole.   

 

One shortcoming of this review is that the organisational capacities that have 

been given attention are limited to financial, human resource and management 

capacities. Additional capacities such as infrastructure or information systems 

were not explored in as much depth – largely because they did not emerge as a 

strong focus of the articles that were retrieved during the literature search. 
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a) Organisational Capacity and Decision Space Functioning 

 

Based on the definition of organisation capacity discussed previously, the 

consideration of organisational capacity’s influence on decision space 

functionality has been disaggregated into financial resource, human resource 

and management capacities.  

 

The articles that were most useful to the aim of this review were the ones that 

considered multiple capacities or functions within one system and identified 

relationship between them. Studies that had a very specific focal point, though 

relevant, did not assist as significantly to the synthesis of possible explanations 

of decision space functioning.  

 

i. Financial Resource Capacity and Decision Space Functioning 

 

Financial resource capacity is important to the functioning of any organisation as 

it enables greater scope for action. It is the outcome of the availability of funding 

and the authority to make use of and allocate those funds (Mitchell and Bossert 

2010).  

 

The influence that money has over the functioning of the system is granted to 

whoever controls the financing sources, funding flows and budget allocations 

and the degree of control over these finance components therefore influences 

the degree of available decision space. With access to greater financial resources 

comes greater responsibility and therefore, theoretically, more decision space.  

 

However, Munga et al (2009) argue that there is a recurring pattern of local 

authorities being assigned increased responsibilities without being capacitated 

through increased financial resources to act on them (Atkinson, Medeiros et al. 

2000, Ensor and Ronoh 2005, Vargas Bustamante 2010, Delkhosh, Ardam et al. 

2013). “Districts are being assigned too many responsibilities that do not match 

with the resources at their disposal” (Munga, Songstad et al. 2009). They refer to 
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this as “responsibility without resources and authority” (Munga, Songstad et al. 

2009).  

 

For example, in some systems, decision-making over budget allocations has been 

decentralised to the local level but central government still controls the funding 

flows and allocations to the local level. Thus, while decentralisation policies 

grant managers more theoretical authority over budgetary resources, their 

actual financial resource capacity and their ability to make decisions regarding 

financing is very rarely changed (Hanson, Atuyambe et al. 2002, Blas 2004, Meng, 

Li et al. 2004, Rocha, Martinez et al. 2004, Asante, Zwi et al. 2006, Heywood and 

Choi 2010, Mohammed, North et al. 2015).  

 

In the study conducted by Asante et al (2006) on the routine availability of 

financial resources for district health services in Ghana, one director observed 

that, “The timing is bad; I mean bad, really bad! They are not regular at all…we 

understand that the budget has to go through some process, say from the district 

to the region, to national, then it will go to the Ministry of Finance and probably 

Parliament has to approve it before the money can be released. But that is no 

excuse, something has to be done about it; they should find a way to solve it. 

Sometimes you stay up to June and nothing has come, meanwhile that is half the 

year gone so what services are you going to render and with what? Sometimes it 

is so demoralizing you just don’t know what to do”(Asante, Zwi et al. 2006).  

 

Centrally controlled financing is a problem when allocations do not meet the 

need, or when funding is delayed because it prevents programmes being 

implemented according to plans made locally (Rocha, Martinez et al. 2004, 

Asante, Zwi et al. 2006, Frumence, Nyamhanga et al. 2012, Abimbola, Negin et al. 

2014). 

 

According to Ensor et al, “being able to deliver on responsibilities implies that 

local bodies are able to control the use of the budgets they are allocated. Yet the 

continued use of centrally operated allocation systems, sometimes supplemented 
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by new restrictions, can mean that this flexibility is severely curtailed” (Ensor 

and Ronoh 2005).  

 

Centralised control narrows the available decision space for local level managers 

(Kwamie, van Dijk et al. 2014). To counter the uncertainty faced by haphazard 

resource flows, managers may resort to informal strategies to compensate for 

the resource limitations. They may rely on the relationships they have within the 

system and on informal strategies – such as saving money to use at their 

discretion (Kwamie, van Dijk et al. 2014). This reflects what Bossert (1998) 

refers to as the “informal decision space”(Bossert 1998) whereby local officials 

“bend the rules” to challenge the degree of decision space granted to them. It is 

possible that the informal decision space is utilized more when the formal 

decision space inhibits fulfilling the organisation’s management and service 

delivery mandates (Marchal, Denerville et al. 2005).  

 

The challenge of continued centralised control is that it perpetuates the 

administrative delays which decentralisation is supposed to address (Waweru, 

Goodman et al. 2016). Increased decision space over financial resources could 

therefore influence the speed with which actions are taken, and also make 

service delivery more responsive to local conditions. 

 

Similar limitations on decision space are apparent in cases where health facility 

level managers are given control over areas such as cost recovery and patient fee 

setting but are not granted control over how these finances are to be spent. In 

this instance, the supervision and control exerted by the local authorities and the 

Ministry of Health have a limiting influence on managers’ decision space 

(Maharani, Femina et al. 2015). 

 

It is also important for financial resource capacities to align with local conditions. 

Policies may permit health facility managers increased autonomy to mobilize 

financial resources and to determine how best to utilize those resources. 

However, this new delegation will become redundant if the sources of local 

revenue are limited. The health facility will then remain dependent on central 
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government financing and allocation decisions (Frumence, Nyamhanga et al. 

2012, Hodge, Firth et al. 2015).  

 

ii. Human Resource Capacity and Decision Space Functioning 

 

The second major input that capacitates decision-making is human resources.  As 

with financial resources, human resource capacity is derived from both the 

availability of workers but also the authority to make decisions regarding their 

management (Mitchell and Bossert 2010).  

 

Some of the main concerns related to decision space and human resource 

management involve administrative delays during recruitment, the 

appropriateness of postings and retention of staff (Fritzen 2007, Heywood and 

Harahap 2009, Munga, Songstad et al. 2009, Hailemichael, Jira et al. 2010, 

Bossert and Mitchell 2011, Bonenberger, Aikins et al. 2016). Increased decision 

space, theoretically, could address some of these challenges by granting local 

managers greater flexibility over human resource management (Bossert 1998, 

Bonenberger, Aikins et al. 2016).  

 

The recruitment process is often lengthy and complex. There are set procedures 

that need to be followed to make the process fair, and these, in addition to time 

consuming administrative delays – which result from the bureaucracy which 

accompanies centralised systems – mean that it can take a long time for 

vacancies or new posts to be filled. Furthermore, these delays are often 

exacerbated by a lack of qualified applicants (Munga, Songstad et al. 2009).  

 

With greater decision space for human resources management, managers could 

have the capacity to request additional placements for specific roles that they 

prioritize instead of the centralised bureaucracy independently making decisions 

that may not take the specific staffing needs of local facilities into consideration 

(Tang and Bloom 2000). In Tanzania, decentralisation was credited for giving 

district authorities increased capacity to make requests based on the needs of 
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the district, unlike under centralised management where they had little control 

over human resources postings(Munga, Songstad et al. 2009) 

 

Yet, much like with financial resource capacities, the theoretical decision space 

available for human resource management should be matched by practical 

delegations which capacitate this in order for the change to be effective (Fritzen 

2007). For example, in Indonesia before decentralisation, district-level managers 

had no control over hiring and firing of permanent staff but could create some 

flexibility in their skill mix through the hiring of contract staff. After 

decentralisation, central government began to convert contact posts into 

permanent ones thereby reducing the available decision space for district 

managers (Heywood and Harahap 2009, Heywood and Choi 2010).  

 

With regard to Munga et al’s (2009) “responsibilities without resources and 

authority”, “the authority to manage health personnel issues is constantly 

overridden by a number of central government organs. This leaves very little 

room for the district authorities to have a say in the management of their health 

workers and seriously reduces the effectiveness of the decentralised 

recruitment, retention and distribution of workers across districts”(Munga, 

Songstad et al. 2009). 

 

Another component of human resource management is retention of staff. 

Maintaining a consistent team develops competencies, improves the team 

morale, minimizes disruptions in work systems, increases organisational 

knowledge and builds trust between the community and their service providers 

(Bonenberger, Aikins et al. 2014). It also assists in generating commitment to the 

objectives of the organisation. Greater commitment may be found from those 

staff members who live in the community, or those who have worked in the 

organisation on a long-term basis (Atkinson, Medeiros et al. 2000). Having a 

team that is committed and willing to work towards shared objectives means 

that the organisational capacity to successfully implement decisions is improved. 

Having the support of the organisation better enables decision space, which in 
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turn can be used to implement the organisational objectives (Marchal and Kegels 

2008, Heywood and Choi 2010, London 2013).  

 

However, financial and human resource capacity alone is a necessary but 

insufficient condition for effective functioning of decision space; there also needs 

to be sound management (Oliveira-Cruz, Hanson et al. 2003).  

 

iii. Management Capacity and Decision Space Functioning 

 

Financial and human resource capacities relate to the organisational inputs 

required for functioning. As discussed, it is not only necessary for these 

resources to be available, but also for managers to have the authority to make 

decisions regarding their utilization. However, merely having the authority to 

make decisions is not sufficient. Management capacity is the competency to 

effectively utilize those resources to achieve the desired outcomes.  

 

Decentralizing authority provides lower-level managers with greater decision 

space and in so doing, eliminates some of the bureaucratic constraints that exist 

within the system. It also gives them greater opportunity to make choices that 

are suitable for the local context.  

 

However, being able to effectively utilize increased decision space is contingent 

upon a number of factors, namely that local managers have the capacity, 

knowledge and skill to develop and implement comprehensive plans (Kivumbi, 

Nangendo et al. 2004, Frumence, Nyamhanga et al. 2012, Bonenberger, Aikins et 

al. 2016). In other words, managers who are granted greater decision space over 

delivery of services are expected to have the competencies to make informed 

decisions and implement the decisions they make (Maharani and Tampubolon 

2014, Maharani, Femina et al. 2015). 

 

In many developing country health systems, there is a need to develop 

management capacity for leadership, planning, resource allocation and financial 

management. According to Sherr (2013), there is limited evidence on how best to 
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do this, yet various suggestions have been made (Sherr, Cuembelo et al. 2013). 

Some of these include identification and prioritization of management 

challenges, regular planning and evaluation cycles, improved communication 

systems and training activities. The key capacities mentioned include the 

capacity for financial planning and management, human resource management, 

the establishment of a sound information management system and improved 

data utilization (Oliveira-Cruz, Hanson et al. 2003, Khaleghian 2004, Men, 

Grundy et al. 2005, Hartwig, Pashman et al. 2008, Asangasi 2012, Ghuman and 

Singh 2013, Sherr, Cuembelo et al. 2013). With regard to the latter, in order to 

respond to local needs, the health system requires sufficient information as well 

as the capacity to plan and implement programmes in response to these needs. 

This is why it is vital to have health information systems that are both responsive 

and user-friendly (Madon, Krishna et al. 2010). The other vital capacities are 

management of medicines, equipment and supplies and infrastructure 

development (Fritzen 2007, Asangasi 2012).  

 

However, management capacity requires more than decision-making 

competencies in the technical or functional areas of running a hospital. Managers 

are also required to make non-technical, leadership decisions which range from 

who to include in management decisions, and how to assign responsibility, to 

how best to create a motivational climate for staff and how to improve patient 

satisfaction (Khaleghian and Gupta 2005, Rausch and Rausch 2005, Olukoga, 

Bachmann et al. 2010, Martin and Learmonth 2012).  

 

London (2013) found that where health facility management had greater 

decision space, managers appeared to have greater organisational commitment, 

a desire for continued learning related to management and finances, and 

ambitions to replicate successful models (London 2013). Managers who are 

committed and who have the capacity to affect change have been shown to 

improve deliverables even under resource constraints (Prashanth, Marchal et al. 

2014). 
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However, in a Tanzanian decentralisation study, the district health management 

teams being granted greater responsibility felt that they lacked the capacity to 

adequately perform in the new roles (Ensor and Ronoh 2005). Having increased 

decision space could also easily lead to poor outcomes if management does not 

have the capacity to lead, to manage limited resources in such a way as to make 

them effective, and to negotiate the social and political context of the 

organisation (Men, Grundy et al. 2005).  

 

3.3.3 Defining Accountability Mechanisms 

 

As a result of its complexity and multiple applications, the definition of 

accountability assumes a myriad of forms and constructs. However, at its core, 

accountability mechanisms hold decision-makers responsible for both doing the 

right thing and for doing it effectively (Mitchell and Bossert 2010). This can be 

operationalised to prevent abuses of power and to make decision-making more 

responsive to local needs (Bossert and Mitchell 2011). 

 

Accountability mechanisms can be defined as the assurances “of checks and 

restraints on power and discretion, of increased oversight and scrutiny, or of 

closer connections between service users and providers” (Brinkerhoff 2004). 

They are designed to make service delivery more responsive to local needs and, 

in ensuring that powers are not abused, to act as a counterbalance to full 

autonomy. 

 

Examples of accountability mechanisms include hospital governing boards; 

financing mechanisms that link funding with performance; quality assurance 

policies that monitor standards and establish compliance mechanisms; human 

resource performance evaluations and key performance assessments; as well as 

health service and outcome targets (Cleary, Molyneux et al. 2013). 

 

There are two kinds of accountability mechanisms: External and bureaucratic 

accountability – sometimes referred to as horizontal and vertical accountability 

respectively (Cleary, Molyneux et al. 2013).  
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External mechanisms aim to encourage accountability through community 

involvement in health facility governance (Cleary, Molyneux et al. 2013).  One of 

the key principles of many health systems is that “people have the right and duty 

to participate individually and collectively in the planning and implementation of 

their health care”(O'Meara, Tsofa et al. 2011). Part of the objective of increasing 

accountability in health is to ensure that the decisions being made are responsive 

to local needs, and that health systems are accountable to those people, or 

communities, that are involved in this process. 

 

There are various mechanisms and platforms that can be used to support 

external accountability but the one that has received considerable attention 

within the literature on health facility accountability is the role of health facility 

governing boards – comprised of both health facility and community 

representatives. These boards have varying responsibilities ranging from 

strategic planning and budget approval to maintaining performance standards 

(Molyneux, Atela et al. 2012).  

 

Bureaucratic or internal accountability mechanisms, on the other hand, aim to 

establish accountability within the different levels of the health facility or health 

system – for example, between a health facility and central authorities (Cleary, 

Molyneux et al. 2013). To make bureaucratic accountability mechanisms 

effective, there needs to be extensive monitoring and access to information 

(Khaleghian and Gupta 2005). 

 

Of the articles assessed, only seven had accountability as the primary focus and 

of these the majority considered the community accountability mechanisms and 

the role of hospital governing boards (Madon, Krishna et al. 2010, O'Meara, Tsofa 

et al. 2011, Molyneux, Atela et al. 2012, Pettersen, Nyland et al. 2012, Cleary, 

Molyneux et al. 2013, Waweru, Opwora et al. 2013, McNatt, Thompson et al. 

2014). There was not an extensive assessment of the extent of accountability 

resulting from changes to or introductions of bureaucratic accountability 

mechanisms. Insights into the latter were derived from studies on governance 

and decentralisation reforms (Hanson, Atuyambe et al. 2002, Mills, Antonius et 
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al. 2002, Blas 2004, Ensor and Ronoh 2005, Heywood and Choi 2010, Abimbola, 

Negin et al. 2014). These articles suggest that the introduction of 

decentralisation policies that were not sufficiently explicit in defining and 

respecting the lines of reporting and responsibility, led to weakened 

accountability within the system (Mubyazi, Kamugisha et al. 2004, Men, Grundy 

et al. 2005, Minvielle 2006, Yakam and Gruenais 2009, Heywood and Choi 2010, 

Regmi, Naidoo et al. 2010, Kawonga, Fonn et al. 2013).  

 

What was noticeably lacking from the literature identified by the search was 

significant acknowledgement of the internal bureaucratic accountability 

mechanisms that a facility is subject to, for example, internal audits, target 

setting or supervision of facilities. These mechanisms, which often rely on 

centralised authority, play a role in setting organisational objectives, aligning 

local functioning with broader health system planning in decentralised systems 

and preventing the misuse of resources (Cleary, Molyneux et al. 2013). 

 

a) Accountability Mechanisms and Decision Space Functioning 

 

In order to understand the degree of decision space granted to management, it is 

also important to explore the existing accountability mechanisms. The nature of 

the accountability mechanisms to which a health facility is subject influences the 

degree of decision space a manager has but also assists in directing the kinds of 

decisions that can be made.  

 

For example, the intention of having health facility boards is to encourage 

greater engagement with those communities that fall within a health facility’s 

catchment area. Unfortunately, evidence suggests that these mechanisms have 

been compromised by an insufficient transfer of authority to local levels, a lack of 

clarity about the roles and responsibilities of the boards or committees, 

politicization of the committees’ mandate and the perceptions of community 

interference in health facility matters which may lead to poor working 

relationships (Pettersen, Nyland et al. 2012, Cleary, Molyneux et al. 2013, 

Waweru, Opwora et al. 2013).  Molyneux et al (2012) indicate that the 
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involvement of health facility boards and community members in facility 

operations may be viewed as interference by the staff and as undermining their 

autonomy (Molyneux, Atela et al. 2012).  

 

One justification for limiting autonomy and decision space by implementing 

strict accountability mechanisms is that it prevents corruption. However, the 

restrictions put in place can exceed what is necessary to achieve this objective 

and prevent optimal functioning (Rausch and Rausch 2005, Waweru, Goodman 

et al. 2016).  

 

Increased bureaucratic accountability suggests a stronger monitoring and 

oversight role for central governments but could reduce the decision space 

available for local managers. In Uganda and Tanzania, Blas (2004) found that the 

increased bureaucratization – which was in response to the need to prevent 

mismanagement and misappropriation of funds – led to delays in service 

delivery (Blas 2004). This reinforces the need to align accountability with a 

degree of decision space that still allows for effective service delivery.  

 

Accountability mechanisms exist not just to police functioning but also as a 

means of stewardship to encourage cohesive and co-ordinated policies and 

standards – particularly in a decentralised system (Hanson, Atuyambe et al. 

2002).  

 

However, if decentralisation policies are introduced without explicit definition of 

the lines of responsibility and reporting, management is made more challenging 

and accountability is undermined by the lack of definition about who can 

exercise the power to make decisions (Blas 2004).  

 

If a system has such fragmented levels of authority and unclear definitions of 

roles and responsibilities, it is at risk of generating internal conflicts and 

administrative delays, and undermining accountability because there is lack of 

clarity about who is responsible (Mubyazi, Kamugisha et al. 2004, Men, Grundy 

et al. 2005, Minvielle 2006, Yakam and Gruenais 2009, Heywood and Choi 2010, 
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Regmi, Naidoo et al. 2010, Kawonga, Fonn et al. 2013). For example, in South 

Africa, as a result of deconcentration from the National Department of Health to 

local departments, and devolution from national to local governments, health 

services were then accountable to both local and national government which led 

to confusion about priority setting and planning (Ensor and Ronoh 2005). 

 

Generating effective accountability mechanisms requires that the organisational 

structure defines clear lines of authority and decision-making responsibilities 

between organisations and governance levels (Mills, Antonius et al. 2002, Cleary, 

Molyneux et al. 2013, McNatt, Thompson et al. 2014). 

 

This was one of the challenges identified by Heywood & Choi (2010) in 

Indonesia: “As the ability to manage a fractured system is impaired, the other 

major casualty is that accountability is lost. Eventually no one is held accountable 

for the performance of the sector – the district blames the center and the central 

ministries (and their ministers) are not accountable to district populations.” 

(Heywood and Choi 2010) 

 

3.3.4 Context  

 

Every organisation exists within an environment that influences its functioning 

and operational governance (Exworthy, Frosini et al. 2010, Ssengooba, McPake 

et al. 2012, Prashanth, Marchal et al. 2014, Scott, Schaay et al. 2014, Kwamie, van 

Dijk et al. 2016). The degree to which the environment exerts influence blurs the 

boundaries of the organisation and makes successful achievement of objectives 

dependent on the context-organisation relationship (Nielsen, Knudsen et al. 

2008). How the organisational boundary is defined thus affects the decision-

making capacity of the organisation.  

 

According to Khaleghian (2004), “socio-cultural and political factors can 

influence the degree of “decision space” provided to local governments, the 

nature and content of interactions between central and local authorities, the 

space for local voice in political life, the style of relationships between public 
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officials and community representatives” (Khaleghian 2004). In other words, 

decision space is not just influenced through vertical interactions from central to 

decentralised parties but is also influenced horizontally by other actors and 

organisations operating locally (Exworthy, Frosini et al. 2010). 

 

The influence of context can be assumed to be greater in federal systems where 

there are increased lines of convergence between multiple authorities and a 

greater number of political systems that intersect. Actors then react to changes 

within the environment they operate in, in accordance with the idea of what 

acceptable behaviour is – whether it be support for a programme that has 

nationwide consensus, or engaging in corrupt practices because such action is 

not punished (Smith 2014).  

 

Decision space, and in turn priority setting, is significantly influenced by the 

social and political environment (Munga, Songstad et al. 2009, Klotzbucher, 

Lassig et al. 2010, Frumence, Nyamhanga et al. 2012). According to Peckham 

(2016) “A local organisation – in this case the health centres – has its autonomy 

and capacity to act constrained not just by whether it can make autonomous 

decisions about finance, resource allocation, access, governance etc., it may also 

be constrained by what is possible in their specific local context”(Peckham 

2016).  

 

The social and political environment also includes the opportunities which 

actors have to influence policies and implementation as a result of political 

leadership, socio-economic conditions or public opinion. There may be increased 

pressure from politicians to fulfil a personal agenda or the public pressure 

placed on politicians may influence policy priorities or resource allocations 

(Hipgrave, Alderman et al. 2014),(Munga, Songstad et al. 2009, Hodge, Firth et al. 

2015).  

 

“A lack of consideration of the context into which an intervention is introduced 

can minimize its effectiveness” (Kwamie, van Dijk et al. 2014). The local context 

may influence the decision space available as well as the mechanisms through 
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which the benefits of decision space - increased responsiveness, accountability 

and quality of care – may be realized (Peckham 2016). Therefore, it is important 

to evaluate the context in which the organisation exists and identify the features 

of the environment that influence the way in which the organisation functions; 

the way decisions are made; and potentially, the way in which services are 

offered(Kwamie, van Dijk et al. 2016).   

 

3.4 Discussion  

 

Aligned with the arguments posited in support of decentralisation, the literature 

suggests that the benefit of increased decision space is the increased opportunity 

for timely, locally relevant responses. Increased decision space could reduce the 

bureaucracy surrounding decision-making in the health sector (Bossert 1998, 

Mohammed, North et al. 2015).  

 

Our understanding of how decision space functions still needs development and 

in order to understand how to harness the benefits of decision space, we need to 

better understand the functions that influence and define it, and the relation 

dynamics between those functions.  

 

Bossert & Mitchell’s (2011) framework presents one conceptualisation of how 

decision space is defined through the interaction with accountability 

mechanisms and organisational capacity. The benefit of this approach is that it 

describes the reality of a complex system with interrelated components. The 

framework suggests that none of the three components yield tangible outcomes 

by themselves but rather need to influence or be influenced by the other two in 

order for the system to achieve its objectives. Organisational capacities and 

accountability mechanisms determine how decisions can be made and which 

decisions are made (Bossert and Mitchell 2011).  

 

Based on the literature reviewed, a very rudimentary set of themes on the 

influence of organisational capacity and accountability mechanisms on decision 

space can be formed. Of importance in formulating the themes addressed below 
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is the understanding that there are different forms of organisational capacity and 

accountability mechanisms that may have different influencing effects.  

 

3.4.1 Accountability Mechanisms and Decision Space 

 

Accountability mechanisms are important for ensuring that decisions are 

responsive to local needs but also that power is not being abused (Brinkerhoff 

2004). External and bureaucratic accountability mechanisms address these 

requirements respectively (Cleary, Molyneux et al. 2013).  

 

The literature suggests that external mechanisms – such as hospital boards – 

may impact on service providers’ perceived autonomy (Molyneux, Atela et al. 

2012) but there does not appear to be a direct influence on the functioning of 

decision space. If anything, if external accountability mechanisms are 

implemented successfully, if there is greater clarity about the roles and 

responsibilities required and greater oversight is transferred from the centre to 

local actors, the available management decision space could be made more 

responsive to local needs by reinforcing local feedback loops (Pettersen, Nyland 

et al. 2012, Cleary, Molyneux et al. 2013, Waweru, Opwora et al. 2013).  

 

On the other hand, bureaucratic accountability mechanisms that are primarily 

implemented to curb corruption and mismanagement appear to have a direct 

influence on the functioning of decision space since they limit the decisions that 

can be made by local managers (Blas 2004),(Rausch and Rausch 2005). 

 

Increased decision space, as a result of the decentralisation of responsibilities, 

necessitates a reduced role for central authorities and thus, reduced 

bureaucratic control. With a change in the locus of responsibility, comes a change 

in the level of bureaucratic accountability resulting from a segregation of duties 

and reduced oversight over all decisions. So, the intention to increase decision 

space should, theoretically be accompanied by a reduction in bureaucratic 

accountability. 
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However, this is not always the case because despite the best intentions to 

decentralise, central authorities are sometimes reluctant to relinquish power 

over decision making, there may be confusion regarding implementation and the 

lines of responsibility, and the local authorities may not be capacitated to assume 

the new responsibility (Mills, Antonius et al. 2002, Cleary, Molyneux et al. 2013, 

McNatt, Thompson et al. 2014). 

 

3.4.2 Organisational Capacity and Decision Space 

 

For an organisation to function, it requires that the organisation be capacitated 

in terms of financial and human resources as well as management capacity. 

However, the relationships between each of these capacities and decision space 

are unclear.  

 

Increased decision space can theoretically yield benefits for the management of 

human resources (Bossert 1998),(Munga, Songstad et al. 2009) but there does 

not appear to be a direct relationship between increased human resource 

capacity and increased decision space emerging from the literature reviewed. 

 

Increased decentralised decision space can also have benefits for financial 

resource management (Hanson, Atuyambe et al. 2002, Blas 2004, Meng, Li et al. 

2004, Rocha, Martinez et al. 2004, Asante, Zwi et al. 2006, Heywood and Choi 

2010, Mohammed, North et al. 2015). Having increased decision space over the 

source of finances, funding flows and the budget allows allocations to be based 

on need, and having greater local control means decisions can be made 

timeously, reducing administrative delays (Asante, Zwi et al. 2006, Frumence, 

Nyamhanga et al. 2012, Kwamie, van Dijk et al. 2014). 

 

However it is uncertain what the influence of changes in financial resource 

capacity may have on decision space. Financial resource capacity can be 

increased without the decision space being increased or decision space and 

management responsibility can be increased without being matched by the 
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capacitating resources (Munga, Songstad et al. 2009, Mohammed, North et al. 

2015).  

 

If the theoretical benefits of decentralised decision-making are to be realized 

then decision space should be increased, but it is unclear from the evidence 

whether financial resource capacities absolutely have to be increased in order to 

achieve this. 

 

There is limited evidence that suggests that where resource capacities fall short 

of what is required for organisational functioning, managers may resort to 

informal decision making strategies in order to fulfil their responsibilities and 

mitigate bureaucratic constraints – choosing to stretch the boundaries of the 

formal decision space granted to them (Kwamie, van Dijk et al. 2014),(Bossert 

1998, Marchal, Denerville et al. 2005).  

 

Being able to take advantage of informal decision spaces requires a certain 

degree of management capacity (Marchal, Denerville et al. 2005) and this is one 

function that does seem to have direct bearing on decision space. To make 

effective use of increased decision space requires that managers have the 

capacity, knowledge and skill to implement organisational plans and activities 

(Kivumbi, Nangendo et al. 2004, Frumence, Nyamhanga et al. 2012),(Maharani 

and Tampubolon 2014, Maharani, Femina et al. 2015). In other words, increased 

decision space requires increased management capacities.  

 

Yet, if managers do not have the resource capacities to ensure organisational 

functioning, even the most extensive management capacities could be made 

redundant. Thus, it is important that an organisation to which new 

responsibilities have been ceded, is capacitated in terms of resource, 

management capacity and decision-making power to meet their organisational 

objectives.   
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3.4.3 Context and Decision Space 

 

These relationships and processes all exist within a specific context, which 

influences the manner in which they function (Kwamie, van Dijk et al. 2016). It is 

challenging to measure the influence of context on decision space because 

causality cannot be defined within a myriad of potential factors but it is still vital 

to consider the influence of the social and political features of the system 

(Atkinson, Medeiros et al. 2000) and to acknowledge their complementarity to 

Bossert & Mitchell’s (2011) framework.  

 

3.5 Conclusion 

 

This review identified literature that supports the idea that organisational 

capacity and accountability, as well as clarity regarding organisational structure 

and roles and responsibilities are important for defining the available decision 

space and their interaction is likely to have an impact on better health system 

performance (Kwamie, van Dijk et al. 2016). 

 

Importantly, for the benefits of decentralisation to be achieved, policies need to 

address not just de jure legislation but should also include implementation plans 

that encourage de facto functioning whereby local managers are enabled to 

exercise their decision space (Bossert, Mitchell et al. 2015, Mohammed, North et 

al. 2015, Seshadri, Parab et al. 2015). 

 

It has been hypothesized based on the evidence that increased decision space is 

the result of decreased bureaucratic accountability mechanisms and increased 

management capacity and that the interaction among these components has the 

potential to influence system functioning. However, the exact relationship 

between financial and human resource capacities and decision space still 

requires extensive investigation. The role of context on system functionality has 

been acknowledged (Kwamie, van Dijk et al. 2016) but involves too many 

determinants and causal networks to define in any detail.  
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The literature reviewed seems to support the position that wider decision space 

should be accompanied by adequate organisational capacities and appropriate 

accountability mechanisms (Bossert and Mitchell 2011, Bossert, Mitchell et al. 

2015). Yet few articles explicitly and substantively addressed the decision space 

framework’s interdependent relationship dynamics, thus the exploration of 

these dynamics presented in this review was compiled by synthesizing relevant 

contributions from various studies.  Without further investigation into the causal 

relationships or associations between decision space, organisational capacity 

and accountability, as well as health system performance, these findings should 

be interpreted with caution.  

 

According to Bossert (2016), “the decision space approach attempts to evaluate 

the effectiveness of different decision space configurations and to provide 

recommendations to design decentralisation processes that will result in better 

health system performance”(Bossert 2016). Organisational management is an 

important component of health system governance and the decision space 

framework offers a dynamic approach to assessing the functioning of a complex 

and interdependent system. 

 

Improving our understanding of the vital system components of decision space, 

organisational capacity and accountability mechanisms has the potential to 

improve policy implementation and make improved organisational functioning 

more attainable. This review intends to contribute to such understanding.  

 

Chapter Summary 

 

- Guided by the Bossert & Mitchell (2011) framework, the articles reviewed 

in this chapter encompass literature related to decentralisation, 

management and decision space 

- Empirical evidence was used to define the framework components of 

decision space, accountability and organisational capacity as well as to 

assess the application of these components in relation to the framework 

and decision space itself  
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- The literature supports Bossert’s conceptualisation of decision space as 

being connected to organisational capacities and accountability 

mechanisms and provides initial insight into the potential relationships 

that may exist between them  

- However, the review suggests a need for more evidence to explore the 

ways in which these framework components interact with one another to 

influence organisational functioning. 
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Chapter Four: The Methodology  

 

4.1 Introduction 

 

The previous chapters detailed the theoretical and empirical justification for this 

study, which aims to explore the functioning of decision space. One of the 

conclusions from the literature reviewed is that there needs to be more explicit 

investigation into the relationships that exist between decision space, 

accountability and organisational capacity and that underpin the Bossert & 

Mitchell (2011) framework.  

 

This chapter presents the methodology that has guided the design and execution 

of this study and the synthesis of findings. It outlines the study design, data 

collection and analysis procedures, as well as the measures taken to ensure 

rigour and ethical conduct. A qualitative approach was applied to two nested 

case study areas – human resource and supply chain management – in each of 

two hospital sites. These nested case studies were selected because of their 

accessibility to the researcher, the number of actors involved across 

management levels, the importance to the functioning of the hospital and the 

complexity of the decision-making procedures. 

 

The methods outlined below were identified and applied in the interest of 

generating study findings that are as realistic and reliable as possible. 

 

4.2 Study Methods 

 

4.2.1 Research Design 

 

Hospital management, embedded as it is within organisational dynamics, is 

intrinsically relational and displays the characteristics of a complex adaptive 

system (McDaniel Jr, Lanham et al. 2009). Within complex adaptive systems, 
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relationships and interactions are dynamic, therefore the design of studies 

aiming to conduct research within these systems has to take this into account. 

These relationships are significantly influenced by the context and the 

environment in which they exist. Thus, in attempting to better understand the 

function of decision space within the context of hospital management, the 

relationships between the system’s components were explored – how the 

resources, organisational practices, rules and regulations influence the extent of 

decision-making that can take place by hospital managers. 

 

This study aims to explore a specific organisational dynamic and for that reason, 

a qualitative research approach was adopted. Qualitative methods accommodate 

the complexities of the social and physical setting and thereby allow the 

researcher to better explore relationships and interactions from multiple 

perspectives (Marshall & Rossman, 2011).  

 

There is an abundance of literature on how to conduct qualitative research 

(Miles and Huberman 1994, Mays and Pope 1995, Bradley, Curry et al. 2007, 

Bazeley 2013, Creswell 2013, Silverman 2013) and the use of qualitative 

methods in health systems research has become far more commonplace, with an 

array of examples of its application. The majority of the articles included in the 

review conducted in support of this study utilised qualitative methods (Asante, 

Zwi et al. 2006, Munga, Songstad et al. 2009, Frumence, Nyamhanga et al. 2012, 

Waweru, Opwora et al. 2013, Smith 2014, Bonenberger, Aikins et al. 2016) 

 

Within the qualitative field, different methodologies have been espoused, each 

with its own blueprint for how research should be designed. Much could be said 

about the benefits of these approaches and the justification for not adopting 

them for this study. However, the aim of this chapter is to describe in as 

transparent a way as possible the actual conduct of the research and the 

conceptual steps taken to derive the findings.  

 

Specifically, the thesis made use of a case study approach because the study is 

attempting to answer both descriptive and exploratory research questions – the 
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“how” and the “why”. Case studies are able to investigate individual, 

organisational and social dynamics present within single settings, which makes 

them well suited for application in complex systems such as hospitals 

(Eisenhardt 2002).  

 

A case study approach satisfies the demands of the research aim in exploring the 

definition and function of decision space within the organisational setting of a 

hospital for a number of reasons.  

 

Firstly, the case study approach assumes that investigation of the context is vital 

to understanding the case (Yin 2009). Byrne (2009) describes cases as complex 

systems defined by their interaction with their environment, and in 

acknowledging the challenges of absolutely bounding a case, the case study 

methodology does not preclude consideration of the influence of context on the 

relationships observed (Bazeley 2013).  

 

Secondly, the benefit of the case study approach is that it utilises multiple 

sources of evidence to develop a holistic understanding of the relationships that 

exist within a certain setting. Data collection methods typically include 

interviews, questionnaires, observations or archival document review, which can 

be qualitative or quantitative in nature. These methods are able to provide a 

textured and rich data set with which to provide description, test theory or 

generate theory (Eisenhardt 2002)  

 

Thirdly, the case study approach adopted encourages findings to be emergent 

and for inductive analysis, thus allowing for openness to unanticipated findings 

which is vital in an exploratory study such as this (Bazeley 2013). 

 

Thus, given that this study is attempting to assess multiple dynamics within and 

around specific aspects of the management of the hospital, and that context is an 

important consideration, the case study method was deemed to be appropriate 

because it allowed for data collection from multiple sources of evidence which 
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converged to provide an in-depth representation of aspects of the organisation 

(Yin 2009).  

 

Any hospital, or organisation, is unique and thus a single case study site would 

pose challenges for generalizability. Therefore, in order to elucidate a greater 

understanding of how decision space functions, a multiple-case design was 

employed. This allowed greater opportunity for the data to reveal potentially 

different but valid findings (McDaniel Jr, Lanham et al. 2009). 

 

The benefit of having two cases was that evidence could be made more robust. 

By allowing for replication of the study in a second site, different conditions or 

dynamics could be assessed for their relevance (Yin 2009). While there would be 

benefit to repeating the study in further hospitals, the prolonged duration of the 

research methods presented a time-constraint and limitation to this particular 

study so further case studies were not included. 

 

To generate a sound breadth and depth of understanding, a mixed methods 

approach was adopted. Multiple data collection methods were employed in order 

to triangulate evidence and substantiate the findings (Phillips, Dwan et al. 2014).  

 

A mixed methods approach could be informed by various permutations of 

methods from purely quantitative to qualitative approaches. While the data 

collection methods used in this study are all qualitative, it still qualifies as a 

mixed methods approach because there are multiple data collection components 

that cannot stand alone but are complementary to the objective of studying a 

phenomenon and are integrated at some point in the research process (Morse 

2003, Phillips, Dwan et al. 2014) 

 

As a result of the study focus being exploratory, the research design had to 

accommodate a degree of flexibility in order to allow for learning from the 

process (McDaniel Jr, Lanham et al. 2009). Research questions could not be 

determined rigidly in advance and there was no expectation regarding the 

dynamics of the case study sites and the participants. The benefit of a qualitative 
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approach is that it allows for a continuous iteration between asking questions, 

learning from them, and allocating and reallocating attention to accommodate 

the dynamism of the system. The research design becomes a guide for activity 

throughout the study, not a prescription (McDaniel Jr, Lanham et al. 2009). 

 

To allow for a dynamic evolution of findings, the research design for each case 

study incorporated two phases. The study had a preliminary exploratory phase 

that, in the absence of previous experience in the hospital environment and a 

dearth of accessible documentation on hospital structures, allowed me to 

familiarize myself with the environment and with hospital processes. Through 

“work shadowing” with different participants across the departments and across 

job categories, I was able to garner a descriptive understanding of the 

organisation of the hospital, the staffing structures and operational procedures. I 

could observe what they did on a normal day and ask informal questions about 

what the process chain is, and who performs which roles. This phase provided 

assistance in identifying the relationships and processes that would be explored 

in greater depth during the subsequent explanatory phase.  

 

During the explanatory phase, based on the interactions and the understanding 

gleaned in the exploratory phase, I scheduled time to sit with each of the 

participants in private to interview them more formally. This phase allowed for 

more in-depth probing of the participants’ roles and responsibilities, their 

experiences and their opinions on the areas of decision-making, management, 

accountability and organisational capacity.  

 

In terms of the ordering of the research, within the first case study hospital the 

exploratory phase in both the human resources and supply chain management 

departments was followed by the explanatory phase before the process was 

repeated in the second case study hospital. Completing the exploratory phase in 

both departments back to back allowed more time to pass to create familiarity – 

in the form of greater visibility and informal relationship building – before 

embarking on the explanatory phase that involved investigation at a greater 

depth, which required trust.  
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a) Study Setting  

 

Central hospitals were selected as the study setting because there has been 

interest from the National Department of Health in changing their governance 

structure and increasing their level of autonomy as a means of improving their 

performance. Central hospitals are the most complex service delivery sites in the 

health system in terms of the population they serve, the number of staff, the 

volume of required resources and the dual provincial and national governance 

and accountability structures. There are 10 central hospitals in South Africa (see 

Table 3). 

 

Table 4.1: South African Central Hospitals 

Province District Facility No. of 

Beds 

District 

Population  

Gauteng Johannesburg  Charlotte Maxeke 

JHB Hospital 

1018 11,488,424 

Johannesburg Chris Hani 

Baragwanath 

Hospital 

2888 

Tshwane Central 

Health District 

Steve Biko Hospital 832 7,623,440 

Tshwane Central 

Health District 

George Mukhari 

Hospital 

1652 

Eastern 

Cape 

OR Tambo Nelson Mandela 

Academic Hospital 

507 5,244,868 

Free State Moteo Universitas Hospital 636 2,463,870 

KwaZulu 

Natal 

Ethekwini Inkosi Albert Luthuli 

Hospital 

846 10,489,182 

Ethekwini King Edward VIII 922 

Western 

Cape 

Cape Town Tygerberg Hospital 1310 10,936,208 

Cape Town Groote Schuur 

Hospital 

945 

(Source: (NDoH 2011)) 
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b) Case Selection 

 

With a limited number of central hospitals available as study sites, two central 

hospitals were purposively selected. Central hospitals provide specialized 

tertiary services on a national basis and support research and training for health 

workers. They are the highest-level referral point for other hospitals and 

generally provide relatively high cost and low volume services (NDoH 2011). 

These facilities are viewed as national service providers for populations beyond 

a single province. In contrast to other public hospitals, they are the largest 

facilities in terms of number of staff, required resources and package of services 

provided. They also have greater competence requirements and greater 

delegations of authority for management posts than other hospital categories 

(see Section 5.3.1c). This makes central hospitals unique and it is unclear to what 

extent other facility levels would exhibit similar decision-making dynamics. 

However, it is because of their size and their positioning within the health 

system that central hospitals pose a unique context for the assessment of 

management decision-making. 

 

Central hospitals also form part of the Academic Health Complex which links 

each central hospital to a university medical school in an arrangement whereby 

the hospital provides the clinical service, teaching and training platform and the 

university oversees the related education of health professionals and conduct of 

research.  Some medical staff are appointed in joint positions between the 

province and university in order for them to expedite the dual function. 

However, the university administration plays a limited role in the administration 

and management decision-making that takes place within the human resource 

and supply chain departments. 

 

Given that the socio-political context and interaction with provincial government 

contributes significantly to the management of a hospital, it was preferable to 

keep that factor constant across both hospitals and base both case studies in the 

same province.  
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This meant selecting a Province in which there are two or more central hospitals. 

This narrowed it down to the Gauteng, KwaZulu Natal (KZN) and Western Cape 

provinces, with the  first choice for a study location being Gauteng.  

 

Gauteng was selected because it has four central hospitals, which allowed for a 

choice of hospitals and alternatives if there were any challenges with being 

granted access. The danger of going to a province with only two hospitals was 

that if one of the hospital CEOs was not willing to participate, this would have 

jeopardised the study.  

 

Only two case study sites were selected because limited resources and time 

constraints, coupled with an intention to spend prolonged time in each hospital, 

prevented inclusion of additional sites. In addition, there were significant delays 

in gaining provincial authorization to conduct this research in the two sites and 

each additional study site added would have required new authorisations to be 

granted which would have furthered the delays. Adding more sites in other 

provinces would also have required additional ethics applications to be 

submitted 

 

The selection adopted was supported by conversations with key informants who 

recommended that the CEOs at the chosen hospitals had already been involved 

in discussions around the granting of greater autonomy to central hospitals, 

were familiar with the policy intention and were willing to engage in 

management improvement activities. Explorations into hospital management in 

the South African context could be perceived as contentious or interfering, 

therefore the willingness and openness of these hospital CEOs to engage with the 

subject area provided the space required to request their participation in  the 

study. 

 

The guidance of key informants not only contributed to the selection of those 

hospitals where there may have been more familiarity with the topic being 

addressed, but also helped to facilitate introductions to the CEOs because of pre-

existing relationships. Again, conducting research into management of public 
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institutions can be contentious because of political sensitivity so it was 

important for both the research and the researcher to be introduced and 

endorsed by people who are trusted by the hospital CEOs. The aim was to 

facilitate ease of entry into the facilities, to ensure access to staff and information 

on arrival, and to develop relationships that would promote information sharing.  

 

It was decided that the better performing of the two selected central hospitals – 

as identified by key informants – would be the first case study site for two 

reasons. The first reason was that if, for whatever reason, the research itself was 

viewed as a performance assessment – which it is not and was never described 

that way – the well performing hospital would be less likely to be wary about the 

sharing of information. Also, it was felt that it would be easier to observe and 

understand a better performing system, than trying to discern the difference 

between what is, and what should be, simultaneously. While this element of 

assessment could potentially be present in both case studies, at the outset in 

selecting the ordering of the case studies, it was decided to approach the better 

performing hospital first. 

 

i. Use and Selection of Nested Case Studies 

 

Hospitals are complex organisations with many divisions, activities and actors 

involved. To attempt to address decision space across all of these dimensions 

would yield a superficial result. To narrow the scope and increase the depth of 

the thesis, the unit of analysis for this study was the two nested case study sites – 

the human resource and supply chain management departments. The decision-

making operations in these two departments were used to elucidate greater 

understanding of the processes and practices used in the broader organisation, 

involving actors both internal and external to the hospital. The use of nested case 

studies meant that decision space was only investigated within these 

departments, thus it was important that the nested cases selected were relevant 

across the various management levels of a hospital – the depth of the 

organisation.  
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A nested study assisted in making the study more manageable and allowed for 

more in-depth exploration of the issue under consideration, and of the decision 

space around it, rather than generating a surface level assessment with greater 

breadth that may not address the crux of the concern – how decision space 

functions in a central hospital. 

 

Through in-depth analysis of the nested study selected, the study was not limited 

to just that focus area because by using it as a tracer for the decisions being 

made, the decision space involved, and the inhibitors and facilitators of that 

decision space, the investigation was led both vertically and horizontally through 

the hospital’s organisational structure, to inter-related divisions and cross-

cutting processes. 

 

The initial proposal was to select two departments within the hospital that 

satisfied a number of criteria. These included: 

- approval by hospital CEOs 

- visibility of processes 

- multiplicity of levels of actors and stakeholders involved across the 

system 

- potential impact on the functioning of the hospital and on provision of 

quality care 

- complexity of the decision-making procedures involved 

 

The nested case study areas had to be accessible to the researcher and had to be 

an area of investigation approved by the CEOs. They also had to be complex 

enough – by incorporating various resources and decision-making processes – to 

yield insight into a range of actors at different levels of the system, and what 

their respective contributions are to defining and applying decision space within 

the organisation. 

 

Clinical departments were excluded, firstly because of the ethical sensitivity of 

including patient interactions in the assessment. Moreover, the positionality of 

the researcher as a non-clinician would have been prohibitive because some of 
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the activities in the clinical departments may have required specialist medical 

training to understand. Secondly, it was felt that it was not necessary to assess 

clinical departments, and increase the ethical challenges, in order to facilitate an 

understanding of decision space in the hospital. This was because the selected 

nested case studies satisfied all of the selection criteria listed above and 

encourage an understanding of the vertical management decision-making 

processes across province and the hospital as well as the internal processes 

within the hospital involving multiple management levels.  

 

Based on these selection requirements it was decided, before the fieldwork 

formally began, to focus on the human resources and supply chain departments. 

However, when presenting the research intent to the CEO and the senior 

management team in the first hospital, it was suggested to narrow the scope of 

the nested study further. It was advised that in the interest of time, a sharper 

focus would be more manageable and, based on the nested case study selection 

criteria, not every functional area within each department satisfied the brief. For 

example, within the supply chain department, asset management takes place 

internally and has limited decision-making participants or processes. Similarly in 

the human resources department, employee wellness takes place internally, does 

not involve many actors, and does not have an observable process chain for 

decision making.  

 

Thus, upon the advice of the CEO and reflection of the requirements of the nested 

case study, recruitment and staff establishment within the human resources 

department, and inventory management and procurement within the supply 

chain department, were identified as the nested case studies.  

 

Within the supply chain department, procurement and inventory management 

processes were identified because different items and price-levels require 

different delegations and while some decisions can be made within the 

procurement department, others need to be made by the hospital executive 

management team or by provincial authorities and have differing tendering or 

contracting processes.  
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The human resource department’s recruitment and staff establishment 

processes were chosen because these areas require decision making inputs from 

both the hospital and provincial authorities and incorporate a number of 

decision-making areas. How these decisions are made and by whom has 

significant impact on hospital operations.  

 

Beyond both nested case studies being vital to the delivery of services within the 

hospital, the choice of these two functional areas was endorsed by key 

informants as having the potential to elucidate a good understanding of how 

decision space is defined, and how it functions within the hospital.  

 

The two nested studies selected involve multiple actors at various levels in the 

hospital from senior management through to front-line workers and involve 

broader decision-making processes that take place within the hospital and 

between the hospital and provincial authorities. Supply chain management and 

procurement and human resource management have varying distributions of 

formal decision-making authority across provincial and hospital administrations.  

 

The selection of these nested case studies provided insight into the decision 

spaces around these activities, because they involve actors and processes across 

the hospital and across levels of the hospital administration system and 

incorporate factors that influence the function of decision space for hospital staff.  

 

c) Participants 

 

This study aimed to understand both the factors defining decision space and the 

function of decision space. It was important that the data collected be reflective 

of the experiences relevant to the function of decision space within hospital 

management. Thus, once the nested case study areas had been identified, 

purposive sampling was used to select participants with the relevant experience.  

 

Hospital CEOs were approached to determine their willingness to participate and 

to provide consent for the study to take place in their hospital. They were also 
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asked to provide information on the organisational design of the hospital. From 

this, the senior management team in the nested case study area was identified 

and asked if they would be willing to be observed and interviewed. Within the 

time spent in the hospital during the observation phase, key staff members from 

across the process chain were identified for their inclusion in the interview 

process.  

 

The senior management team in supply chain and human resources was 

included in in-depth interviews, as well as the CEOs. During the course of 

conducting fieldwork, it became apparent that it would be beneficial to have 

insight into the roles and responsibilities of the hospital’s finance department to 

corroborate evidence provided by the supply chain and human resources 

departments. Therefore, the directors of finance in both hospitals were included 

in the in-depth interviews. Participation was voluntary. 

 

It was important that the number of participants, as well as the choice of 

participants, allowed for sound representation of experiences in the hospital and 

allowed the data to reach theoretical saturation. This is the point at which no 

new insights into concepts or relationships emerge from a sample of participants 

who are diverse in their experiences (Bradley, Curry et al. 2007). Participants 

selected from the hospital were involved in service provision related to the 

nested case study selected and held management positions – defined broadly 

within the organisation as having supervisory responsibility.  

 

In each case study and nested case area, where possible, the primary 

participants included: 

- the CEO  

(Hospital One, 1 participant; Hospital Two, 1 participant) 

- the deputy CEO  

(Hospital One, 0 participants; Hospital Two, 1 participant) 

- the department director (e.g. Director of Human Resources) 

(Hospital One, 2 participants; Hospital Two, 1 participant) 

- the deputy directors  
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(Hospital One, 3 participants; Hospital Two, 4 participants) 

- the assistant directors 

(Hospital One, 3 participants; Hospital Two, 4 participants) 

- the team leaders 

(Hospital One, 11 participants; Hospital Two, 6 participants) 

 

Every attempt, including rescheduling interviews and return visits to the sites, 

was made to interview all employees that filled management roles within the 

selected departments. Only one deputy director in Hospital One and one team 

leader in Hospital Two were not interviewed because they were on long term 

secondment to another hospital and on long leave respectively. Ideally, the 

sample size and distribution would have been kept the same in both hospitals 

but because of the selection criteria – which was to interview all managers in 

these departments – discrepancies in numbers reflect differences in the 

hospitals’ staff establishment.  

 

Staff members who played no role in supervisory or management functions were 

not included in the explanatory phase and in-depth interviews. However, during 

the exploratory phase, because the process chain was being followed from 

beginning to end, such non-supervisory/managerial staff were work shadowed 

in order to learn about their function in service delivery. Therefore, in addition 

to the management staff that were included in the interviews, a sample of other 

departmental staff, whose roles were not formally identified as management, 

were asked to participate in observation work-shadowing, for example the 

storeroom and administrative clerks. This process was undertaken in order to 

understand how the full process chain works and to ensure that all roles and 

responsibilities were accurately identified even if they were not formally 

acknowledged as being decision makers contributing to the functioning and 

management of the department,  
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4.2.2 Fieldwork Strategy 

 

As indicated previously, the study design incorporated two research phases – an 

exploratory and an explanatory stage. During both of these phases data was 

collected through document review, non-participant observation and in-depth 

interview. 

 

The exploratory phase, and the use of document review and observations, was 

used to develop a descriptive framework for the hospital’s functioning and to 

develop an initial understanding of the decision-making processes and 

relationship dynamics involved. It was also used to provide the hospital staff 

with an introduction to the research and the researcher, as well as to build a 

relationship of trust and openness to engagement with the study.  

 

The explanatory phase was intended to delve deeper into the specific 

organizational dynamics and mechanisms that define decision space and 

influence its functioning. The in-depth interviews were the primary source of 

information for this phase. At this point in the research, the research methods 

needed to enable exploration of a range of relationships and processes. While 

survey methods would have allowed for data collection from a broader sample, 

thus enhancing statistical generalizability, they would not have allowed for an 

extensive exploration of rich descriptions or the open-ended questioning that in-

depth interviews permit (Mintzberg 1979). Findings were corroborated and 

clarified through the use of document review and observation. 

 

The use of multiple sources of evidence in this study allowed for converging lines 

of information for data triangulation and corroboration of information and 

provided greater breadth and depth to the investigation. In this way the study 

satisfies the need for construct validity because the different sources of 

information can provide different measures of the same experience (Yin 2009).  

 

Prolonged observation in each hospital site allowed for the development of 

relationships and trust necessary to elicit information from participants. 
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Observation allowed the researcher to become familiar with the hospital and the 

participants, as well as for the participants to become accustomed to the 

presence of the researcher.  

 

Within each case study site, each stage of the research took place sequentially. 

The non-participant observations took place in both the supply chain and human 

resource management departments before in-depth interviews were 

commenced. The case studies also took place sequentially. The phased study 

design allowed for flexibility to adjust interview questions on the basis of the 

prior stages of fieldwork and what had emerged as important and relevant 

points for further exploration (Bazeley 2013). 

 

There were significant delays in gaining entry and permission from the CEOs to 

enter the hospitals and conduct research. Initially it was assumed that this 

indicated a reluctance to participate, however, the issue resulted from the CEOs’ 

other time-pressures and priorities which diverted their attention from 

providing a timely response to the request for permission to undertake the 

study. After overcoming that hurdle and being granted access to the hospital, 

staff members were open to discussion and generous with their time staff.   The 

researcher was given almost unfettered access to observe operations with the 

human resource and supply chain departments, and was quickly able build 

trusting relationships with most of the staff members.  

 

4.2.3 Data Collection Methods   

 

In each of the two study sites, data collection incorporated three techniques: 

1. Document review 

2. Non-participant observations and work shadowing 

3. In-depth interviews with hospital managers, hospital staff and provincial 

administrators  
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The research design incorporated sequential triangulation to obtain a more 

complete picture of organisational functioning. The data collection methods were 

executed one after the other, with each prior method informing the one that 

followed.  In this way concepts and processes could be understood, discrepancies 

resolved and connections facilitated (Morse 2003). 

 

These techniques were selected to offer specific contributions to the 

understanding of how decision space functions within central hospitals. In the 

sections that follow more detail is provided regarding the benefit of document 

review in providing a theoretical basis for the study as well as a formal 

description of hospital processes; of non-participant observation in clarifying the 

actual hospital processes and helping to facilitate trustworthiness; and lastly of 

the in-depth interviews in providing the opportunity to probe the participants’ 

experience of decision space and the organisational dynamics that influence it. 

 

a) Document Review 

 

The aim of conducting a document review is to examine the data in order to 

generate meaning and further understanding of the research topic (Corbin and 

Strauss 2008). In this case, document review formed part of a sequential 

research design and was conducted first because aspects of the document review 

contributed to the theoretical basis of the study. 

 

To begin with, an extensive literature review was conducted of previous studies 

relevant to the function of decision space, which formed the theoretical basis for 

the research. This review, although not traditionally identified as part of a 

document review, provided a significant source of descriptive and pre-

interpreted data and formed the foundation for the analysis of the raw data 

which was later collected (Bowen 2009). This kind of theoretical contribution 

aided in the development of questions that could be probed further in 

interviews.  
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Further, documents and archival material were reviewed in order to establish a 

descriptive framework for how the hospital’s current procedures and norms are 

defined according to legislation and standard setting institutions. Document 

review is considered important because within organisations, the organisational 

activities are generally recorded and form an important part of the 

understanding of the formal structures and processes which define hospital 

management and the context within which it operates (Flick, 2006). Documents 

can also provide information about the context in which the research is couched 

(Bowen 2009).  

 

The documents reviewed included national acts and policies that apply to the 

health sector and hospitals specifically and the public sector more broadly, as 

well as provincial policies enacting national guidelines and provincial annual 

reports. The documents included the South African Constitution (RSA 1996) and 

the National Development Plan (RSA 2011); legislation such as the National 

Health Act of 2003 (NDoH 2003), the Public Finance Management Act of 1999 

(Treasury 1999), the Division of Revenue Act (Treasury 2016) and the Public 

Service Act (DPSA 1997) and its amendments; policy documents and regulations 

such as the National Health Insurance Policy (NDoH 2017) and the Policy on the 

Management of Public Hospitals (NDoH 2011); health department annual 

reports; and other reviews and reports available in the published and grey 

literature.  

 

It was assumed that all of these documents would be easily accessible within the 

public domain; however the hospital specific documents related to supply chain 

and human resource management had to be sourced through searches within the 

hospitals themselves and even then not all were available.   

 

The rationale for the use of document review was to provide background to the 

function of decision space within hospitals, as well as to form a descriptive 

framework of the formal hospital processes, roles and responsibilities related to 

hospital management and to have another data source with which to triangulate 
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and contextualise the data collected during the course of observations and 

participant interviews.   

 

b) Non-Participant Observation 

 

Another case study data collection method employed was that of non-participant 

observation. According to Morgan et al (2017), “observational research offers a 

promising approach for researchers in a wide range of health care settings 

seeking more complete understandings of complex topics, where contextual 

influences are of a primary concern” (Morgan, Pullon et al. 2017).  

 

The objective of this stage of the research was to develop an understanding of 

the hospital’s operational functions, process chains, decision-making and 

decision space around the nested case study areas. The observations made 

during the exploratory phase were intended to provide details about what the 

hospital’s functions are, what the decision-making activities are and who is 

responsible. Thus, the observations were intended to serve a primarily 

descriptive purpose. This data informed Chapter 5 of the thesis. The observation 

were not guided by a formal analytical framework in order to accommodate this 

objective and field notes were used to collect all observed data on the processes 

under investigation. 

 

Document review provided a formal outline of the processes that should be 

followed but observation of participants’ assumed roles and responsibilities 

provided insight into the actual functions performed and decision-making 

processes that the participants may have been unaware of themselves. In line 

with the case study observation framework presented by Morgan et al (2017), 

this study made sure to collect observation data prior to conducting in- depth 

interviews because it was important to generate an initial understanding of the 

organisational practices that could then be corroborated and explored further. 

This meant that the in-depth interviews could include consideration of specific 

examples of decision-making to use as a reference with participants (Morgan, 

Pullon et al. 2017). 
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Over the course of one month in each of the nested case study areas, each 

participant was shadowed during their day-to-day activities. During this phase, 

staff members not initially included in the participant list and ones who were not 

included in the in-depth interview stage were included. This was because it was 

found, upon introduction to the facilities, that there were important functions 

being conducted along the process chain that did not involve supervisory or 

management staff but still needed to be observed in order to understand the 

responsibilities of the department – for example the functions carried out by the 

storeroom clerks.  

 

Starting with the staff member responsible for the first activity in the process 

chain, a request for action was tracked around the department observing the 

contribution of each staff member along the way (see Section 5.4 and 5.5) until 

each role player within the department had been observed. Observations 

continued throughout the three-month period spent in each of the case study 

sites. 

 

The main focus of the observations was the hospital system and procedures, the 

interactions between management and the staff, as well as between management 

and their supervisors and the process followed to enact decisions. Activities 

observed included individual’s day-to-day operations, departmental staff 

meetings and senior hospital management meetings. This allowed for a better 

understanding of the hospital, the management processes and the people that 

work in it. Observation of certain meetings, such as the sitting of the Bid 

Adjudication Committee or disciplinary meetings, was not authorized by the 

hospital CEOs due to confidential content. 

 

The importance of the observations was to understand which decisions are being 

made around the selected nested case study area. The information sought 

includes: 

- what the processes are  

- who is responsible for implementation  

- what the lines of reporting and accountability are  
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- what the decision-making responsibilities are within the senior 

management team  

- how the processes are executed 

 

This stage was very important to the research process and involved the 

systematic recording of events and activities in the study setting (Marshall & 

Rossman, 2011). The   observations   informed   the   next   stage   of   the   study   

– the   in-depth interviews – and allowed me to establish myself within the facility 

and build rapport with the participants. 

 

Observations were informal and open-ended to allow the formal and informal 

processes to present themselves in a way that was not pre-determined. Written 

observations were formatted to make a distinction between descriptive notes 

and my own comments (Marshall & Rossman, 2011). 

  

The observation phase was also used to note which features of the hospital’s 

structure and processes may inhibit or enable better functioning. This allowed 

for a better understanding of the hospital, the management processes and the 

people that work in it and assisted in beginning to identify themes within the 

research context and provided clarity on the types of mechanisms that would 

need to be probed further through the interviews. 

 

 

It was important to be aware that while the study was looking at specific areas of 

the hospital, decisions made within the tracer area are influenced by other 

processes, for example, those within the finance department. These areas were 

not explored explicitly  during  the  observation  and  work-shadowing  phase  

because the specific operational procedures within these other departments 

were outside the scope of this   study. Rather it was their influence on supply 

chain and human resource management that was important. 

 

The observation phase was also an opportunity to develop trust and generate 

buy-in into the research being conducted in the hospitals. Time was spent with 
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participants as a means of familiarising the researcher with the context and 

processes, but also of familiarising the actors with the presence and work of the 

researcher. It was important to develop informal relationships and have casual 

conversations. 

 

By being in the environment as an observer, I was exposed to the activities and 

the relationships that exist within the hospital setting and vice versa. I made 

every effort not to disrupt normal processes and made it very clear that my 

research activities should fall at the lowest point on a list of priorities compared 

to the business of service delivery. 

 

Observation has been lauded as one of the purest forms of qualitative data 

collection (Murphy   and   Dingwall   2007).   However, in-depth observation 

techniques can be time-consuming and relatively more subjective to the 

observer’s interpretation (Morgan, Pullon et al. 2017). Therefore, this study 

combined observation with other data collection methods to ensure that the 

findings were complete, rigorous and to avoid any possible bias in interpreting 

interviews, which could result from that the researchers’ familiarity with actors. 

 

Observations were recorded in handwritten notes in a field notebook in a manner  

that  was  as  non-judgmental  and as detailed as possible by noting only what 

happened as it related to this study. At the end of the observation stage, 

handwritten notes were typed up and the data was analysed to provide greater 

clarity on the contextual and organisational processes within the facility as they 

relate to the research questions as well as to corroborate and triangulate the 

findings which emerged from the interviews. 

  

c) In-Depth Interviews 

 

While document review and observation formed the genesis of a descriptive 

understanding of the workings of the hospital, in-depth interviews were used to 

explore the underlying experiences of staff and the relationships, processes and 

dynamics related to decision space. According to Mintzberg (1979), “while 
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systematic data create the foundation for our theories, it is the anecdotal data 

that enable us to do the building. Theory building seems to require rich 

description, the richness that comes from anecdote. We uncover all kinds of 

relationships in our “hard” data, but it is only through the use of this “soft” data 

that we are able to explain them” (Mintzberg 1979). 

 

This study made use of a dialogic interview approach. While the interview was 

guided by a broad set of questions (see Appendix 4) – informed by issues which 

arose from the observations – the participants were encouraged to speak freely 

and the conversation was allowed to flow naturally with follow up questions 

being asked where required. This means that the participant’s experience can be 

reflected as the participant views it and not in a way pre-determined by the 

researcher. The interview guide was made as broad as possible to cover a range 

of issues but some questions were prioritised if there was limited time with the 

participant. 

 

The in-depth interviews were used to elicit information related to the degree of 

perceived decision space, the accountability mechanisms, the organisational 

capacities of the hospital, the factors that affect hospital functioning and how this 

happens. Every effort was made to arrange interviews at times that allowed for 

the longest period with the participant even if this meant waiting longer for the 

appointment. When interviews were cancelled or interrupted, they were 

rescheduled. Given the time pressures on the roles of staff within the hospital, it 

was often a challenge to find time with participants or to meet with the relevant 

people. This was because even though the researcher’s stay in the hospitals was 

lengthy, staff members were often in meetings offsite or had taken extended 

leave.  

 

The benefit of a one-on-one in-depth interview is that issues could be probed in 

greater depth because immediate follow-up and clarification is possible and 

more sensitive issues can be discussed in a more private environment (Marshall 

and Rossman 2010). In this respect in-depth interviews have an advantage over 

focus group discussions in which confidentiality may be compromised and 
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where, in the presence of colleagues, participants may not be as willing to 

communicate openly and honestly about their experiences.  

 

Every effort was thus made to conduct interviews in private spaces but given the 

design and constraints posed by hospital and office designs, sometimes this was 

not possible. All participants were told they could skip any questions that made 

them feel uncomfortable, that individual’s names but not be used, and that 

everything said would remain anonymous. 

 

d) Field Notes 

 

Throughout the course of the time spent in the hospitals,  detailed notes of 

feelings that arose, informal discussions that were held and of any thoughts and 

ideas that emerged during data collection were maintained. Notes capturing the 

formal process of data collection, and the personal impressions occurring in real 

time were kept separate and the latter assisted in augmenting the detail and 

richness of the data as well as in minimizing recall bias during the data analysis 

processes that followed. 

 

4.2.4 Data Management 

 

In-depth interviews were conducted in English and were audio-taped. All 

recorded interviews were transcribed verbatim into MSWord and files were 

stored on password-protected computers. The transcriptions were cleaned and 

uploaded to NVivo 11.4.0 – an electronic qualitative data analysis platform. The 

benefit of electronic data management software is that it allows for ease of 

reference, data sorting and clear coding. Observations and transcribed 

interviews were treated as the case study database and were categorised by 

study site and date. This material supplemented the collected study documents 

and field notes. Recordings downloaded from the recorder were immediately 

saved using an anonymising code so that at no point were names or job 

descriptions used to identify files. All notes, files and the voice recorder were 

stored in secure locations to ensure confidentiality.  
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 4.2.5 Data Analysis Procedures 

 

Throughout the course of the study, data analysis was ongoing. The objective 

was to be able to identify recurring themes and concepts that could assist in 

generating a better understanding of which features of the organisational system 

define decision space and in what way decision space functions.  

 

With a sequentially triangulated methodological approach, the first two sets of 

data collected, from the document review and the non-participant observations, 

provided a descriptive explanation of the processes within the hospital and 

informed the in-depth interview process. The interviews were used to generate 

an exploratory understanding of decision space in far greater depth (Bradley, 

Curry et al. 2007).  

 

This study made use of thematic analysis which is a process of analysing data 

according to “commonalities, relationships and differences across a data set” 

(Gibson and Brown 2009) 

 

Braun & Clarke (2008) have identified the following phases in thematic analysis 

which describe the necessary analytical processes: 

 

Table 4: Phases in Thematic Analysis 

Phase Description of the Process 

1. Familiarising 

yourself with the data 

Transcribing data, reading and re-reading the data, 

noting down initial ideas 

2. Generating initial 

codes 

Coding interesting features of the data in a 

systematic fashion across the entire data set, 

collating data relevant to each code 

3. Searching for 

Themes 

Collating codes into potential themes, gathering all 

data relevant to each potential theme 

4. Reviewing themes Checking if the themes work in relation to the coded 

extracts and the entire data set, generating a thematic 

‘map’ of the analysis 
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5. Defining and 

naming themes 

Ongoing analysis to refine the specifics of each 

theme, and the overall story the analysis tells, 

generating clear definitions and a name for each 

theme 

6. Producing the 

report 

The final opportunity for analysis. Selection of vivid, 

compelling extract examples, final analysis of 

selected extracts, relating back of the analysis to the 

research question and literature, producing a 

scholarly report of the analysis 

(Braun and Clarke 2006) 

 

Some methodologists advocate that the analysis process involve a team of 

researchers in order to strengthen the reliability of the findings (Mays and Pope 

1995). The development of codes was an iterative process between my 

supervisors and myself and a pilot transcript was also coded by one supervisor 

to obtain agreement on the interpretation and application of the codes. However, 

given the nature of the study as PhD research, the bulk of the data analysis and 

coding was conducted by the researcher. This method aligned with Morse’s 

(2003) belief that when ongoing relationships with participants form the basis of 

the data collected, collection and data are interlinked and should be integrated 

into a single analyst (Morse 2003).  

Having reviewed and collected the data myself, there was already a knowledge 

and familiarity with the data. However, immersion in the data was important in 

order to fully comprehend the theoretical and descriptive basis for the study 

(Bradley, Curry et al. 2007). 

 

The thematic framework, which was used to assess the data, took the form of a 

coding tree (see Appendix 5). Codes are tags that are applied to the data to 

catalogue key themes and concepts while maintaining the context in which they 

occur (Miles and Huberman 1994). Once familiarity had been established with 

the theoretical foundation of decision space, the process of developing codes 

took place in stages through an iterative process that began in the early stages of 

data collection.  
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Grounded theory methodologists advocate developing codes purely inductively 

(Glaser and Strauss 2009). However, this study is based on a pre-existing 

conceptual framework and one of the objectives of this study is to advance the 

understanding of the relationships between decision space, organisational 

capacity and accountability. Thus the analytical process had to incorporate the 

concepts that are already known within the existing literature but also allowed 

for inductive development of codes (Miles and Huberman 1994).  

 

The initial set of codes developed was derived deductively and was based on the 

concepts identified by the Bossert & Mitchell (2011) framework and supported 

by the document and literature review. These codes were revisited throughout 

the interview processes but, due to their simplicity, were not revised. However, 

throughout the data analysis process, notes were kept on emerging ideas for 

coding themes that could be revisited at subsequent phases of the analysis. 

 

Once interview data had been collected, a more thorough and complete data 

analysis process could begin. The interview transcriptions, along with 

observations and field notes to corroborate the data, were reread multiple times, 

at first to confirm the accuracy of the data and later to reinforce familiarity with 

the data.  

The initial broad coding framework developed on the basis of the conceptual 

framework was applied completely to the data. Complete coding involved 

assessing the data that contains anything relevant to the research questions 

(Braun and Clarke 2013). Data that was not deemed relevant to the research 

questions was not coded but data that did not fit the existing codes but held 

some relevance were classified as “other” in order to revisit them as further 

codes were identified.  

 

Some parts of the data were assigned multiple coding labels to ensure that no 

relationship was overlooked or too strictly defined early in the analysis process. 

In this respect, using a software tool to assist with coding made the process more 

manageable and the codes easier to identify and track. Data was handled 
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systematically with each interview being assessed in full before proceeding to 

the next.  

 

The first round of analysis yielded observations regarding the functionality of the 

framework components. These observations were noted within the data in the 

form of comments. Where observations began to repeat and form patterns 

within each coding node, they were noted as potential inductive sub-codes but 

descriptions were kept broad until the relationship could be defined more 

precisely and the codes made as concise as possible. The importance of specific 

sub-codes was a product not just of frequency but also relevance to enhancing 

the conceptual framework employed.  

 

After the first round of coding, the relationships that emerged within each code 

were assessed. As a result of the relational nature of the initial deductive coding 

framework, it was not clear to begin with how the relationships should be 

defined. For example, whether a piece of data could be understood to be an 

exemplar of the influence of decision space on organisational capacity or 

whether it depicted the influence of organisational capacity on decision space. 

After the first round of analysis, these relationships became more distinguishable 

and began to move beyond what was known as a result of the existing literature. 

The first round of analysis also allowed for the inductive identification of sub-

codes. These sub-codes were included in the coding framework for the second 

round of analysis. As each code was assessed, the sub-codes in other coding 

nodes were refined. This allowed for iterative analysis and the data itself drove 

the generation of most of the codes. The benefit of allowing for inductive coding 

means that data cannot be forced into yielding a predetermined outcome (Yin 

2009). The revised coding framework, and a sample of the coding applied to the 

data, was shared with academic supervisors in order to ensure that the coding 

was reliable, logical, that there were no discrepancies and that there was 

consensus before finalizing the coding framework.  

 

Once the full coding framework had been applied to the full data set, the data 

was re-analysed by sub-code. Outliers that did not fit the definition of the code – 



 90 

usually remnants of the first coding round – were un-coded. The addition of 

inductive codes made the relationships, which had been pre-identified through 

the literature, more specific and nuanced. For the purposes of addressing the 

research questions, these specific exemplars then had to be collated into implicit 

themes. According to Braun & Clarke (2006), a theme “captures something 

important about the data in relation to the research question and represents 

some level of patterned response or meaning within the data set” (Braun and 

Clarke 2006).  

 

Data that had been sorted into sub-codes was transferred from NVivo to Word 

where they could more easily be collected into sub-themes that were coherent 

and could be assessed in their entirety to ensure that there was sufficient 

meaningful data to support them. In some cases, complex codes became stand-

alone themes but for the most part, codes were synthesized to generate new 

themes. These themes were in no way pre-determined but were derived from a 

particular understanding – interpreted in the context of the research objective as 

well as the relationship with other themes – of what participants expressed.   

 

Analysis of the data did not lead to the deductive coding framework being 

changed; significant additions were however made in the form of inductive 

codes, which assisted in defining the boundaries of each theme. The data was not 

assessed by searching for specific words or phrases, rather the analysis aimed to 

generate an understanding of the relationships present within the organisation.  

 

At the end of this phase of the process, relevant data had been lifted out and 

collated into themes and was accompanied by notes which mapped the analysis 

and the relationship between the themes. This allowed for the creation of clear 

theme definitions explaining the boundaries – the focus, scope and purpose – of 

each theme (Braun and Clarke 2013). These theme definitions formed the basis 

of the narrative that describes the results of the research. A table of interview 

codes used as data references for the identification of each thematic area has 

been included in Appendix Six. 
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4.3 Methodological Rigour 

 

For this research to be useful, the process has to be well documented and 

transparent and the findings should be the best approximation of reality (Miles 

and Huberman 1994). Thus, this study has aimed to achieve the best degree of 

accuracy possible in the representation and analysis of the case study. There are 

different terms and processes suggested for ensuring this but, at the core the 

objective is to prove that the basis for the research findings is sound and 

rigorous (Lincoln and Guba 1985, Richards 2009, Bazeley 2013). 

 

For methodological rigour to be maintained, an appropriate process needs to be 

followed (Maxwell 2002). The study design was guided by a pre-approved 

research protocol that outlined the objectives of the study, the methods 

employed and the ideal sample population; the what, the how and the who.  

 

In order to best answer the explanatory and exploratory research questions, a 

qualitative, multiple case study design was employed. This allowed for findings 

to be verified and further explored across two different case study sites. The 

study design also relied upon multiple sources of evidence – document review, 

non-participant observation and in-depth interviews – to triangulate and 

corroborate information and provide complementary perspectives on the 

phenomena studied.  

 

The methods adopted were guided by the objectives of the study, as well as 

convenience insofar as it was important to be able to gain access to the case 

study sites and not be required to have medical knowledge of the functions 

performed. Document analysis, non-participant observation and in-depth 

interviews permitted the best access to information without being intrusive and 

allowed confidentiality to be maintained in the sharing of sensitive information – 

unlike in focus group discussions. 

 

The prolonged time spent in each hospital – three months in each – allowed for 

trust to develop between the participants and the researcher, for significant 
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exposure to the case study sites to collect contextual information and for time to 

collect rich and detailed data, as well as to corroborate it. It was made very clear 

from the start of the fieldwork that this study was not intended for audit 

purposes and that no participant would be judged in any way for their 

contributions. This, coupled with maintaining a respectful attitude throughout, 

meant that the departmental teams accepted my presence and were very 

generous in the time they took to participate in the study. 

 

This study has attempted to address external validity, or transferability, by 

assessing two nested case study areas in two different hospitals and by making 

use of “thick descriptions” which provide a detailed account of research 

experiences. The data was assessed by comparing experiences within a hospital 

to provide information on the overall hospital functioning and once both study 

sites had been assessed, the data was compared to contrast the experiences of 

the different sites. This allowed for better assessment of the context of the 

research and whether this context is unique or could be relevant to other 

settings (Yin 2009). 

 

At different stages, preliminary findings were shared with supervisors and 

colleagues for feedback to ensure that the methods were appropriate and that 

the interpretation of the findings was trustworthy. Data and interpretations – 

particularly regarding descriptive process chains, organisational structures and 

functions – were also validated with the participants to confirm that their 

experiences and opinions had been captured accurately. 

 

An audit trail was maintained, through the articulation of research intentions in 

the research protocol, recording of all meetings and through fieldwork notes.  

 

4.4 Reflexivity 

 

One of the most important considerations in conducting qualitative research is 

the reflexivity of the researcher. Reflexivity is the manner in which the 

researcher reflects on their role as an instrument, and inadvertent participant, in 
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the process in order to create transparency around potential biases and 

assumptions (Yin 2009).  

 

I identified this research topic without significant experience of hospitals or 

management. This required a steep learning curve but meant that exploration of 

hospital processes and decision-making was not influenced by previous 

perceptions or experiences. Similarly, without formal management training there 

could be no opinions about what should be done or how it could be done better 

so reporting was not judgemental.  

 

As an economist by training and with prior research experience being limited to 

quantitative research methods, the methodology of this study was initially 

daunting. For this reason the use of qualitative methods was kept as 

straightforward to execute as possible. However, despite not having worked in 

hospitals prior to this study and not having management experience, I did have a 

strong theoretical understanding of health systems, health policy and health 

financing in the context of the functioning of the South African health system. 

This provided a good foundation for this study and meant that while my line of 

questioning often required exploration of the minutiae of hospital functions, I 

could easily understand references made and could maintain a professional 

interaction with participants. 

 

Also, because I am not affiliated to any organisation and the nature of the study 

did not involve performance assessments, I was perhaps perceived by 

participants as being more trustworthy or at least non-threatening. In other 

words, the study would not yield negative consequences for them.  

 

To enhance the reflexivity of the study, I maintained detailed notes and 

comments that narrated my experience in being in the hospital, my interactions 

with the participants and in conducting this research. Notes, data and 

experiences were shared with supervisors as a way of debriefing, challenging 

interpretations and providing input. 
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4.5 Ethical Issues 

 

4.5.1 Ethical and Regulatory Compliance 

 

The research proposal for this study was granted ethical approval by the Faculty 

of Health Sciences Human Research Ethics Committee of the University of Cape 

Town and the relevant Provincial Department of Health’s research committee. 

Access was negotiated with the Chief Executive Officers of the case study 

hospitals and written consent was received from them to proceed with the study. 

 

4.5.2 Process of Obtaining Informed Consent and Assent 

 

Posters were placed in communal staff areas informing staff that the facility was 

under observation (see Appendix 1).  Informed consent was obtained from all 

participants who were work shadowed during the observation period and was 

obtained from all participants in the in-depth interviews (see Appendices 2 & 3).  

 

Each participant was given a written description of the study in which the 

purpose of the study was explained. This description of the study was also 

verbally shared with interview participants and with those being work 

shadowed prior to gaining consent. Participants were informed that 

participation was voluntary, that they could withdraw at any point if they no 

longer wished to participate and that their identities and responses would 

remain confidential.  

 

All communication was presented in English and there were no requests for the 

interviews to be conducted in any other language. However, two participants 

requested for the interviews not to be recorded so data from those interviews 

was collected in the form of handwritten notes.  
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4.5.3 Privacy and Confidentiality 

 

The names of the facilities being studied have not been explicitly stated in any 

report. However, participants were informed that while the name of the hospital 

has not been used, readers may make assumptions about which facilities are 

being referred to using other identifiers. Confidentiality has been maintained in 

the reporting of data by using codes for each participant.  

 

Data was stored securely in password-protected files only accessible to the 

researcher and all transcripts of recorded material were saved using these codes 

and not the interviewees’ names.  

 

Some of the information that was shared with me, for example reports of 

competence, abuse of office or unofficial practices, could potentially have a 

negative impact on the provincial authority, facility or on individuals within that 

hospital. As a result of the sample size being relatively small, every effort has 

been made to maintain the anonymity of the concerned parties, not only by 

excluding their names but also by removing descriptions of their duties or 

responsibilities where possible so that participants cannot be identified. By 

anonymising roles and staff positions, data that could enhance the findings – 

such as the potential difference in responses between junior and senior 

managers – was excluded. Unfortunately, this compromise had to be made in 

order to protect confidentiality.  

 

If contentious information shared had no bearing on the study findings, the 

information was not published. The focus of this study is on organisational 

practices and the generic roles and responsibilities of staff within the hospitals 

and thus, the behaviour of specific individuals has not been, and will not be 

discussed. 
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4.5.4 Dissemination of Findings 

 

The findings of the research will be published in peer-reviewed literature, 

disseminated through a policy brief and shared with participants and other 

stakeholders through a summary document detailing the key findings. The two 

hospital CEOs and their respective management teams will be invited to meet to 

discuss the findings. While participants’ identities have been anonymised, there 

may be instances where it is possible for colleagues to identify individuals or 

their responses, therefore the feedback and findings will be generalised across 

both hospitals. 

 

4.6 Study Limitations 

 

The primary limitation of this study relates to its generalizability. The 

generalizability of the study refers to the degree to which the findings can be 

applied to different cases or contexts (Green and Thorogood 2013). Qualitative 

research rarely achieves a statistically representative sample of participants and 

some methodologists believe that it is not necessarily a requirement of 

qualitative studies. However, in the field of health, if the findings are intended to 

influence policy or practice, then there has to be evidence that the research is 

useful in other settings. 

 

This study only considered two central hospital case studies in a single province. 

The specificity of the engagement with provincial authorities – with known 

variation in process between provincial authorities – limits the transferability of 

the findings. This study only considered two central hospital case studies, which 

were purposively selected (see Section 4.2.1b), in a single province because 

limited resources and time did not permit in-depth assessment of further case 

study sites.  

 

However, while the number of case studies limits the study’s statistical 

generalizability, the objective of the study was to develop a stronger conceptual 

understanding of decision space functioning and to achieve analytical 
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generalizability. In this regard, much of the legislation that defines the 

parameters in which central hospitals operate is nation-wide and the lessons 

from both of the purposively selected hospitals supported the conceptual 

findings of the study. This suggests the potential for replication and endorses the 

utility of the study (Yin 2009).  

 

This study only considered two central hospital case studies, which were 

purposively selected (see Section 4.2.1b), in a single province because limited 

resources and time did not permit in-depth assessment of further case study 

sites. However, while the number of case studies included limits the study’s 

statistical generalizability, the objective of the study was to develop a stronger 

conceptual understanding of decision space functioning and to achieve analytical 

generalizability. This objective was achieved and thus the findings can be 

considered useful 

 

Probably the most challenging aspect of conducting research in a working 

environment, was to balance the need to have participants share their time with 

me while also being aware that participation in my research was not, and should 

not be, their priority given the needs of the hospital. This made it challenging for 

me to be demanding when it came to arranging work shadowing or interviews 

and led to lengthy waiting times and interrupted sessions.  

 

In terms of scheduling interviews, in some cases participants were not available 

because of long leave-taking periods, constant meetings or just not being in their 

offices while at work. Only in two cases were interviews not conducted at all for 

this reason and because more time could not be spent in waiting for their return, 

and they were with staff in lower level management positions where several staff 

members at a similar level had already been interviewed. 

 

There are three significant gaps in the research. The first is that decision space 

was not empirically mapped in the hospitals studied. Each of the components 

were assessed but participants were not asked to give their perceptions of what 

their available decision space is. This was because the objective of the study was 
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not to assess the degree of decision space available but rather how that decision 

space functions. However, the study could still benefit from the inclusion of such 

an empirical baseline. 

 

The second is that staff from the head office of the Gauteng Department of Health 

were not included as participants in this study. The intention was to interview 

key senior managers at a provincial level after having spent time in the hospitals. 

However, by the time it was planned to speak to these representatives, the 

Department was involved in a significant management crisis and restructuring 

and it was difficult to secure interviews. This means that the study does not 

include the perspective of the central authority on the function of decision space, 

and this has been noted here as a limitation, but has also been proposed as a 

future area of study.   

 

The third is that the two case studies selected were based in the same province. 

The specificity of the engagement with provincial authorities – with known 

variation in process between provincial authorities – limits the transferability of 

the findings. However, in this regard, much of the legislation that defines the 

parameters in which central hospitals operate is nation-wide and both of the 

purposively selected cases supported the findings on the basis of theoretical 

constructs. This highlights the utility of the findings of this study and suggests 

strong potential for study replication in other provinces. 

 

Chapter Summary 

 

- The research used a qualitative multiple case study design located in two 

central hospitals that purposively selected and utilised nested case 

studies that focussed on human resources (recruitment and staff 

appointments) and supply chain management (inventory management 

and procurement) 

- The mixed methods approach included multiple data collection methods 

including document review, non-participant observation and in-depth 

interviews  
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- This chapter included consideration of the methodological rigour of the 

study, the researcher’s reflexivity and comment is made on ethical issues 

and the study limitations 
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Chapter Five: A Description of 
Hospital Functioning 

 

5.1 Introduction 

 

One of the objectives of this study was to provide an overview of hospital 

functioning to better understand the context in which decision space is 

operationalised. Particular consideration was given to the legislative and policy 

context that frames hospital management as well as the hospital and 

departmental management structures and functions. This chapter details the 

results of that inquiry.  

 

5.2 National Policies Governing Hospital Management  

 

A cascade of authorities starting from national, through provincial, to the facility 

level, governs hospitals (see Figure 5.2).  The National Department of Health is 

responsible for determining the strategic vision of the health system and for 

enacting policies to be implemented nationwide. The Provincial Department of 

Health is responsible for the implementation and oversight of service delivery at 

all facilities – including central hospitals.  
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Figure 5.2: National Hospital Management Governance Structure 

 

 

The National Policy on Management of Hospitals aims to ensure effectiveness, 

efficiency and transparency in the management of hospitals (NDoH 2011). It 

provides directives for the classification of hospitals, which is based on their 

respective roles and functions, the size of communities served, the nature and 

level of their health service provision, and the hospitals’ accordance with 

national norms and standards. 

 

In this classification, central hospitals are charged with rendering very highly 

specialised tertiary and quaternary services on a national basis; providing highly 

specialised referral units for other hospitals; and providing a platform for the 

training of health workers and research. Within each hospital management of 

different functional areas is siloed into departments. These include both clinical 

departments and crosscutting support service departments such as the human 

resource, supply chain and procurement, finance and logistics departments. 
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The policy also makes provision for the appointment of competent and skilled 

hospital managers, including the Chief Executive Officer (CEO), and calls for the 

development of an organisational framework for accountability to communities 

served, including guidelines for the establishment of hospital boards. 

 

The national vision and policies for health are interpreted through strategic 

plans at national and provincial levels, which not only aim to guide 

implementation at a functional level, but also act to promote alignment with the 

requirements of a national health system by coordinating the activities of actors.  

 

More specifically, the National Department of Health’s Strategic Plan outlines the 

strategic directions to be taken by the Department over a defined period and the 

current Strategic Health Plan outlines a strategy for the period 2014/15 – 

2018/19. (NDoH 2014) The overall goals for national health are embedded in the 

strategic plan which targets, among others, improvements in quality of care, 

human resources and financial management.  These overarching strategies 

provide the direction, guidelines, norms and standards to be taken into account 

in provincial strategic planning for health services, and prescribes what should 

be done at facilities, including central hospitals where relevant.   

 

While the national strategy for hospitals and tertiary services ascribes overall 

responsibility for policies and guidelines governing the management, service 

standards and human resources for hospitals to the national health department, 

provincial needs and realities dictate the resourcing and implementation of these 

proposals and thus is currently the mandate of the provincial health authorities. 

 

5.3 Hospital Management Structure and Functions 

 

Central hospitals provide specialized tertiary services on a national basis and 

support research and training for health workers. They are the highest-level 

referral point for other hospitals and generally provide relatively high cost and 

low volume services (NDoH 2011). These facilities are viewed as national service 

providers for populations beyond a single province.  
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Central hospitals report to their respective Provincial Departments of Health, in 

this case Gauteng Department of Health (GDOH), also referred to by most staff as 

“Head Office”. In 2012, as a result of poor financial management, the GDOH was 

placed under the administration of the Gauteng Department of Finance (GDF), its 

provincial treasury, giving GDF the right of oversight over all authorisations and 

decisions made by the GDoH. However, this arrangement was terminated in 

2015 after the GDoH had stabilized its administrative capacity. 

 

The GDOH is responsible for the monitoring and oversight of all health activities 

and facilities in the province. It is also, along with the National Department of 

Health, tasked with providing strategic and operational guidance for the health 

system in the province in the form of policies and regulations. 

 

With regard to the management of facilities under its control, the GDOH provides 

directives for a hospital management structure based on the public service 

guidelines.  It also prescribes processes for the efficient and effective 

management of human and financial resources, and aims to ensure the 

competency of its managers, as required by the national policy for hospital 

management. 

 

5.3.1 Hospital Resource Planning and Management 

 

The hospital management structure, along with the processes for planning and 

management of resources at hospital level, provides a background for the 

consideration of how two hospital departments, namely supply chain and human 

resources, function. 

 

The most senior executive management position within the Provincial 

Department of Health is the Head of Department (HoD). The HoD is supported at 

a provincial level by deputy director generals (DDGs) and chief directors across a 

range of functional and administrative areas. Included in the provincial senior 

management team are the Chief Executive Officers (CEOs) of the central and 
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tertiary hospitals in the province. These CEOs have official ranks equal to the 

DDGs.  

 

Within the hospital, the management team is comprised of a number of role 

players across a number of strata, from the Chief Executive Officer and the 

departmental directors, deputy and assistant directors to team leaders at the 

operational level. At each level decisions are taken and implemented by different 

role players and each of these decisions has a unique influence over processes 

and their respective outcomes (see Fig 1).  

 

Figure 5.1: Organisational Structure 

 

 

 

The director is the representative of the department, for example human 

resources or supply chain, in the rest of the senior hospital management team 

and is the liaison with the CEO. He or she is involved in any strategic planning 

related to his or her department, and is the final recourse as a problem solver at 

that level. The deputy director manages the basic functions of the department 

and supervises the daily operations. He or she is based in the operational centre 

of the department and thus, based on the researcher’s observations, appears to 

be more accessible to staff as a problem solver. 
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The assistant directors assist in the administration of daily operations and act as 

an additional accountability check in a supervisory capacity.  

 

The practitioners are responsible for carrying out the routine tasks that make 

the department function. Each functional area is headed up by a team leader who 

is on the lowest rung in the management chain where they oversee the work of a 

team of practitioners. Each practitioner, in turn, has dedicated responsibilities in 

the process.  

 

Within all of the departments considered, there is a very clear division of tasks 

and separation of duties. Each person is aware of the part they play in the 

process chain and their respective functions are strictly organised along a 

process flow continuum. This is demonstrated below in the results of the 

exploration of the practices in two hospital-wide departments.  

 

a) Human Resources 
 

Medium to long-term workforce planning and management for the whole 

national health system is the responsibility of the National Department of Health 

and is governed by the Human Resources for Health (HRH) Strategy (NDoH 

2011). However the Provincial Department of Health is responsible for 

operationalising that plan, which is then implemented by the hospital.  

 

In this respect, while the human resources plan for the hospital is determined 

externally and is implemented through a centralised decision process with which 

the hospital must comply, there is still opportunity to create flexibility with 

regards to human resources management at the hospital.   

 

One major challenge is that, at present, the determination of the human resource 

capacity of the hospital is based on historical establishments and not on 

empirical data of the current need for health services. In 2009, consultants were 

contracted by the Gauteng Department of Health to determine an ideal staff 

structure for all provincial hospitals based on number of beds per hospital. To 
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date, this organisational plan has not been updated to reflect changing demand 

for services and the related human resource requirement. 

 

However, while the workforce planning for the hospital resides in the provincial 

authority, which also determines the staff complement and post structure for the 

facility, where sufficient motivation is provided based on function and purpose, 

and availability of budget, recommendations may be made for additional staff, of 

for a shift in staffing positions. 

 

Across the national health system, there is currently a process being led by the 

National Department of Health to develop staffing norms and standards using 

the Workload Indicators of Staffing Need (WISN) tool (WHO 2014).  This tool 

determines health worker requirement by type and workload, and provides the 

basis for management of staff establishment. However, until the outcomes of the 

use of this tool have been finalised, there are no generalisable staffing norms and 

standards available. 

 

The absence of such national norms and standards does not directly influence 

audit practice at the hospital, as they would not inform the annual monitoring 

conducted by the Auditor General, whose oversight responsibility is outlines in 

the section that follow and whose remit largely applies to ensuring compliance 

with the broad human resources policies and the regulatory mandates. 

 

b) Financial Resources and Budgeting   
 

Planning, budgeting, the award of funding and the financial management of a 

hospital is based on a cascade of laws, policies, auditing mechanisms and 

processes at both national and provincial levels, with sources of funding for 

provincial departments of health and their facilities, such as central hospitals, 

being both national and provincial. 

 

The South African Constitution mandates the National Treasury to ensure 

transparency, accountability and sound financial controls in the management of 
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the finances of all public institutions, and this is executed by the National 

Treasury  which oversees the implementation of the Public Finance Management 

Act (PFMA) (Treasury 1999). This law sets out the procedures for economic use 

of resources and the efficient, effective and transparent management of all 

revenue, expenditure, and assets. It establishes the duties and responsibilities of 

officials in charge of finances and obliges each department to have an accounting 

officer to this end.  

 

The Constitution also makes provision for the appointment of the Auditor 

General of South Africa (AGSA) as an independent authority with responsibilities 

for the auditing of the financial statements of national government, provincial 

government and local government, and selected public entities including the 

Department of Health and its facilities.  

 

The National Treasury provides planning, budgeting and reporting guidelines. It 

maintains oversight of the budgets of all departments and other organisations to 

which the PFMA applies. It is responsible for ensuring that the financial 

statements of public institutions are submitted to the Auditor General and has 

the right to investigate any system of financial management in any department, 

public entity or constitutional institution. 

 

The provincial treasuries have similar functions, and are responsible for 

preparing Annual Performance Plans and budgets with indicators related to 

agreed Pre-Determined Objectives (PDOs). They submit audited financial 

statements for the provincial legislature, their departments  (including the 

Gauteng Department of Health) and for public facilities such as the central 

hospitals that fall under their control, to the Auditor-General. 

 

At the level of the hospital, the responsibility for  financial management is 

assigned to a financial manager, while the responsibility for managing the annual 

audit process lies with another manager. Annual budgets are prepared according 

to the Treasury guidelines for the Annual Performance Plans for both national 

and provincial health departments. These plans identify the performance 
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indicators and targets for the strategies that the facility will seek to achieve in 

the upcoming budget year, guide the budget, and form the basis of annual 

reports. Guidance on the structure of the Annual Performance Plan, its targets 

and indicators and timeframes, and the planning, reporting and auditing 

processes are set out in the PFMA and the Treasury Regulations. 

 

National Treasury awards every province an amount of funding called the 

provincial equitable share, which is a constitutionally required distribution of 

money from the national government to the provinces (Blecher, Kolliparna et al. 

2010). It is based on a formula that aims to advance national equity.  

 

The division of the equitable share between provinces takes into account the 

provinces’ need to provide basic services and therefore relates directly to the 

demand for education, health and welfare services (Treasury 2016). The 

equitable share provided by national government to the provinces does not 

prescribe allocations to these service areas. 

 

A second National Treasury allocation is made to the provinces through 

conditional grants earmarked for specific projects through the Division of 

Revenue Act No 1 of 2005 (Treasury 2016). Conditional grants ring-fence 

budgets for the provision of health services. Although there is no stipulation 

regarding how the funding should be distributed between organisations, the 

National Department of Health is authorised to freeze allocations when spending 

is slow or mismanaged (Blecher, Kolliparna et al. 2010). The conditional grants 

received by central hospitals include the health facility revitalization, the 

national tertiary services and the health professions training and development 

grant. 

 

Funding for central hospitals comes from the provincial equitable share, 

conditional grants and provincial finances, and in theory, the pooled funding is  

allocated on the basis of need. Each facility submits a projected budget to 

province for consideration as part of the financial cycle, but for the most part, 
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budgets are set by historical precedent with marginal increases allowed to 

compensate for inflation.  

 

A further source of funding is facility-generated revenue from sources such as 

patient fees, and although these are collected at the hospital, they cannot be 

retained for use at that level, and have to be returned to provincial authorities.  

 

The Auditor General is responsible for providing oversight of the financial 

management and budgets of a hospital by assessing whether the reported 

performance is consistent with the planned programmes. The audit process is 

conducted at the hospital on an annual basis and is informed by the hospital’s 

information on performance in accordance with the National Treasury’s annual 

reporting principles and processes.  This includes an assessment of performance 

as measured by indicators and targets against an agreed  set of predetermined 

objectives (PDOs). 

 

The Auditor General can further perform tests to determine whether these 

indicators and targets which have been set in the planning and budgeting 

process were well defined, verifiable, specific, measurable, time bound and 

relevant - in compliance of the requirements of the Framework for Managing 

Programme Performance Information (FMPPI) (Treasury 2007). The Auditor 

General then presents its audit report with comment to management of the 

hospital for information and attention, and National Treasury, as well as to both  

national and provincial parliaments.  

 

An Internal Audit committee located provincially oversees the audit process at 

all the provincial facilities, and monitors progress made in addressing issues 

which the Auditor General may have raised in respect of the issues related to a 

qualified audit, disclaimers, an adverse opinion or matters of non-compliance, all 

of which are also examined by the Auditor General’s annual audit of the central 

hospital. 
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c) Management Competencies 
 

Currently, hospital management capacity is prescribed in the context of the 

National Policy on the Management of Public Hospitals and the Regulation 

Relating to the Categories of Hospitals as prescribed by the National Health Act 

61 of 2003 (NDoH 2011, NDoH 2012).  The regulations for the hospital 

management policy not only define the general categories of hospitals, but also 

make recommendations for their management in terms of the appropriate 

management structures, post levels and salary scales, as well as delegations of 

functions. 

 

The regulations include guidelines for the appointment of competent and skilled 

managers, but explicitly define the job description and minimum requirements 

for appointment of the hospital Chief Executive Officer.  The educational 

requirement for this position is a degree or diploma in a health related field, with 

a degree or diploma in management as an added advantage, and five years of 

management experience in the health sector. 

 

There are no formal competencies listed for hospital managers, instead generic 

competencies for public sector management are defined in the regulations for 

Public Service and Administration. Their application to the role of the hospital 

CEO was benchmarked in a competency framework developed by the 

Department of Public Service and Administration (DPSA 2008), and this formed 

the basis of an assessment of hospital management competencies undertaken by 

the Development Bank of South Africa, which focussed on competencies related 

to leadership and management, organisational responsibilities, and 

interpersonal engagements (DBSA 2011). 

 

Although this assessment found that many hospital CEOs were not fit for the job, 

and the revised policies have since led to appointments of hospital managers 

who meet the minimum requirement for the post, the framework used for the 

detailed assessment of competencies was not formally adopted.  
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In addition to the general hospital management policies that provide the 

overarching guidelines for the organisation, there are also specific regulations 

detailing the operational responsibilities for the various functional areas within 

the hospital. In this enquiry, specific attention was paid to the functions of two 

departments – supply chain management and human resources.  

 

5.4 Supply Chain Management Functions 

 

The supply chain management (SCM) team is responsible for demand 

management, acquisitions management, logistics management, asset and 

disposal management and performance and risk management. Their role is to 

ensure that the correct equipment and goods are available for use by the clinical 

and support service departments and in the correct quantities to satisfy demand, 

without being wasteful or requiring too much storage space. The acquisitions 

process also needs to adhere to the financial constraints imposed by stringent 

budgets. 

 

The SCM team’s first duty is to ensure that the hospital has the goods and 

services required for it to function – ranging from stationery, cleaning products 

and non-perishable food, to non-pharmaceutical consumables and highly 

specialized clinical equipment. They also arrange the procurement of any 

external services that may be needed, such as pest control or facility 

maintenance. This requires an understanding of what is needed as well as a 

strategy for obtaining these goods within the given budget constraints.  

 

Within the parameters set by the GDoH and GDF, the internal supply chain and 

procurement staff are capacitated to make decisions with regard to day-to-day 

functioning without prior authorisation. There is limited strategic decision-

making that takes place at this organisational level – for example the hospital 

cannot set its own budget or manage contracts. However, the department is able 

to carry out several of the necessary functions at an operational level, namely 

ensuring that there is stock in supply on site by following a specific series of 
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operations, responsibility over which is allocated to different role players (see 

Figure 5.4).  

 

Figure 5.4: Supply Chain Management Process Flow 

 

 

5.4.1 Demand Management 

 

The end users providing services in hospitals – such as the clinical staff in the 

wards, the cleaners or the kitchen staff – are responsible for identifying that 

there is a need for goods. There are supplies kept on hand at the service delivery 

points, as well as specialised items required on an ad hoc basis and the end users 

identify the need for both.  

 

A lot of responsibility is placed on the end users to place their orders timeously 

to give the supply chain team sufficient lead-time to process these orders, but 

there are no mechanisms to ensure that this happens and, based on the 

researcher’s observation of departmental practice, it appears that often, the 

orders placed appear to be urgent. If the order is urgent, and approved as such, 

then the same process is followed, but is expedited. 
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As a result of the the end-users being responsible for defining the product 

specifications and for advising on whether the products ordered are suitable, 

their opinions and preferences can influence the choice of supplier.  

 

5.4.2 Acquisitions Management 

 

The goods required may be held in larger supply within the hospital storerooms, 

may be kept on contract or may be consignment stock that has to be ordered 

specially.  

 

For consignment stock, end users submit a specification of the goods required 

directly to the Bid Adjudication Committee that is chaired by the hospital CEO 

and attended by the departmental directors. The committee sits once a month 

and is tasked with ensuring that the procurement process complies with all 

hospital management policies. The specifications need to include the technical 

description so that the correct product is identified and also to promote 

competitive bidding. The specifications must be approved by the Bid 

Adjudication Committee before bids can be invited.  

 

For goods kept in the hospital stores, the clerks responsible for logistics 

management will identify the need for a re-order, based on minimum stock 

levels,  and will submit a request for acquisition.  

 

For both stock and consignment items, the acquisitions unit will source a 

minimum of three quotations from suppliers who will have seven days to submit 

bids. If more bids are received by the closing date, then all are submitted. There 

is a database of suppliers who are invited to apply. For products with many 

suppliers, only a limited number will be invited to tender and this list is 

generated on recommendation from the team leader who rotates the list of 

invitees.  
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One challenge is that the hospital goods are often so specialized that there is only 

one supplier available. Tender regulations in the Public Finance Management Act 

state that there needs to be competitive bidding for the award of a tender, so if 

there is only one supplier of a product, the evaluations team needs to provide 

justification for why these regulations could not be complied with.  

 

The bids are submitted to the evaluations team and are evaluated based on price 

and employment equity criteria. Based on the price and employment equity 

status, each bid is allocated points and based on the points, the acquisitions team 

will make a recommendation to the bid adjudication committee that the order is 

submitted to for approval. The employment equity points ranking is the primary 

decision making criterion. In other words, a supplier with higher employment 

equity points but also higher cost will still be recommended, unless there is a 

mitigating reason not to use that supplier – such as historical poor performance. 

 

There can also be requests for acquisitions for goods on contract. These can be 

goods kept in stock or not, but either way, when the request is submitted, the 

acquisitions team has to find the relevant contract and attach it to the order and 

price it based on quantity ordered.  

 

The Gauteng Department of Health is responsible for determining which goods 

and services go on contract – in which case the hospital is mandated to order 

from that supplier – and which products require quotation and tendering before 

being ordered. The goods and services placed on contract are usually generic and 

are utilized by all health facilities in the province which means that centralised 

procurement of these goods allows for greater scale and reduced cost. For 

example, these include cleaning products, kitchen utensils and some non-

pharmaceutical consumables such as bandages. The contract tendering process 

is managed by the GDoH and they will circulate a memo to the hospitals if a 

product is placed on contract or if a contract has been extended. There is also an 

online database of contract items, but practitioners have to know the exact 

specification of the products to locate the product code before they can know 

whether the good or service is on contract.  
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While GDoH manages which products are contracted, if there are contract 

suppliers who have constantly failed to deliver or deliver inferior products then, 

in theory, the hospital can submit a complaint to head office to have them 

blacklisted. One participant reported that this process does not always work and 

unofficially the best way to avoid unreliable suppliers is for the hospital to keep a 

list of suppliers from which they will not order. This is fine for the non-contract 

items, but ordering off contract could result in legal action.  

 

Once all of the submissions have been compiled by the acquisitions team, they 

have to be checked and authorized by a senior manager in the department. 

Depending on the cost of the order, different people within the department have 

the delegations to approve it so that no one person has sole responsibility for or 

influence over the outcome.  

 

Finally, the tender bids will be re-submitted to the bid adjudication committee 

who will have the final authorisation on procurement. To make this decision, 

they need a very specific description of the products required in order to assess 

whether the bids comply with the specifications, and whether the prices are 

competitive. 

 

Once the bid adjudication committee has approved the order, it is returned to the 

purchasing team to be captured on the system, re-approved by the staff member 

with the relevant delegations and released to GDF for processing.  

 

The hospital only has delegations to manage bids up to R500,000. GDoH manages 

any authorisation for procurement that exceeds this amount.  

  

5.4.3 Logistics Management 

 

Logistics management is required for goods kept in the hospital stores. It entails 

the managing of product codes, inventory levels, store management, receiving of 

goods from suppliers and the distribution of goods across the facility. 
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The Gauteng Department of Health provides a suggested list of goods to be 

stored on site due to regular demand and delayed ordering times. The hospital’s 

exact stock list for goods, as well as the minimum and maximum quantities that 

should be held in the store, are based on historical consumption and demand 

trends from the end users. The stock list is reassessed annually by the hospital’s 

SCM team in conjunction with recommendations from the Provincial Department 

of Health. 

 

Logistics management appeared to be the most routine operation performed by 

the SCM department and was observed by the researcher to be the most human 

resource and time-consuming component of the chain.  

 

The end users put in requests for internal stock kept in the storerooms or for 

external goods that are purchased on request. Each ward or department has its 

own alpha code which is used to track orders.  

 

There are spreadsheets which are manually updated when orders are placed and 

which indicate the stock levels available and the precautionary factor quantities 

– the minimum threshold amount required to be kept in stock. If the order can be 

placed without the stock level dropping to below the precautionary level, then 

the order is placed. If there is already no stock, then the order is cancelled. If 

there is insufficient stock to fill the whole order then a decision has to be taken 

on how to issue the remaining stock and what the distribution should be if more 

than one user has placed an order for the same product.  

 

All orders being delivered to the hospital go through the transit unit. Here the 

items being received are checked against the original order and the invoice 

provided by the supplier, to ensure that the invoice matches the purchase order 

in both quantity and price. The end user is often contacted to ensure that the 

product being delivered is what was ordered and that it fulfils their needs, 

because the products often have very specific clinical specifications which the 

transit staff are not equipped to assess. Transit also manages orders that cannot 

be filled by the supplier and monitors the undelivered orders. They have copies 
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of all purchase orders and track orders that are outstanding. Transit will deliver 

the goods to the stores or directly to the end users if necessary. 

 

5.4.4 Payment 

 

The Gauteng Department of Finance (GDF) creates the purchase order before it is 

sent to the supplier and they then process the invoice, which the supplier 

provides upon delivery, and release the payment. In the past, the hospital finance 

department managed these responsibilities, but in 2012 the function was taken 

away from them and given to GDF because it was felt that this would result in 

better financial management. In 2015 when GDF’s oversight over the GDoH 

ended, some functions were returned to the hospital, but not all. GDF is still 

responsible for the creation of the purchase order and the release of payments.  

 

Suppliers of non-contract goods will only be paid once delivery is complete. 

Some suppliers will not deliver stock if they have unpaid invoices from previous 

orders. However, no payments get made internally. The hospital can follow up on 

overdue invoices, but if a supplier has not been paid by GDF for an order in 

another hospital, the supplier may cancel supplies to any other hospital until 

such reimbursement has been effected. 

 

The hospital CEO has delegations up to an amount of R500,000 so only individual 

orders which fall below this budget cap can be placed by the hospital. Orders 

greater than this amount get placed through GDoH and the process can take 

months, because this involves their sending out tender requests and then 

considering this for selection and approval.  

 

Once approved, the hospital will then submit the order to the supplier. However, 

the GDF still manages the payment and non-payment could mean that the 

hospital is forced to carry the debt. Larger supply companies can absorb the cost 

implications of delayed or non-payment after delivery of the items but smaller 

companies struggle and often face closure because of it. If the order goes unpaid 
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for an extended period, suppliers often postpone or cancel future orders – even if 

they are on contract – until they are paid. This has consequences for service 

delivery if the supplier is the sole source of an item or supplies multiple products 

to the hospital. 

 

5.5 Human Resource Management Functions 

 

The Human Resources (HR) team is responsible for recruitment, appointment 

and selection; labour management; and staff establishment (planning and work 

organisation) management. The management team is accountable for ensuring 

that they operate within the allocated budget and that there are both adequate 

staff numbers and the expertise to perform the assigned service delivery 

functions. 

 

Formally, compared to the supply chain and procurement department, which is 

able to execute functional activities within the hospital based on a budget 

constraint, the human resources department has far fewer decisions to execute 

and thus was perceived by the researcher as being far more administrative. 

 

Given the very specific human resource area being examined – recruitment and 

selection and staff establishment - the process of particular interest for this study 

was the process of authorisations around recruitment.  

 

Observation of the operations undertaken in the human resources departments 

in both hospital case studies indicated that the authorisations chain within 

human resources involves a feedback loop between the Gauteng Department of 

Health (GDOH) and the hospital that incorporates both top-down and bottom-up 

processes and is heavily reliant on the GDOH to authorise most decisions (see 

Figure 5.5).  
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Figure 5.5: Human Resource Management Process Flow 

  

 

The top down process begins with the GDOH, which is responsible for developing 

the staff structure for all provincial health facilities. This structure details the 

types of posts and the number of placements required for each facility to fulfil its 

service delivery mandate.  

 

Facilities can submit motivations for changes to the facility-specific staff 

structure and the creation of new posts. However, the current plan was last 

updated in 2006 by consultants contracted by the GDOH and no further changes 

have been approved.  

 

The staff structure is the HR blueprint that, in theory, maps out what is possible 

with regard to recruitment and postings. According to the most recent human 

resource statistics for the Gauteng Department of Health, the department is 

operating at an overall vacancy rate of 7,5%. However, there are currently no 

guidelines or established norms regarding the ideal human resource 

requirements. 
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The provincial treasury, the Gauteng Department of Finance (GDF), compiles a 

provisional human resource budget based on the allocations from the equitable 

share and the conditional grants and this is shared with the GDOH, which then 

determines the provisional human resources budget for each facility, based on 

historical spending patterns and predicted demand.  

 

The staff structure and the anticipated annual budget are presented to the 

hospital HR senior management team and based on this, a bottom-up process is 

initiated. The HR director compiles a proposal, endorsed by the hospital CEO and 

hospital director of finance, which details the current provincially approved 

posts and what the associated spend should be for those; the current filled posts 

and the associated spend; and, based on the predicted budget increase, the 

proposed new posts and the additional spend.  The proposed new posts are 

informed by the demands made by the clinical and operations managers within 

the hospital. 

 

The proposal is submitted to the GDoH which then makes a decision about which 

posts should receive approval based on the staff structure and the available 

budget. The hospital’s HR plan needs to be endorsed by the GDoH before being 

sent on to the Gauteng Department of Finance (GDF) which has the final say on 

the creation of new posts, based on whether performance warrants the spending.  

 

The challenge is that the GDF makes the decision based on provincial-wide 

performance – including all facilities and provincial government – and not based 

on the performance of an individual hospital. The implication of poor 

performance across the province is that an individual hospital – irrespective of 

its own performance  – could then have its request for additional posts denied. 

This final decision forms the basis of the post-filling plan, which the hospital is 

allowed to implement and administer.  

 

Once the hospital has its allocated budget and post-filling plan for the year, it is 

responsible for managing the human resources portfolio – ensuring that they 
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operate within the given budget, but still meet the facility’s service delivery 

needs.  

 

Based on the post-filling plan, once a month clinical and operational managers 

meet with the hospital’s executive management team in a Human Resources 

Task Team meeting to motivate for new recruitments for vacancies in their 

departments. After accounting for the budget requirements for the current filled 

posts, the executive takes all motivations into account and prioritizes which 

appointments are most urgent and can be fulfilled by the available budget. The 

outcome of this meeting is a list of posts approved by the CEO that need to be 

advertised.  

 

Again, in theory, only approved and vacant posts can be advertised. However, at 

the time of data collection, GDoH was not approving the creation of any new 

posts, due to budget constraints, so vacancies only came about when someone 

left and had to be replaced.  

 

The HR manager is responsible for checking that the advertisements sent out 

comply with the required protocols and the CEO then has to verify this before 

submitting to the HR Director at GDoH. The Regional Office HR department also 

has to be informed of any vacancies.  

 

If the post is at salary level 8 or below, then it can be advertised in government 

offices by the Department of Public Service Administration. If the post is at salary 

level 9 or above then the advert has to be evaluated by the GDoH Head of 

Department and may be advertised internally and also in the media. Thus the 

function of advertising a vacant post requires the involvement of the hospital HR 

manager, the CEO, the regional HR manager, the provincial HR manager and the 

Head of Department. 

 

The hospital HR team manages the administration of the advertisements and 

after an appropriate waiting time has elapsed, schedules the shortlisting 

meeting. The relevant departmental committee manages the shortlisting, as well 
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as the interviews and final recommendation. For example, if the post being 

advertised is for a paediatric registrar, the Head of Paediatrics will convene a 

committee made up of representatives from the department who will shortlist 

applications and invite the candidates to be interviewed. An HR staff member 

from the source and select team will attend the meetings and offer 

administrative support by compiling the minutes, and administering the 

documents necessary for a recommendation for appointment. They are also 

present to ensure that the shortlisting and interview processes are fair and 

comply with the regulations. The recommendation from the departmental panel 

requires endorsement from the HR Deputy-Director, Director and the CEO.  

 

The hospital HR team is then responsible for the handling of the administration 

around the appointment process including sending letters confirming the job 

offer, collecting the relevant forms and documents from the candidate – such as 

copies of the ID and bank forms – and structuring the job package. All of these 

documents are then sent to the Gauteng Department of Finance (GDF) for final 

approval and for it to be captured on the system. GDF is responsible for the 

official appointment and only once they have checked that all of the documents 

are in order will they provide the go ahead for the hospital to appoint the 

candidate. Upon enquiry the researcher established that it can take up to a 

month between the job offer and the appointment because everything is handled 

in hardcopy and processed manually and GDF has high volumes of 

documentation to handle. 

 

5.6 Reporting Mechanisms 

 

Observation of hospital practice by the researcher suggests that having systems 

of oversight and reporting is considered fundamental for ensuring effective, 

efficient and transparent management of all public facilities and their resources, 

thereby averting the potential for inappropriate practices. 

 

Key among these is the system for management of financial resources which is 

overseen by National Treasury, and is implemented under the Public Finance 
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Management Act which provides for the planning, budgeting and reporting 

responsibilities of public entities. 

 

National Treasury provides guidelines for the preparation of both national and 

provincial strategic plans, as well as the Annual Performance Plans and budgets 

for each department, each of which is based on a system of programmatic line 

items. These include, for example, a budget allocation for administration, for 

district health services or for central and tertiary hospitals. Since these 

programmes and sub-programmes are derived from the objectives of both 

national and provincial health departments and reflect the main areas of 

respective responsibility for service delivery, this framework of programmes 

provides the basis for development of specific predetermined objectives, 

indicators and targets, and aligned detailed operational budgets.   

 

This makes it possible to track progress of the programme performance from 

departmental intentions and plans to budget, financial management and 

expenditure, through the defined performance indicators and targets. The 

Annual Report in which the detailed account of this process and its outcome are 

reported is thus an instrument for oversight of performance, as well as the basis 

of the report for the Auditor General. 

 

This process is applied to national and provincial departmental planning, 

budgeting and reporting, but also importantly provides for decentralising 

responsibility for efficient, effective and transparent management to facility 

level, by also using the process to guide reporting on the central hospital’s 

planning, budgeting, financial management and audit outcome.  

 

For these hospitals, the routine reporting systems at an organisational level are 

governed by authorisations derived from hospital management and delegations 

guidelines, and each hospital submits quarterly reports on revenue and 

expenditure through the provincial department of health to both the provincial 

and national treasuries.  Their contribution to the provincial department’s 

Annual Performance Report is based on the Treasury guidelines and Auditor 
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General’s requirements, and ensures a continuum of oversight and reporting 

from national level all the way to the facility. 

 

The second conduit for hospital reporting is the Public Service Act of 1994, 

which prescribes the basic values and principles for governing the practice of 

public administration and employees in the public sector, including health and 

its facilities and is overseen by the Department of Public Service Administration. 

 

The intersection between the requirements of the Public Administration 

Management Act as they apply to public servants and those of the human 

resources requirements for health, as prescribed by national and provincial 

health legislation and policy, is managed at the provincial level.   

 

At the level of the hospital, these regulations govern a range of human resource 

management domains which include delegation, authority and responsibility; 

planning, work organisation and reporting; job evaluation; compensation; 

working environment; performance management and development; and training 

and education. 

 

There is no dedicated reporting system for public service administration. 

Reporting on the public services is executed through the Public Finance 

Management Act, and must be included in the Annual Performance Report of a 

department or public institution. The content and format of such reporting 

includes information pertaining to the public service is determined by the 

Minister, and reports are made available to the public. 

 

Chapter Summary   

 

- This chapter provided an overview of the legislative and regulatory 

environment in which decision space is contextualised 

- The National Department of Health develops the policies and guidelines 

for the health system which define the roles of central hospitals in 

providing specialized tertiary services 
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- The Gauteng Department of Health issues provincial policies and 

directives that determine the management and operational coordination 

of central hospitals 

- The supply chain department is responsible for ensuring that the correct 

products are available within the hospital 

- The human resource department is responsible for managing the 

administration of staffing policies 

- Hospital management has broad service delivery responsibilities but 

primarily implements the directions issued by provincial authorities in 

accordance with public sector regulations 
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Chapter Six: The Determinants of 
Decision Space 

 

6.1 Introduction 

 

According to Bossert (1998), “decentralisation inherently implies the expansion 

of choice at the local level” and he offered the term “decision space” to describe 

the range of choice granted by central authorities to local authorities. Decision 

space can be defined for any number of functions and tasks in which decisions 

have to be made and Bossert’s original conceptualisation was applied to a 

“mapping” of the variation in the decentralisation of authority.  

 

Initially developed as an approach to identify the extent of decentralisation of de 

jure authorities – the formal allocation of authority permitted – Bossert & 

Mitchell (2011) further developed the decision space concept into a functional 

framework that permitted assessment of the degree to which organisational 

capacities and accountability mechanisms are associated with the de facto  

decision space – the authority that can be exercised in practice. 

 

An extensive literature search supports the Bossert & Mitchell (2011) 

framework in conceptualising decision space in relation to accountability 

mechanisms and organisational capacities (Bossert and Beauvais 2002, 

Kawonga, Fonn et al. 2013, Mohammed, North et al. 2015, Seshadri, Parab et al. 

2015, Bossert 2016, Faguet 2016, Kwamie, van Dijk et al. 2016, Roman, Cleary et 

al. 2017).  

 

However, what emerged after the initial data analysis phase and the description 

of hospital functioning, was acknowledgement that there needs to be a clear 

distinction in the decision space framework between the de jure and the de facto 

decision space. This would allow for a acknowledgement of the difference 

between the formal decision-making power granted to hospital managers and 
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what they can actually do in practice. Thus, in considering the components of the 

decision space framework, it has been posited that in addition to the 

accountability mechanisms and organisational capacities that determine which 

decisions should be made and how they can be made respectively, the degree of 

authority granted to managers is as important to defining who can make these 

decisions. The study therefore included consideration of the extent of authority 

in defining the de jure decision space that in turn influences the available de facto 

decision space and the range of choice. 

 

In the sections that follow the influence of authority, accountability mechanisms 

and organisational capacity on the scope of de facto decision space will be 

explored.  

 

6.2 Influence of Authority on Decision Space 

 

Authority is the extent to which an actor or organisation is allowed to make 

decisions (Bossert and Mitchell 2011). Formally, authority is determined by the 

legislative and regulatory context in which managers function, as well as by the 

responsibilities assigned to a designated post (Bossert 1998). In defining who is 

able to make decisions, the extent of authority granted to hospital managers 

influences the availability of decision space and affects the choices that can be 

made. The distribution of authority determines who can make which decisions.  

 

To determine the extent of authority granted to hospital managers, this study 

applied what Bossert & Beauvais (2002) term “the decision space approach” 

which describes the degree of decentralisation of authority from the centre to 

local levels. The approach is based on the principal-agent perspective whereby 

the central authority (the principal) grants authority to local managers (the 

agent) in order to carry out its objectives, and seeks to identify the basic 

elements of a decentralised system (Bossert and Beauvais 2002). 
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6.2.1 Legislative and Policy Context 

 

The parameters for the granting of authorities to public health facilities, like 

central hospitals, are largely defined by formal legislation and policy that provide 

a vision for the health system and broadly define the formal responsibilities and 

requisite capacities of the various actors involved.  

  

The pinnacle of the national mandate for health is the Constitution of the 

Republic of South Africa (Act 108 of 1996), which makes formal, legally binding 

provision for the right of access to quality health services for all. The 

Constitution also outlines the role of all spheres of government and sets forth 

those values and principles needed to ensure the effectiveness and efficiency of 

the public service (RSA 1996).  

 

In South Africa government is comprised of national, provincial and local tiers of 

government in a federal structure. Each province has its own legislative 

authority and is able to pass, amend or reject new regulations and policies. It is 

also the responsibility of provincial government to oversee the implementation 

of legislation and service delivery – including that which is a concurrent national 

and provincial legislative competence, such as health services provision. 

According to the Constitution, authority over the health system is a shared 

mandate between both national and provincial government. 

 

The National Health Act 61 of 2003 gives effect to the Constitution by making 

specific provision for the design and definition of the health system and by 

assigning specific authorities to each level of government (NDoH 2003). It 

provides a framework for the national health system by prescribing the health-

related functions and responsibilities of the actors involved.  

 

There have been several debates about the legislated functions of national and 

provincial government in respect of health service oversight and provision. 

According to the National Health Act, the national department of health is 

responsible for issuing and promoting norms and standards, for determining the 
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classification of health facilities and the range of services they provide and for 

the appointment of hospital boards for central hospitals (NDoH 2003). The 

provincial department of health is responsible for providing, planning, delivering  

and coordinating hospital services, as well as for controlling and managing the 

cost and financing of public health facilities. However, plans at provincial and 

hospital level have to align with the national health policy.  

 

Together, the Constitution and the National Health Act define a network of 

guiding principles and policies that distributes authority across the health 

system. This legislative framework makes provision for decentralisation of 

authority through distinguishing the respective functions of national and 

provincial departments of health.  

 

6.2.2 Extent of Authority of Central Hospitals  

 

As a result of the extent of formal authority as determined through legislation 

and policy, which is standardised provincially, the two hospitals that were used 

as case studies are subject to the same policy guidelines for granting authority.   

 

In the National Policy on the Management of Hospitals (2011) classification, 

central hospitals are charged with rendering very highly specialised tertiary and 

quaternary services on a national basis; providing highly specialised referral 

units for other hospitals; and providing a platform for the training of health 

professionals and research (NDoH 2011). The policy also makes provision for the 

appointment of competent and skilled hospital managers, including the Chief 

Executive Officer (CEO). 

 

The Norms and Standards Regulations Applicable to Different Categories of 

Health Establishments states that all health facilities must have a functional 

leadership structure with clearly defined roles and responsibilities tasked with 

ensuring that the facility complies with its regulatory obligations (NDoH 2017). 
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In terms of operational decision-making authority, the hospital CEO is the 

accounting officer and has responsibility for the implementation of policies and 

decisions made by the national and provincial departments of health.  

 

6.2.3 Delegation of Authority 

 

While CEOs have been delegated some authority, each province has determined 

the extent of those delegations independently, which means central hospital 

CEO’s delegations differ across provinces. The framework for delegations has 

been developed in accordance with the Public Service Act (1994) and the Public 

Finance Management Act (1999).  

 

The Public Service Act (1994) requires that for any public sector post or group of 

posts, an executive authority must establish a job description and job title that 

indicates, with appropriate emphasis on service delivery, the main objectives, 

activities and functions of the post(s) in question;   and the inherent 

requirements of the job. Within the job description, the level of authority is 

determined and formalised.  

 

The level of authority allowable for each post is further determined by job 

ranking which is a standardised system described by levels 1 to 16 – for staff 

ranging from a cleaner in a ward to the highest executive at the national 

department. Every staff member thus will not only have a job title with ascribed 

functions and authority, but also a job rank that reflects seniority and pay grade. 

For example, while a team leader could be a level 6 or a level 7 without it 

changing the role they play within the hospital, changes in job title automatically 

entail a change in job rank meaning that the most senior posts within the facility 

will also have the highest rank.  

 

The Public Finance Management Act of 1999 expands on the Public Service Act of 

1994 and allocates authority over financial decision-making to public sector 

managers. The more senior the management post the higher the financial 
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threshold of their delegations. However, the financial delegations for hospital 

managers, and in particular CEOs, vary by province and occasionally by facility.  

 

The system of delegations formally forms a part of the authority framework for 

the hospital, and defines who has the power to make decisions. The challenge, 

however, appears to be in their implementation.  

 

6.2.4 Authority in Practice 

 

As described simply below, within the hospital’s management structure formal 

delegations are used to allocate responsibility and determine exactly what each 

staff member has decision-making authority over.   

 

26_10_15a: there are, there are delegations which says who can do this, who can do this, who can 

do this 

 

The nature of delegations is that they curb full autonomy. This means that at the 

hospital level there are limitations on which decisions can be taken – particularly 

with regard to decisions about the use of financial resources.  

 

24_06_16: Because there are some decisions that can be taken, we can make judgements or take 

a, give advice on cases below R500 000, I’m giving an example. Then there are those cases that they 

are above, even at hospital level the CEO cannot take those decisions to say this one we are buying it 

like this. That’s the limitation, sort of. So with us at hospital level the, the decision making I think we, 

we covered there, but we still have limitation in as far as the financial delegations are concerned 

 

In terms of authority over human resource management, there are some areas 

that the exploratory phase of data collection, supported by review of the 

legislation, highlighted that the hospital has no authority.  

 

07_07_15: we have no delegation of decision making in terms of the creation of posts, so we 

have to send it to head office 
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However, there are other areas where formal delegations of authority to make 

decisions regarding a certain functional area are rendered redundant by limited 

delegations in a complementary area. For example, the hospital CEO, who is in a 

level 15 post, is able to approve the appointment of staff members to posts at a 

lower professional ranking. In other words, only posts ranked 15 or above need 

to be administered and approved by the provincial department of health. 

However, as a result of the separation of duties, and the different systems of 

delegations for human resource management functions and financial 

management functions, the hospital CEO’s level of authority is different in the 

two domains. Therefore, while the CEO can approve most staffing appointments, 

capturing of those appointments on the salary payment system – PERSAL – is the 

responsibility of the Gauteng Department of Finance. This means that in practice, 

as described below, the hospital CEO’s authority over one function is 

undermined by limited authority in another, which is necessary to complete the 

process. 

 

07_07_16: Although we are able to do it institutionally, there is certain demarcation in terms of 

capturing the information into the PERSAL system, that’s the system we use to pay our employees. So 

the functions are separated - here, we only put together the documentary mandates and once we are 

saying you’ve given all the things that we need to appoint you into the system we then package that and 

send it through to GDF, that’s where they do the PERSAL system capturing 

 

The system of dual authorities is a remnant from the period when the provincial 

health department was under administration from 2012-2015. As a result of 

mismanagement of financial resources, the Gauteng Department of Finance 

(GDF) assumed authority over many of the health department functions, 

including those that had previously been managed by the central hospitals, in an 

effort to improve the effectiveness and efficiency of the system.  

 

14_10_15b: we were under administration, department of finance took everything that we had 

you know, we cannot create posts, we cannot ask for more money and we cannot do anything without 

any approvals or anything from them, you get that. So everything that we do, we need approval from 

department of finance.  
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Despite the official take over by the GDF having been concluded, many of the 

functions are still controlled by GDF and the hospital still does not have 

managerial authority over areas that they are formally delegated to execute. 

 

30_10_15: We get managed, I get managed, away from here. On paper, the delegations will tell 

you we can decide to retire a person at this time, but you can’t sign it off 

 

There seemed to be an awareness amongst the participants in both hospitals that 

they used to be able to make more decisions than what they are currently 

authorised to do. In agreement with the quotation cited below, it was 

corroborated by other senior managers and staff who had worked in the hospital 

since before the period of provincial administration, that it used to be easier to 

operate when the hospital had more control over their functions, or that things 

would improve when the authority to manage those functions is returned to the 

hospital – primarily because of the perceived limited capacity of provincial 

authorities to carry out the tasks efficiently. 

 

14_10_15c: previously we did it here, we did. And now we, we not allowed to do it, I think the 

big, our big concern now is to get all those functions back because there’s a delay on their work and 

now the, the problems are with us 

 

Amongst senior managers there appeared to be a keen understanding of what 

the decentralisation process entailed, its motivation and the consequences of it 

not being implemented. 

 

06_07_16: Look when, in 2013, the department of health in Gauteng was looking at 

decentralising you know delegations of functions to hospitals. Remember the whole exercise was to 

relieve central office from the amount of work, the volume of work that they are carrying in requests 

from several hospitals within the province, also it was to assist individual facilities or hospitals to 

manage their own affairs much better. But unfortunately it was not realised and we are still sitting at 

the same point we were sitting in 2013. Sometimes you know processes tend to bottleneck because of 

lack of delegations and lack of sort of autonomy as, as, as individual facilities.  

 

The challenge is that even though the hospital does not have the authority to 

make decisions about some of its required functions, they are still held 
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responsible for the outcomes of the service delivery. Almost all participants 

echoed the observation quoted below that management of the hospital is largely 

determined by decisions taken by provincial authorities. 

 

25_11_15b: Now although the delegations are not in the hospital, the responsibility of those 

projects are still in the hospital to make sure that the service is fully delivered, that the system is 

implemented, that it’s running fine. The part is that as a manager, we supposed to be very more 

strategic but due to the functions in a hospital you stay very, very operational. 

 

However, this does not mean that the role that a central authority plays is 

underestimated. In fact, as represented in the quotation below, many 

respondents at varying management levels expressed acknowledgement of the 

vital role that the provincial authority fills. 

 

10_11_15: remember, remember there must be a province, I mean there must be a head office. I 

say they must do the, well what is the correct word, policies and all those stuff, they are supposed 

actually to give the policies and procedures. They must tell us listen, X or whichever hospital, there is 

that new procedure or policy they’ve implemented, adhere to it 

 

While officially, there is a framework for delegating authority down to the 

central hospital level, in practice findings from this study suggest that this is not 

being done consistently and decision-making authority for hospital managers is 

fairly narrow across most functional areas. 

  

6.3 Influence of Accountability Mechanisms on Decision 

Space 

 

The need for increased accountability is particularly pertinent in health system 

bureaucracies that encompass different levels of government and multiple 

functional areas. Enhanced accountability is argued to be an outcome of reforms 

related to strengthened financial management, quality improvements, reduced 

corruption, and, in the case of decentralisation, increased responsiveness 

(Brinkerhoff 2004).  
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As a result of its complexity and multiple applications, the definition of 

accountability assumes a myriad of forms and constructs. In general, 

accountability mechanisms include a range of reporting and monitoring systems 

for activities and actions accompanied by sanctions for failure to comply 

(Brinkerhoff 2004). Policies which define standards, targets and process 

guidelines to improve quality of care form a regulatory governance framework 

that shape the context for action, and often, through punishment or reward 

mechanisms, define the incentives for action (ibid.)  

 

Accountability mechanisms are applied in pursuit of control over the misuse of 

public resources; of assurances that resources are utilized according to 

appropriate procedures and values in order to provide the best quality of care 

possible; and of the coordination of service delivery activities, management and 

planning in accordance with the broader public health vision (Brinkerhoff 2004). 

In assessing their application, this section aims to explore the manner in which 

accountability mechanisms influence decision space for hospital management. 

 

6.3.1 Preventing Misuse of Resources 

 

One of the key intentions of accountability mechanisms is to prevent mistakes 

from being made, intentionally or unintentionally, that may misuse scarce 

resources (Carrington 2005, Hjörne, Juhila et al. 2010). In a complex system that 

makes use of extensive resources, there is a need to ensure that individuals are 

not careless but also that they are not using their positions and authority to 

unduly benefit.  

 

In the South African context, individual risk is mitigated through the use of 

segregated duties – no one person can be solely responsible for the authorization 

of any decision. The segregation of duties is legislated through the Public Finance 

Management Act (1999) and operationalised through the use of delegations. This 

means that managers are assigned financial and procedural responsibility 

according to the position held.  



 136 

In the supply chain department, delegations related to procurement are subject 

to a financial threshold determined by provincial authorities. For example, a 

hospital CEO may have the delegations to make decisions on procurement up to 

R500,000. Beyond this amount, decisions have to be referred to a higher 

authority.  

 

In the human resource department, managers are accountable for managing 

resources within the allocated personnel budget. In other words, their authority 

is over procedural approvals – such as appointments to vacant posts – within a 

given budget.  

 

The system of delegations acts as a bureaucratic accountability mechanism to 

curtail the authority managers have to act without further authorization. As 

demonstrated in the quotation below, in so doing this mechanism it also limits 

the decision space available to managers and spreads decision-making authority 

across a number of officials. 

 

11_11_15b: So as we are working at supply chain, we are working in an environment that is full 

of internal controls, operational procedures is what we use a lot. Because at supply chain, before we 

buy anything, it must follow the proper procedures first and there is a, most of the time there is a 

segregation of duties, a lot, because we are working with money so more than 2 people would be 

needed in order to complete a requirement. We dwell a lot on our dual controls, dual approval and 

authorisation 

 

However, the strict segregation of duties and the system of delegations that 

restricts authorisations to specific role players has the potential to create undue 

delays in decision-making and in operations. At present there are limited 

internal delegations within the hospital that allow responsibility for decision-

making to be shared across a number of managers at different levels of the 

system. From observation as well as the feedback provided by both lower and 

senior level managers, there appears to be a heavy dependence on individuals – 

usually the most senior member of the departmental management team – to 

make decisions and to resolve even minor problems. The scenario described 

below is illustrative of an outcome in which the whole process chain is delayed 
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when they are unavailable and other staff members are constrained in what they 

are able to do to assist in the situation.  

   

14_10_15a: Chances are they spend 50% of their, of their time in meetings. Now if they’re in 

meetings, who’s going to take the decisions, do you wait for them?.... I think the director should have 

people that are, that can take decisions for him, the lighter ones, the more drastic ones he can take, but 

there are the decisions, and somebody should be there to say let me find out what happened in this 

department and the director, the, her DD [Deputy Director] can just say okay this is what, what 

happened. It would make things a lot easier.  

 

Yet the segregation of duties is one of the key mechanisms within the current 

accountability framework to prevent procedural errors and misuse of authority 

and the threat of corrupt practice is not an empty one in these settings. The 

response quoted below is similar to other respondents at all levels of 

management who cited a perceived risk of corruption if facilities were made 

more autonomous. So even though the current practice is impeding optimal 

functioning, there still seems to be a desire to have centralised controls on 

decision-making because there is a belief that it is needed to enforce appropriate 

implementation. 

 

26_10_15a: you can’t be a player and a referee at the same time, you see, because I will be 

implementing and then I will be checking it up myself you understand. So I think the, the role that the 

GDF is playing is quite good in a sense that what we have had previously was that people were, were 

doing their own things, upgrading their own people without the necessary authorisations and so on, 

there was whole lot of corruption going on 

 

In addition to the bureaucratic accountability mechanisms presented by 

segregation of duties, the legislation on hospital management also requires 

hospital boards to ensure external accountability is achieved. The National 

Policy on the Management of Hospitals (2011) calls for the development of an 

organisational framework for accountability to communities served, including 

the guidelines for the establishment of hospital boards (NDoH 2011). The 

hospital board is officially supposed to form part of the governance structure of 

central hospitals and they are tasked with ensuring that hospital resources are 

utilized in accordance with the best interests of facility users and with the public 
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good (ibid.). 

 

Most notably, not a single participant in the study mentioned the role of the 

hospital board in terms of contributing to the governance of the hospital or in 

terms of ensuring accountability. This suggests that the role being played by 

these boards may not be very significant despite national intentions to give 

them greater responsibility. 

 

While this study did not probe this finding in any great depth, it is 

recommended that future research should investigate the role being played by 

hospital boards in the governance of hospitals and the influence these boards 

may have over hospital management decision-making in practice. 

 

6.3.2 Compliance with Standardised Protocols 

 

The accountability mechanisms currently in place in the hospitals encourage 

compliance with procedural regulations that have been standardised across the 

public sector in general, and the public health system in particular. These 

mechanisms entail detailed procedural and performance guidelines, auditing and 

measuring tools – relying heavily on reporting and monitoring systems. Failure 

to comply could result in anything from a verbal warning on an individual level 

to receiving an unqualified audit at an organisational level. 

 

One of the justifications for such bureaucratic accountability mechanisms is that 

these systems can guarantee efficient and effective functioning according to best 

practice protocols (Carrington 2005, Hjörne, Juhila et al. 2010).   

 

When asked whether there were cases in which rules could be broken, several 

managers, particularly in the supply chain department, in both hospitals and at 

different management levels said that in an emergency these standardised 

procedures may be accelerated but deviations would require formal 

explanations in case the auditor general questions the irregularity in process.  
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11_11_15b: you know in working environment there are different situations that sometimes, like 

I’ve told you about the emergency, that it can make us deviate from what is expected but also there is a 

rule that says should this happen, you can do it this way, you can deviate and do it this way. Even if we 

have deviated ne, because of emergency, but there’s still a rule that this is a formal channel that must 

be followed. So if we do not follow those rules we’ll be deviating, and if you are deviating there must 

be some reasons that are being allowed in terms of rules 

 

However, observation of hospital processes indicated that the rigidity of the 

rules about what can and what cannot be done may still limit the range of choice. 

This is because despite the allowances for deviations from the rules, 

accountability mechanisms – especially if accompanied by punitive measures of 

some kind – influence the extent to which actors perform according to their 

expected roles and responsibilities (Brinkerhoff 2004). The following quote 

illustrates one participant’s perception of the auditing process and what is being 

assessed and in so doing confirms the possibility that if the expectation for what 

is deemed good performance is adherence to the rules, then actors are 

incentivised to prioritise compliance over the outcomes of their actions. 

 

07_07_16: it’s more about compliance, whether you are being audited, you can say to the auditor 

the reason why some of these, some of the things are not going well could probably be attributed to 

shortage of staff, it’s not the point that the auditor is looking for.  The point that the auditor is looking 

for we’ve got a set of policy provisions, procedures, standards in terms of what should happen and how 

things should happen, so the auditors are auditing from that angle 

 

6.3.3 Coordinated Planning and Use of Resources 

 

Accountability mechanisms can be used to monitor and assess the operation of 

the organisation against standardized norms in order to determine whether the 

organisation is functioning, or performing, as expected and in alignment with the 

broader health system. This is done not only to ensure that resources are not 

being misused but also to ensure that resource use and service delivery planning 

are being coordinated effectively to promote the objectives of the broader health 

system (Carrington 2005, Hjörne, Juhila et al. 2010).  
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Provincially, all facilities are required to provide annual written submissions to 

the Department of Health Head Office detailing their resource requirements 

including human resource numbers and distribution across posts and a 

procurement budget. In Gauteng, these submissions are collated by the Head 

Office and assessed across all facilities before being submitted to Gauteng 

Department of Finance (GDF) for budget allocation approvals. In this way, having 

centralised decision-making allows for a province-wide perspective on the 

functioning of many facilities simultaneously. In theory, this allows resource 

allocations to be made on a needs basis as described in the following quotation.  

 

06_07_16: Now I submit a plan, Y submits theirs and it’s a thick document, remember that this, 

these are big hospitals, X the same, A and all other hospitals but to kick start, maybe to look into the 

procurement plans and consolidate the common needs you know from all hospitals, it’s an exercise that 

must be carried out by central office, they need to consolidate the needs 

 

However, observation of planning meetings and interviews with senior 

managers suggest hospital managers seem to view the submissions made by the 

hospital to Head Office regarding budgeting or staff establishment as “wish lists” 

rather than strategic plans for their operations. There is no expectation that 

Province will satisfy their requests, in part because of an awareness – as 

illustrated below – of the lengthy approvals process that has to be satisfied but 

also because historically the process has not yielded the results that align with 

the hospital’s stated needs.  

 

06_07_16: And then end of the day we then agreed that you know, this is the number of 

employees or warm bodies that we would want to attract but it may be approved internally here but the, 

once approved internally here it does not necessarily mean that we have got those positions, still has to 

go to central office and GDF you know because they hold the purse of all the departments in Gauteng 

and they would then say, like last year we, we since submitted the needs but they were never approved 

the, they, they’ve since been quiet which is why this year in April normally we would engage in such 

exercise, we couldn’t engage in the same, in a similar exercise because yesterday, I mean yesterday, 

last year’s exercise did not yield any result or outcome so what is the point of doing it. 

 

Observation suggests that this process may also have the unintended outcome of 

affecting what the hospital requests. If the expectation is that only a fraction of 



 141 

the request is going to be approved, there is a disincentive to report on need 

accurately. During observation of the human resource budgeting process in one 

hospital, participants explained that submissions for additional funding or 

personnel are often overestimated to accommodate the approvals process. This 

practice makes it impossible for province to have a clear idea of what the true 

need is and where it is not being met.  

 

In theory, the accountability mechanisms currently in place should mean that all 

institutions are subject to the same decision-making criteria and have 

standardised operating procedures. Accountability mechanisms that promote 

centralised decision-making should be able to facilitate more equitable and 

better coordinated service delivery across the system (Brinkerhoff 2004).  

 

However, senior level managers almost all hypothesised that one motivation for 

the stringent accountability mechanisms to which the hospital is subjected is that 

central authorities are better placed to compensate for weak local management 

competencies, thereby allowing service provision to be made more consistent 

across facilities.  

 

17_03_17: the feeling is exactly that, that they don’t, this lack of trust of, of managers in the 

periphery in, at, at health facilities, that they, they have a, an opinion that they will not be able to 

handle matters and, and as a reason they want to centralise decision making and they, most managers 

are scared of giving authority to managers at institutional level and would like to have the thing 

centralised, something would go wrong if we don’t undo that. 

 

Thus the perception is that, many of the current controls coming down from 

National to Provincial authorities and then cascading down to the facilities 

demand accountability partly because there is little trust in the capacity and 

competency of lower level decision-makers to make the right decisions about 

how to use the resources available to them.  The rigid accountability mechanisms 

that have been put in place seem to enforce centralised decision-making and 

limit the choices that hospital managers can make, or their decision space.  
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6.4 Influence of Organisational Capacity on Decision 

Space 

 

Organisational capacity refers to the extent to which intended objectives can be 

achieved; in its simplest conception it refers to the potential a system has to 

perform (LaFond, Brown et al. 2002, Horton, Alexaki et al. 2003, Aragon 2010). 

In order for anyone to be able to make decisions it is important that they not 

only are allowed to make decisions but also that they are capacitated to do so. 

Formally decision space, and the range of choice, may be defined by the policies 

and regulations that make up the accountability framework, but organisational 

capacities are what allow for actual choices to be made and for decision space to 

be exploited to its full extent. Without organisational capacities, the degree of 

decision space allowed would be redundant. Thus decision space can be defined 

in terms of both having the authority to make decisions and having the capacity 

to act on them.  

 

Adopting a simplified version of Horton et al’s (2003) framework for capacity, 

the necessary organisational capacities fall into two categories: the resources 

needed as inputs into operations – human resource and financial capacities – and 

the management skills required for their deployment and utilisation (Horton, 

Alexaki et al. 2003).  

 

6.4.1 Human Resource Capacities 

 

Human resources are the foundation of the public health system and are vital for 

the delivery of health services. Much of the focus of the human resource 

discourse is on clinical health workers with challenges such as poor retention of 

staff and limited availability of public sector posts being identified in the South 

African health system (Chabikuli, Blaauw et al. 2005, Chopra, Lawn et al. 2009, 

Ibeziako, Chabikuli et al. 2013) 

 



 143 

With a prioritization of clinical services and the need for more clinical posts, 

support services are largely under-resourced within the public sector and are 

sometimes overlooked. As yet there are limited electronic systems operational in 

the public sector to assist in the administration of support services therefore 

there is as much dependence on support service staff for the execution of vital 

functions within the hospital as there is on clinical staff to provide care. Without 

these services the hospital would be unable to operate.  

 

Underlying any organisation’s functioning is the assumption that it has the 

capacity to carry out the desired activities (Cameron & Quinn, 2006; Singer et al., 

2009; Zazzali, Alexander, Shortell, & Burns, 2007). In this section, human 

resource capacity is defined as a key input into hospital functionality and is 

determined not just on the basis of quantity but also on the distribution of the 

resources to their maximum benefit.  

 

a) Organisational Dependence on Human Resources 

 

As with clinical services, public health organisations have a heavy dependence on 

human resources for the provision of support services such as human resource 

management and supply chain management.  

 

Prolonged observation within both hospitals indicated that there are specific 

roles and responsibilities assigned to every staff member within each 

department. An individual can be solely responsible for a single task such as 

monitoring the stock levels or being responsible for compiling the paperwork for 

the recruitment of allied staff. The dependence on human resources seems to be 

exacerbated by the absence of a comprehensive electronic information system 

and the use of paper-based systems in the administration of work.  

 

This dependence was more evident in the supply chain department than in 

human resources because functionally, the stock management processes require 

relatively more intensive and responsive monitoring and procurement activities 
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- all of which are done manually by staff. The below quotation illustrates the 

interconnectedness of the process.  

 

09_11_15: supply chain is like a traditional pot so if one leg is missing, the pot is going to fell 

down, because it’s like really, you just run, I give you the pen you run with it, you give it, you give it to 

somebody. So supply chain is like a traditional pot, really you must see to it that it stands with those 

three legged and then we are going to enjoy what is in, what’s in that pot - that’s supply chain 

 

Both departments have a strict process chain with tasks being conducted in a set 

sequence by the allocated staff member. One person will perform a singular 

function repetitively and their ability to execute it successfully is dependent on 

the information they are given by the staff member responsible for the activity 

that precedes theirs. For example, 

 

11_11_15b: When I’m talking about segregation of duties mmm, this is a clerk, the signature of 

the clerk that is posting, posting clerk, she signs in here indicating that we need to buy this because 

she’s the one that is working hand in hand with store people, she knows the levels of stock. Once the 

stock are, the stock levels are going down, she goes and check, if he sees the, she sees the need, it 

depends on the movement, how that item is fastly or slowly moving, then she will just place an order. 

 

All participants acknowledged that even the simplest of tasks, and the person 

executing it, is important because of how it relates to the tasks that precede and 

succeed it. 

 

21_10_15: for things to be very simple – you, you can look at your finger, which is your, at HR 

clerk, it looks very small on your body, but trust me without your fingers you won’t, you won’t do 

what you supposed to do. Everyone in the institution, right from people on the ground, are of utmost 

significance, we rely on them 

 

The kind of process chain described above, and that characterizes both supply 

chain and human resource activities make certain individuals responsible for 

specific tasks. This means that, as the respondent below describes, if that person 

is absent or the role not filled, it becomes more challenging to fulfil the 

departmental mandate.  
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18_11_15: well, leave, if someone takes leave or sick leave the impact is huge because the, that 

phase of quotation should have been done in that timeframe and the service will never be delivered in 

that month or in that week and, and, and that was not done well 

 

As a result of the organisational dependence on human resources to carry out 

functions and the specificity of the tasks assigned to individual actors within the 

process chain, human resources are essential for organisational functionality. 

Without sufficient staff, observation of the departmental activities indicates that 

managers appear to be constrained in their ability to conduct their intended 

function and what they are able to do, thus their decision space is constrained in 

turn.  

 

b) Need for Greater Human Resources 

 

It was anticipated that respondents would identify resource constraints as one of 

the challenges to optimal operations but it was not expected that a scarcity of 

human resources would be so consistently mentioned as the key challenge to 

being able to function.  

 

As a result of the dependence on human resources for hospital functioning, 

almost every interviewee in both hospitals echoed the belief shared in the below 

quotation and cited the need for “more hands” to do the work required.  

 

17_11_15: ja, obviously coz if we could have enough, enough staff, enough people, enough 

hands, that could make our work much, much easier as well 

 

However, the human resource allocation was the one area in which there was a 

marked difference between the case studies. In both hospitals and both 

departments participants identified the need for more staff but in Hospital Two 

need for staff was more apparent.  
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i. Supply Chain Management and Procurement Department 
 

In Hospital One, the supply chain management and procurement department has 

one director, a deputy director and two assistant directors – one who oversees 

asset management and the other in charge of demand, acquisitions and logistics 

management. There should also be a deputy director of performance and risk 

management, but this post is vacant and thus it is not a prioritised activity within 

the department. There are at least two practitioners in each functional area. 

 

In Hospital One, end users keep some stock in their ward stores but there are 

also bulk stores maintained by the supply chain department sorted by type of 

product – cleaning, stationery, general, groceries, non-pharmaceutical or bulk. If 

end users require supplies from the hospital stock they put in requests to the 

supply chain posting unit. Aligned with the organisation of the storerooms, there 

is a separate clerk for cleaning, stationery, general goods, groceries and non-

pharmaceutical or bulk products. 

 

In the absence of an electronic stock management system, there appears to be a 

significant dependence on the posting unit staff to monitor the quantities 

available in the store because this determines how efficiently stock is monitored, 

influences the lead times for re-ordering and can prevent stock-outs of essential 

goods. Because the posting division is divided by product type, in Hospital One 

there is a dedicated clerk who is responsible for a specific category of goods and 

this allows for greater awareness and attention on what is happening in that 

area. If stock levels fall below the precautionary level on their systems they will 

place orders for restocking and the standard procurement process will be 

initiated.  

 

In Hospital Two, the inventory management team is, as reported by their 

management team, understaffed and, as a result, not as many goods are kept in 

the general stores. In the absence of dedicated posting clerks to monitor stock 

levels in the stores, in terms of the procurement and acquisitions process, the 

store manager is treated in the same way as the ward end users are. The 
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responsibility for monitoring stock levels is passed on to the store managers and 

end-users in the wards who then manage their own ward stock and ward stores.  

 

There appears to be more responsibility placed on the end users to monitor 

stock levels for themselves without the security of being able to access as 

extensive a store of hospital supplies as in Hospital One. Because there is not as 

much space for stock to be stored, more orders have to be placed more 

frequently.  

 

The other key difference between the hospitals is that in Hospital Two the supply 

chain and procurement department is assisted by interns seconded to the 

hospital by the Department of Public Service and Administration (DPSA). These 

interns are required to do work study as part of their qualification for a degree. 

Most are business administration majors and are first exposed to supply chain 

operations on the job. These interns change every six months and the already 

time constrained permanent staff are further challenged as they have to spend 

time training them. 

 
ii. Human Resource Department 
 

In Hospital One the human resource department is sub-divided by function. For 

example, there is a recruitment team that is distinct from the human resource 

administration team, which means that work is allocated by function, not by 

hospital department. 

 

Unlike at Hospital One where work streams were divided by functional area, for 

example one team would be responsible for recruitment, at Hospital Two 

because of the staff shortage, recruitment and administration are packaged 

together and teams are allocated based on hospital staffing category. For 

example, there are dedicated recruitment and administration teams for medical 

staff, allied health professionals, nursing, admin staff and general support staff. 

One team will handle all functions from advertising and shortlisting through to 

closure of contracts for everyone in that job category. It is unclear whether the 

different organisational structure has an influence on service delivery. 
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c) Staff Vacancies  
 

In some cases the shortage of staff is as a result of posts remaining vacant. In 

Hospital Two, the post for director of human resources had been vacant for a 

long period of time, which means that the deputy director has been managing 

these responsibilities. However, no one has been transferred into the acting 

deputy role so one person is fulfilling both roles within the organisation. As a 

result of each role within the management team being allocated very specific 

responsibilities, it was identified by a small number of respondents in Hospital 

Two that having one person play the role of two means there may be a shortfall, 

as demonstrated below. 

 

28_06_16a: ja, I guess it does affect us because when we need our deputy to help us in some sort 

of things, then he’s in directors’ meetings or what or what, so maybe if we can have a director then it 

will be better 

 

The vacancy in Hospital Two human resource department means that the team 

leaders fulfil the tasks of being both management and operational staff. 

Observation of the difference between Hospital One and Hospital Two’s process 

chain suggests that this kind of staff shortage places a greater burden on some 

individuals, has an effect on the time it takes to process things but also 

undermines the organisation’s ability to plan and strategise if the senior level 

managers responsible for doing so are engaged in operational duties constantly. 

Lacking the time to engage in strategic thinking and planning was affirmed by 

many respondents in both hospitals – particularly senior level managers – but 

was most succinctly phrased by the respondent below. 

 

12_10_15a: I haven’t had time to revisit or to see if it’s working for us or not 

 

It was observed that the nature of hospital operations is that there is always a 

sense of urgency and a sense that there is more work to be done than can be 

achieved with the available staff, and this could explain why so many 

respondents believe that they need more staff to fulfil the service. 
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The overarching impression hospital managers shared is that they do not have 

the time to perform at their best because they are overworked. However, it is 

unclear whether the current resources are being utilized optimally or whether 

there is an alternative service organisation arrangement that would produce 

better results. These management changes are within the current delegations 

but would require significant management competencies to optimize.  

 

d) Distribution of Staff  

 

Beyond the challenges of human resource dependence and not having sufficient 

staff numbers, there is also a problem in how the existing staff are distributed 

across facilities and between province and the service delivery points.  

 

Interviewees in both hospitals referenced the disjuncture in staffing numbers 

between their own and other tertiary or central hospitals in the province relative 

to size. Almost all senior managers and even some junior managers reported that 

it is unfair that some hospitals have a historically bigger staff complement 

despite being a smaller hospital.  

 

06_07_16: I’ve got 49 and if you look at the extent of our hospital as compared to Y, we know Y 

is bigger but not, not, not much that big, not much. So if Y can have 155 supply chain management 

practitioners and we only have got 49 and we have X having 109 which is relatively smaller than our 

institution or our facility and I’m yet expected to deliver the same way, the manager at Y and X would 

deliver with the same capacity. So sometimes I’m seen as a slave driver because I have to rely heavily 

on the available resources, you know human resources, so we’re 49 I mean really if you do your math 

you’ll realise that I’m, I’m terribly understaffed 

 

The belief is the disparity appeared to hold even if hospital utilisation and the 

package of services were taken into account, as indicated in the statement below 

 

17_03_17: It is also true that some hospitals are more, better resourced than others, I don’t know 

what that is born out of but also some hospitals are busier than others so if we staffed, we should staff 

not because of the number of beds, but because of activity…So if, if 2 hospitals both of them have got 

400 each but this one sees so many people per annum and this one sees much more people per annum 

because of its location or because of the package of services that they have then they should be 
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resourced more.  But it doesn’t work that way, up, up to this stage in, in government they resource 

hospitals according to the number of beds whether those beds, half of them are empty or not, it, it you 

know, it doesn’t seem to matter. 

 

The other perception recurrently mentioned, particularly by senior level 

managers, is that while staffing numbers have not changed in the last few years 

at the hospital level, staffing numbers have significantly increased within the 

provincial administration. As illustrated below, these respondents reported that 

at the provincial head office, there is a manager for every portfolio and it was felt 

that this kind of capacity is not matched at the hospital level in order for them to 

actually implement and manage the policies and practices prescribed.  

 

10_11_15: remember, no, no, no we need, we need the, the soldiers on the floor, doing the hard 

work unfortunately 

 

Lacking sufficient human resource capacities in an environment reliant on them 

has significant implications for the determination of decision space because the 

ability to make decisions is undermined if functionality is compromised.  

 

While there is a clear need for human resources to enable service delivery, it is 

unclear in the hospitals studied what the optimal human resource complement 

should be. Given the variable nature of service demands it is also challenging to 

imagine how one could determine this number because in the public health 

sector no matter what the staff size is, service delivery has to take place and 

decisions about how that gets done still have to be made. Senior managers in 

both hospitals cited the challenges of having to justify the creation or filling of 

additional posts in the absence of accurate staffing standards. 

 

26_10_15a: ah, no, people thumb suck, we used to sit in, in staffing meetings here, post, post 

filling plan meetings. People will say, hey no man, I’m short staffed, I need staff, some will say hey, 

no I need 20, … but that’s not a scientific tool 

 

What the above quotation illustrates is that without information regarding 

staffing norms and standards, it is challenging to determine whether increased 
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numbers of human resources improve functioning and therefore, whether it can 

be said that the number of human resources influences the extent of decision 

space. The range of choice available is severely limited if there is inadequate 

information about the nature of the service delivery need or the resources and 

strategies needed to meet that need. 

 

6.4.2 Financial Capacities 

 

Unlike with human resources, it was not as easy to identify differences between 

the hospitals in terms of financial resource allocations. This is because budget 

reporting is aggregated for all central hospitals in the province and is sub-

divided by line item, not by facility. Therefore, more generalised findings were 

identified.  

 

It is hard to think of any organisation that does not require financial resources to 

function, however hospitals in particular have significant cost implications and 

absorb a significant share of the public health system budget. Overall there 

appeared to be a keen awareness amongst all participants, endorsing the below 

position, of the need to continue to function, in spite of scarce resources. 

 

27_10_16a: they say it always, wants are always unlimited but with limited resources 

 

Respondents all either directly or indirectly identified the significant influence 

that available financial resources have over decision-making and the range of 

choice. For example, 

 

21_10_15: whatever you do, you must take in consideration of your budget 

 

In so doing, very subtle, and unintentional, distinction was made between money 

and the budget. Rather than absolute amounts of money being identified as 

important, many respondents identified the budget allocated to the hospital by 

central authorities and its distribution as vital to hospital functioning. For 

example, 
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22_04_16: What I’m saying to them is that you’ve given me this amount but (it is) not sufficient 

for me to deliver the service of, the package of service that we are licensed to deliver 

 

This result could be the outcome of revenue generation, the budgeting process 

and financial transactions being managed outside of the hospital by provincial 

treasury. So, for hospital managers, financial capacity – the indicator of what 

they are able to do – is represented by centrally determined and allocated 

budgets.  

 

The allocation of budgets appears to have significant implications for decision 

space. The budget is strictly allocated by line item and this pre-determines the 

decisions and the actions that can be taken with regard to how the resource is 

utilised.  

 

27_10_16b: So already they’ve allocated the money according to these items and there’s no way 

that it can change 

 

The challenge, identified by the respondent above and affirmed by almost all of 

the senior level managers including the respondent quoted below, is that at 

present, because there has been a dependence on historical budgeting, there is 

limited awareness of what the true cost of hospital operations is and thus pre-

determined, centralised budgeting is not addressing the need – because it is 

unclear what the actual financial resource need of the hospitals is and how best 

to make decisions about the allocation of budgets. 

 

17_03_17a: So if, if 2 hospitals both of them have got R400 each but this one sees so many 

people per annum and this one sees much more people per annum because of its location or because of 

the package of services that they have then they should be resourced more. But it doesn’t work that 

way…So that’s another something that we need to work on, that we need to do activity based 

budgeting you know, first of all have the proper numbers, reliable data on activity figures data per 

hospital. What do they do, how often do they do it and patient turnover and so on. 

 

Without this type of information, being able to conduct informed decision-

making is severely constrained. However, services still have to be rendered and 
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observation as well as the responses of many lower and senior level managers 

suggests that partly as a result of the service delivery requirements, there is 

limited cost containment taking place within the hospital. 

 

14_10_15b: the thing is once the budget is bigger, then the more they carry on doing what they 

doing and they’re going to be overspending again at the end of the day 

 

The hospitals’ overspending has consequences for human resources capacity as 

well because it requires financing.  

 

27_10_16a: we know what we want and we know where we’re going to. But this whole thing it’s 

closing us in, in lot of ways, we can’t create posts, we can’t fill posts and now I, I’m even talking 

funded posts, we can’t fill them coz then they’ll be telling you that you are, you are overspending 

which is true, but when you are overspending you can’t fill anything 

 

Financial resources are vital for hospital functioning because all inputs have a 

cost. However, there is limited evidence to suggest that more money would 

change the range of choice available to hospital managers. Some respondents 

even said that having more money would not make anything better.   

 

11_11_15a: the money is enough, they don’t care if there’s money or not they keep on buying 

 

The influence of financial capacity of decision space takes place through a 

number of channels. The most obvious is that all hospital activities have a cost 

implication that require financing and without financial resources, very little can 

be done.  

 

In their responses, participants seemed to reference the allocation of financial 

resources – the budget – as a proxy for financial capacity, or what they are able 

to do. In this regard, the allocation of funding, and its rigidity, affects decision-

making through historical, line item budgetting, which pre-determines the use of 

funds.   
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However, because budgets are historically determined rather than activity-

based, there appears to be limited information regarding the actual financial 

requirements of the hospital. Neither centralised nor local managers are 

adequately capacitated to make decisions without this evidence and it is possible 

that this may have contributed to chronic overspending in the hospital. Again, as 

with human resources, not having evidence for whether increased financial 

resources would improve functioning, it is challenging to say whether this would 

change the choices available to decision makers and alter the decision space. 

 

6.4.3 Infrastructure and Equipment Capacities 

 

Several staff members cited the need for improved workspaces and equipment. 

These resources would allow functions to be conducted more easily and 

efficiently and would assist in creating a better working environment. 

 

18_11_15: coz we do not have the system or the, the equipment to do our job efficiently, 

efficiently. And, and we raised that in a meeting this morning, that, that type of thing, we need to have 

that to do our job, I think if that is the proper computer system there and it’s giving the people the, how 

can I put it, it make them positive again, they received a new system like a [unclear 21 39], it’s actually 

going to help them to make the work environment better 

 

Any new equipment purchases would have to go through the standard 

procurement approvals process. However, changes to the infrastructure of the 

hospital would have to be approved by the Department of Public Works.  

 

One of the most notable shortfalls is the absence of an electronic administrative 

system. A functional electronic database and information system would allow 

decision makers to be better informed and access current and relevant 

information.  

 

Currently the human resource team uses PERSAL to track which posts are 

available and which can be filled but all documentation is still administered in 

hardcopy. Similarly, the supply chain department has an electronic database 

detailing the standardized product codes for ordering purposes but this has not 
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been integrated with a separate database that distinguishes between products 

that have to be ordered via a tendering process and products on contracts 

managed by province. They also do not have an electronic system for tracking 

stock levels and orders – everything is done using hardcopy forms and log books.  

 

There appears to be a process underway to introduce an electronic system in all 

hospitals in the province but it is being managed by Head Office and there is no 

clear idea about when it would be launched.  

 

6.4.4 Management Capacities 

 

While the results suggest that human and financial resources are required for 

functioning and that their distribution influences the kinds of decisions that are 

made, they did not elucidate a clear relationship between the scale of human and 

financial resources available and whether this influences local level managers’ 

capacity to make decisions. In other words, it is not clear whether increased 

human and financial resources would directly increase the available decision 

space.  

 

26_10_15a: I don’t think budget alone you know, you can have a lot of budget and, and not get 

result 

 

In both cases – and particularly with regard to human resources – the results 

suggest that it is not just the quantity of resources available but the possibilities 

for the use and management thereof that may make a difference to defining the 

operational decision space. 

 

Having appropriate management capacity is vital to being able to make 

appropriate decisions about how to utilise resources and how to guide a team 

within an organisation. Management capacity is comprised of both management 

competencies and leadership skills (Gilson and Daire 2011).  
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Managers should be capable of organising and making the best use of the 

resources at their disposal in terms of the objectives of the organisation – 

management competence, however, they should also understand the 

requirements of leading a people-oriented organisation – including open 

communication and being able to influence staff motivation and attitude 

(Mannion, Davies et al. 2005, Bagraim, Cunningham et al. 2007). 

 

a) Management Competencies 

 

Hospitals are expansive organisations involving multiple interconnected 

components and their management encompasses a range of technical 

competencies. These include skills such as budget monitoring, logistics and 

procurement, information technology, project management and public 

administration, in addition to responding to the clinical requirements of the 

health practitioners.  

 

Not all management positions within the organisation require the same skill set 

because many of them are specialized positions, but the more senior the post 

becomes, the greater the knowledge base should be in order to provide the most 

guidance. 

 

A strongly held belief within the South African public health system, and one 

legislated through the Hospital Ordinance Act of 1958, is that the hospital CEO 

must be medically trained (NDoH 1958). The implication is that in running a 

hospital the priority is to understand the clinical requirements.  

 

26_10_15a: ja, hey, no, basically what they wanted is that hospitals should be run by doctors, 

people who knows, because there were some hospitals which were run by teachers… so the idea of the 

minister was that hospitals should be run by people who knows clinical services because here it’s about 

the patient. You can’t have a teacher to come and, and decide on a patient you know 

 

When asked which skills are required in order to be a good manager, many 

respondents answered “experience” - specifically experience working in a 
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hospital. There seemed to be consensus amongst all participants that the 

hospital functions in a very specific way and that you needed to have worked in 

that environment in order to gain knowledge of it. While technical qualifications 

are beneficial, the common sentiment was nothing contributes to the ability to 

make appropriate decisions as much as on-the-job experience does. 

 

14_10_15b: I’d have to say, I wouldn’t say skills, let’s say more like experience is the key, 

experience is the key to make a decision 

 

The importance of on-the-job experience is visible in the assignment of tasks. 

There are staff members of equal rank who meet the same job requirements but 

command a different respect within the organisation. The researcher observed 

that staff who have more years of experience in the hospital environment, and 

specifically in the hospital they are currently working in – even if their roles have 

changed over time – seem to be more likely to be entrusted with more 

challenging tasks by their seniors or with assistance in problem solving by the 

rest of the team.  

 

Interestingly, there was explicit acknowledgement by only one respondent of the 

difference between the requirements of purely administrative posts and 

management ones which require greater problem-solving and decision-making. 

 

10_11_15: it depends on where, where you’re working. If, if you’re a normal clerk I can say we 

can still train you, develop you. But like management, I think you need to have experience… So you 

cannot appoint a ASD and he or she doesn’t have the experience of, especially in, in a hospital, you 

need to have hospital experience, it’s very, very important 

 

These kinds of management competencies can be formally assessed and made a 

requirement of the post. However there is a range of additional skills that cannot 

be as easily quantified that contribute to successful organisational management. 
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b) Leadership Skills 

 

The skills required to run an organisation are not limited to technical skills. It is 

also important to have a range of leadership skills that allow for the navigation of 

complex inter-personal dynamics. These include the ability to identify a strategic 

vision for the organisation, to communicate it to others and to motivate and align 

the organisation towards achieving the intended goal (Gilson and Daire 2011).  

 

The necessary skills primarily relate to people management, which is one of the 

most important skills to have in a leadership role. Particularly in a hospital 

setting, that is so human resource dependent, it is important to know how best to 

get work done through people (Mannion, Davies et al. 2005, Bagraim, 

Cunningham et al. 2007). It would be almost impossible to acknowledge, and 

name, all of the leadership skills that may be relevant, but two of these that were 

identified through the interview process are communication and attitude. 

 

i. Communication 

 

In both hospitals, there were formal meetings to discuss operations at a number 

of levels. However at Hospital One, these meetings were conducted more 

regularly. The meetings held weekly included a departmental meeting with all 

team leaders and deputy directors (directors would sit in when available to do 

so) from one department; and a senior management team meeting with all 

directors from all hospital departments. In Hospital Two, departmental meetings 

in HR were held on an ad hoc basis with their need being determined by the HR 

director, but supply chain departmental and senior management meetings were 

held weekly to communicate problems and changes to the procedures.  

 

Without having formal communication platforms that are transparent and 

inclusive, there is a lot more scope for confusion and conflicting messaging. Even 

in Hospital Two, which appeared to have better communication channels, one 

respondent clearly articulated challenges in communication across lines of 

reporting.  
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12_10_15a: the, the other thing that, that is hitting us most, you find that the deputy director will 

say this and the director says the opposite and so you end up not knowing who to listen to and it, it 

affects our service delivery… the processes sometimes do fail because of misinterpretation 

 

The challenge is that many of the communication channels available are uni-

directional – particularly those between the provincial Head Office and the 

hospitals. The GDOH communicates changes to procedure or practice via 

memoranda.. These get sent to the head of a department – such as the HR 

director – who then distributes it internally. However, the memoranda are not 

always detailed enough, and are often not written in the context of existing or 

complementary practices.  

 

Practitioners in the hospital thus often seem to be left to contextualize these 

instructions themselves – figuring out where they fit in with their existing 

protocols, and how best to operationalise and allocate the tasks amongst the 

team members. 

 

Internally, the norms for communication are also not very consultative and, 

according to lower level staff, instructions are rarely accompanied by an 

explanation for why the decision was taken or what the consequences of that 

decision are. 

 

13_10_15b: oh, and another thing is communication with the management, they don’t like to 

communicate with us before things can, can happen, they always communicate with us after things are 

happening…They always come up with the immediate decisions, they decide today, today, from now 

on we must start with this.  

 

One example of where practitioners do get to give input is a practice instituted in 

Hospital One whereby the entire senior management team conducted weekly 

walkabouts of the hospital with different departments being visited every week.  

 

10_11_15: well I don’t know if other hospitals is doing this but remember every Monday 

morning, top management will do their walk about; they will go through the whole of, the whole 

hospital. They will check each floor, or doctor will pick one, say for instance level 10 this morning and 
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say okay, we’re going to check and then they will walk through the hospital. I don’t, according to me, 

none of the other hospitals is doing that 

 

During these walkabouts, practitioners in the department, who otherwise do not 

have direct access to regular management meetings, can share their experiences 

or concerns and have them addressed immediately. For example, a nursing sister 

may have the opportunity to raise an issue regarding overtime, or with faulty 

equipment in a ward, with the relevant senior managers responsible for HR or 

maintenance in person. The responsible manager is then accountable for 

responding to the issue. The process also allows for inter-departmental learning 

and understanding as other managers are exposed to the demands of different 

aspects of hospital operations. 

 

ii. Attitude 

 

Beyond being able to communicate clearly and promote consultative decision-

making, managers are also responsible for the attitude with which they approach 

their work and, in turn, the example they set for those with whom they work. 

Organisational culture is the aggregation of the collective norms and values that 

define the interactions between participants. The attitude and principles with 

which managers carry out their duties plays a significant role in defining what 

the organisational norm should be. This in turn influences the motivation other 

staff members have to execute their duties and their commitment to effective 

practice (Mannion, Davies et al. 2005). 

 

In Hospital One, observation suggested that the CEO is responsible for instilling 

the attitude towards work and the organisational culture. The CEO sets an 

example to the staff in the approach to operations and seems to convey a sense 

of trust in their capabilities in how tasks are allocated. This finding was 

corroborated by almost every respondent in Hospital One commenting on the 

competence of the CEO. 
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30_10_15: And you said something very profound; it’s happening at A, it’s happening because 

of the CEO. For him to be seen to be doing a thing is because everybody else does it as if it’s him that 

does it, but the thing is he also has to be comfortable that everybody has the requisite attitudes, skills to 

do it 

 

This is laudable, but it is not clear whether this approach is sufficiently 

embedded within the organisational culture and practice to be able to survive a 

change in leadership. In other words, the attitude of the staff may have more to 

do with an individual leader than with the system implemented. 

 

10_11_15: I’m serious, because he [the CEO] is, he’s on the ball, he knows what he’s 

doing…everybody’s having respect for him, you can see it in the passage and he’s greeting everybody, 

it’s unbelievable. You’re feeling safe where, in his office, it’s quite nice. Everybody that’s working 

with doctor in top management, they, they know how doctor’s style is working so no, they know 

 

In Hospital Two, the same strength in leadership was not evident and there was 

not as strong a sense of team cohesion around a singular vision for the 

organisation.  

 

27_06_16b: I think we, we lack that management, leaders, people who would lead that team, coz 

the team is, the team is there but it needs people who would, who would lead you understand 

 

Despite the difference in leadership attitude between the hospitals, what was 

observed to be similar is that the demands of the job for almost all staff in both 

hospitals and in both departments entail high stress and risk of fatigue because 

they feel overworked.  Not having an outlet for these emotions means that there 

is a chance of staff being apathetic as a coping mechanism.  

  

The importance of having management capacities within an organisation cannot 

be overstated. It is vital to be able to make decisions that are informed not just by 

technical competence, but also by the knowledge and awareness of how best to 

use the resources available to yield the most effective results under the 

prevailing conditions and by a commitment to provide the best service possible. 

The greater the capacity is for sound and effective management, the greater the 
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range of choice and scope for decision-making can be. Therefore, there is also a 

greater opportunity to increase the available decision space. 

 

30_10_15: remember you need to back up your skill with your attitude and you need to back up 

your knowledge with your skill and with your attitude, then you need to back all three of them with 

your heart, you must love what you do. 

 

Chapter Summary 

 

- The Bossert & Mitchell (2011) framework was applied to assess of the 

determinants of decision space in two central hospitals 

- The need for a distinction was identified between the extent of authority 

and the de facto decision space 

- Despite being responsible for service delivery outcomes, hospital 

managers have very limited authority to make decisions 

- Accountability mechanisms influence decision space by limiting the kinds 

of decisions that can be made, enforcing compliance with standardized 

practice, and coordinating and controlling resource use through 

centralised decision-making 

- Organisational capacities influence decision space through the availability 

of human and financial resource inputs into hospital functioning. 

However, it is unclear whether increasing the availability of these 

resources would increase decision space were it not for the enabling 

managerial competencies required to make the best use of these 

resources 
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Chapter Seven: How Decision Space 
Functions 

 

7.1 Introduction 

 

The previous chapter described decision space as being defined by the extent of 

authority granted to hospital managers, the application of accountability 

mechanisms and organisational capacities. These components contribute to 

creating boundaries for who is responsible, what should be done and what can be 

done in terms of hospital functioning. However, in addition to being able to 

describe the scope of decision space, it is imperative to understand how it 

functions and can be operationalised. In other words, authority, accountability 

mechanisms and organisational capacity define the range of choice available to 

managers, but it is necessary to understand the way in which that range of choice 

can be applied.  

 

The findings reported in this chapter reflect the use of a complex adaptive 

systems approach, which was used to explore the relationships that exist 

between authority, accountability and organisational capacity – the components 

that determine the available decision space – contribute to understanding how 

decision space functions within an organisation.  

 

In other words, authority, accountability mechanisms and organizational 

capacity define the range of choice available to hospital managers, but it is also 

necessary to understand the relationships that exist between these components 

and how these relationships influence the application of a range of choice. 

 

As identified in Chapter Two, complex adaptive systems involve interconnected 

components that are dynamic in their interaction. This means that system 

components are influenced by a number of forces, which allow them to alter and 

be altered by one another in such a way as to allow the system as a whole to have 
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emergent outcomes that are different from the contribution of any one part. The 

complex adaptive systems approach allows for identification of the system 

components and for the assessment of how these components are 

operationalized in relation to one another and in terms of the system’s objective. 

 

Within the hospital context, authority, accountability mechanisms and 

organizational capacities were identified as being important determinants of 

decision space. However, based on complex adaptive system theory, components 

of a system will also have interdependent relationships that exist between them 

and influence the functioning of the system as a whole.  

 

The findings reported in this chapter reflect the use of a complex adaptive 

systems approach, which was used to explore the relationships that exist 

between authority, accountability and organizational capacity – the components 

that determine the available decision space – and contribute to understanding 

how decision space functions within an organization. Interdependent 

relationships were found to exist between the three system components and 

these relationships were found to influence emergent outcomes such as the 

allocation of roles and responsibilities and the responsiveness and relevance of 

decisions. 

 

7.2 The Relationship Between Authority and 

Accountability 

 

The results show that the definition and allocation of roles and responsibilities 

are very important in dictating not just who is responsible, but also what they 

actually do.  In both hospitals, staff strictly adhered to their assigned roles within 

a very rigid hierarchy. There was a very clear understanding of what their 

function was, and the tasks required to fulfil that function. However, data 

collected through in-depth interviews suggests that the rigidity in the allocation 

of responsibility may inhibit proactive problem solving and may stifle an 
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outcomes-oriented approach to organisational priorities. Evidence of this is 

discussed in Section 7.2.1 

 

Authority for decision-making appears to be fragmented between GDOH and the 

hospital, creating confusion about who is ultimately accountable for hospital 

functioning. Having the locus of authority and decision-making centralised 

means that the hospital is thus not officially held accountable for the outcomes of 

service delivery. 

 

7.2.1 Unclear Definition of Responsibilities 

 

At a system-level, one challenge of the current centralised system is that the 

system of allocating authority for decision-making has not been rationalized 

between facilities, provincial and even national departments. Hospital CEOs have 

the same professional job ranking as provincial heads of departments and 

hospital departmental heads have the same professional ranking as provincial 

deputy director generals yet their delegations are not the same.  

 

Lower down in the organisational hierarchy, clerks within the hospital perform a 

similar administrative function as clerks based at the GDoH – making sure that 

all technical requirements have been fulfilled – but the latter have higher job 

rankings because of their positioning at the Head Office. The consequence of this 

is that there appears to be confusion about how the lines of authority are 

organised.  

 

Firstly, despite the hospital CEOs being ranked equally to a provincial Deputy 

Director General (DDG), their financial delegations, or authority to make 

decisions, are not equal. They need the approval of the provincial Head Office to 

make decisions about activities such as high-level procurement or the creation of 

posts.   

 

Secondly, the process chain for day-to-day administration requires HR and 

supply chain staff to report to their counterparts at the provincial head office to 
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check compliance with procedural rules even though there are internal staff with 

equal or higher job ranking and authority according to their assigned delegations 

capable of making the decision. Many of the lower level managers and almost all 

of the senior level managers expressed a degree of confusion and animosity 

about who actually has responsibility for organisational decisions and processes 

and on what basis. One senior manager described this relationship as follows, 

 

24_06_16: So you find that someone who’s a level 6 or an 8, I’m talking about now the 

practitioners at head office, can look at your case and feel that now mmm hmm, I’m not going to create 

this purchase order and say go back, do 1, 2, 3. Or just for fun you know, they sometimes enquire petty 

things that if that is you know, to be taken by someone who’s at the ground, who’s next to the patient, 

will be able to make a better judgement. So, and the, the, the discussion there was that what, how, how 

better can a, a, a someone at a level 11 or 10, DD kind of, or a director level, be able to make a better 

decision for me, being a director also at a hospital level, where lies the difference you see. And I think 

there’s no difference really, if someone, a director level sitting at head office can take decision to create 

an order or not to create a purchase order that maybe the same judgement can be taken by the director 

sitting at hospital level.  

 

The hospital is the service delivery point and thus this is where the need is most 

clearly understood and also where the consequences of any decisions made are 

realised. In terms of how these outcomes are reported, and seemingly how blame 

is assigned for any errors incurred, the hospital is held accountable for the 

service they provide. The job ranking assigned to hospital-level managers – 

particularly the CEOs who are ranked on par with provincial director generals – 

formally gives them a high level of responsibility for hospital functioning. 

 

Yet, in practice, the locus of ultimate decision-making is centralised at a 

provincial level and exists outside of the hospital, limiting the decision space for 

hospital managers. While hospital managers are theoretically responsible for 

hospital functioning, they do not have absolute authority to make decisions.   

 

27_06_16b: there is that confusion to say who is authorised to, or delegated to, to, to make which 

decisions  
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With limited authority, and the assumption that decisions will be taken 

elsewhere, the approach towards work assumes a task rather than outcomes 

orientation and staff are no longer responsible for making responsive and 

innovative decisions that promote the best possible outcome but become 

accountable for their compliance with regulations and procedural guidelines 

instead.  

 

28_06_16c: in government whatever that we do is guided by policies you, you can’t deviate from 

policies there’s no way there, because without policies in place how will one account, how will one 

utilise the budget without the policies 

 

As a result of the limited decision-making that takes place within the hospital 

and the unclear allocation of authority between province and the facility, there 

appears to be limited responsibility assumed for service delivery outcomes. In 

some cases rigid job descriptions, delegations and procedural rules, which 

reduce decision space, prevent staff from taking initiative in decision-making, 

from performing additional tasks and from contributing to alleviating the 

workload faced by their colleagues.  

 

14_10_15a: our photocopying machine I think it’s, hasn’t been working for the past, my goodness 

if, I think for the past month if I, if my memory serves me well and, what I actually did was that the 

minute it stopped working I just phoned the, the sales provider to say look, it’s a challenge, we cannot 

work without a photocopy machine. But then I found out that it was a specific role for somebody so it 

came out that I, maybe it, it was an offence maybe to say that I can’t just do everything but it, to me it 

was a simple thing, the machine was not working, just report it, that people come, whoever needs to 

sign for it, sign for it. So now, ever since, okay so then they said that we shouldn’t bother with the 

machine because it’s somebody else’s duty. But now the machine is still not working and my feet are 

itching 

 

Limited authority means limited responsibility because you can always pass the 

decision on to someone else, and with it the responsibility for the outcome of 

that decision. 

 

11_11_15a: I think because they, they actually don’t take decisions anymore, they are also too 

afraid to take any decisions 
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Overall, in the function of decision space in relation to authority and 

accountability, there is a misalignment between what hospital managers are 

authorised to do, and what they are accountable for. This results in confusion 

about who is ultimately responsible for the outcomes of decisions made, which 

undermines accountability.  

 

The limited authority hospital managers have to enact decisions, means that 

formally they are dependent on the GDoH to approve certain operations. Central 

decision-making is characterised by challenges such as significant delays or 

inappropriate resource allocations, yet the hospital is still accountable for the 

outcomes of its operations and it has to continue to function to the best of its 

abilities to carry out the activities for which it is responsible. To mitigate the 

challenges faced by their limited authority, evidence suggests that hospital 

managers may engage in practices that have not been formally authorised. This 

suggests that the allocation of authority may not have taken into consideration 

the full range of decisions that need to be made by the hospital management in 

order to ensure it its responsibilities are met.  

 

7.3 The Relationship Between Authority and 

Organisational Capacity 

 

The key issue with regard to the influence of authority on organisational capacity 

relates to who is best equipped to make decisions regarding the best use of the 

available resources. This is an outcome of being able to make decisions at the 

time the decision needs to be made, but is also based on the appropriateness of 

the decision, its relevance.  

 

Based on the evidence collected, it is suggested that the limited authority 

afforded to hospital management, and the associated delays in having to wait for 

decisions to be made, have at least four potential consequences for the 

determination of decision space. The first is that it takes a long time for decisions 
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to be made or authorised (see Section 7.3.1), the second is that the distance 

between centralised decision makers and the service delivery sites means that 

central authorities do not always have access to the information needed to make 

relevant decisions (see Section 7.3.2), and thirdly as a result of being dependent 

on centralised decision-making, the hospital is impeded in its ability to plan 

effectively (see Section 7.3.3). Lastly, despite limited authority the hospital still 

has responsibility for service delivery so in cases where formal restrictions on 

decision-making impede the necessary action, hospital managers are resorting to 

unauthorised decision-making (see Section 7.3.4). 

 

7.3.1 Influence on Responsive Decision-Making 

 

One of the key capacities of service-oriented, frontline organisations should be to 

be able to act timeously in response to changing circumstances and events. 

Within the hospital environment this may extend to, for example, assessing the 

need and usage of equipment, infrastructure maintenance or recruitment of staff. 

 

In the current chain of decision-making, many of the final approvals are 

conducted by the GDOH. This is intended as a means of making the organisation 

more accountable to a higher authority and curtailing the misuse of resources, 

but the policy has the unintended consequence of creating undue delays in 

finalising decisions.  

 

06_07_16: their oversight is, is, it’s very close, they, look they are, if, if you consider the current 

structure of, of, of our hospitals, of our facilities and also if you consider the reporting lines, then 

maybe even the releasing lines because we as a hospital cannot generate a PO [Purchase Order], they 

can only release it and sometimes if they observe anything untoward or if they suspect any transaction 

they would ask a stop the, the transaction and unfortunately it impacts sometimes negatively on the 

operations of the hospital whilst we still investigating or refreshing the processes so that we can live up 

to their expectations 

 

In both hospitals and in both departments, interviewees cited the challenges of 

having to wait for administrative approvals from provincial head office before 

they could take action.  
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11_11_15a: it’s stupid things like that. If, if we have to take this thing back now, it’s going to 

delay for 2 weeks or 3 weeks, then there’s no stock, then you’re in trouble 

 

Hospital activities are often times urgent either because of the nature of the 

service, or because services cannot be suspended. If decisions cannot be taken 

immediately, by the time decisions are taken, the need may have changed and 

the decision outcome is no longer relevant.  

 

30_10_15: when you take decisions, but how long it takes to make the decision. If I ask you 

today about my need today, with my current conditions prevailing and you give me your approval 6 

months down the line the picture has changed in between… if the front line is not capacitated to make 

decisions, your consumers are not getting the services they need on time, you know 

 

There were limited explanations offered for why these delays came about, but 

the recurring sentiment was that those at GDOH do not understand the work 

being conducted within the hospital, the importance of patient care, and the need 

for urgency. In having limited authority to make the decisions about operations 

themselves, managers are forced to wait for the response from GDOH.  

 

20_06_16a: But if they’ve never worked in the hospitals they’re not going to understand the 

emergency of the whole process.  

 

7.3.2 Influence on Relevant Decision-Making 

 

There are two implicit requirements for achieving relevance. The first is that you 

have access to information about what is needed, and the second is that you 

know how to act on the information you receive. It is important that the 

decisions made are based on a reliable understanding of the requirements of the 

situation – what needs to be done, and how.  

 

In addition to the delays created by having the locus of decision-making external 

to the hospital, the other challenge that emerged strongly in both case study sites 

is that those who have greater authority for decision-making – staff based at 
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provincial head office – are not always perceived as being as knowledgeable or 

experienced in terms of frontline service needs and operations as hospital-based 

managers.  

 

27_06_16b: sometimes the decisions are made a, a little bit far from the situation. The situation 

sometimes happen on the ground, you’ll find that top management are not aware of the actual, actual 

situation on the ground 

 

In other words, having the locus of decision-making external to the organisation 

has an influence on the kinds of decisions made, and the relevance of those for 

addressing the situation.  

 

One of the most evident examples of inappropriate centralised decision-making 

is in the award and management of procurement contracts – a function carried 

out by the provincial department of health in an effort to rationalize the 

procurement of goods and services utilized by all facilities to make the process 

simpler and to negotiate reductions in price based on economies of scale. There 

are problems with the process as it is being conducted at present.  

 

The first is that senior supply chain managers in both hospitals reported that 

contracts are being awarded for goods and services that are not the most 

suitable or a priority for their facilities. For example, the product or service 

specifications used to source tenders may not be sufficiently specific, may not 

include the preferences of the users in the hospital or may not take into 

consideration the existing systems or equipment used. The GDOH is awarding 

contracts without consideration of the needs or the consequences for the 

hospital.  

 

25_11_15b: You will get that, even if this tender is, is fine and they get the tender, there’s no 

funding that has been allocated for this service in the hospital.  So there’s an allocation done but 

the financial implication is not taken into consideration at the hospital level.  So you, it’s the same 

with the security tender – it was allocated and awarded but there was no communication to 

institutions to say can you afford this kind of tender, it was only dumped upon us and say – 
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accommodate it.  And this actually happens quite frequently where you actually find the tender 

or whatever that has been allocated but you don’t know about it 

 

The second is that service providers are accountable to the provincial 

Department of Health, as the holders of the contract, not to the hospital. So, even 

though they are the recipients of the service, the hospital is not routinely 

consulted regarding the quality of the service they are receiving so that the 

contract performance can be managed appropriately. 

 

17_11_15: I think if we can also have inputs in terms of the head office awarding the contracts it 

will help a lot because at the end of the day the service providers that, that are rendering a service to us, 

we, we are actually engaging with them on a daily basis. So we could be able to tell if the supplier is 

performing or is not performing as per the terms and general conditions of the contract. So if we can 

have input I think it can help 

 

Central authorities are not located at the service delivery point – the hospital – 

thus they have imperfect access to information regarding what is required for 

hospital functionality. This, according to senior managers in both hospitals, 

compromises their ability to make relevant decisions for the local conditions. 

 

10_11_15: well I don’t think they actually know what’s going on in a hospital, let’s be honest; I 

don’t think they really know what’s going on.  

 

As a result of limited authority, the hospital management appears to have limited 

incentive to make the most effective use of resources. For example, in terms of 

the use of financial resources, facility budgets are rationalised and balanced at a 

provincial level across all hospitals, so the hospital does not have a fixed budget 

against which expenditure can be monitored. 

 

30_10_15: what will make it better if we are created as national hospitals now is that the monies 

that will be, will be apportioned right, will be in a similar way like a province, if you are overspending 

you are overspending on your own and you must account for that on your own.  

 

What is articulated above and echoed in the quotation below as well as by other 

senior managers involved in expenditure reporting, is that without being made 
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responsible for their consumption of resources, the hospital is not significantly 

incentivised to make the most effective and efficient use of the financial 

resources available to them.  

 

27_06_16b: because you’ll be working, looking at your budget to say how did you spend your 

budget, nobody’s making, it’s like, it’s like in your household, if somebody’s making grocery for you, 

making decision what you should eat and all of that, you know it, it will work best for you, but if you 

are given the budget to say you’ve got 500 for this month, go and make your own grocery with this 

500, I think you would try and stay within the stipulated budget 

 

In terms of human resource management, the challenge is similar. As a result of 

having almost no control over staffing norms in the hospital, there seems to be 

limited understanding in both hospitals of what is actually required from the 

existing staff complement and how best to utilize those resources. This, as 

reflected in the quotation below, can potentially reduce the responsibility 

assumed for the management and optimisation of the effectiveness of human 

resources. 

 

26_10_15a: okay I’m saying, we’ve got enough personnel, supervisors in fact you see, we’ve got 

enough supervisors. Some, I think maybe we are to be blamed ourself as well because we are not 

managing performance you see, I think they do have skills, I think everybody that we’ve appointed has 

got the skills that we need, some we have trained and in house, some we are even learning from them, 

you know, they’ve been doing HR for a long time, they know what is expected. The problem is, they 

are not gainfully utilising, there’s a lot of spare time in between when things are not properly done, 

that’s a, that’s a, I mean that’s my view. 

 

If hospital managers were given greater authority to make decisions about the 

best use of resources for the context they operate in, they would be afforded the 

opportunity to make more effective use of resources, which could potentially 

lead to more efficient use of resources. 

 

30_10_15: In some cases you don’t need more money you just need powers to decide how to 

utilise it 

The degree to which managers are authorized, and capacitated, to make 

decisions regarding the resources available to them influences the use and 
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allocation of those resources, which in turn influences organisational 

functioning.  

 

7.3.3 Influence on the Ability to Plan 

 

The other consequence that was evident in both hospitals is that having limited 

authority over decision-making makes it challenging to effectively plan for 

operations and anticipate what the availability of resources will be.  

 

14_10_15c: So they decided on certain posts for different departments, as from medical down till 

you know, to the cleaners and all those. So we compiled the spreadsheet of the different departments 

and what posts they’ve got and what are they, their needs. And we sign, and it was signed by the CEO 

and the finance people and then they’ve send it to, to our head office and the, and you know where it 

must go and that was signed. And when it, when it went back to the department who must create the 

posts, they didn’t want to create the posts. So now we sit, the people already appointed, the people in 

this posts and we haven’t got any posts 

 

Several senior managers reported cases, such as the one described in the 

quotation below, in which decisions made by the GDOH appear to be made on an 

ad hoc basis, with limited consultation or explanation for the decision taken. If 

hospital management cannot anticipate the outcome of decisions, there is no way 

to plan for internal functioning.  

 

25_11_15b: You will get that, even if this tender is, is fine and they get the tender, there’s no 

funding that has been allocated for this service in the hospital. So there’s a allocation done but the 

financial implication is not taken into consideration at the hospital level. So you, it’s the same with the 

security tender – it was allocated and awarded but there was no communication to institutions to say 

can you afford this kind of tender, it was only dumped upon us and say – accommodate it. And this 

actually happens quite frequently where you actually find the tender or whatever that has been 

allocated but you don’t know about it 

 

Attitudes towards these constraints varied from frustration to apathy about the 

conditions under which operations are conducted. Most staff seemed to have 

accepted that there was no way to change the constraints under which they 

operate, or to influence the decisions made by the provincial authorities. 



 175 

 

7.3.4 Use of Unauthorised Decision-Making 

 

Currently within the hospitals studied, to counter the challenges faced by 

centralised decision-making - such as delays or inappropriate allocation of 

resources - managers in the hospital resort to unauthorized coping mechanisms 

in order to continue to provide the services for which they are accountable. 

 

Irrespective of what the formal regulation is regarding authority, service 

delivery has to take place and by constraining the agents capable of making the 

most appropriate, responsive and relevant decisions, there is a risk that the 

quality of service may be compromised.  

 

Despite the official, formal authorities being relatively constrained in respect of 

the decisions hospital managers are allowed to make, service delivery has to 

happen and resources have to be deployed. Service delivery cannot be deferred 

while the management team takes time to resolve problems, and this means that 

there is often insufficient time for medium- or long-term planning - instead, 

quick decisions may have to be made to manage crisis situations. 

 

As mentioned previously, the staff structure is pre-determined and GDOH is 

responsible for authorizing which posts are made available according to the 

available budget. For example, the staff structure may allow for five porter posts 

to be created in the surgical department and each of these posts has a fixed cost. 

GDOH may then authorize that only three of these posts may be filled with new 

hires. However, in Hospital One, management, through a process of consultation 

with departmental heads, may decide that they need two clerks more and that, 

even though province has not authorized the hiring of two clerks, these two 

posts equal the cost of the three approved porter posts so those are the hires 

they take.  

 

The HR management team should adhere to the post-filling plan approved by the 

GDOH. However, this plan does not always represent the needs of the hospital 
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and when there is a misalignment between the official process and what is 

required to meet the service delivery objectives, the HR department is hospital 

one was observed to create flexibility for themselves. This was done by 

transferring funding for approved posts that are vacant to posts that may not 

have formal approval but need filling.  

 

Human resource managers in Hospital One confirmed this practice and reported 

that although not officially allowed according to the formal authorities granted, 

at some point the administrative record is balanced and the staff present in the 

hospital matches the postings that have been authorised. They made it clear that 

at all times, the available hospital budget is respected and the PFMA 

requirements are adhered to, but acknowledged that the process is made flexible 

by their implementation of these regulations. However, what was observed is 

that the result of working outside of official process is that the administrative 

burden is placed on the HR practitioners to keep track of what is actually 

happening as opposed to what should be happening.  

 

14_10_15c: you see the thing is ne, on the post filling plan there is certain amount, posts given to 

the, say to administration and there were a vacant post but they were not on the system but on paper it 

was this posts are vacant ne. So they’ve, they wanted to fill their posts, only those then on the post 

filling plan that shows vacant but it’s not on the system and they couldn’t even … so then they’ve 

decided they’re going to fill the posts, I mean … it was told, [unclear 17 27], they told them, fill your 

posts because they believed the posts are going to be created. So ah … now they’ve filled their posts 

but some of them filled more than they should but the posts were still not on the system and the people, 

they must get paid, so we had to put them in any post 

 

In Hospital One, as reported above, the senior management team adopted 

unauthorised decision-making almost in order to compensate for the significant 

constraints posed by having limited official authority. There was a clear idea of 

the human resources required and protocol rules were bent, not broken, in order 

to satisfy the need. Informal practices could be created with regard to human 

resources, because the delegations and protocols are not as strictly defined as 

with the direct use of financial resources.  
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This same use of unauthorised decision-making, with regard to the creation and 

filling of posts, was not observed to be present in, Hospital Two, which seemed to 

conform more strictly to the authorised human resources management 

protocols. However, to a lesser extent than pertained in Hospital One, their 

practices also reflected compromises in adhering to the formal protocols.  

 

For example, supply chain managers in Hospital Two reported that it is possible 

to avoid the lengthy authorisations process involved in procurement that 

exceeds the authorised financial delegations of the hospital by reducing the cost 

per order. Instead of ordering the full quantity required in one transaction, the 

order can be split into smaller quantities, at a cost per order that falls within the 

delegations. 

 

06_07_16: if you are a CEO you’ve got a delegation of R2 million…because sometimes a way of 

going around it is to split the case and splitting the case it’s, it’s, it’s strictly prohibited, it’s against the 

policies, by splitting the case it’s like I need a furniture, as you see the furniture in my office but (you 

put in) 2 orders or 3 orders, just to realise this and under normal circumstances you would only put in 1 

order, that’s splitting a case. So that is how our processes are sacrificed or compromised you know by, 

by a limitation on the delegation 

 

What the evidence from both hospitals suggests is that limited authority, in the 

presence of pressure to deliver services, may force managers to operate outside 

of their official authorisations. In Hospital One, restricted authority to make 

decisions regarding the staff complement is prohibiting hospital managers from 

prioritising the posts most needed even though they are within the allocated 

budget. In Hospital Two, the accountability mechanisms in place monitor 

procedure and transaction cost for individual purchases but there is still a 

loophole which could be exploited and lead to significant overspending if the 

overall organisational budget is not considered and its needs not appropriately 

prioritised.  
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7.4 The Relationship Between Organisational Capacity 

and Accountability 

 

As in any other health system, the responsibility of hospitals to provide quality 

health services for all is challenged by limited resources and an extensive health 

burden.  

 

25_11_15b: then according to the PFMA, everybody must function within an allocated 

budget.  But on the other hand you’ve got a, a health side that must render a health service to the 

population….So you, you cannot turn a patient away, so the demand is always there and if the 

demand is higher than the budget … what do you do with the patient 

 

In both hospitals, the demand for services and the need for additional resources 

seemed to exceed the resources available to capacitate effective functioning. 

However, in spite of this managers in both hospitals were aware that service 

provision needs to continue and managers and practitioners are compelled to do 

what is necessary to carry out their duties.  

 

06_07_16: unfortunately we don’t have, not that we don’t have a platform to complain about 

lack of capacity but you know it is not viewed as an excuse not to deliver or as a reason not to deliver, 

let me use “reason” not to deliver 

 

However, there are some ways in which resource scarcity was observed to  

compromise the organisation’s accountability for how activities should be 

carried out or the effectiveness with which the existing resources are employed.   

 

The shortage of staff in the hospitals studied seems to be compromising the 

bureaucratic accountability mechanism that prevents an abuse of power – 

particularly in Hospital Two. Unlike the situation in Hospital One, in Hospital 

Two, there is no team leader for contracts so one person undertakes the 

operations related to demand and contract management. This undermines the 

segregation of duties that is supposed to happen, but there is no alternative, 

given the available resources. 
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If accountability cannot be maintained, then having increased decision space, or 

the power to make decisions over further areas of work, is a potential risk – one 

recognised by senior managers in both hospitals. 

 

24_06_16: I think first we need to sort out the issue of capacity before we, we, we even think of 

having the functions brought back because for instance as B is here we, our staff capacity is really not 

allowing us to work well to apply the segregation of duties as a, as a treasury kind of requirement. 

 

In addition to the staff shortage, there is also a challenge being posed in both 

hospitals by the structure of staff and the limited internal decision-making 

delegations. This has created a dependence on individual role players to satisfy 

the work flow within the department because if senior managers are absent, 

there is no way to authorise decisions. 

 

14_10_15a: One of the things that I’ve picked up is that we … the structure is not really balanced, 

we’ve got our level 5s and we’ve got level 7s and we’ve got level 8. To me, it, it’s very unbalanced… 

But should I go on maternity leave, let’s say should I go on maternity leave, they have 2 policies there 

that somebody should, somebody who should be acting for me, should not be 2 levels underneath me, 

but in the office I’ve got level 5s only, so who’s going to be doing my job? 

 

The staff shortage also appears to impact on the hospitals’ ability to fulfil both 

operational and management functions because the management staff currently 

have to assist with executing some of the activities in their departments. This is 

acknowledged to limit their capacity to provide oversight and monitor 

performance. 

 

06_07_16: once the one function stops, the whole hospital stops, and comes to a standstill or to a 

halt. So ja, I mean given more muscle I’m sure that I could manage it such that I, I’m in a position to 

play a referee 

  

It seems as if human resource shortages in the more operational posts, combined 

with the limited authority lower level managers appear to have, means that 

operational problem solving is escalated to senior managers and that these 

activities dominate their time. This means that they do not have the time to focus 
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on the higher-level management decisions, such as performance management. 

Thus, the availability of human resources influences managers’ ability to satisfy 

their assigned roles and the responsibilities for which they are accountable.  

 

Lastly, for hospital managers to be held accountable, there needs to be reliable 

information regarding their resource needs, and how best to meet these. Without 

being capacitated appropriately, or at least without having an understanding of 

the extent to which they are under capacitated and what influence that has on 

their operations, managers cannot be held effectively accountable for the 

outcomes of their decisions.  

 

30_10_15: first and foremost understand what I do, understand how much it costs, give me 

corresponding costs, hold me accountable for spending 

 

Chapter Summary 

 

- A complex adaptive systems approach was employed to examine the 

relationships between authority, accountability and organisational 

capacity 

- The relationship between authority and accountability influences the 

allocation and distribution of responsibility within the system by 

identifying who is responsible for what 

- The relationship between authority and organisational capacity 

determines the locus of decision-making and thus the potential 

responsiveness and relevance of the decisions taken 

- Despite having limited authority, hospital managers utilized unauthorized 

decision-making practice when faced with impediments to meeting their 

service delivery responsibilities 

- Organisational capacities influence the degree to which hospital managers 

are able to fulfil the responsibilities for which they are accountable – 

whether this means complying with accountability mechanisms, carrying 

out operational functions or making decisions based on local needs  
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Chapter Eight: A Discussion 

 

8.1 Introduction 

 

Twenty years ago, as part of an assessment of hospital autonomy in Indonesia, 

Bossert et al (1997) introduced the term “decision space” in reference to the 

decision-making power exercised by managers. This conceptualisation was 

broadly based on Chawla & Berman’s (1996) framework, which assessed the 

degree of autonomy granted to hospitals according to the different functional 

areas of hospital operations – administration, finance or resource inputs. The 

decision space approach developed this further by disaggregating the 

assessment to the decision-making areas over which managers could have 

control (Chawla and Berman 1996, Bossert, Kosen et al. 1997). The decision 

space approach was designed to be used to describe the range of choice available 

to hospital managers over different functional areas and, in so doing, to assess 

the influence of decentralisation on hospital performance (Bossert, Kosen et al. 

1997). 

 

Later, the functional decision space approach was expanded to include 

consideration of both the legislated distribution of decision-making power and 

the accountability mechanisms and organisational capacities that define the 

scope available to hospital managers for decision-making (Bossert and Mitchell 

2011). As a result of this development, an important distinction needs to be 

made between de jure and de facto decision space. The former refers to the 

formal decision-making authority granted to decentralised organisations 

through legislation, while the latter describes their actual decision-making 

ability (Bossert and Mitchell 2011). 

 

The decision space approach has been applied in several settings and the utility 

of the framework of assessment has been acknowledged (Marchal, Denerville et 

al. 2005, Frumence, Nyamhanga et al. 2012, Kawonga, Fonn et al. 2013, 
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Mohammed, North et al. 2015, Faguet 2016). However, there has been little 

exploration into the framework itself, whether the identified determinants of 

decision space are accurate and how these components relate to one another 

(Lipsky 2010, Bossert and Mitchell 2011).  

 

Bossert (2016) asserts that the decision space approach can be used to assess 

different decentralisation configurations – whether involving the form of 

decentralisation or the degree of decentralisation across various functions – in 

terms of its influence on service delivery. Based on this study’s application of a 

decision space approach to a South African central hospital context, it was found 

that the utility of the framework as an assessment tool can only be realised to the 

extent to which the framework design, and hence our understanding of decision 

space, takes account of the realities of decentralisation implementation and 

system design.  

 

At present, the South African health system is undergoing significant reform as a 

result of the planned implementation of a National Health Insurance (NHI). One 

component of this reform is the proposal that central hospitals should be made 

semi-autonomous and be granted greater decision-making authority, or decision 

space, in order to promote more efficient, responsive and accountable service 

delivery (NDoH 2017). The consideration of decentralisation and the potential 

change in the authority granted to central hospital managers is thus highly 

relevant to the current policy environment and provided the motivation and 

opportunity to explore decision space within this thesis.  

 

In applying the Bossert & Mitchell (2011) framework to a South African central 

hospital setting, what emerged from the findings of the enquiry, as per the 

objectives of the study, was a revised framework that, although based on Bossert 

& Mitchell’s (2011) framework, provides a more detailed assessment of the 

determinants of decision space and the implications of the design of decision 

space within the central hospital setting. This in turn contributes to an improved 

understanding of the manner in which the design of decision space can influence 

hospital functioning.  
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The findings of the study will be discussed in relation to the stated research 

objectives, the key outcomes of which include: 

6. A revised decision space framework  

7. An outline of the findings that support the exploration of the determinants 

and the function of decision space within central hospitals  

8. An explanation for how decision space relates to hospital functioning 

9. The policy implications of the decision space framework for the management 

of central hospitals in South Africa 

 

An exploration of decision space would not have been possible without 

developing a primary understanding of central hospital functioning, both in 

terms of the legislative context within which they operate and the actual 

decision-making processes. This foundation was necessary in order to be able to 

apply the Bossert & Mitchell (2011) framework, to differentiate between de jure 

and de facto decision space and to be able to generate empirical evidence for the 

development of the revised framework, which follows.     

 

8.2 A Revised Decision Space Framework 

 

Based on the findings of this study, the revised decision space framework 

presented here (see Figure 8.1) builds on the foundation offered by Bossert & 

Mitchell (2011) and acknowledges the components of an organisation or system 

that are relevant for determining decision space functionality.   

 

Bossert & Mitchell’s (2011) framework intended to examine how decision space, 

accountability and organisational capacities – what they term the dimensions of 

decentralisation – combine to influence the extent to which decentralisation 

impacts on service delivery (Bossert and Mitchell 2011). This study focussed 

specifically on decision space, and thus the dimensions of decision space, in 

order to more clearly articulate the role that decision space assumes within 

decentralised systems or, more generally, systems requiring an understanding of 

decision-making capacity.  
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Exploring a better understanding of decision space and interpreting the 

dimensions of decision space therefore required a revision of the Bossert & 

Mitchell (2011) framework. This was because a framework that included 

decision space as a contributing input could not be used to generate an 

understanding of decision space as an output of interdependent factors. Decision 

space needed to be differentiated from the other two components that 

contribute to its construct and to be made central to the framework.  

 

Figure 8.1: A Revised Decision Space Framework 

 

 

The revised framework presented in this study is unique from the original 

Bossert framework because it focuses explicitly on the determination of decision 

space as an emergent outcome of the interaction between organizational 

components rather than as an input into organizational functioning. 

 

The revised framework has two levels of analysis, with the first being a 

description of the system components – authority, accountability and 
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organisational capacity – that determine the extent of the available decision 

space (the inner arrows on Figure 8.1). The second level of analysis offers an 

understanding of how these components, which construct the decision space, 

interact to influence organisational functioning (the outer arrows on Figure 8.1). 

 

Probably the most significant revision to the original Bossert & Mitchell (2011) 

framework is the inclusion of authority as a distinct determinant of decision 

space. In developing an understanding of the formal responsibilities of the 

hospital management team, it was identified that there needed to be a way for 

the conceptual framework to firstly, remove dependence on decision space as an 

input component, as discussed above, and secondly, to more effectively 

distinguish between de jure decision space and de facto decision space – the 

latter being a better representation of what hospital managers’ range of choice 

actually is. 

 

The term “authority” is not significantly different from the concept of “de jure” 

decision space used in other applications of the framework however its inclusion 

does allow for a more explicit differentiation between “de jure” and “de facto” 

decision space. The change in language allows for differentiation between 

organizational inputs and the emergent outcome of decision space, which in this 

framework refers to “de facto” decision space. Thus the framework was revised 

to explicitly include the extent of authority, representing de jure decision space, 

as a component contributing to the definition of de facto decision space. 

 

In previous studies that applied the Bossert (1998) approach of mapping the 

range of decision space available, consideration was given to the extent of 

authority local managers were granted as a result of decentralisation reforms 

(Bossert and Beauvais 2002, Bossert, Chitah et al. 2003, Marchal, Denerville et al. 

2005, Mitchell and Bossert 2010, Bossert and Mitchell 2011, Frumence, 

Nyamhanga et al. 2012, Kawonga, Fonn et al. 2013, London 2013, Kwamie, van 

Dijk et al. 2014, Bossert, Mitchell et al. 2015, Kwamie, Agyepong et al. 2015, 

Mohammed, North et al. 2015, Seshadri, Parab et al. 2015, Bossert 2016).  
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All of these studies use authority as a proxy for de jure decision space and a 

distinction is often made between de jure and de facto decision space, with the 

latter referring to the actual exercise of decision space (Marchal, Denerville et al. 

2005, Kwamie, van Dijk et al. 2014, Kwamie, Agyepong et al. 2015, Mohammed, 

North et al. 2015, Seshadri, Parab et al. 2015). Thus there is a precedent within 

the literature for making a distinction between authority and de facto decision 

space.  

 

However, in these applications of decision space the terms authority and 

decision space are used interchangeably to refer to the same phenomenon 

(Bossert 1998, Bossert, Chitah et al. 2003, Bossert and Mitchell 2011). This 

study’s findings suggest that it is important to make a clear distinction between 

the two, not just for the development of a more specific framework but also in 

order to develop a more nuanced determination of decision space as an 

emergent outcome of system components and to contribute to an understanding 

of decision space that more accurately reflects reality. In acknowledging the 

specific influence of the allocation of authority, the framework is then able to 

incorporate specific identification of who has decision space and also of how 

these delegations of authority interact with accountability and organisational 

capacity.  

 

Further assessment of the data did not yield any new additional components to 

be considered in the delineation of decision space. However, it did confirm the 

importance of accountability mechanisms and organisational capacities in 

determining the range of choice available to hospital managers and allowed for 

improved understanding of the manner through which this takes place. 

 

In terms of accountability, the Bossert & Mitchell (2001) study, upon which the 

original framework was based, placed greater emphasis on the influence of 

consideration for community, or external, accountability on decision space. This 

study considers both bureaucratic and community accountability mechanisms. 

Further, the revised framework makes a distinction between being accountable 

for decisions and the mechanisms which are intended to encourage this outcome. 
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In this study a distinction was made between accountability and accountability 

mechanisms. Accountability describes the act of being accountable while 

accountability mechanisms refer to a variety of tools that are used to encourage 

this answerability (Brinkerhoff 2004, Bovens 2005, Cleary, Molyneux et al. 

2013). In Bossert & Mitchell’s (2011) framework, they reference accountability 

as being the contributing factor to both improving service delivery and 

influencing decision space. Yet, while effectively holding decision-makers 

accountable may improve organisational outcomes, in practice it is not 

accountability itself which influences decision space but rather the 

accountability mechanisms that curb the scope of decision-making.  

 

In the revised framework, which incorporates interdependent relationship 

dynamics, accountability mechanisms exert influence on the available decision 

space, the exercise of authority and the use of resources, but it is accountability 

itself that is influenced by the extent of authority and by the existence of 

organisational capacities. According to Hill & Hupe (2007), to be accountable has 

a normative connotation that can be distinguished from being held to account, 

which is empirical. Making this distinction is a subtle one but it is important for 

the application of the framework to different settings to encourage the utmost 

clarity in how to identify, and distinguish between, the input components – the 

accountability mechanisms – and the outcomes – the identification of who is held 

accountable and for what.  

 

These changes to the understanding of what determines the extent of decision 

space allowed for assessment of how the framework inputs interact and what the 

relationships are that hold between them. The benefit of assessing the system as 

a whole is that it offers a more practical lens for addressing challenges in 

complex settings (de Savigny and Adam 2009, Barasa, Molyneux et al. 2017). 

Being more specific about the framework components allows for enhanced 

opportunity for applying the framework successfully to different settings.  

 

Aligned with the limitations identified by Bossert & Mitchell (2011) in the 

development of the original framework, this revision has not taken into account 
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an exhaustive list of factors that may have bearing on decision space. This study 

offered the opportunity to assess the understanding of decision space in a 

different setting, a process through which a revised framework emerged, and it is 

assumed that further applications and explorations will yield new and varied 

insights which may serve to expand upon what has been presented in this study. 

 

The benefit of the framework is that it allows heath system managers and policy 

makers to make assessments using a systems-oriented approach that considers 

various functional areas of an organisation. The approach permits consideration 

of misalignments between what is intended and the realities of implementation. 

Where reforms are proposed to the distribution of authority across the health 

system, or to the delegations of authority within an organisation, the framework 

can identify some of the important complementary policy considerations 

required for consistent reform implementation – namely in terms of promoting 

accountability and ensuring organisational capacity. Even in cases where 

reforms are not planned, the framework allows for consideration of where the 

system may be experiencing inconsistencies and operational challenges.  

 

Effective implementation of any policy requires detailed knowledge of how the 

system and its components work and consideration of the intent being served 

(Blas 2004, Brodkin 2008). In providing an understanding of the range of choice 

available to managers in decentralised systems, the revised decision space 

framework offers the opportunity to assess not just what is intended, but also 

what is actually possible through identification of both the form and the function 

of decision space.  

 

 

8.3 Exploring Decision Space 

 

An understanding of decision space is comprised of several facets. At its most 

basic, it is a concept that describes a range of choice or the exercise of decision-

making power. It can also be used as an assessment tool because in 

acknowledging the existence of decision space, attempts can be made to 
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“measure” it through the use of an analytical framework whereby several 

organisational and system components contribute to the determination of its 

extent (Bossert 1998). Yet, decision space derives its greatest utility as an 

approach, as a means of considering the way in which the design of the system 

influences the exercise of decision-making power and thus, organisational 

functioning.        

 

What this study is evidence of is that whether being used as a descriptive 

concept, as part of a framework or as an approach, decision space is best 

understood as an emergent outcome of the components that exist to influence 

decision-making within an organisation or system – authority, accountability and 

organisational capacity.  

 

In the sections that follow, the components that have been found to determine 

the extent of decision space will be discussed, as well as how the interaction 

between these components influences the range of choice available and the 

function of decision space within an organisation. 

 

8.3.1 The Determinants of Decision Space 

 

In assessing what the range of choice is for decision makers, authority, 

accountability and organisational capacity contribute to determining the extent 

of decision space available. Although these components can assume many forms, 

they are generic and contribute to the functioning of many, if not all, 

organisations or systems. This means that theoretically, in identifying the nature 

of these components, some degree of decision space can be found in any setting 

that requires choice or decision-making – even where that decision space is not 

apparent. 

 

Based on the findings of the study, the sections that follow consider how each 

component influences and contributes to determining the extent of the available 

decision space. 
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a) Authority 
 

The foundation of being able to exercise decision-making power, of having the 

“space” to make decisions, is having the authority to make decisions. The formal 

allocation of authority represents the de jure decision space (Bossert 1998).  

 

What the evidence from this study shows is that with limited decision-making 

authority, hospital managers’ ability to make and act upon their decisions is 

automatically constrained. Similarly, studies conducted in a range of settings 

from Indonesia and Fiji to Tanzania and Kenya and related to financing, human 

resource and clinical programme management, provide evidence that without 

the decentralisation of authority, local managers have little control over the 

decisions made (Munga, Songstad et al. 2009, Heywood and Choi 2010, 

Maharani, Femina et al. 2015, Waweru, Goodman et al. 2016).  

 

In one of the limited number of studies of central hospital management in South 

Africa, Von Holdt et al (2010) found that managers had very little authority to 

make decisions over the management of their hospitals and that centralised 

decision-making negatively affected managers’ abilities to assume operational 

control (von Holdt, Smith et al. 2010). Without having the authority to make 

decisions, the potential to exercise that authority is non-existent. So, limited 

delegations of authority represent both limited de jure and limited de facto 

decision space. 

 

Yet, in this study of two central hospitals it was found that in areas where 

hospital managers did have some formal authority, their de facto decision space 

could still be constrained by other system components. For example, hospital 

CEOs have authority to confirm staff appointments but they cannot complete the 

function because they do not have the authority to load the new appointments 

onto the administrative system.  

 

Conflicts or a lack of coordination in the allocation of authority across different 

functional areas negatively affects exercise of decision-making power. However, 
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other studies have also shown that the exercise of authority can also be 

undermined by lack of resources, management capabilities or community 

engagement (Marchal, Dedzo et al. 2010, Seshadri, Parab et al. 2015, Kwamie, 

van Dijk et al. 2016, Roman, Cleary et al. 2017).  

 

The evidence from the two hospitals observed indicate that having formal 

decision-making authority is a requirement of decision-making within the 

hospital context but does not necessarily lead to the actual exercise of decision-

making power. Thus, increased delegations of authority do not automatically 

result in increased de facto decision space. This suggests that, in practice, 

increased formal authorities are a necessary but insufficient condition to 

increase actual decision space. 

 

b) Accountability/Mechanisms 
 

Bovens (2005) views accountability as “a social relationship in which an actor 

feels an obligation to explain and justify his or her conducts to some significant 

other” (Bovens 2005). Accountability mechanisms, which act to promote 

accountability, therefore affect for what and to whom actors are accountable.  

 

Broadly, there are different mechanisms to ensure that two types of 

accountability are maintained.  External accountability mechanisms are designed 

to hold organisations responsible to the community they serve and bureaucratic 

mechanisms maintain accountability between the levels of the health system 

(Cleary, Molyneux et al. 2013). 

 

In the hospitals assessed in this study, bureaucratic accountability mechanisms 

seemed to be the significant tool for maintaining accountability, given that they 

are the ones prioritised through extensive monitoring, annual audits and 

compliance with standardised protocols.  

 

The more stringently bureaucratic accountability mechanisms are enforced and 

the more broadly they are applied to an increasing number of tasks and 
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processes, the less the available decision space. In determining the processes 

that should be followed to carry out hospital functions, the mechanisms used to 

ensure bureaucratic accountability limit the range of choice available to hospital 

managers in their decision-making practices.  

 

Increased bureaucratisation is often the result of a need to prevent 

mismanagement (Blas 2004). The underlying supposition for centralised 

decision-making, which is supported by an analysis of the South African health 

system by Harrison (2009), is that provincial authorities do not trust hospital 

managers to have the necessary capacity and competence to make appropriate 

decisions.  

 

In so far as there are doubts regarding hospital managers’ capacity to make 

appropriate decisions, and therefore fears that decentralisation to this level will 

impact negatively  on  service  provision,  it  is  believed  that  centralised  decision- 

making, and/or the increased utilisation of bureaucratic accountability 

mechanisms, is better for the health system (Gilson 2003, Gilson, Palmer et al. 

2005). The challenge at present is that despite extensive bureaucratic 

accountability mechanisms, corruption in the South African public health sector 

is still significant and is inhibiting the achievement of service delivery objectives 

(Rispel, de Jager et al. 2015). 

 

However, while systems that prioritise bureaucratic accountability may improve 

some features of organisational functioning, they also risk negatively affecting 

those functions for which actors are being held accountable. Hill & Hupe (2007) 

associate the implementation of different forms of accountability mechanisms 

with outcomes that affect organisational values and priorities. Strictly enforcing 

bureaucratic accountability can result in the creation of a compliance culture 

that prioritises tasks rather than outcomes (Hupe and Hill 2007, Hull 2012).  

 

Arguably, the dependence on and prioritisation of bureaucratic accountability 

has crowded out development of stronger and more effective external 

accountability mechanisms that may promote responsiveness to community 
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priorities (Cleary, Molyneux et al. 2013). If external accountability were stronger, 

hospital management could be more accountable for the outcomes of their 

decisions rather than just being accountable for complying with the regulations. 

 

Without further investigation into the potential functioning of the current 

external accountability mechanisms, this study cannot posit a relationship 

between external mechanisms and decision space. However, what can be 

concluded is that implementation and enforcement of bureaucratic mechanisms 

controls the decisions that can be made by managers (Blas 2004, Rausch and 

Rausch 2005, Roman, Cleary et al. 2017). Therefore, to functionally increase the 

de facto decision space available to exercise the full extent of authority granted, 

bureaucratic mechanisms would have to be reformed. 

 

The accountability mechanisms that the system upholds and implements most 

effectively determines what hospital managers are accountable for and to whom.  

This influences which decisions are considered most important and, in so doing, 

influences the choices that are made and regulates the available decision space 

(Brinkerhoff 2003, Brinkerhoff 2004, Waldman, Reed et al. 2017). 

 

c) Organisational Capacity 
 

Capacities are required in order to enable organisations to function (Horton, 

Alexaki et al. 2003, Aragon 2010). In terms of decision space, financial and 

human resource capacities contribute to the construction of choice insofar as 

choices need to be made about the use and deployment of these resources.  

Similarly, management capacities are redundant if there are no input resources.  

 

For example, in their study of high commitment management practices Marchal 

& Kegels (2009) explicitly state that one of the conditions for successful human 

resource management is the presence of an adequate number of trained staff. In 

contrast to this, Men et al (2005) aimed to identify system factors vital to the 

success of health management performance, and while discussing the planning, 

allocation, performance management and responsiveness of management, no 
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mention was made of the need for resources to manage. The point may seem 

obvious but the identification of what the available system and organisational 

requirements are should be the foundation of any assessment of their 

management. 

 

In this regard, the findings of this study suggest that there is interdependence 

between the availability of financial and human resource inputs and their 

management, and a need to distinguish between the influences of these 

capacities on decision space.  

 

Overall, greater financial and human resource inputs increase the range of 

possible decisions that could be taken regarding their use. However, using the 

evidence from this study, it was not possible to make a clear argument that the 

availability of increased input resources would unequivocally increase the 

decision space available. This relationship presents an opportunity for further 

enquiry. 

  

While there is significant evidence of the importance of human and financial 

resource capacities for organisational functioning, there is little evidence to show 

that the availability of these capacities alone is a sufficient condition to influence 

decision space (Roman, Cleary et al. 2017). The relationship between these 

capacities and decision space is dependent on the presence of management 

capacities to enable it.    

 

Hellriegel et al (1998) describe organisations as icebergs. Only one tenth of an 

iceberg is visible above the water, yet what sinks the ship is the nine tenths that 

cannot be seen. Thus, in understanding how organisations work, it is as 

important, if not more so, to focus on the less visible components of 

organisational capacity (Hellriegel, Slocum et al. 1998). 

 

The importance of management capacity to the functioning of organisations has 

repeatedly been identified in studies related to the functioning of hospitals in 

South Africa. There have been several efforts to address the challenges faced by 
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these facilities including sharing evidence of best practice, assessments of CEO 

competencies, the development of a specific hospital management policy, the 

national core standards for health facilities, the establishment of an Office of 

Health Standards Compliance and an Academy for Leadership and Management 

in Health Care and most recently, the NHI’s plan to strengthen management 

capacity (NDoH 2011, Doherty 2013, NDoH 2013, Strachan 2013, NDoH 2017)  

 

Broadly, the plans to address management capacity in South African central 

hospitals have focussed on changes to the regulatory environment and the 

development of technical competencies. Managers need to have technical 

competencies but there is also a need to move away from management being an 

administrative function that emphasises efficient implementation of 

predetermined tasks, towards management that is complemented by leaders 

that guide and coordinate organisations in a dynamic manner (Gilson and Daire 

2011, Mayosi, Lawn et al. 2012).  

 

The definition of relevant and effective leadership competencies is, as Le Deist & 

Winterton (2005) suggest, a “fuzzy concept”. Generally, the required 

competencies for a manager include, but are not limited to, occupational 

knowledge, operational and functional skills, and behavioural and attitudinal 

sensitivities (Le Deist and Winterton 2005).  

 

The importance of leadership is that it incorporates acknowledgement of the 

value of the organisation and the people within it, as opposed to just the 

management of its output (Blaauw, Gilson et al. 2003, Marchal and Kegels 2008). 

Gilson & Daire (2011:70) state that, “leadership involves the creation of a vision 

and strategic direction for the organisation, communication of that vision to the 

people and customers of the organisation, and inspiring, motivating and aligning 

people and the organisation to achieve this vision”.  

 

As a result of the interdependence between management and resource 

capacities, it is challenging to determine to what extent management capacities 

can alter the range of decisions that can be made. However, management 
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capacities are required in order to optimally utilise resources and obtain the 

greatest benefit from having the authority to make decisions about resource use. 

Without having the management capacity to make decisions, increased authority 

cannot be exercised (Frumence, Nyamhanga et al. 2012, Maharani, Femina et al. 

2015, Bonenberger, Aikins et al. 2016). Thus, for de facto decision space to be 

realised, management capacity is essential and thus increasing authority should 

be granted as increased managerial capacity is developed.  

 

d) Context 
 

While this study did not explicitly set out to explore all of the dimensions of 

context in detail, observations were made regarding the legislative context in 

which hospitals operate – particularly the potential changes resulting from the 

implementation of a National Health Insurance – as well as of the in-hospital 

context of the human resource and supply chain departments.  

 

The vertical interactions between the central authorities – both national and 

provincial – were assessed but one limitation of the study is that the horizontal 

interactions that exist between the hospitals and other organisations operating 

locally were not considered. Examples of this may include the role of trade 

unions or university medical schools, the political agenda and media pressure in 

influencing the available decision space.  

 

Based on the literature reviewed, it can be assumed that context has a significant 

influence on the available decision space (Khaleghian 2004, Exworthy, Frosini et 

al. 2010, Roman, Cleary et al. 2017). These relationships can assume a myriad 

forms and, as acknowledged in Chapter Three, this makes it challenging to 

unpack them. Time prohibited consideration of the influence of the broader 

socio-political context on decision space but it is noted as a field for further 

research and as a very important component of policy implementation (Kwamie, 

van Dijk et al. 2014, Peckham 2016). 
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8.3.2 The Function of Decision Space 

 

In order to understand decision space beyond its definition and determination, it 

is important to acknowledge why consideration of decision space matters within 

an organisation. 

  

Authority, accountability and organisational capacities all contribute to defining 

how little or how much decision space there is (see the inner arrows on Figure 

8.1). However, as per the complex adaptive systems approach, there are also 

relationships that hold between these components (see the outer arrows of 

Figure 8.1) and the nature of these interactions influences how decision space is 

constructed and operationalised within an organisation (Holland 1992, Holden 

2005, Peters 2014, Barasa, Molyneux et al. 2017). In other words, authority, 

accountability and organisational capacities – which can be referred to as the 

dimensions of decision space – determine not just the extent of decision space 

but also its function. 

 

The findings of this study suggest that the interactions between authority, 

accountability and organisational capacities – and thus, the construct of decision 

space – influence the allocation of roles and responsibilities within the system, 

the responsiveness of decision making and the use of resources (see the outside 

arrows of Figure 8.1). The available decision space therefore functions to 

coordinate, with varying degrees of success, the interactions between authority, 

accountability and organisational capacity in terms of the objectives of 

organisational functioning.  

 

a) Definition of Roles and Responsibilities 
 

This study showed that the granting of authority determines the formal 

delegation of responsibility to hospital managers while accountability 

mechanisms help to ensure that the responsibility is met. The two system 

components are therefore inextricably linked in defining who is responsible for 

what and to whom.  According to Savage & Moore (2004), “responsibility and 
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authority are important terms, not only in the way they overlap with the concept 

of or exist as preconditions for accountability; they are also relevant for 

understanding lines of accountability”.  

 

A change to the distribution of authority and the redistribution of decision-

making power across the system requires an accompanying reform to the system 

of rules and regulations that promote accountability, thereby defining the roles 

and responsibilities of the actors involved (Brinkerhoff 2004, Eeckloo, Delesie et 

al. 2007).  

 

According to principal-agent theory, accountability mechanisms are used to hold 

‘agents’ accountable to the standards set by the ‘principal’ and in alignment with 

the authority allocated (Gailmard 2014). In decentralised systems, where there 

are changes to the authorities granted to local managers, there needs to be a 

complementary change to the accountability mechanisms that are utilised to 

ensure that decision-makers and practitioners are held responsible for enacting 

their newly allocated responsibilities according to set norms and standards 

(Mitchell and Bossert 2010). However, for this to be done effectively the 

responsibilities of all actors need to be clearly defined and mandated (Waldman, 

Reed et al. 2017). 

 

Accountability mechanisms contribute to identifying what should be done and, in 

their interaction with the authority that defines who can make decisions, 

determine the allocation of roles and responsibilities. Clearly defining the roles 

of different actors, who has authority and responsibility over what and who 

reports to whom is vital to the effective functioning of the system (Bossert 1998, 

Waweru, Goodman et al. 2016, De Geyndt 2017). 

 

According to Harber and Ball (2003), an individual or organization cannot be 

held accountable for decisions over which they have no control. If local level 

managers have limited authority, as was the case with hospital management 

observed in this study, they have limited responsibility and this has led to 
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confusion about what the lines of authority are, who should make decisions and 

who is ultimately accountable for the outcomes of service delivery.  

 

For example, in Tanzania, a change in the distribution of authority was not 

matched by a coordinated reform in the chains of accountability. This led to what 

Mubyazi et al (2004) term a “leakage of authority” whereby there was limited 

clarity regarding who had the power to make decisions, and ultimately 

suboptimal realisation of the objectives of decentralisation (Mubyazi, Kamugisha 

et al. 2004).  

 

In South Africa, misalignment in the allocation of authority and accountability in 

relation to central hospital management has been identified previously by von 

Holdt et al (2010:6): “The fragmentation and dispersal of management authority 

and accountability means not only that managers and staff avoid accountability, 

but also that it is extremely difficult to hold them accountable”. In order for 

accountability tools to be effective, there needs to be a clear understanding of 

what local managers’ roles are and alignment between who the system has 

allocated authority to and the mechanisms through which they are held to 

account (Minvielle 2006, Yakam and Gruenais 2009, Regmi, Naidoo et al. 2010, 

Kawonga, Fonn et al. 2013).  

 

Lack of accountability has a direct impact on hospital performance. Without 

having sufficient delegations of authority, hospital managers cannot effectively 

be held responsible for the performance outcomes of their facilities because 

delays in, for example, procurement and staff appointments are controlled in 

spaces beyond their domain (MonitorCompany, International et al. 1996, 

Harrison 2009, von Holdt, Smith et al. 2010). If management responsibilities are 

devolved to the hospital level there is greater opportunity to hold managers 

accountable for the outcomes of the service delivery decisions taken at facility 

level (Harrison 2009, Fonn, Ray et al. 2011) 

 

The relationship between authority and accountability needs to be coordinated 

in order to clearly define the roles and responsibilities of not just local level 
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managers, but all actors in the system. The revised decision space framework 

offers an opportunity to consider the relationships between authority, 

accountability and accountability mechanisms, thereby adding more nuance to 

the understanding of decision space. This allows for a more intentional 

construction of decision space that can assist in generating the necessary clarity 

regarding roles and responsibilities and who is accountable for what and to 

whom.  

 

b) Responsive and Relevant Decision Making 
 

The allocation of authority defines who should be responsible for which 

functions and to what extent and in so doing determines the locus of decision-

making within the health system. Decentralising decision-making over 

organisational management and operations influences the extent to which local 

level managers are able to employ their discretion (Bossert and Mitchell 2011, 

Hendricks, Buch et al. 2015). According to Carrington (2005), “discretion can be 

considered a component in the decision-making process that determines an 

individual’s action or non-action”. This is not merely choosing a course of action 

but rather having the authority and capacity to make the choice (Wangrow, 

Schepker et al. 2015). 

 

The findings from this study show that decentralising authority in order to make 

decision-making more efficient and more responsive, in terms of the speed with 

which decisions can be taken and the relevance of those decisions to local 

conditions, is only feasible to the extent to which decision-makers are 

capacitated to take decisions. Several studies have shown that the 

implementation of decentralisation reforms was ineffective because the increase 

in decision-making authority was not matched by appropriate capacities 

(Hanson, Atuyambe et al. 2002, Blas 2004, Munga, Songstad et al. 2009, Heywood 

and Choi 2010).  

 

The implicit assumption in decentralisation reform is that whoever has the 

authority to make decisions, is also capacitated to do so, through the resources at 
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their disposal, their managerial capacities and their access to information. 

However, the empirical evidence reviewed in Chapter Three supports the finding 

of this study that this is not always the case and that this disjuncture can 

contribute to the failure of decentralisation policies (Roman, Cleary et al. 2017). 

 

Decentralising decision-making authority also affords greater opportunity to 

develop managerial capacities. London (2013) found that increased decision 

space enhanced managers’ interest in learning-by-doing and in developing the 

skills to implement successful reforms. The inverse of this relationship is that 

limited authority stifles the development of management capacities. The 

capacities of managers – particularly their financial and performance 

management abilities – in both hospitals assessed in this study were found to be 

relatively underdeveloped because, as a result of not having decision-making 

authority, they did not have experience in performing these functions.  

  

The corollary of needing to be capacitated to act on authority is having the 

authority to utilise organisational capacities to their best advantage. The extent 

to which authority is centralised or decentralised affects the proximity of 

decision-makers to the service delivery point, which influences the information 

they have access to in order to make decisions about the use and allocation of 

resources.  

 

Central authorities are, in theory, better placed to make decisions that take into 

account the needs and operations of the whole system thereby responding to the 

ideological objective of treating everyone equally according to a standardized 

policy that takes into account the limitations of the service and the resource 

constraints (Hendricks, Buch et al. 2015). The argument for increased central 

control is founded on the desire to align service delivery with a common strategy 

and objective that is hypothesised to be best identified by centralised authorities 

who have system-wide perspective and knowledge (Carrington 2005, Hjörne, 

Juhila et al. 2010).  
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In the South African public health system, there remains an inequitable 

distribution between public and private sectors, urban and rural regions, and, as 

mentioned in Chapter 6 (see section 6.4.1d), between facilities given the reliance 

on historical resource allocations (Chopra, Lawn et al. 2009, Mayosi, Lawn et al. 

2012). In this context the importance of having a central authority able to 

address these imbalances is heightened.  

 

However, in increasing control, and reducing decision space, responsiveness is 

limited because all decisions have to be routed through a central authority, 

making decision-making more bureaucratic and time consuming – an outcome 

perfectly illustrate in the findings of this study (see Chapter 7 section 7.3.1). The 

other concern is that centralised decision-making minimises the relevance of the 

decisions made because it reduces the capacity of front-line workers to make 

decisions based on their unique understanding of the needs related to service 

provision (Brodkin 2012). An example of this from the cases observed in this 

study included the award of procurement contracts for goods that are not suited 

to the hospitals needs. 

 

Lipsky (2010) claims that the requirements of service provision, which are 

complex and unpredictable, can only be fully satisfied by the local level managers 

and practitioners that encounter it. They are the ones who have access to the 

immediate information needed to make relevant and responsive decisions on a 

case-by-case basis. Given the complexity and the urgency of the tasks required 

within a hospital, there also needs to be allowance for responsiveness to the 

needs of the situation. Thus the work cannot be defined by strict rules and 

procedures applied homogenously (Hjorn et al, 2010; Carrington, 2005). 

 

However, faced with limitations on their authority that are considered 

impractical, local level managers may take informal shortcuts in order to realise 

their responsibilities. In this study, unauthorised decision-making practices were 

resorted to as a coping mechanism when the formal authority granted to hospital 

managers prevented them from fulfilling the organisation’s service delivery 

mandate. Examples included circumventing restrictions on the authorisation of 
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new staffing posts within the staff establishment plan and creating flexibility in 

the limited financial delegations for procurement.  

 

The international literature also shows evidence of managers utilising 

unauthorised methods to counter challenges, such as mitigating irregular 

funding flows by circumventing protocol and relying on personal relationships 

or saving money for later use (Marchal, Denerville et al. 2005, Lipsky 2010, 

Kwamie, van Dijk et al. 2014). Cases in which local level managers are utilising 

unauthorised decision-making in order to fulfil their service delivery objectives, 

thereby unofficially expanding their de facto decision space, may be an indication 

that their authorities, and their de jure decision space, needs to be reconsidered. 

However, being able to utilise unofficial decision-making in pursuit of meeting 

operational objectives presupposes the existence of the management capacities 

needed to identify both the challenge and its solution. 

 

In the relationship between authority and organisational capacity, decision space 

functions to determine the extent to which decision-makers can make responsive 

decisions that are relevant to local needs. This is based on their proximity to 

information and their capacity to use the information to make relevant decisions. 

In other words, the extent to which the actor best placed to be responsive is 

granted authority affects the extent to which resources can be effectively 

employed to facilitate organisational objectives.   

 

The challenge in terms of reform implementation is in identifying which 

component should be addressed first because decentralisation of authority 

would be needed in order to identify the existence of the requisite organisational 

capacities. But granting local level managers greater authority without being 

able to assess the extent of their capacity risks undermining the objective of the 

reform – to improve organisational functioning.  
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c) Resources Use 
 

The final relationship for consideration within the framework is that which holds 

between organisational capacity and accountability. Their interaction is not 

directly influenced by the extent of authority and thus will hold irrespective of 

whether decisions are centralised or decentralised. The issue is not related to 

who has authority, rather it is related to whether the decisions related to the 

organisation’s resources and capacities can be made and acted upon in 

accordance with the health system’s standards and objectives.  

 

Accountability mechanisms guide the decisions related to the use of resources by 

making the decision-makers answerable for their choices. Yet, if local level 

managers do not have the capacity to carry out their operational and managerial 

functions effectively or to assume responsibility for complying with protocols, 

then this limits the potential for effective accountability (Brinkerhoff, 2004).  

 

For example, central hospitals are supposed to comply with a segregation of 

duties intended to minimise the power any one individual has to misuse their 

authority for personal gain or to prevent unintentional mistakes by 

implementing a system of checks and balances. In one of the hospitals studied, 

there were insufficient staff to implement the segregation of duties as intended 

so one person had dual authority. In the same hospital, post vacancies meant that 

managers were assuming the responsibilities of both operational and managerial 

roles – compromising their ability to do either effectively.  

 

As long as the available capacities do not satisfy what is required to operate 

effectively, then hospital managers cannot be held wholly accountable for the 

outcomes of their decisions because the degree to which outcomes fail to be 

achieved can always be attributed to resource scarcity.  

 

Ultimately the health system, and the decision space afforded to hospitals, should 

be designed so that decision-makers are capacitated to provide the services that 
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are expected of them and are accountable for the best use of resources to achieve 

responsive and effective outcomes.  

 

8.4 Decision Space and Organisational Functioning 
 

Theoretically, the decentralization of decision-making, and increased local level 

authority, should promote more responsive decision-making as well as more 

locally-relevant practice (Munga, Songstad et al. 2009, Exworthy, Frosini et al. 

2010, Mitchell and Bossert 2010). This is in terms of allocating authority to the 

actor best able to make the most appropriate use of financial and human 

resources as well as being able to draw on experiences in delivering frontline 

services (Carrington 2005, Brodkin 2012).  

 

An increase in the authority granted to local level managers automatically 

increases their de jure decision space by expanding the range of decisions that 

can formally be made. It also means that central authorities have ceded some of 

their control over decision-making to local actors who in theory are better 

placed to respond to local service delivery needs. So, the greater the de jure 

decision space available to local level managers, the greater their autonomy and 

the greater the potential for responsive decision-making. 

 

However, the decision space framework suggests that the formal authority, the 

de jure decision space, granted to local level managers needs to be supported by 

mechanisms that effectively and appropriately hold them accountable for their 

decisions and that promote alignment with the broader health system’s 

objectives and functioning. In addition, local level managers also need to be 

capacitated to enact their decisions not just through the availability of human 

and financial resources, but also through managerial skills and knowledge. In 

other words, in order to realise the benefits of decentralised decision-making 

authority for improved organisational functioning, the de jure decision space 

should be supported by the de facto decision space.  
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It is posited that decision space functions within the organisation to determine 

the extent to which the authority granted to actors within the system is matched 

by the capacities available to them and the responsibilities for which they are 

held accountable. If organisational capacities and accountability mechanisms 

exist to support responsive and relevant local level decision-making then there is 

a greater possibility of improved organisational outcomes by decentralising 

authority, but if the requisite capacities and accountability cannot be transferred 

to or developed at the local level, then decentralising will not yield the intended 

outcomes.  

 

Thus, this study suggests that the extent to which there is effective coordination 

between the three defining components of the framework – authority, 

accountability and organisational capacity – influences organisational 

functioning. If these relationships are effectively coordinated then, in line with 

the theorised outcomes of decentralisation, the availability of decision space at 

the local level has the potential to influence the quality of services delivered by 

increasing the efficiency and responsiveness of the decisions taken, and, to 

clarify the roles and responsibilities of local actors thereby facilitating more 

direct accountability to the communities served.  

 

8.5 Policy Implications 

 

Applying the revised framework developed during the course of this study to the 

current central hospital management context enables several observations to be 

made that have relevance for health system policy in South Africa. 

 

The plans currently underway to make central hospitals semi-autonomous 

intend to correct for the constrained decision-making authority of hospital 

managers and the bureaucratic delays and confused lines of accountability that 

stem from centralised decision-making. However, for that policy intent to be 

realised there needs to be greater cohesion between policy intent and policy 

implementation. The decision space framework suggests that the de jure decision 
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space, their formal authority - granted through legislation and policy – should be 

matched by the de facto decision space, the power to make decisions in practice.  

 

Therefore as a starting point, there needs to be consideration of whether 

granting central hospitals greater authority will be complemented firstly, by 

reforms to the mechanisms that promote accountability and secondly, by 

adjustments to the resources and capacities available to them. In order for 

hospital managers to truly have greater authority, there cannot only be changes 

to their delegations. There also, for example, needs to be reform regarding how 

hospitals are allocated their budgets, how their human resource complement is 

decided upon, and how managerial competencies and leadership skills are 

developed and supported.  

 

What is apparent is that existing legislation, such as the National Health Act 

(2003) and the Public Finance Management Act (1999), makes allowance for 

greater autonomy in organisational decision-making than has been granted to 

central hospital managers. In practice, hospital managers’ decision-making 

ability appears to be highly constrained but before embarking on the 

development of new decentralisation regulations, the opportunities in the 

current legislation should be considered because this may already allow for the 

kind of system that is envisaged. 

 

The current system does not hold the decision-makers nor those that implement 

the decisions to account for the outcomes of these processes because it is unclear 

who is responsible. There is a need for an effective governance and 

accountability framework that can better align the roles and responsibilities of 

national, provincial and organisational actors with the outcomes for which they 

are responsible. 

 

If greater autonomy is the objective, then bureaucratic accountability 

mechanisms need to be adjusted to reduce the current level of control and 

involvement in organisational decision-making by the central authority 

responsible for oversight. Ideally, there will also be greater clarity about what 
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the hospitals are being held accountable for, and to whom, in order to hold 

decision-makers answerable for the outcomes of their decisions against 

community satisfaction and clinical, financial and operational best practice 

objectives and key performance indicators.  

 

There also need to be clear directives for who will be monitoring central 

hospitals if they are made more autonomous because there is still a need to 

ensure alignment with system-wide objectives and plans and to prevent misuse 

of resources. If, as stipulated in the NHI policy paper, it is the national 

department of health that will assume responsibility for governing central 

hospitals – counter intuitively centralising governance in order to decentralise 

management authority – it needs to be understood what their role will be in 

terms of oversight, monitoring and in operational decision-making and whether 

they have the capacity to play this role better than the provincial authorities that 

are currently mandated to do so. In addition, there should be development of 

operational and performance indicators that allow for effective and appropriate 

assessment of hospital outcomes in order to promote decision-making that 

contributes to health system improvement. 

 

In theory, granting central hospitals greater authority will allow them to respond 

more efficiently and effectively to the service delivery needs of the communities 

they serve. However the decision space framework shows that they require 

sufficient organisational capacities in order to realise this outcome – particularly 

in respect of management capacities. If these organisational capacities are 

underdeveloped or do not exist, then the plan to grant hospital managers greater 

authority may not yield the intended outcomes. Two options for mitigating this 

risk are firstly, to continue to develop the management and leadership skills of 

current hospital managers through training programmes and secondly, to 

consider service-delivery partnerships whereby industry leaders are able to 

contribute through on-the-job work placements and mentoring. 

 

In order to develop the requisite capacities there needs to be an improved 

understanding of what the staffing norms, service costs and managerial capacity 
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needs are in order for hospital managers to fulfil their responsibilities. At 

present the system lacks sufficient information to enable the best decision-

making. This means that neither central nor decentralised authorities have the 

information required to make the best use of available resources and without 

this information it is challenging to ascertain what the necessary organisational 

capacities should be and whether hospitals currently are sufficiently capacitated 

to assume greater responsibility for decision-making.   

 

Implementation of policies which reorganise the distribution of authority across 

the health system requires consideration of the interdependence between the 

extent of authority, accountability mechanisms and organisational capacity, and 

thus of the available decision space, and how these components can be balanced 

to find an equilibrium that optimises organisational functioning.  

 

8.6 Suggested Areas for Future Research 

 

This study aimed to contribute a better understanding of the definition and 

application of decision space within central hospitals. In order to ensure that the 

study was kept manageable the focus had to be narrowed. The findings are 

specific to identifying decision-making dynamics within the case studies 

assessed. However the findings provide a very useful platform for further study 

and for further developing an understanding of decision space. Suggested areas 

for further investigation include: 

 

- Developing an empirical baseline for the degree of decision space 

available to managers and assessing their perception of their decision 

space across a number of functional areas by applying Bossert’s survey 

approach 

- Assessing the role currently being played by hospital boards in terms of 

enhancing external accountability and influencing hospital management 

decision-making 

- Replicating this study in other central hospitals in other province to 

assess analytical generalizability 
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- Investigating current managerial best practice being implemented in 

hospitals under the current delegations 

- Evaluation of the implications of different accountability mechanisms in 

terms of promoting outcomes-oriented decision-making and the 

feasibility of applying these in a South African public health context. 

 

8.7 Conclusion 

 

This study set out to explore the determinants and function of decision space 

within two central hospitals. Bossert & Mitchell’s (2011) framework was applied 

to a South African context to derive a more nuanced understanding of decision 

space and its relationship to organisational functioning.  

 

The findings of the data analysis led to the development of a revised decision 

space framework that, although founded upon the Bossert & Mitchell (2011) 

conceptualisation, is distinguishable from the latter by its prioritisation of 

decision space as the central component. Additional revisions include the 

distinction made between decision space and authority, and the 

acknowledgement of the difference between accountability and accountability 

mechanisms. These changes allow for a more detailed understanding of how 

decision space is determined and how these components interact to determine 

both the de jure and de facto decision spaces.  

 

The identification of the decision space determinants led to a consideration of 

how these components interact with one another. According to complex adaptive 

theories, the relationships which hold between them have bearing on the system 

as a whole and thus contribute to a preliminary explanation of how decision 

space influences organisational functioning. The relationships between 

authority, accountability mechanisms and organisational capacity, and the 

decision space they construct, coordinate the allocation of roles and 

responsibilities, the responsiveness of decision-making and the use of resources.  
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What the decision space framework suggests is that local level managers may be 

best placed to make timely, locally relevant decisions. In terms of their access to 

information and the speed with which they can process decisions based on local 

needs, it can thus be argued that they should be granted greater decision-making 

authority over hospital management. However, the assumption is that they are 

also capacitated through human resource, financial and managerial capacities to 

make responsive and relevant decisions, and that there is clarity regarding who 

is accountable, for what and to whom. If these conditions are not met, then 

decentralising authority may not lead to improved organisational outcomes.  

 

These findings have relevance for decisions that are currently being made within 

the South African health system regarding the development and implementation 

of central hospital management reforms. It is imperative that these 

considerations are addressed before any conclusions can be drawn about 

whether increasing local level authority and the available decision space will 

yield improvements to organisational functioning. The decision space approach 

has the potential to yield powerful insights into how components of the 

organisational system interact and relate to one another in pursuit of the more 

ambitious goal of health system improvement.  
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Appendices 

 

Appendix 1: Facility Observation Information Sheet 

 

Facility Observation in Progress 

 

To All Staff and Observers 

 

This facility is currently being observed by a PhD student from the Health 

Economics Unit (University of Cape Town). She will be work shadowing certain 

members of staff. 

 

This observation is part of a research project trying to understand the 

experiences of management and health care providers in this hospital. We will be 

observing day-to-day functioning of the facility. 

 

The name of the facility and individuals observed will not be used in the research 

report. Individuals will have full anonymity but the anonymity of the facility 

cannot be guaranteed as certain descriptive features might lead people to make 

assumptions.  

 

Permission to carry out this project has been obtained from the provincial 

Department of Health and management of this facility.  

 

Ethical approval for this study has been obtained from the Faculty of Health 

Sciences Human Research Ethics Committee of the University of Cape Town. 

 

If you have any questions, concerns or complaints you can contact the Principal 

Investigator of the project. 

 

Tamlyn Roman 
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Health Economics Unit 

University of Cape Town 

Cape Town 

Tel No: 021 -406  6752 

Fax No: 021 -448 8152 

Email: tamlynroman@gmail.com 

 

You may also contact the study supervisors: 

Di McIntyre      Susan Cleary 

Health Economics Unit    Health Economics Unit 

University of Cape Town    University of Cape Town 

Cape Town      Cape Town 

Tel No: 021 -406  6752    Tel No: 021 -406  6752 

Fax No: 021 -448 8152    Fax No: 021 -448 8152 

Email: diane.mcintyre@uct.ac.za   Email: susan.cleary@uct.ac.za 

 

Or contact the Faculty of Health Sciences Human Research Ethics Committee of 

the University of Cape Town if you have any complaints or questions about your 

rights in this study (021-406 6338) 

mailto:diane.mcintyre@uct.ac.za


 226 

Appendix 2: Informed Consent Form for Work-Shadow Observation 

 

Name of Principal Investigator: Tamlyn Roman 

Name of Organisation: Health Economics Unit, School of Public Health, University 

of Cape Town  

 

This Informed Consent Form has two parts:  

• Information Sheet (to share information about the study with you)  

• Certificate of Consent (for signatures if you choose to participate)  

 

You will be given a copy of the full Informed Consent Form  

 

Part I: Information Sheet 

 

“My name is Tamlyn Roman. I am a PhD student from the Health Economics Unit 

at the University of Cape Town. I am working on a research project trying to 

understand what effect there will be if managers are given more space to make 

their own decisions about how the hospital functions.  

 

I am going to give you information and invite you to be part of this research. 

Please ask me to stop as we go through the information if you need me to explain 

anything. If you have questions later, feel free to ask me. 

  

This research is taking place in two hospitals. You are being invited to take part 

in this research because I feel that your experience can contribute to our 

understanding and knowledge of what makes a hospital work. 

  

You are free to tell me anything you feel comfortable with and I will never tell 

anyone that you said so – unless it puts someone in danger. I will not judge 

anything that you tell me, because I am here to learn from you.  
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Your participation in this research is entirely voluntary. It is your choice whether 

to participate or not. You may change your mind later and stop participating at 

any time. There will be no other risks to you from taking part. There will be no 

direct benefit to you, but your participation will help the research being done 

here to better understand hospital performance. You will not be given any 

incentives to participate.  

With your permission, I will be following you through a work day and be taking 

notes based on what we discuss and what I observe. Any person’s name heard or 

seen will not be recorded. If at any time you think it is inappropriate for me to be 

privy to conversations or meetings being held, please ask me to leave. I will also 

excuse myself if at any point I think the information being discussed is 

confidential.  

 

Please let me know if there is anything you do not understand.” 
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Part II:  Consent 

 

I agree to participate in this research project. I have read [or it has been read to 

me] the consent form and the information it contains and had the opportunity to 

ask questions about them. I agree to my responses being used for research on 

condition my confidentiality is respected, subject to the following: 

 

- I understand that I will not be in any way identifiable in the research 

- I understand that I am under no obligation to take part in this project 

- I understand I have the right to withdraw from this project at any stage 

- I agree to let you take notes of your observations and our discussions 

 

Participant Name:___________________________ 

Participant Signature:______________________  

Facilitator Name: ___________________________ 

Facilitator Signature:______________________  

Date: __________________________  

 

If you have any questions, concerns or complaints you can contact the Principal 

Investigator of the project. 

 

Tamlyn Roman 

Health Economics Unit 

University of Cape Town 

Cape Town 

Tel No: 021 -406  6752 

Fax No: 021 -448 8152 

Email: tamlynroman@gmail.com 

 

Di McIntyre      Susan Cleary 

Health Economics Unit    Health Economics Unit 

University of Cape Town    University of Cape Town 

Cape Town      Cape Town 
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Tel No: 021 -406  6752    Tel No: 021 -406  6752 

Fax No: 021 -448 8152    Fax No: 021 -448 8152 

Email: diane.mcintyre@uct.ac.za   Email: susan.cleary@uct.ac.za 

 

Or contact the Faculty of Health Sciences Human Research Ethics Committee of 

the University of Cape Town if you have any complaints or questions about your 

rights in this study (021-406 6338)

mailto:diane.mcintyre@uct.ac.za
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Appendix 3: Informed Consent Form for In-Depth Interviews 

 

Name of Principal Investigator: Tamlyn Roman 

Name of Organisation: Health Economics Unit, School of Public Health, University 

of Cape Town  

 

This Informed Consent Form has two parts:  

• Information Sheet (to share information about the study with you)  

• Certificate of Consent (for signatures if you choose to participate)  

 

You will be given a copy of the full Informed Consent Form  

 

Part I: Information Sheet 

 

“My name is Tamlyn Roman. I am a PhD student from the Health Economics Unit 

at the University of Cape Town. I am working on a research project trying to 

understand what effect there will be if managers are given more space to make 

their own decisions about how the hospital functions.  

 

I am going to give you information and invite you to be part of this research. 

Please ask me to stop as we go through the information if you need me to explain 

anything. If you have questions later, feel free to ask me. 

  

This research is taking place in two hospitals. You are being invited to take part 

in this research because I feel that your experience can contribute to our 

understanding and knowledge of what makes a hospital work. 

  

The interview will be totally confidential. You are free to tell me anything you 

feel comfortable with and I will never tell anyone that you said so – unless it puts 

someone in danger. I will not judge anything that you tell me, because I am here 

to learn from you.  
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Your participation in this research is entirely voluntary. It is your choice whether 

to participate or not. You may change your mind later and stop participating at 

any time. There will be no other risks to you from taking part in these interviews. 

There will be no direct benefit to you, but your participation will help the 

research being done here to better understand hospital performance. You will not 

be given any incentives to participate.  

With your permission, I will be taking notes during our discussion but I would 

also like to record/tape the interview in case I miss anything in my notes. 

Because I am recording the session, I will ask that you please do not use people’s 

names when you talk. 

 

Please let me know if there is anything you do not understand.” 
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Part II:  Consent 

 

I agree to participate in this research project. I have read [or it has been read to 

me] the consent form and the information it contains and had the opportunity to 

ask questions about them. I agree to my responses being used for research on 

condition my confidentiality is respected, subject to the following: 

 

- I understand that I will not be in any way identifiable in the research 

- I understand that I am under no obligation to take part in this project 

- I understand I have the right to withdraw from this project at any stage 

- I agree to let you: take notes during the interview/Record the interview  

 

Participant Name:___________________________ 

Participant Signature:______________________  

Facilitator Name: ___________________________ 

Facilitator Signature:______________________  

Date: __________________________  

 

If you have any questions, concerns or complaints you can contact the Principal 

Investigator of the project. 

 

Tamlyn Roman 

Health Economics Unit 

University of Cape Town 

Cape Town 

Tel No: 021 -406  6752 

Fax No: 021 -448 8152 

Email: tamlynroman@gmail.com 

 

Di McIntyre      Susan Cleary 

Health Economics Unit    Health Economics Unit 

University of Cape Town    University of Cape Town 

Cape Town      Cape Town 
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Tel No: 021 -406  6752    Tel No: 021 -406  6752 

Fax No: 021 -448 8152    Fax No: 021 -448 8152 

Email: diane.mcintyre@uct.ac.za   Email: susan.cleary@uct.ac.za 

 

Or contact the Faculty of Health Sciences Human Research Ethics Committee of 

the University of Cape Town if you have any complaints or questions about your 

rights in this study (021-406 6338)

mailto:diane.mcintyre@uct.ac.za
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Appendix 4: Interview Guide for Hospital CEO and Selected Staff 

 

Part I: Information Sheet 

 

Name of facility: 

Date: 

Time discussion started:  

Time ended:  

Interviewer: 

 

My name is Tamlyn Roman and I am from the Health Economics Unit at the 

University of Cape Town and I am interested in learning about how central 

hospitals work.  

 

As discussed in the consent forms, everything you say here will be kept 

confidential and anonymous – no-one will ever know what you personally said. I 

am interested in hearing what you think and feel about each topic.  There are no 

right or wrong answers.  I will be taking notes during the discussion, but just in 

case I can't get everything down on paper I will be tape recording this session.  

 

Part II: Interview Questions 

 

 

WHAT HAPPENS 

Please describe a normal day for me doing your job. What is your role and your 

responsibilities? 

What are your key objectives generally within the institution and specifically in 

your job?   

 

Which other people assist you in doing your job and making decisions? How? 

 

Which decisions do you get to make in your job? 
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Which skills, resources and information do you need to make decisions and do 

your activities? Which tools, functions, relationships etc allow you to do your job 

well? Explain. 

 

Who do you think are the key decision makers in the department and across the 

system? 

Which decisions are important in that role? 

How can you influence those decisions? 

 

So…your job is to….. If I had to look in a handbook, what would it say about how 

you are supposed to do your job (formally what are you supposed to do)?  

 

WHAT CAN BE DONE  

…But what happens in reality?  

What are some of the problems you encounter with how the system operates 

now?  

Where can the system fail? What causes it?  

 

What are the solutions you use?  

Are there examples of “bending the rules” to get the job done? 

If so, why do you think the practice does not match the “rules”? What prevents it 

or causes it? 

 

Are there accountability mechanisms that make sure you do the right thing? 

What do you think about them? Why are they there, are they effective? 

 

Think about the decisions you make every day…What affects those decisions? 

Who affects those decisions? 

Do you make decisions based on rules, experience, something else? 

 

Which decisions have the greatest impact on quality of care, patient outcomes, 

achieving your objective? 
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What assists you the most and what hinders you from doing your job? Explain. 

What do you need to be able to do your job better? Why? 

 

Which decisions or activities do you wish you had control over? What power 

would you give yourself to make your job easier or help you do better? Please 

explain. 

If you had more responsibility, how would it affect how you work? 

 

Which decisions do you wish could be made by this institution? 

If you had more resources, could you make better decisions? 

 

What changes would you make to the whole system if you could? Restructuring 

roles and responsibilities, decision making, resources? 

 

ENVIRONMENT 

What do you think about the environment you work in? Supported? 

Tell me about the relationship you have with your seniors?  

Do they listen to your suggestions? 

 

If you do something wrong/right, what could happen? How is it handled? How 

does that influence the way you act? 

Do you feel you can contribute and be heard? 

 

In which areas are you performing well? Why?  

In which areas could you be performing better? Why? 
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Appendix 5: Coding Framework 

 

(Deductive codes – bold / Inductive codes – normal) 

 

 

1. Roles and Responsibilities  

- Function 

- Perceived role and responsibilities 

 

2. Authority to Make Decisions 

 

3. Decisions Made 

- actual decisions 

- deferred decisions 

- referred decisions 

- decisions taken by others 

- non-decisions (decisions not taken) 

- organisational decision making processes (external) 

 

4. What influences decision-making? 

- Organisational capacity 

o Managerial capacity 

o Financial capacity 

o Human resource capacity 

o Infrastructure and equipment 

- Accountability Mechanisms 

o Bureaucratic delays 

o Uniformity of process 

o Preventing corruption 

o Compliance 

o Influence on attitude 
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5. What influences organisational capacity? 

- Decision making 

o Performance management 

o Skills and competencies 

- Accountability Mechanisms 

 

6. What influences accountability? 

- Decision making 

o Risk of abuse of power 

o Fragmented roles and responsibilities 

o Accountability for patient care and services 

- Organisational capacity 

o Staff burn out 

o Insufficient staff  

o Mistakes 

 

7. Other 

 

8. Context 

 

9. Informal Coping Mechanisms 

- Decision space impact on organisational capacity 

- Decision space impact on accountability 
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Appendix 6: Data Referencing Table 

 

Thematic Area Sub themes Data Referenced 
Roles and 
responsibilities 

 06_07_16; 09_11_15; 
10_11_15; 11_11_15a; 
11_11_15b; 12_10_15a; 
13_10_15a; 14_10_15a; 
14_10_15c; 17_11_15; 
18_11_15; 20_06_16a; 
20_06_16b; 21_10_15; 
22_04_16; 24_06_16; 
25_11_15a; 25_11_15b; 
26_10_15a; 27_06_16a; 
27_06_16b; 27_10_16a; 
28_06_16a; 28_06_16b; 
28_06_16c; 30_10_15; 
09_10_15 

Actual function 
performed 

 06_07_16; 07_07_16; 
09_11_15; 10_11_15; 
11_11_15a; 11_11_15b; 
12_10_15a; 13_10_15a; 
13_10_15b; 14_10_15a; 
14_10_15b; 14_10_15c; 
16_11_15; 17_11_15; 
17_03_17a; 18_11_15; 
20_06_16a; 20_06_16b; 
21_10_15; 22_04_16; 
24_06_16; 25_11_15a; 
25_11_15b; 26_10_15a; 
27_06_16a; 27_06_16b; 
27_10_16a; 27_10_16b; 
28_06_16a; 28_06_16b; 
28_06_16c; 30_10_15; 
09_10_15a 

Decisions made Actual decisions made 06_07_16; 09_11_15; 
10_11_15; 11_11_15a; 
11_11_15b; 12_10_15a; 
13_10_15a; 13_10_15b; 
14_10_15a; 14_10_15b; 
14_10_15c; 16_11_15; 
17_11_15; 18_11_15; 
20_06_16a; 21_10_15; 
24_06_16; 25_11_15b; 
26_10_15a; 27_06_16a; 
27_06_16b; 28_06_16a; 
28_06_16c; 30_10_15; 
09_10_15a 
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Deferred decisions 07_07_16; 10_11_15; 
11_11_15a; 14_10_15b; 
14_10_15c; 20_06_16a; 
27_10_16a 

Referred decisions 06_07_16; 09_11_15; 
11_11_15a; 11_11_15b; 
12_10_15a; 13_10_15a; 
13_10_15b; 14_10_15a; 
14_10_15c; 16_11_15; 
17_11_15; 18_11_15; 
20_06_16a; 20_06_16b; 
21_10_15; 24_06_16; 
26_10_15a; 27_06_16a; 
28_06_16a; 28_06_16c; 
30_10_15; 09_10_15a 

Decisions taken by 
others 

06_07_16; 07_07_16; 
09_11_15; 10_11_15; 
11_11_15a; 11_11_15b; 
12_10_15a; 13_10_15a; 
13_10_15b; 14_10_15a; 
14_10_15b; 16_11_15; 
17_11_15; 20_06_16a; 
20_06_16b; 21_10_15; 
21_02_17; 24_06_16; 
25_11_15b; 26_10_15a; 
27_06_16a; 27_06_16b; 
27_10_16a; 27_10_16b; 
28_06_16a; 28_06_16c; 
30_10_15; 09_10_15a 

Non-decisions 11_11_15a; 14_10_15b; 
14_10_15c 

Organisational 
decision making 

06_07_16; 07_07_16; 
09_11_15; 10_11_15; 
11_11_15a; 11_11_15b; 
12_10_15a; 13_10_15a; 
13_10_15b; 14_10_15a; 
14_10_15b; 14_10_15c; 
16_11_15; 17_11_15; 
20_06_16a; 20_06_16b; 
20_06_16c; 21_10_15; 
24_06_16; 25_11_15b; 
26_10_15a; 27_06_16a; 
27_06_16b; 28_06_16a; 
28_06_16b; 
28_06_16c_30_10_15; 
09_10_15a 

Authority to make 
decisions 

 06_07_16; 10_11_15; 
11_11_15a; 11_11_15b; 
14_10_15a; 14_10_15b; 
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14_10_15c; 17_11_15; 
17_03_17a; 20_06_16a; 
21_02_17; 25_11_15a; 
25_11_15b; 26_10_15a; 
27_06_16a; 27_06_16b; 
27_10_16a; 28_06_16a; 
28_06_16c; 30_10_15; 
09_10_15a 

Influence of 
organisational capacity 
on decision-making 

Managerial capacity 06_07_16; 07_07_16; 
09_11_15; 10_11_15; 
11_11_15b; 12_10_15a; 
13_10_15a; 13_10_15b; 
14_10_15a; 14_10_15c; 
17_03_17a; 18_11_15; 
20_06_16a; 20_06_16b; 
21_10_15; 21_02_17; 
24_06_16; 25_11_15a; 
25_11_15b; 26_10_15a; 
27_06_16b; 27_10_16b; 
30_10_15 

Financial capacity 07_07_16; 11_11_15a; 
11_11_15b; 14_10_15b; 
17_03_17a; 21_10_15; 
21_02_17; 22_04_16; 
25_11_15a; 25_11_15b; 
26_10_15a; 27_06_16b; 
27_10_16a; 27_10_16b; 
30_10_15 

Human resource 
capacity 

06_07_16; 07_07_16; 
09_11_15; 10_11_15; 
11_11_15a; 11_11_15b; 
13_10_15a; 13_10_15b; 
14_10_15a; 17_11_15; 
17_03_17a; 18_11_15; 
20_06_16a; 20_06_16b; 
21_10_15; 21_02_17; 
22_04_16; 24_06_16; 
25_11_15a; 25_11_15b; 
26_10_15a; 27_06_16a; 
27_06_16b; 27_10_16a; 
28_06_16a; 28_06_16b; 
28_06_16c; 30_10_15; 
09_10_15a 

Infrastructure and 
equipment 

06_07_16; 07_07_16; 
12_10_15a; 14_10_15a; 
18_11_15; 20_06_16a; 
21_10_15; 25_11_15b; 
27_06_16a; 27_06_16b; 
28_06_16b; 28_06_16c; 
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09_10_15a 
Influence of 
accountability 
mechanisms on 
decision-making 

Bureaucratic delays 06_07_16; 07_07_16; 
09_11_15; 11_11_15a; 
11_11_15b; 12_10_15a; 
13_10_15a; 13_10_15b; 
14_10_15a; 14_10_15c; 
21_02_17; 25_11_15a; 
27_06_16a; 27_06_16b; 
28_06_16c; 30_10_15 

Uniformity of process 06_07_16; 07_07_16; 
10_11_15; 21_10_15; 
25_11_15a; 27_10_16b 

Preventing corruption 10_11_15; 11_11_15b; 
21_10_15; 21_02_17; 
24_06_16; 25_11_15b; 
26_10_15a; 27_10_16b; 
28_06_16b; 28_06_16c; 
30_10_15; 09_10_15a 

Compliance 06_07_16; 07_07_16; 
09_11_15; 10_11_15; 
11_11_15b; 14_10_15a; 
17_11_15; 18_11_15; 
21_10_15; 24_06_16; 
25_11_15a; 25_11_15b; 
27_06_16b; 28_06_16b; 
28_06_16c  

Influence on attitude 11_11_15a; 13_10_15a; 
30_10_15 

Influence of decision-
making on 
organisational capacity 

Performance 
management 

06_07_16; 14_10_15a; 
14_10_15b; 17_11_15; 
17_03_17a; 20_06_16b; 
22_04_16; 26_10_15a; 
27_06_16b; 28_06_16b; 
30_10_15 

Skills and 
competencies 

06_07_16; 07_07_16; 
10_11_15; 11_11_15a; 
11_11_15b; 13_10_15a; 
16_11_15; 17_03_17a; 
21_02_17; 25_11_15a; 
25_11_15b; 27_10_16a; 
28_06_16c; 30_10_15 

Influence of 
accountability 
mechanisms on 
organisational capacity 
 

 06_07_16; 09_11_15; 
10_11_15; 11_11_15a; 
11_11_15b; 14_10_15c; 
20_06_16a; 25_11_15b; 
26_10_15a; 27_06_16b; 
28_06_16c; 30_10_15 
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Influence of decision-
making on 
accountability 

Risk of abuse of power 07_07_16; 10_11_15; 
11_11_15a; 21_02_17; 
24_06_16; 26_10_15a; 
27_06_16a; 28_06_16b; 
28_06_16c; 09_10_15a 

Fragmented roles and 
responsibilities 

09_11_15; 10_11_15; 
11_11_15a; 12_10_15a; 
13_10_15a; 13_10_15b; 
14_10_15a; 14_10_15b; 
14_10_15b; 17_03_17a; 
18_11_15; 21_10_15; 
21_02_17; 24_06_16; 
25_11_15a; 25_11_15b; 
26_10_15a; 28_06_16c; 
30_10_15 

Accountability for 
patient care and 
service 

06_07_16; 09_11_15; 
11_11_15a; 11_11_15b; 
12_10_15a; 13_10_15a; 
13_10_15b; 14_10_15a; 
14_10_15b; 20_06_16b; 
21_10_15; 25_11_15b; 
26_10_15a; 27_10_16b; 
28_06_16a; 30_10_15 

Influence of 
organisational capacity 
on accountability 

 06_07_16; 09_11_15; 
10_11_15; 11_11_15a; 
12_10_15a; 13_10_15a; 
14_10_15b; 14_10_15c; 
18_11_15; 20_06_16a; 
24_06_16; 25_11_15b; 
26_10_15a; 27_06_16a; 
27_06_16b; 28_06_16a; 
28_06_16b; 28_06_16c; 
30_10_15 

Relational  06_07_16; 09_11_15; 
10_11_15; 11_11_15a; 
11_11_15b; 12_10_15a; 
13_10_15a; 13_10_15b; 
14_10_15a; 14_10_15b; 
14_10_15c; 16_11_15; 
17_11_15; 18_11_15; 
20_06_16a; 20_06_16b; 
21_10_15; 25_11_15b; 
25_11_15a; 26_10_15a; 
28_06_16a; 28_06_16b; 
28_06_16c; 30_10_15; 
09_10_15a 

Context  06_07_16; 09_11_15; 
11_11_15a; 11_11_15b; 
12_10_15a; 14_10_15a; 
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14_10_15b; 18_11_15; 
25_11_15b; 25_11_15a; 
26_10_15a; 27_06_16b; 
28_06_16c; 30_10_15 

Informal coping 
mechanisms 

Decision space impact 
on organisational 
capacity 

06_07_16; 11_11_15b; 
12_10_15a; 14_10_15b; 
14_10_15c; 21_02_17; 
22_04_16; 24_06_16; 
25_11_15b; 26_10_15a; 
27_06_16b; 27_10_16a; 
09_10_15a 

Decision space impact 
on accountability 

06_07_16; 07_07_16; 
11_11_15a; 11_11_15b; 
14_10_15a; 14_10_15b; 
24_06_16; 25_11_15b; 
26_10_15a 




