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ABSTRACT

Distributed leadership has been proposed to offer value for health systems - by enabling people to work
towards collective goals within settings such as hospitals. Yet, there is still lack of clarity about what
distributed leadership is and how to nurture its development. To address these knowledge gaps, this case
study draws on conceptual work in empirically examining leadership in one district hospital in the Western
Cape province, South Africa, seeking to identify evidence of distributed leadership and the factors
influencing its emergence. Data were extracted from 28 academic theses, policies and strategic documents
relating to health leadership, management and governance in the provincial health system (Phase 1) and
12 semi-structured, in-person interviews were conducted with hospital personnel (Phase 2). Phase 1 data
provided the context of the case and guided the collection of data in Phase 2. All data were thematically
analysed. The analysis reveals that there were pockets of distributed leadership within the hospital, as
characterised by chains of multiple leaders working together to co-create shared meaning, take collective
decisions and achieve common goals, enabled by relational leadership practices. These pockets
supported both routine service delivery and bottom-up service improvement action. However, the unequal
distribution of decision-making power, in the context of bureaucratic and professional hierarchies, limited
the widespread emergence of distributed leadership. The case study suggests that distributed leadership
can emerge in district hospitals with positive consequences for health service delivery, but that efforts to
nurture its emergence should both bolster the leadership capabilities of individual leaders and address the
bureaucratic and professional hierarchies that characterise the context within which hospital leadership
unfolds. To aid the future practice of, and research about, distributed leadership the paper presents a
comprehensive definition of the concept, synthesised from the wider literature and this study’s empirical

findings.
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GLOSSARY OF TERMS

Bureaucracy A system of an organization which is controlled by rules,

regulations, and hierarchical structures.’

Health Policy and Systems Research An interdisciplinary field that seeks to understand and
improve how societies organize themselves in achieving
collective health goals, and how different actors interact in
the policy and implementation processes to contribute to

policy outcomes.?

Health System Consists of all organizations, people and actions whose

primary intent is to promote, restore or maintain health.®

Leadership A process that 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.*

Relational Leadership An interpersonal phenomenon associated with
collaboration, empathy, trust and empowerment; non-
hierarchical and distributed; and embedded within everyday

interactions, conversations and relational processes.®

"Mai T. 2016. The power of bureaucracy. Journal of US-China Public Administration 13: 244-255.

2 Gilson L (Ed). 2012. Health policy and system research: a methodology reader. Alliance for Health Policy and
Systems Research, World Health Organization.

3 World Health Organization. 2007. Everybody's business--strengthening health systems to improve health
outcomes: WHQ's framework for action. Geneva: World Health Organization.

4 Gilson L, Daire J. 2011. Leadership and governance within the South African health system. In: Paradath A, English
R (Eds). South African Health Review 2011. Durban: Health Systems Trust, 69-80.

5 Cleary S, Toit AD, Scott V, Gilson L. 2018. Enabling relational leadership in primary healthcare settings: Lessons
from the DIALHS collaboration. Health Policy and Planning 33: ii65-ii74.
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‘Distribution of responsibility without distribution of autonomy’: exploring the emergence of

distributed leadership in a district hospital of the Western Cape province, South Africa.

Oupa Motshweneng’

Targeted Journal

Health Policy and Planning'

Abstract

Distributed leadership has been proposed to offer value for health systems - by enabling people to work
towards collective goals within settings such as hospitals. Yet, there is still lack of clarity about what
distributed leadership is and how to nurture its development. To address these knowledge gaps, this case
study draws on conceptual work in empirically examining leadership in one district hospital in the Western
Cape province, South Africa, seeking to identify evidence of distributed leadership and the factors
influencing its emergence. Data were extracted from 28 academic theses, policies and strategic documents
relating to health leadership, management and governance in the provincial health system (Phase 1) and
12 semi-structured, in-person interviews were conducted with hospital personnel (Phase 2). Phase 1 data
provided the context of the case and guided the collection of data in Phase 2. All data were thematically
analysed. The analysis reveals that there were pockets of distributed leadership within the hospital, as
characterised by chains of multiple leaders working together to co-create shared meaning, take collective
decisions and achieve common goals, enabled by relational leadership practices. These pockets
supported both routine service delivery and bottom-up service improvement action. However, the unequal
distribution of decision-making power, in the context of bureaucratic and professional hierarchies, limited
the widespread emergence of distributed leadership. The case study suggests that distributed leadership
can emerge in district hospitals with positive consequences for health service delivery, but that efforts to
nurture its emergence should both bolster the leadership capabilities of individual leaders and address the
bureaucratic and professional hierarchies that characterise the context within which hospital leadership
unfolds. To aid the future practice of, and research about, distributed leadership the paper presents a
comprehensive definition of the concept, synthesised from the wider literature and this study’s empirical

findings.
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Key messages

e |Leadingin health systems, including district hospitals, requires a shift from individualistic and
hierarchical leadership styles.

o Relational leadership practices can enable the emergence of distributed leadership in district
hospitals, to support routine health service delivery, crises response and service improvement.

e Unequaldistribution of decision-making power, in the context of bureaucratic and professional
hierarchies, constrain the widespread emergence of distributed leadership.

e Nurturing distributed leadership requires developing the leadership capabilities of individual
leaders and establishing enabling policy frameworks that distribute decision-making power and

autonomy.

Word count

6 998
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INTRODUCTION

There is global recognition of leadership as a critical health system component. (Alliance for Health Policy
and Systems Research, 2016; Chee et al., 2013; De Savigny and Adam, 2009; World Health Organization,
2007). Leadership is largely understood to be a social process that involves influencing, inspiring,
mobilising and motivating people in building and achieving a common vision (Aberese-Ako et al., 2018;
Gilson and Daire, 2011; Okello, 2021; Patel, 2022). It has been linked to staff satisfaction and motivation
(Belrhiti et al., 2020; Musinguzi et al., 2018) and, broadly, to health systems performance (Bosongo et al.,
2023). Yet the limited, but growing, body of literature about health system leadership in low and middle-
income countries (LMICs) commonly reveals leadership weaknesses (Bosongo et al., 2023; Coovadia et al.,
2009; Daire et al., 2014; Daire and Gilson, 2014; Edmonstone, 2018; Govender et al., 2018; Munezhi and
Hammad, 2021; Mutale et al., 2017). Within hospitals, for example, leadership problems have been noted
to contribute to low staff motivation (Gilson and Agyepong, 2018; Mathole et al., 2018), financial

mismanagement (Bateman, 2013) and poor-quality services (Lembani et al., 2015).

District (or first referral) hospitals play an essential role in health systems in LMICs. For example, they
provide clinical support to primary care facilities and coordinate care between these facilities and
specialised hospitals (English et al., 2006). Despite their importance, there is insufficient research on
district hospitals in LMICs. During a recent research landscape review, Jeffries-Mazhar et al. (2024)
identified only seven academic papers ‘which appear to position [district hospitals] ... as the main subject
of their research’ (p.229). Little is also known about the nature of leadership in district hospitals, what
influences it and how it supports hospital performance. Only a handful of empirical studies have examined
district hospital leadership in LMICs, finding different forms and experiences of leadership, shaped by their
context, both within and between hospitals (Aberese-Ako et al. 2018; Nzinga et al., 2018; Okello, 2021).
These studies reveal how relational and supportive leadership, in contrast to that which is authoritarian and
hierarchical, can overcome contextual barriers and improve health services (Mathole et al., 2018). Indeed,
a recent international workshop concluded that transforming district hospitals in LMICs requires a shift
from ‘traditional hierarchical management models... [to developing leaders] with abilities to nurture staff
and respond to and manage relationships with communities and multiple different stakeholders’ (English

etal., 2024: e367).

The leadership identified as needed in district hospitals reflects what has come to be termed distributed
leadership in the wider leadership literature — that is, ‘a group activity that works through and within

relationships, ratherthan individual action’ (Bolden, 2011: 252). Although the idea that leadership may have
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a distributed pattern can be traced back to the 1950s (Gronn, 2002), the notion gained momentum in the
1980s through Brown and Hosking (1986)’s work. Since then, several similar leadership concepts have
emerged - such as collective, distributive, dispersed, relational (Gronn, 2002), emergent, collaborative
(Bolden, 2011), concurrent, co-ordinated (Fitzsimons et al., 2011), shared and co-leadership (Thorpe et al.,
2011). While some scholars argue that these are distinct concepts (Fitzsimons et al., 2011), others see
them as ‘variants’ of the same idea (Bolden, 2011: 254), and sometimes the terms are used interchangeably
(Gronn, 2002; Thorpe et al., 2011). Concerns have, therefore, been raised about the lack of a clear and
comprehensive definition of distributed leadership that can guide rigorous research and practice (Bolden,

2011; Currie and Lockett, 2011).

Against this backdrop, this study seeks to make two contributions. First, it aims to add to the limited body
of knowledge on district hospital leadership in LMICs by exploring both the extent to which leadership in
one district hospital in the Western Cape province of South Africa is distributed, and what factors influence
its distribution. Second, it aims to tease out the key dimensions of distributed leadership by engaging
conceptually and empirically, to guide future research and practice. Our research question was: is there
evidence of distributed leadership in Bophelo hospital (a pseudonym given for anonymity) and what has

enabled or constrained its emergence?

The Western Cape provided an appropriate context for this work. The provincial Department of Health and
Wellness (WCDHW) recognises the critical role of leadership — including district health system and district
hospital leadership — in supporting health system development (Gilson et al., 2017; 2024; Vallabhjee et al.,
2021; WCDHW, 2014). In its current long-term strategy, ‘dynamic and distributed leadership across the
ranks of management, clinicians and administration’ (WCDHW, 2014: 41) is identified as a key requirement
for the realisation of its vision of ‘access to person-centred quality care’ (WCDHW, 2014: 33) and a shift
from health to wellness (WCDHW, 2014). Similar to the United Kingdom (UK)’s National Health Service
(Fitzgerald et al., 2013; Martin et al., 2015), the WCDHW has, therefore, explicitly sought to support
distributed leadership by investing in leadership development across all levels of the provincial health
system, through interventions such as formal training, coaching and tailored action learning projects
(WCDHW, 2014). This study adds to the only other study (Okello, 2021) that explored the extent to which
leadership is distributed in the provincial health system’s district hospitals, by specifically drawing on the

concept of distributed leadership in examining hospital leadership.
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MATERIALS AND METHODS

This research was nested within a broader review of health system development in the Western Cape from
2014 to 2024, undertaken by the WCDHW and the Universities of Cape Town and the Western Cape. Ethics
clearance was received from the University of Cape Town (HREC:207/2024) and institutional approval was
granted by the WCDHW (WC_202404_012). The overall approach was a single, exploratory case study as

depicted in Figure 1 and described below.

Feb-April 2024 April-June 2024 July-Oct 2024 Nov-Jan 2025

Reflexive Journalling

Data collection Phase 2

als alls

Case

>

~ ~_ Report
Ethics & Document review phase Case study phase Report
permissions writing

Figure 1. Study design and timelines

Conceptual framing

An initial synthesis of relevant literature was conducted to develop the conceptual framework. We first
purposefully identified relevant conceptual literature and identified core concepts from these papers
through thematic analysis. Then we purposefully identified and considered relevant empirical literature to
understand how these concepts have been used empirically. The synthesis revealed four key
characteristics of distributed leadership, as summarised in Box 1, which informed data collection and
analysis. This use of theory in the collection and interpretation of data further strengthened the analytical

rigour of this single case study (Gilson, 2012; Yin, 2004).



Part A: Journal Manuscript

Box 1. A synthesis of common characteristics of distributed leadership

Distributed leadership is:

A. More than just about individual leaders but rather a collective capacity of the system (Bolden,
2011; Fitzsimons et al., 2011; Fitzgerald et al., 2013; Okello, 2021; Thorpe et al., 2011; WCDHW,
2014).

B. Distributed across multiple system levels but connected and collaborative (Doherty et al., 2018;
Fitzsimons et al., 2011; Gronn, 2002; Guinzel-Jensen et al., 2018; Martin et al., 2015; Nzinga et al.,
2018; WCDHW, 2014)

C. Relational - involving interpersonal relationships, mutual influence and interdependent actions
(Bolden, 2011; Cleary et al., 2018; Fitzgerald et al., 2013; Glnzel-Jensen et al., 2018; Martin et al.,
2015; Nzinga et al., 2018; Okello, 2021; Thorpe et al., 2011).

D. Inclusive - going beyond people in official management positions to include both formal and
informal leaders (Bolden, 2011; Cleary et al., 2018; Doherty et al., 2018; Fitzgerald et al., 2013;
Gunzel-Jensen et al., 2018; Okello, 2021; WCDHW, 2014).

Study setting

Bophelo Hospital is one of 33 district hospitals in the Western Cape. It was selected as the ‘case site’ for
purposive and pragmatic reasons. It is a typical (Yin, 2009) large district hospital in its district and the
researchers were able, relatively easily, to secure permission to conduct this work in this hospital. Figure 2
provides contextual information about the hospital’s organisational structure and processes, while Table 1
outlines the range of services provided. In this study, senior leaders refer to the hospital’s executive
management team, mid-level leaders denote middle managers and clinician-managers™, and frontline
workers refer to those who do not hold formal management positions. However, most middle managers and

clinician-managers do frontline (i.e. patient-facing) work.
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Chief Executive Officer

People and Finance and Supply

Nursing Service Manager Medical Services Manager o )
Facilities Manager Chain Manager

The five managers form the executive team - reporting to each of them is a group of middle managers leading specific services and teams.
The hospital is clustered into ‘components’, which are essentially teams organised along professional or functional lines such as the
‘nursing component’ and the ‘people management component’. The four senior/executive managers, excluding the chief executive officer,

are sometimes called heads of components as they each lead one or more such teams. Bophelo hospital employs around 800 personnel,

including medical (doctors), nursing and allied health staff (e.g. physiotherapists & radiographers), as well as corporate support staff such

as finance, supply chain management, people management and facilities management staff.

Meetings and Committees

Meetings are an important feature of everyday leadership and governance within the hospital, with at least 15 standing committees and forums
involving various configurations of senior leaders, mid-level leaders, and frontline workers and convened, mostly, monthly (though some occur
weekly and others quarterly). The meetings focus on different aspects of service delivery, both clinical and support services, and they seek to

create spaces for delegated authority, improve collaboration and support collective decision-making.

Figure 2. Hospital organisational structure and processes
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CLINICAL SERVICES: outpatient departments & about 300 inpatients beds

SUPPORT SERVICES

Finance &

Supply Chain

Emergency Pharmacy; Radiography Therapeutic Social Services | Palliative care; People Financial
medicine; management; admin;
Clinical Laboratory. General X-rays; Dietetics; Social Infection
forensic; services. control; Labour Admissions;
Internal Sonography; Sesiie e relations;

o therapy; Occupational Case
(] Computerised health. Mortuary; management;
e tomography. Physiotherapy;

care; Cleaning; Medical
Psychiatry; Psychology; records;
Obstetrics & Security;
gynaecology; Speech Procurement;
Surgical care; therapy. Transport;
Anaesthetics. Porters. Asset
management.
Study design

The single, exploratory case study design was appropriate for this study as case studies enable researchers
to use different sources of data to empirically study phenomena in their context (Yin, 2004) — which is
important for understanding distributed leadership (Thorpe et al., 2011). They are also suited for exploring
phenomena that are not well understood (Robson, 2002), such as distributed leadership. More specifically,
single case studies allow researchers to study phenomena in great detail — generating insights into how and
why something happens or does not happen (Thomas et al., 1998). In this study, ‘the case’ (Yin, 2009) is:

the emergence of distributed leadership in Bophelo Hospital.
Data collection

Data collection involved two sequential but overlapping phases. Phase 1 consisted of a document review
conducted by both researchers.” Academic theses, policies and strategic documents relating to health
leadership, management and governance in the WCDHW (n=20) and at Bophelo Hospital (n=8) were

reviewed, focusing on the period from 2014 to 2024 (Table 2)". Each document was read carefully to identify
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issues relating to leadership, management, governance and decision-making. Furthermore, the ways in
which leadership was framed in these documents — with specific reference to Box 1 —were identified. Data
were extracted into a Microsoft® Word document and the extracts were grouped according to common
issues. The review provided an initial understanding of the context of Bophelo Hospital, and guided Phase

2 of data collection by revealing relevant issues that helped inform the interview questions.

Table 2. Documents reviewed in Phase 1

WCDHW (n=20) Bophelo Hospital (n=8)
Reports Reports
WCDHW Annual Reports, 2015/2016 - 2021/2022 (n=7) Bi-annual Staff Satisfaction Survey, 2013 -2023 (n =5)
Indaba Reports, 2023 (n=2) Key Indicators, 2013 - 2023 (n=1)
State of Department Adress Presentation, 2023 (n=1) Staff Turnover, 2017 - 2023 (n=1)

Corporate Services Reform Presentation, 2023 (n=1)

Policies and Strategic Plans Policies and Strategic Plans

Healthcare2030 Strategy (n=1) Annual Operational Plan, 2023/2024 (n=1)

5-year Strategic Plans, 2015-2019 & 2020-2025 (n=2)

Governance and Accountability Framework, 2015 (n=1)

Leadership Development Strategy, 2016 (n=1)

Leadership Competency Framework, 2016 (n=1)

Transformation Strategy, 2017 (n=1)

Resurgence, Recovery and Reset Strategy, 2020 (n=1)

Academic Theses

Okello, 2021 (n=1)

In Phase 2, 12 participants (Table 3) who were currently working or had worked at the hospital within the
past 10 years were purposefully sampled, using leadership experience, access and snowballing as guiding
principles. Participants were selected to ensure perspectives were gathered from all hospital components
as well as from both senior and mid-level leaders, and frontline workers. Although a small sample size, as
Guest et al. (2006) explain, in in-depth qualitative research data saturation — ‘the point in data collection
when no additional issues or insights are identified’ (Hennink and Kaiser, 2022: 2) — can be reached as early
as the sixth interview and can be expected by the twelfth interview. Saturation is, further, an important part

of ensuring rigour in qualitative research (Morse, 2015).
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Table 3. Participant characteristics (n=12)

Gender

Females

Males

Staff ‘category’

Senior leaders

Mid-level leaders

N

Frontline workers

Professional background
Allied health

Corporate support

Medicine (doctors)

Nl B W] W

Nursing

Time working/worked at the hospital

0-5years

6-10 years

11 + years

With written consent, the interviews were conducted in-person, by OM, using a semi-structured interview
guide and ranged from 60 to 90 minutes in duration. Broadly, participants were asked to reflect on the key
features of leadership in the hospital and the factors they judged to have shaped it over the last 10 years,
with prompts that enabled exploration of characteristics in Box 1 and issues identified in Phase 1 above.11
of the interviews were audio-recorded; one participant declined recording but allowed the researcher to
take notes during the interview. OM transcribed all interviews verbatim using Microsoft® Word. To ensure
anonymity, participants’ names were removed from the audio files and transcripts, and replaced with an
alphanumeric code system — also used in reporting the findings in the results section. All codes start with

the letter ‘P’ which stands for ‘participant’, followed by a number unique to each participant.
Data analysis and reflexive practice

The 11 interview transcripts and one set of notes were imported into NVivo® 14 for further analysis. OM read
and coded each interview transcript/notes. All codes were then exported from NVivo and categorised into
initial themes using tables in Microsoft® Word. LG reviewed the codes and initial themes, which were then
further synthesised by grouping around common issues to develop the final themes. Both researchers
agreed on the final themes. Thematic analysis was primarily inductive, although the distributed leadership
characteristics outlined in Box 1 were applied in judging whether and where distributed leadership could

be observed in the hospital.

10
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Four steps were undertaken to ensure analytic rigour. First, OM maintained a reflexive journal (Olmos-Vega
et al., 2022; Smith, 1999) throughout the study to help with regular reflections on his own positionality and
subjectivities, and how these may influence the research process. Issues from the reflexive journal were
further discussed during debriefing meetings. Second, during both Phase 1 and Phase 2 of data collection,
the researchers regularly met to debrief (Gilson, 2012; Lincoln and Guba, 1985) and together consider
emerging insights. Third, in analysis data were triangulated (Gilson, 2012; Lincoln and Guba, 1985) both
between Phase 1 and Phase 2 data sets, and across participant interviews in Phase 2. For example, insights
about leadership experiences were triangulated between the staff satisfaction survey reports (Phase 1) and
interviews (Phase 2), and between participants from different staff categories and professional
backgrounds. Fourth, as noted, theory was applied in analytic judgements of whether distributed
leadership was observed or not, and where it was observed, by drawing on the characteristics in Box 1 to
interpret data. Steps one, two and three were particularly important for this study as OM is an employee of
the WCDHW - although not employed by the hospital — and has professional relationships with some
participants. This embeddedness within the health system has, however, been noted to contribute to the
rigour of health policy and systems research through, for example, better access to people and information,
more in-depth knowledge of system and context, and opportunities to engage with difficult findings in safe
and constructive ways (Olivier et al., 2018). The journal and regular de-briefing with LG, an outsider to the
WCDHW, but one with good understanding of its functioning, helped limit OM’s insider biases, whilst the

use of theory supported appropriate analytic judgements.
RESULTS

In this section we present insights about the nature of leadership in the hospital, including evidence of
distributed leadership, and the factors influencing its emergence. The sub-headings represent the key

analytic themes identified.
Multiple leadership experiences within one hospital

Participants reported that different forms of leadership were found within different hospital components,

as described below:

There's definitely different habitats almost in the same organization... there's definitely a group or
there's a component or habitat... that is much more militaristic, autocratic. Where there is fear of...
punitive approach or punishment [which] is definitely a driver behind people's motivation. So, you
definitely find that stream of actions or leadership approach, | think. Then there's definitely in the

facility [also]... more of a consultative approach. (P07)
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Leadership experience was also reported to vary within components, with individual leaders playing a role

in shaping such differences. As one head of component explained:

So, all of us don't lead the same way and that is the reality. | have... managers that report [directly] to
me. There’s... managers that report to... those... managers. | have my leadership style, the...
managers [who report to me] individually have their leadership style, the... managers [who report to
them] individually have their leadership style. So, you can now see the dynamics and the complexity...

(P0O2)
Pockets of distributed leadership

Within the different experiences, we also observed pockets of distributed leadership as characterised by
collective sense-making and decision-making among teams, and collaborative action towards common
goals. Although observed both within and across components, distributed leadership appeared to be
largely concentrated amongst mid-level leaders and frontline workers. For example, Participant 04 reported
how staff within their component responded to the real-time situation of extreme weather conditions,
which resulted in the closure of schools and staff absenteeism. Despite these conditions, these frontline

staff exercised agency and collective action to ensure that service delivery was not disrupted.

I'm telling you; I've got [less members] today of my team... because of the situation with the children,
people being sick and the rain... but I'm sitting here, | don't have a problem... | never have that
problem that | don't know what is gonna work. My people will come up and say don't worry, we'll do it

this way, we’ll do it that way. (P04)

This observation reflects wider provincial experience that distributed leadership in the frontlines has been
instrumental in enabling the health system to respond to crises such as the COVID-19 pandemic

(Resurgence, Recovery and Reset Strategy, 2020; State of Department Address, 2023).

A similar collaborative approach was also observed in how frontline multi-disciplinary clinical care teams
coordinated patient care within the hospital (P05). Importantly, pockets of distributed leadership were
observed across clinical care and corporate support teams. One participant described a process of
collective sense-making, decision-making and action among a team of mid-level leaders and frontline

workers from different clinical and corporate components in efforts to improve patients’ experience of care:

We said like let's get together as a team and make this department work and use client experiences
and commit ourselves to this project and we as a team decide what works for us... it was last year

already based on our 2022's waiting time results. We said we need to make a change and we said...
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let's try and implement appointment slots. But then let's also look at the way we function, our flow.
How do we do bookings? Let’s do a broad review, and so the team got together and we made goals

and we put out our vision and our mission... (P03)

The experiences of distributed leadership observed in how mid-level leaders and frontline teams
approached routine work, crises and service improvement were also noted by participants outside these

teams. As one senior leader commented:

So, let's say for instance there is a task at hand or a new improvement project or issue or crisis, |
found... [that] the teams naturally approach these in quite a multidisciplinary or interdisciplinary way.
It was infrequent that there would be only one person that would make a decision... so | think there

was an awareness about that interdependence. (P07)

These observations of pockets of distributed leadership are supported by wider evidence from the hospital
which suggests that mid-level leaders and frontline teams judged that they had some level of agency to
make decisions within their teams. Specifically, in the 2023 staff satisfaction survey, aspects related to

decision-making, action and goals amongst teams received the highest proportion of positive responses:

1. ‘In my team we make decisions quickly when it is necessary’ =74%
2. ‘In myteam actions are taken quickly when decisions have been made’ = 67%

3. ‘In myteam, we work towards clear goals’= 67% (Staff Satisfaction Survey Report, 2023).

These aspects had also received similarly high proportions of positive responses in the previous staff

satisfaction survey (Staff Satisfaction Survey Report, 2021).
Interpersonal relationships matter

Further analysis showed that leadership practices that recognise the importance of, and nurtured, trusting
interpersonal relationships were a key enabler of the emergence of distributed leadership among teams in

the hospital. Below is an example of such leadership practices, in the context of performance management:

I have now two people in the same role to compare... and if you just look at the different approaches
in how they do our performance review. With [Manager X] we would sit, we would engage. You know,
really connect. Try [to] connect on a one-to-one level. And really hear the employee out and try and
address their concerns and see how they would want to be developed further. That sort of came from
the leader... which I really enjoyed and then whereas now performance review is very much just a
quick tick box exercise. Review yourself... and then I'll give you your score and we go on with our lives.

(PO3)
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These leadership practices were linked to all experiences of distributed leadership identified in the study
and were framed by participants through concepts such as caring (P04, P05, P06, P07 and P08), empathy
(P07 and P09) and connecting (P02, P03, P07 and P08). They also played a key role both in breaking down
the barriers fragmenting groups and in creating inclusive spaces where team members felt they could
contribute despite, for example, their disciplinary background and position in the hierarchy (P04, P05 and
P07). Such practices also had a reciprocal effect: those who cared for others also experienced being cared
for. For example, the manager described as caring and connecting in the preceding quote described how,

in turn, employees cared for him:

I'think my team also cared for me... because, especially under pressure, | become quite goal orientated
and then | go into this hyper-action mode... and | think what my team reminded me about was taking
time to still care for each other while there's pressure. So, either team was tremendously caring in that

regard and wanted to make sure that | was also okay. (P07)

This reciprocal effect created safe environments wherein team members cared for each other both in times
of work-related pressures (P07) and personal life challenges (P08); and established loops of personal and
honest feedback that itself supported leadership development (P03 and P07). The ‘soft... people skills’
(P04) or ‘EQ [emotional intelligence]’ (P05) that underpin these leadership practices were seen by some

participants as ‘the real essence of leadership’ (P07).
Unequal distribution of decision-making power

Making decisions was highlighted by all participants as an integral part of the process of leadership. Further,
as already noted, the ability of teams to make decisions and take action towards collective goals, based on
shared meaning, was observed as an important feature and consequence of distributed leadership. Some
participants also, themselves, described this as an important feature of distributed leadership —which they

understood as being ‘about empower[ing] people... so that they can be part of decision making.’ (P02)
Participant 06 further expanded on this idea:

For distributed leadership to happen... people beyond the small core cluster of power owners have to
be able to make decisions, take action and therefore get outcomes without the knowledge or
permission...of [the senior leaders]... So, if 'm a... manager but | cannot make a decision about what
services | am going to stop and what services | am going to continue in the light of our current financial

crisis, if | have to ask someone else for permission to make those kind[s] of decisions, then that's not
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distributed leadership. All that it is, it is distribution of responsibility without distribution of autonomy

which is an absolute nightmare. (P06)

More specifically, other participants understood decision-making power as something that, in principle,

should be, and sometimes is, distributed:

You as a[n] executive manager...[should] support, give input at a point and distribute that leadership
and the power to make decisions and support them [teams], rather than wanting to take it over and

control the whole project. (P03)

Nonetheless, top-down decision-making emerged as a prominent feature of leadership in the hospital.
While some senior leaders perceived decision-making as largely participatory, all mid-level leaders and
frontline workers reported limited distribution of decision-making power beyond the hospital’s senior

management team, as described by these two participants:

You've got your top five, you've got your exec, they make decisions and then it just flows from top

down... It comes across as [if] it is consultative, but the decisions... are made with the five. (P04)

There is a lot of management engagement meeting[s] we attend and all that kind of stuff, but the
decision is made by four, five people and then it has to be implemented. There isn't a lot from, you

know, at the bottom going up when decisions are made. (P09)

Explaining how a bottom-up multidisciplinary team initiative aimed at improving a particular care process
ended, Participant 03 also highlights how top-down decision making sometimes limited frontline teams’

ability to collaborate towards shared goals — an important dimension of distributed leadership:

We had a project... the team sat together and we came up with a plan and then the next week you had
[Manager Y]... saying that this can't work, we can't make decisions by ourselves... end of story. And
so... it's got to end there, there’s no room for engagement further, saying well, okay... why is this a
problem? Let's work around it... So, you as a team might decide something but you know that the next

week the project can be squashed at any stage without consultation. (P03)

As the value of client care or ‘client-centred[ness]’ (P07) was one that strongly resonated with participants,
such examples of the limited power of teams to take decisions and action towards improving client care,

notwithstanding resource constraints, resulted in feelings of disempowerment:

...they [mid-level leaders] can't execute any of those decisions with any degree of autonomy and so

now you have exactly what | said earlier. You have insight over much, power [over] nothing... because
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when you can see what needs to be done, but you can't do it, you have the illusion of distributed
leadership. And then you don't get the outcomes, which we don't get but you are still held

accountable for it... and that makes you extremely unhappy. (P06)

An increasing sense of limited decision-making power in the hospital was also reflected in documentary
evidence where autonomy saw the greatest decline in rating between the 2021 and 2023 staff satisfaction
surveys. In 2021, 81% of the survey respondents felt they could ‘make... [their] own decisions concerning...
[their] work’ (Staff Satisfaction Survey Report, 2021: 6), compared to 49% in 2023 (Staff Satisfaction Survey
Report, 2023).

A context of bureaucratic hierarchy

The distribution of decision-making power in the hospital is itself influenced by the wider context in which
the hospitalis embedded. Several participants (P02, P03, P06 and P12), across the three categories of staff,
stated their belief that leadership is not about titles or position in the hierarchy. This belief aligns with the
provincial perspective that every staff member in the WCDHW has a leadership role (Governance and
Accountability Framework, 2015). Yet, the ‘realities’ (P08) of bureaucratic hierarchy form part of the context
within which leadership (including decision-making) in the hospital unfolds. These realities were also
mentioned by both senior and mid-level leaders (P02, P03, P08, P11 and P12), and were acknowledged as
a barrier in the wider provincial health system (Indaba Commission Report, 2022). One participant further

described how this context can influence who is seen as a leader and, consequently, can make decisions:

I think again in a system that is very structured according to hierarchy and position and titles... maybe
this is my perception [but] people don't think of the [specific middle management position] as part of
the leader[s], the core leadership team... I'm influenced by the way of thinking in the government that

you have to be appointed to be a leader. (P03)

Furthermore, within this context, the senior leaders of the hospital sometimes have little room to move as
key decisions are made at the district and provincial levels and must be implemented by the hospital team.

Participant 02 reflected on one such a situation:

...we were not ready, now we feel it and it’s because it wasn't a collective decision that was made as a
whole exec... but what is difficult for [Bophelo Hospital] and our system is [that] we work in a
bureaucracy. So, when that [instruction] comes [from] there and we have to implement the
instruction, we have to find the best ways to navigate implementing that instruction. So, we work in a

very complex environment and | think for [Bophelo Hospital] most of that bureaucracy has also
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impacted on how we, and especially the leader that has the executive authority, try to navigate
decision making. So, you can understand it's difficult for somebody in that position when [the]
instruction come from the seniors and you must now implement it and sometimes your team
members won't agree. You know the system cannot allow it, you know your team is not ready, you

know it, but you have to follow an instruction. (P02)

Such top-down decision-making sometimes led mid-level leaders and frontline staff to resist the
implementation of decisions made at higher levels, especially where those decisions were not well
communicated and understood (Staff Satisfaction Survey Report, 2023). As one senior leader reflected, a

factor leading to resistance to some changes was that:

...people don'tunderstand and the reason why they don't understand certain things it’s because they're
not in the same meetings where this information is given to us, maybe from the director... So, they [are]
often resisting because they don't know where we're going. They only know what we [are] saying, they

don’t have that top part. (P11)
Professional and functional silos

While we observed pockets of collaboration across different components, professional and functional silos
remained a key contextual feature of the hospital identified by many participants (P01, P02, P03, P04, P06,
P07, P08, P09 and P10). One participant, for example, shared this perspective on the relationship among

hospital components:

From my perspective, | don't see a lot of cohesion... [We’re] working in silos ... everyone is working

on his little island. (P0O1)

These silos were re-enforced by several factors, including past changes in the organisational structure of

the hospital, driven by wider WCDHW decisions:

With the previous hospital secretary [a position now abolished], like | said, there was regular
meetings, so you felt part of, you know, of everything that was going on. But now it's like there [are]
different islands at the hospital... under the hospital secretary [there] would be like finance, you
know, directly, supply chain, support services, food services and hospital fees. They would fall
directly, and medical records, they would fall directly under the hospital secretary... | knew what
was going on in the rest of the hospital components. [But with the organogram change, positions

were divided] ... Half went that way, the finance and supply chain and medical records and the rest
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went under... the other manager... [That] created islands because everybody was working in their

own silos and in their own direction. (P09)

Further, there was a sense of disconnectedness and some relational tensions amongst senior leaders (P01,
P02, P06 and P07), and between the senior and middle leadership levels (P04, P05, P08, P09 and P12).
These were partly attributed to changes in the individuals occupying senior management positions (due to

turnover and temporary secondments):

Also, part of what shapes it [hospital leadership] is the coming and the going. So, in my time we've
lost [hospital superintendent —incumbent retired and position was reconfigured] and gained
[medical manager — new position created]. We've lost [previous nursing manager] and we gained
[current nursing manager]. We then lost [medical manager] and then we gained [new medical
manager]. At each of those junctions there is a period where the water in the bucket is very
agitated... The water in the ocean is very upset because it's change and it's new and it's, you know.
[Manager A] was busy, as | said, [Manager A] had this vision and was busy with this project. And then
along comes [Manager B] and he's like, no, but he's not interested in that stuff, he's now looking at
this. And so suddenly everything that was being worked towards, there’s something now different
and it's not different wrong, it's just different. And that also contributes to the shape of this thing

[hospital leadership] and whether it works or it doesn't work. (P08)

Coupled with bureaucratic hierarchies, these tensions and silos between components constrained
distributed leadership by making it difficult for cross-component teams to take collective decisions and

work together. One senior manager explained this challenge:

Tension between different component heads filters down into different components. | think that
made a difference... unfortunately when there is a strong hierarchical structure... lower-level
managers would almost naturally take on the stance of the component head towards certain issues.
And so, I think that is how it could filter down, especially if there was like a visible behavioural
response or visible actions... so people would be reluctant to engage, people would be reluctant to
have further conversations or make decisions. | think that also definitely disabled or made
people...[to] feel [not] equipped any longer to make those decisions. | think that confidence in

making decisions was lost when there was that friction. (P07)
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DISCUSSION

The study reported here sought to explore whether there is evidence of distributed leadership in Bophelo
Hospital and what enabled or constrained its emergence. It also sought to develop and test an
understanding of distributed leadership to guide future practice and research. Drawing from the currently
available conceptual and empirical literature, we developed a synthesis of common characteristics of
distributed leadership (Box 1) and apply this synthesis here in discussing the experiences of distributed

leadership identified through this study.

As noted, both within and across hospital components, we found pockets of distributed leadership in how
teams approached routine work, crises and service improvement — with positive consequences such as
protection of service delivery during extreme weather conditions and absenteeism, initiatives aimed at
improving linkage to care and patients’ experience of care, and innovations intended to promote staff safety
and wellbeing. Reflecting Points A and B (Box 1), these pockets were characterised by chains of multiple
leaders working together to co-create a shared meaning, take collective decisions and achieve common
goals. This finding adds to previous studies in South Africa (Okello, 2021), Morocco (Belrhiti et al., 2020),
Kenya (Nzinga et al., 2018) and the UK (Fitzgerald et al., 2013) which have shown the potential benefits of
distributed leadership in supporting health service improvement in the face of wider bureaucratic and
resource constraints. However, the pockets of distributed leadership identified in Bophelo hospital were
mostly concentrated among mid-level leaders and frontline workers. In contrast, there were few reported
experiences of collaboration, between middle and senior leadership levels and within the senior leadership
team. Yet there were a wide range of hospital meetings that sought to create spaces for delegated authority,
improve collaboration and support collective decision-making across all levels. Certainly, in other hospitals
in the province, meetings have been found to be spaces of collaboration and interprofessional problem-

solving between middle and senior managers (Okello, 2021) and amongst senior managers (Patel, 2022).

In addition to exploring signs of distributed leadership in the hospital, an important contribution of this
study are insights on what might support or constrain its emergence. Our initial literature synthesis
suggested it is fundamentally a relational practice (Point C, Box 1). Insights from Bophelo Hospital confirm
that relational leadership practices, which are concerned with interpersonal and relationship processes
such as collaboration, empowerment, trust and empathy (Cummings et al., 2010; Johnson et al., 2021), are
critical enablers of distributed leadership. In this hospital, these practices were expressed as notions of
caring, connecting and empathy and were linked to all the pockets of distributed leadership observed in the

study. Similarly, in a multiple case study that sought to determine the impact of distributed leadership on
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health service improvement in the UK, Fitzgerald et al. (2013) found that distributed leadership supported

service improvement and, critically, was enabled by good relationships.

Furthermore, this study found that the relational leadership practices that enable distributed leadership
had a positive reciprocal effect through mutualinfluence and interdependent actions —themselves defining
properties of distributed leadership (Point C, Box 1). As found in Bophelo Hospital, such reciprocity creates
safe environments wherein leaders can give and receive honest feedback about how they lead and so
contribute to continuous learning and development both for individuals and teams. Continuous reflection
and learning have also been observed in other settings as critical in developing the dynamic and distributed
leadership capabilities needed to lead in complex systems (Cleary et al. 2018; Doherty et al., 2018; Thorpe
etal., 2011).

In contrast, as noted by Fitzgerald et al. (2013) and also found in this study, interpersonal conflicts and
tensions constrain the emergence of distributed leadership. In Bophelo Hospital, tensions and weak
interpersonal relations between the middle and senior leadership levels and within the senior leadership
team contributed to low levels of collaboration and connectedness across levels (outside the observed
pockets of distributed leadership) despite the multiple meetings aimed at fostering the same, as discussed
earlier. These tensions were partly attributed to changes in individuals occupying senior management
positions, highlighting the role of individuals in distributed leadership. Indeed, the exercise of individual
agency in distributed leadership is often overlooked and, therefore, remains inadequately clarified (Currie
and Lockett, 2011). This study shows that by exercising their agency, individual leaders, particularly those
in formal management positions, play a crucial role in delegating and shaping hospital leadership —
including the extent to which leadership is distributed. They do this through the leadership practices they
adopt and enact, which can either support or inhibit the emergence of distributed leadership. The role of
formal managers in enabling distributed forms of leadership is also highlighted by Belrhiti et al. (2020), who
examined the leadership practices of four successive CEOs in a Moroccan public hospital — showing how
hospital CEOs, through their leadership practices, can either support or constrain the emergence of
distributed leadership in public hospitals. Studies of district hospital leadership in South Africa (Mathole et
al., 2018; Okello, 2021) also underscore the role of senior managers’ leadership practices in shaping
experiences of leadership and health worker motivation. Therefore, whilst the notion of distributed
leadership focuses on the collective, it is important not to ignore the role of individuals within distributed
leadership. Indeed, distributed leadership is the ‘constellation in which individual members play distinct

roles and all members work together’ (Nzinga et al., 2018: ii28, emphasis added).
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Point D (Box 1) characterises distributed leadership as transcending hierarchies — meaning that leadership
is not only reserved for certain individuals who are formally appointed to lead. Nevertheless, both in high-
income (Currie and Lockett, 2011; Martin et al., 2015) and LMIC (Okello, 2021; Nzinga et al., 2018) settings,
power imbalances along bureaucratic and professional hierarchies form a key feature of the context within
which leadership unfolds. Such imbalances were observed in this study and were found to be nested within
the wider South African health system history and context of hierarchies and silos. Bureaucratically, the
South African health system context is often described as a ‘pyramid sitting on its head’ (Kawonga et al.,
2016: 1275) due to the concentration of power at higher ranks, with limited delegations to lower levels
(Choonara et al., 2017; Kawonga et al., 2016; Wolvaardt et al., 2013). Professionally, as argued by Gilson
and Daire (2011: 74), it is ‘underpinned by the particular configuration of power balances...: of consultant

over junior doctor, of specialist over generalist, of doctor over nurse, and of provider over patient.

In Bophelo Hospital, these hierarchies and silos, exacerbated by the growing size of the hospital,
organisational re-arrangements and relational tensions between managers, resulted in feelings of
disengagement and disconnectedness — a sense that people were working in silos. This undermined the
emergence of distributed leadership which is fundamentally about ‘connecting leaders across the system
in productive ways’, as noted by Doherty et al. (2018: ii52). Moreover, those who found themselves at the
periphery of these hierarchies felt less empowered to lead. While enjoying legitimacy amongst their peers,
informal leaders who emerged to lead teams in response to collectively identified needs found it difficult to
navigate the strict bureaucratic protocols and autocratic leadership practices — consequently limiting the
spread and impact of innovations and improvement efforts. Yet, as reflected in Point D (Box 1), such
informal leadership is an important dimension of distributed leadership. In Okello’s (2021) study of two
district hospitals, informal leaders played a crucial role —acting as champions and bringing teams together.
The value of informal leadership in increasing organisations’ ability to produce goods and services is also
recognised in high-income settings (Marion et al., 2016). Finally, and importantly, we also found that factors
related to individual leaders (such as autocratic leadership practices and relational tensions) and factors
related to the context (such as hierarchies and silos) interact with each other in complex ways to create
features that either support or inhibit the emergence of distributed leadership. These complex interactions
are also noted in Aberese-Ako et al. (2018)’s study of district hospital leadership in Ghana, which
positioned decision-making as a product both of individual managers’ leadership practices and of the

context in which they work.

This study’s findings have highlighted how the four characteristics of distributed leadership identified in Box

1 can assist in investigating such leadership empirically, although Point A should be adapted to
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acknowledge the role of individuals in establishing distributed leadership. Ultimately, therefore, to guide

future studies and action, we propose that distributed leadership can be defined as:

An emergent property of the health system, characterised by the collective endeavour of
different individual leaders — both formal and informal — located in multiple parts of the system,
butworking together to make sense of their environment, develop shared goals and pursue those
goals through collaborative and interdependent actions that are underpinned by good

interpersonal relationships and autonomy.

Overall, the study’s findings demonstrate the value of distributed leadership in district hospitals, not only
in service provision and in response to crises but also, and importantly, in supporting service improvement
and innovation. They support the argument that distributed leadership is the ‘the fulcrum of policy
implementation and system change’ (Gilson, 2016: 190), necessary for leading in increasingly complex
systems (Cleary et al. 2018; Doherty et al., 2018; Nzinga et al., 2018; Thorpe et al., 2011) and for
transforming district hospitals in LMICs (English et al., 2024; Okello, 2021). In addition, the study shows
that efforts to nurture distributed leadership and support agency, bottom-up action and collaboration,
should both focus on developing the capabilities of individual leaders and include the development of
enabling policy frameworks that distribute decision-making power and autonomy more equally than it is

currently found in bureaucratic hierarchies (Currie et al., 2009; Nzinga et al., 2021).
Limitations

Although the study focused on only one district hospital, the detailed description of context, comparison
with similar studies and use of theory supports the relevance of the findings and the transferability of
insights about distributed leadership to similar contexts. The study also had a small sample size of 12
participants, but all core components of the hospital and its three categories of staff were represented. In
addition, the point of data saturation was reached after 10 interviews. The possible biases revealed by
participants reporting their own leadership practices were limited by triangulating data across participants.
Similarly, any biases in data collection and analysis arising from OM being an employee of the WCDHW and
knowing some participants were mitigated through reflexive journalling and regular debriefing meetings

with LG who is external to the WCDHW.
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CONCLUSIONS

The limitations of hierarchical and individualistic leadership practice saw the concept of distributed
leadership gain traction in leadership literature, and in LMIC research on public health systems. This study
empirically explored distributed leadership in one South African district hospital. It identified pockets of
distributed leadership which supported routine service delivery, response to crises and service
improvement. It also demonstrated how distributed leadership, supported by enabling leadership practices
— empowering, caring and empathetic — can create spaces of engagement and collaboration in the face of
wider contextual constraints. Efforts to nurture distributed leadership in district hospitals should, therefore,
consider the leadership practices of individual leaders, especially those in formal management positions,
as well as the context — distributing decision-making power more equally and addressing bureaucratic and
professional hierarchies. The further research needed to develop and test interventions to support

distributed leadership development can draw from this study.
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NOTES

" For the purposes of thesis examination, the student is the first and sole author of the article.

i See Appendix B for journal manuscript guidelines.

I Hybrid managers who lead/manage clinical departments but also do some clinical work. e.g. head of internal
medicine (medical specialist) and radiography assistant director.

v Student (OM) and supervisor (LG)

v Some of the documents (Phase 1 data) listed in the table and cited in the findings are not available in the public

domain. Therefore, although cited, they are not formally referenced to protect anonymity and confidentiality.
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Appendix A: Research Protocol

INTRODUCTION

From the classic World Health Organisation (WHO) health system building blocks (WHO, 2007) to health
systems strengthening (Alliance for Health Policy and Systems Research, 2016; Chee et al., 2013; De
Savigny and Adam, 2009), leadership (and governance) has been widely recognised as a critical component
of any health system and a necessary ingredient for well-functioning health systems. Scholars have
established links between leadership and both specific and broader health system issues, such as health
worker satisfaction and motivation (Belrhiti et al., 2019; Musinguzi et al., 2018; Okello, 2021) and health
systems performance (Bosongo et al., 2023; Nzinga et al., 2018), respectively. Chee and colleagues (2013)
argue that ‘weak’ leadership at multiple system levels is a common feature of ‘weak’ health systems.
Underscoring the critical role of leadership in strengthening health systems, Frenk (2010: 2) suggests that
‘the most complex challenge in health systems is to nurture persons who can develop the strategic vision,
technical knowledge, political skills, and ethical orientation to lead the complex processes of policy
formulation and implementation. Without leaders, even the best designed systems will fail’
Notwithstanding McDonald’s (2014) warning against viewing leadership and leadership development as a
silver bullet to every health system challenge, it is clearly important to think about leadership and ways to

develop leadership in efforts to strengthen health systems and improve their performance.

As Gilson and Agyepong (2018) point out, there is a limited knowledge base on health leadership in LMICs.
However, the limited available literature on health leadership in LMICs paints a picture of generally ‘weak’
leadership, including weaknesses at the district health system (DHS) level (Bosongo et al.,, 2023;
Edmonstone, 2018; Munezhi and Hammad, 2021; Mutale et al., 2017; Nzinga et al., 2018), but with some
positive leadership experiences (Daire and Gilson, 2014; Mathole et al., 2018; Okello, 2021; Patel, 2022).
The DHS, which ‘consists of a large variety of inter-related elements that contribute to health in homes,
schools, workplaces and communities’ (WHO, 1988: 9), is a critical part of national health systems. It has
been argued, for example, to be central to achieving universal health coverage (Meessen and Malanda,
2014; Tangcharoensathien et al., 2018; Tumusiime et al., 2019). Given the importance of the DHS and
existing leadership weaknesses, strengthening DHS leadership in LMICs is key for strengthening health

systems in these settings.

% Parts of the research protocol and other appendices have been redacted to protect anonymity.
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BACKGROUND
Leadership and management

Much work has been done to compare and contrast ‘leadership’ and ‘management’. Although there are
countless variations of definitions for either concept, there seems to be an agreement that leadership and
management are complementary but not the same, and both are important for health systems (Bosongo et
al., 2023; Gilson and Daire, 2011; Okello, 2021). Unlike management, which is seen to be more about
managing resources, planning, control and consistency (Aberese-Ako et al., 2018; Okello, 2021) leadership
is largely understood to be a social process that involves influencing, inspiring, mobilising and motivating
people in building and achieving a common vision (Aberese-Ako et al., 2018; Okello, 2021; Patel, 2022). The
understanding of health systems as socially constructed, complex and adaptive (Begun, 2003; Sturmberg
and Bircher, 2019), with people at the centre (Sturmberg et al.,, 2010), makes leadership a critical
component of any health system and, as already argued, a requirement for well-functioning health systems
- something that is widely acknowledged (Agyepong et al., 2018; Alliance for Health Policy and Systems
Research, 2016; Chee et al., 2013; De Savigny and Adam, 2009; Johnson et al., 2021; WHO, 2007).

The concept of distributed leadership

Within the leadership literature, there have been increasing efforts and calls to move away from
individualistic notions of leadership - where leadership is seen as the function of certain individuals, usually
located at the top of the organisation, to more systemic approaches to leadership (Gronn, 2002; Gilson,
2016; Nzinga et al., 2018; Thorpe et al., 2011). This move saw the concept of ‘distributed leadership’ gain
traction in health leadership conversations, as it is seen to provide a more holistic and collective sense of
leadership and a ‘dynamic, non-linear frame on how people and events interact in organisations’ (Nzinga et
al., 2018: 28). The sections below discuss the concept of distributed leadership, considering its origins,

theoretical underpinnings, practice and challenges.

The idea that leadership may have a ‘distributed pattern’ can be traced back to the 1950s (Gronn, 2002).
However, it was in the 1980s that the notion of distributed leadership gained momentum, through the work
of Brown and Hosking (1986). Since then, several similar concepts of leadership have emerged, such as
collective, distributive, dispersed, relational (Gronn, 2002), emergent, collaborative (Bolden, 2011),
concurrent, co-ordinated (Fitzsimons et al., 2011), shared and co-leadership (Thorpe et al., 2011). Some of
these concepts are sometimes used interchangeably (Gronn, 2002; Thorpe et al., 2011). Although
Fitzsimons et al., (2011) argue that they are different and using them interchangeably may obscure

important theoretical differences, inconsistencies and contradictions, other authors see them as ‘variants’
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of distributed leadership rather than totally different concepts. Nonetheless, these authors acknowledge
the nuances between them and the need to minimise confusions and conflations to maintain the
conceptual rigour of distributed leadership and its usefulness as a framework for studying leadership
(Bolden, 2011; Currie and Lockett, 2011). Notwithstanding these disagreements, all emerged as a result of
the limitations of top-down and individualistic approaches to leadership and all seek to take a more

systemic approach to the study and practice of leadership.

A closer look at the attempts made to define distributed leadership reveals common ways of thinking about
the notion (see Box 1). Drawing from this synthesis, distributed leadership can be conceptualised as
leadership that is collective, relational, collaborative and inclusive. This conceptualisation, which will be
used in this study, is not a definitive definition of distributed leadership. As Bolden (2011) argues, any
attempt to provide a definitive definition of distributed leadership would fall short of capturing the

complexities and contestations in, and about, the concept.

Box 1. A synthesis of common characteristics of distributed leadership

Leadership through the distributed lens is seen as:

e Morethanjustaboutindividualleaders but rather a collective capacity of the system (Bolden, 2011;
Fitzsimons et al., 2011; Fitzgerald et al., 2013; Okello, 2021; Thorpe et al., 2011; WCDHW, 2014).

* Relational- involving interpersonal relationships, mutual influence and interdependent actions
(Bolden, 2011; Cleary et al., 2018; Fitzgerald et al., 2013; Glnzel-Jensen et al., 2018; Martin et al.,
2015; Nzinga et al., 2018; Okello, 2021; Thorpe et al., 2011).

e Distributed across multiple system levels but connected and collaborative (Doherty et al., 2018;
Fitzsimons et al., 2011; Gronn, 2002; Glunzel-Jensen et al., 2018; Martin et al., 2015; Nzinga et al.,
2018; WCDHW, 2014)

e Inclusive- going beyond people in official management positions to include both formal and
informal leaders (Bolden, 2011; Cleary et al., 2018; Doherty et al., 2018; Fitzgerald et al., 2013;
Gunzel-Jensen et al., 2018; Okello, 2021; WCDHW, 2014).

Importantly also, the context within which leadership unfolds is seen as integral to the practice of
leadership (Bolden, 2011; Currie and Lockett, 2011; Fitzgerald et al., 2013; Thorpe et al., 2011). Fitzgerald
et al. (2013: 228) conceptualise context as ‘a set of interacting influences, which can be analysed at the
macro, meso and micro levels’. Neuman (1997) defines the macro level as the national or sub-national
context, the meso-level as the institutional context, and the micro level as individuals and interactions
between them. The strength of Fitzgerald et al. (2013)’s conceptualisation of context lies in the inclusion of
macro and meso levels, which have been often overlooked in the literature on distributed leadership (Martin

el., 2015). Both Fitzgerald et al. (2013)’s conceptualisation of context and the conceptualisation of
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distributed leadership derived from the literature presented earlier are used, in combination, as a

conceptual framework to explore DHS leadership in this study.
Theoretical underpinnings of distributed leadership

The bulk of current empirical and theoretical work on distributed leadership is framed by Peter Gronn’s early
research on this topic. Gronn (2000) posits that the theoretical roots of distributed leadership lie in two key
theories: distributed cognition and activity theory. According to Bolden et al. (2011: 253) distributed
cognition ‘represents human cognition and experience as integrally bound up with the physical, social and
cultural context in which it occurs’, while activity theory ‘highlights the manner in which human activity is
both enabled and constrained by individual, material, cultural and social factors’. Thorpe et al. (2011) build
on Gronn’s early work and the later ideas of Leithwood et al. (2007) and Iles and Feng (2011) to develop a
theory-based framework for future research into distributed leadership (see Figure 1). In this framework,
which was later adapted by Martin et al. (2015), Thorpe and colleagues propose two dimensions of thinking
about distributed leadership with each dimension representing a continuum. The vertical axis (planned to
emergent activities) represents a continuum of leadership distribution where on the ‘planned’ end the
distribution of leadership responsibility is formally planned and structured- a minimalist version of
distributed leadership according to Gronn (2002). The ‘emergent’ end of the vertical dimension, on the other
hand, represents an emergent and more holistic distribution of leadership that stretches across different
contexts and is enabled by tacit understanding, intuition and trust (Thorpe et al., 2011). The horizontal axis
represents a continuum of alignment where at the ‘alighed’ end activities are ‘seen as having some common
aspects, provided in some cases by organizational structure and strategy’ and at the ‘misalighed’ end
‘people may be unaware of or unintentionally ignore the activities of others and the potential benefits of
sharing aims and interests’ (Thorpe et al., 2011:245). The intersection of these axes results in four quadrants

as seen in Figure 1 below.
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Figure 1. Dimensions of distributed leadership (Source: Thorpe et al., 2011)

The strength of this framework lies in that it enables researchers to explore not just whether there is
evidence of distributed leadership in a given organisation but it also, and critically, aids the exploration of
how leadership is distributed. This is an important consideration because, as Bolden (2011) argues,
distributing leadership is not automatically beneficial but it is how leadership is distributed that is more

important.
The practice and challenges of distributed leadership

A large portion of literature on distributed leadership emerged from the educational sector, with promising
results (Thorpe et al., 2011). In the health sector, distributed leadership first gained traction in the United
Kingdom where the National Health Service (NHS) adopted it as a part of its strategy and approach to
leadership development (Fitzgerald et al., 2013; Martin el., 2015) and the bulk of the empirical work on
distributed leadership in health is concentrated in this part of the world. Evidence from this work points to
the potential benefits of distributed leadership in the health sector. For example, a multiple case study
investigating the relationship between distributed leadership and service improvement in the English NHS
found that distributed leadership facilitates co-ordination of improvement activities across the
organisation and enables service improvement (Fitzgerald et al., 2013). In another study, strategic-level
stakeholders indicated that distributed leadership is beneficial for improving quality and safety of care,
while arguing that it should be complemented with hierarchically based leadership to avoid creating a
‘vacuum of authority’ (McKee et al., 2013: 3). The comment on the risk of a ‘vacuum of authority’ reflects
wider concerns with distributed leadership in that it may create a situation where everyone is a leader (or

there is no leader at all) resulting in challenges such as mixed messages, overlaps and ambiguities inroles,
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conflicting messages and demands, and even lack of accountability (Chreim and MacNaughton, 2016;

McKee et al., 2013).

Furthermore, evidence from the NHS reveals some barriers to the emergence of distributed leadership in
the public health sector and these include national policies and legislation, organisational arrangements
and issues of power, such as power imbalances between clinical/non-clinical and hospital/national
leaders (Currie and Lockett, 2011; Martin et al., 2015). However, these barriers are not unique to high-
income countries. Similar issues were found in studies that sought to examine district hospital leadership

through a distributed leadership lens in Kenya (Nzinga et al., 2018) and South Africa (Okello, 2021).

Notwithstanding the concerns and barriers, the concept of distributed leadership highlights the importance
of the chains of formal and informal leaders working across the system to achieve shared goals. For
example, this sort of leadership is, as Gilson (2016:190) argues, ‘the fulcrum of policy implementation and

system change.’
The South African health system and health leadership

South Africa is a quasi-federal state with nine provinces. The national department of health (NDoH) is
responsible for overall policy formulation and oversight while each of the nine provinces is responsible for
implementing national policies, developing provincial health policies and delivering health services to their
respective populations (National Health Act 61 of 2003). The health system in South Africa is pluralistic and
consists of the public sector (serving the majority of the population) and the private sector that serves the
minority of the population who can afford health insurance and those who can afford to pay for healthcare

out of pocket (McKenzie et al., 2017).

Similar to other LMIC countries, decentralisation has been a key feature of health system reform efforts in
South Africa, resulting in the establishment of the DHS. Conversations about the development of the DHS
in the country can be traced back to as early as 1993 (African National Congress, 1994; Owen, 1995) and it
has been a central platform of the ruling African National Congress’ health policy since 1994 - to support
primary health care (PHC) and counter the hospicentric and fragmented nature of the (pre)apartheid South
African health system (African National Congress, 1994; Gilson et al., 2017a; Whyle and Olivier, 2023). A
typical South African DHS would consist of a district management team, which links the DHS upwards to
the provincial management team and downwards to sub-districts. The DHS service platform generally
consists of a district hospital, primary care facilities and community-based care services, with down and
up referral pathways between the three. The district hospital is a critical component of the DHS, not only

clinically but also administratively as district hospitals provide managerial support (especially finance and
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supply chain) to primary care facilities within the district and district hospital managers often form part of
the sub-district management teams. This makes district hospitals an important entry point to

understanding DHS leadership.

Health leadership trends in South Africa are similar to the broader LMIC picture in that there is generally
‘weak’ leadership, including weaknesses at the DHS level (Coovadia et al., 2009; Daire et al., 2014; Daire
and Gilson, 2014; Govender et al., 2018) and pockets of strong leadership in some geographical areas
(Mathole et al., 2018; Okello, 2021; Patel, 2022). National efforts to strengthen health leadership have been
somewhat inconsistent. For example, in 2012 the NDoH launched the Academy for Leadership and
Management in Health Care in efforts to ‘overhaul dysfunctional and often inept leadership at public
hospitals’ (Bateman, 2013: 707). However, ten years later there is almost absolute silence about the
Academy or its work. The need to strengthen health leadership in South Africa, especially at the DHS level,
is as great today as it was ten years ago- if not greater, given the impact of the COVID-19 pandemic on the
health system and the imminent health budget cuts resulting from government spending austerity
measures. These health system shocks compound the existing chronic everyday stresses experienced by
the South African DHS, such as staff shortages (Fusheini and Eyles, 2016; Mathole et al., 2018; Wolvaardt
et al., 2013) and unresponsive supply chain processes (Gilson et al., 2017b; 2020), for example. Together,
they reflect the complex, dynamic, challenging and unpredictable nature of health systems, which require
not only strong leadership and management competencies (Daire et al.,, 2014) but also distributed
leadership (Gilson, 2016). Given the centrality of the DHS in the South African health system and the existing
leadership weaknesses, strengthening DHS leadership is key to strengthening the national health system,

supporting policy implementation and achieving system goals.
The Western Cape Department of Health and Wellness (WCDHW)

The Western Cape Department of Health and Wellness (WCDHW) is one of the nine provincial health
departments (systems) of South Africa and is thought to be one of the relatively well-performing provincial
health systems in the country. For example, it has recently achieved a clean audit outcome for the fifth year
in a row and is the only provincial health department in South Africa to achieve this. While acknowledging
the influences of historical legacies and other contextual factors, the achievements of WCDHW have been

partly attributed to its ‘leadership stability and depth’ (Gilson et al., 2017a: 63).

The WCDHW sees a ‘dynamic and distributed leadership across the ranks of management, clinicians and
administration’ (WCDHW, 2014: 41) as a key requirement for the realisation of its vision of ‘access to

person-centred quality care’ (WCDHW, 2014: 33) and the envisaged shift from health to wellness, which
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underpins its 2030 strategy (WCDHW, 2014). Similar to the NHS (Fitzgerald et al., 2013; Martin el., 2015),
the WCDHW has explicitly adopted, and sought to develop, distributed leadership to achieve set health
system goals. In 2014, the WCDHW published its 2030 long term strategy document- Healthcare 2030: The
Road to Wellness. The Healthcare 2030 document underscores the central role that distributed leadership
is envisaged to play in enabling the provincial health system to realise both its vision and 2030 strategic

goals.

Since the publication of Healthcare 2030, the WCDHW has invested both energy and resources in efforts
to develop distributed leadership across all levels of the provincial health system, with a particular focus
on frontline leadership. For example, a provincial health system leadership and management development
strategy was developed in 2016. During the 2021/2022 financial year, a total of 676 WCDHW employees
undertook leadership and management development interventions, ranging from two-year university
postgraduate diplomas to short courses and conferences spanning a few days (WCDHW, 2023). Currently,
the provincial health system has set-up a contract arrangement called the Leadership Panel of Services
that enables its employees to access leadership and management development services such as 360-

degree leadership assessments and change management training (WCDHW, n.d.).

Despite WCDHW'’s explicit intention to develop distributed leadership, and the subsequent resource
investments, there is little evidence about the extent to which this intention has been realised. To date, only
one study in the Western Cape, and South Africa, explored district hospital leadership through a distributed
lens (using the concept of collective leadership), in ‘examin[ing] the interplay between organisational
context, leadership practices, and staff satisfaction and morale’ (Okello, 2021: 7). The study offers some
important insights about potential barriers and enablers to distributed leadership in a WCDHW district
hospital. The proposed study, therefore, builds on Okello’s and other’s work by conducting a theory-driven
exploration of the emergence of distributed leadership in a WCDHW district hospital. Given its important
role in the DHS, and the WCDHW'’s focus on frontline leadership, the district hospital will be used as an

entry point to explore the emergence of distributed leadership in WCDHW'’s DHS.
RESEARCH QUESTION

Against the above background, this study seeks to answer the following research question and sub-

questions:

o What are the barriers and enablers to the emergence of distributed leadership in a district hospital

of the Western Cape Government Health and Wellness (WCDHW)?

37



Part B:Research Appendices

a) How is distributed leadership framed by actors at different levels of the Western Cape

provincial health system?

b) Is there evidence of distributed leadership currently at the hospital, and if so, how is

leadership distributed and what are the possible consequences?

c) What has supported or inhibited the emergence of distributed leadership in this district

hospital in the last ten years?

The objective of the first sub-question (a) is to explore how different actors (e.g., policymakers, strategic
and operational managers, healthcare practitioners) at the different system levels (provincial, district,
hospital) frame distributed leadership. It is hypothesised that how distributed leadership is understood and
framed by different actors will have some form of influence on its emergence. The second sub-question (b)
firstly draws on the earlier conceptualisation of distributed leadership to search for evidence of distributed
leadership. In the case that there is some evidence of distributed leadership at the hospital, then the sub-
question moves on to explore how leadership is distributed, drawing mainly on the dimensions of
distributed leadership framework, and possible consequences. Additionally, in the case where the study
finds evidence of distributed leadership at the hospital, sub-question (c) will explore the factors that
supported its emergence. However, the possibility that there might be no evidence of distributed leadership
at the hospital is also recognised, and in this case sub-question (c) will explore factors that inhibited its
emergence. Widening the focus of the last sub-question (c) from current to a ten-year period will allow the
study to explore the period since the publication of the Healthcare 2030 strategy document, which marks
the formal adoption of distributed leadership as a strategic lever to achieving WCDHW’s vision and goals
and the beginning of intentional efforts to develop such leadership. The three sub-questions are envisaged
to contribute to answering the main research question and achieving the overall aim of the study which is
to explore the barriers and enablers to the emergence of distributed leadership in a district hospital of the

Western Cape Government Health and Wellness.
RESEARCH PURPOSE AND DESIGN

The purpose of this study is explorative. An explorative purpose has been adopted due to the limited body
of work on the nature of health leadership in LMICs and the complexity of the concept of distributed
leadership. Even fewer studies have specifically examined DHS leadership in LMICs. As a result, health
leadership is still a little-understood phenomenon in LMIC health systems, especially at the DHS level.
According to Robson (2002: 59), exploratory research is well-suited for ‘find[ing] out what is happening,

particularly in-little understood situations’. Furthermore, exploratory research aims to study ‘phenomena
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in new light’ (Robson, 2002: 59). This aim aligns with this study as it seeks to explore health leadership
through the distributed leadership lens - a relatively new approach to empirical inquiry into health
leadership in LMICs. It is also envisaged that this initial exploratory study will provide a platform for more

detailed future work.

Aflexible research design will be used to achieve the research purpose and is appropriate given the dynamic
nature of distributed leadership itself (changing and adapting in response to the environment) (Thorpe et
al., 2011). The tight pre-specifications associated with fixed designs (Gilson, 2012) would make it difficult
to sufficiently capture new and emerging insights anticipated with an exploration of such a dynamic and

social process. The research methods that will be used in the study are described in detail below.
SUB-STUDY ARRANGEMENT

This study is nested within a broader collaborative project by the WCDHW and health policy and systems
(HPSR) researchers from the Universities of Cape Town and the Western Cape. The project builds on a
previous 20-year review (1994-2014) of the development of the provincial health system in the Western
Cape (see Gilson et al., 2017a) and aims to evaluate the Healthcare 2030 strategy. The evaluation project
will consist of a retrospective evaluation, focusing on the period from 2015 to 2023/2024, and a prospective
evaluation that will focus on the period from 2024/2025 onwards. The lessons from the evaluation of

Healthcare 2030 will guide the development of WCDHW’s next long-term strategy (2045).

As part of the broader evaluation project, cases of key interventions outlined in Healthcare 2030 will be
explored to understand the experiences of the implementation of the Healthcare 2030 strategy. This sub-
study lands itself within the retrospective phase of the evaluation project and contributes to this project by
exploring the emergence of distributed leadership, as a key strategic intent, to deepen the understanding
of the implementation of the broader Healthcare 2030 strategy and guide both the development and

implementation of the 2045 strategy.
METHODS
Overarching research strategy

This research will be a single case study. A case study was chosen as the overarching strategy for three main
reasons. Firstly, context is critical to the understanding of distributed leadership (Thorpe et al., 2011) and
forms part of the conceptual framework guiding this study. According to Yin (2004), a case study is
essentially an empirical study of a phenomena in context, drawing from multiple sources of evidence. Thus,

employing a case study strategy will enable the empirical inquiry of distributed leadership (the
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phenomenon) as it unfolds within its context, while the multiple sources of evidence will enable the
generation of contextually rich insights and allow for data triangulation. Second, the case study strategy
has been found to be useful in explorative studies and flexible designs (Gilson, 2012; Robson, 2002). This
creates an alighment between the purpose, design and strategy of this study. Thirdly, this strategy has been
found to be helpful in answering the ‘what’ and ‘how’ questions that characterise this study (Okello, 2021;
Schneider and Nxumalo, 2017). One of the criticisms against case studies is that they lack rigour (Rowley,
2002). However, there are several principles and processes that can be adopted and followed to ensure

rigour for case study research, and these are discussed in detail in the rigour section.

One of the important decisions to make in designing case study research is to choose between a single-
case and multiple-case strategies (or designs). According to Yin (2009), the two designs are a ‘primary
distinction in designing case studies’. For this research, a decision was made to conduct a single case
study. Single case studies enable researchers to explore a phenomenon in great detail, focusing on
interrelationships and interactions within the phenomenon to understand how and why something
happens or does not happen (Thomas et al., 1998). Thus, a single case study is suitable for this research as
we seek to understand, in detail, the emergence of distributed leadership in a WCDHW district hospital.
Moreover, a single case study seems appropriate as this project is timebound (due to resources and
academic requirements) which might make it difficult to conduct a multiple case study in sufficient detail
and, therefore, risk losing the richness and detail that characterises good case study research. However, as
mentioned earlier, it is envisaged that this study will serve as a platform for future research work on this

topic.
The case

One of the critical steps in designing good case study research is the identification of ‘the case’. A clearly
defined case, together with well framed research questions, helps in defining the parameters of the
research (Yin, 2009). This is important to ensure that the research is contained within the appropriate scope
considering available resources, time and, in the instance of this study, academic requirements. According
to Yin (2009), a case can be a single individual, a group of individuals or an event/entity such as decisions,
programmes, organisational change or implementation process. This study will focus on the emergence of
distributed leadership in a WCDHW district hospital as part of the wider organisational culture change
journey of the provincial health system- seeking to understand whether and how distributed leadership has
emerged and what has supported or inhibited its emergence. The identified case, therefore, is: the

emergence of distributed leadership in Bophelo Hospital.
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The context

Our understanding of leadership as a social process makes the context within which leadership unfolds
integral to understanding and doing leadership (Thorpe et al., 2011). Additionally, context is a defining
feature of case study research. As such, context is a critical part of both the phenomenon of interest in this
study and the chosen strategy. This study has adopted Fitzgerald et al. (2013: 228)’s conceptualisation of
context as ‘a set of interacting influences, which can be analysed at the macro, meso and micro levels’. For
the purposes of this study, the macro level refers to the provincial health system (WCDHW), the meso level
refers to Bophelo Hospital and the micro level refers to the individual actors within the hospital. In other
words, this is a meso level study, that also considers how macro and micro contextual factors influence the
emergence of distributed leadership. Two types of influences will be considered: negative influence, which
relates to factors that inhibit the emergence of distributed leadership and positive influence, which relates
to factors that support(ed) the emergence of distributed leadership. These two types of influences align
with the study’s research question. Some of the contextual factors found to influence the emergence of
distributed leadership in other settings, as identified in the literature, include professional hierarchies,

national policies, organisational arrangements, power practices and relationships.
Theoretical and conceptual framing

The use of theoretical and conceptual frameworks can assist in designing and conducting a good case
study. The use of theory is one of the strategies recommended to improve the rigour of a case study (Gilson,
2012), and the advantages of using conceptual frameworks include enabling better management of the
scope/size of the research and strengthening analytical generalisability (Yin, 2004). This study will use both

a theoretical framework and a conceptual framework to guide data collection and analysis.

Anfara and Mertz (2014: 15) define a theoretical framework as ‘any empirical or quasi-empirical theory of
social and/or psychological processes, at a variety of levels (e.g. grand, midrange, explanatory), that can be
applied to the understanding of phenomena.’ It provides a particular ‘lens’ through which a researcher can
examine phenomena (Anfara and Mertz, 2014; Luft et al., 2022) and it influences the types of questions
asked, the data collected and the interpretation of those data (Luft et al., 2022). Thorpe et al., (2011)’s
dimensions of distributed leadership (Figure 1) is used as a theoretical framework (see above section on
‘theoretical underpinnings of distributed leadership’ for more details) in this study. This framework was
chosen as it synthesises foundational theories (Gronn, 2002) and more recent thinking (Iles and Feng, 2011;
Leithwood et al., 2007) to provide a lens through which researchers can study distributed leadership. Key

to this framework is that it understands distributed leadership as a social process, with context integral to
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its practice and understanding, and as an emergent property of various exercises of influence (Thorpe et
al., 2011). This understanding is what drives the main research question in this study and further informs
the researchers’ understanding of distributed leadership and its relationship with context, which is

captured in the conceptual framework.

Simply put, a conceptual framework is a description of the researcher’s understanding of the factors
involved in the study and how they relate to one another (Luft et al., 2022). It draws from relevant literature
to explain key concepts in the study and the presumed relationships between them (Rocco and Plakhotnik,
2009). The conceptual framework that will be used in this study is drawn from the conceptualisation of
distributed leadership, as synthesised from the literature (see Box 1.) and Fitzgerald et al. (2013)’s
conceptualisation of context, and is further informed by the chosen theoretical framework. The resulting
framework, referred to as the ‘distributed leadership in situ’ framework (see Figure 2 below), posits that
macro, meso and micro contextual factors are open to, and interact with, each other and combine to
influence the hospital leadership (including whether or not it is distributed and how it is distributed). The

conceptual framework is of direct relevance to all three sub-questions (a, b and c).
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Figure 3. Distributed leadership in situ framework

Site selection and study setting

As mentioned, the emergence of distributed leadership in Bophelo Hospital is the case in this study.
Bophelo Hospital was selected as the ‘case site’ for purposive and pragmatic reasons. Bophelo Hospital is

located in the X district of the WCDHW, and it is the only district hospital in this geographic area. It presents
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a useful site for studying the emergence of distributed leadership as it does not have particular ‘outlier’
characteristics, thus providing an opportunity for understanding distributed leadership in other similar
district hospitals in the region. Yin (2009) refers to such cases as the representative or typical case. Further,
Thomas et al. (1998) explains that in instances where there are no specific criteria for case [site] selection,
a case may be selected for pragmatic reasons such as access. The researcher (OSM) is currently employed
as quality manager in the WCDHW. Pragmatically, selecting Bophelo Hospital as the case site will enable
improved research access (more on the embedded approach below), something that Thomas et al. (1998,

pg.321) refers to as ‘the one next door’.

Bophelo Hospital is a 300-bed large district hospital and it is geographically located in the X sub-district of
the X DHS. The hospital’s acute package of care includes emergency medicine, clinical forensic services,
internal medicine, paediatric care, psychiatry, obstetrics and gynaecology, general surgery, orthopaedic
surgery and anaesthetics. These services are supported by a range of diagnostic, therapeutic, social and
nursing services. The above care services are further supported by a range of on-site cooperate support

services such as finance, supply chain management, people management and facilities management.

In terms of its management structure, Bophelo Hospital has a hospital executive committee that comprises
a nursing services manager, medical services manager and deputy directors for finance/supply chain
management and people management/facility management. The four managers report to the hospital chief
executive officer (CEO) who is the accounting officer for the hospital. Bophelo’s CEO reports to the X DHS
director, who is WCDHW'’s accounting officer for public healthcare services in the area and forms part of
the WCDHW'’s senior management team. Importantly, Bophelo Hospital has identified embedding good
governance and values-driven leadership as one of its strategic goals for the 2023/2024 financial year and
has adopted distributed leadership as one of the strategies to achieve this goal (Bophelo Hospital, 2023).
This further supports the suitability of Bophelo Hospital as the case site as they have explicitly adopted and
sought to develop distributed leadership, in alignment with WCDHW’s Healthcare 2030 strategy.
Resultantly, the results of this study are expected to be of relevance to the hospital as they will provide

feedback relevant to their strategic goals and efforts.
Data sources and data collection

As mentioned, one of the key characteristics of case studies is that they use multiple sources of evidence
in assessing a phenomenon (Yin, 2004). This study will integrate multiple sources of evidence in seeking to
understand both the what and how of leadership at Bophelo Hospital and the context within which the

practice of leadership in this hospital unfolds. Data collection for this study will be in two sequential, but
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overlapping, phases as depicted in Figure 3 below. The two phases of data collection will be further

supported by reflexive journalling, which will, itself, form part of data collection.

Jan-March 2024 Feb-April 2024 May-June 2024 July-Sep 2024

Data collection Phase 2

4 e
>

Ethics & Document review phase Case study phase Report
permissions writing

Figure 4. Overall research strategy with timelines

Phase 1: Document review

The first phase of data collection will consist of a document review. Policies and strategic documents
related to health leadership, management and governance at the provincial, district/sub-district and
hospital levels will be reviewed. The staff satisfaction and Barret Values surveys reports for the province,
district/sub-district and hospital will also be reviewed. The review will focus on the past ten years. The aim
of phase one is to gain initial understanding of the macro, meso and micro contextual factors that shape

leadership at Bophelo Hospital and to guide phase two of data collection.
Phase 2: Participant and key informant interviews

The second phase will consist of face-to-face in-depth semi-structured interviews with hospital staff and
key informants outside the hospital. In-depth interviews are a common data collection method in
qualitative research, and case studies more specifically. We have chosen this method because of its ability
to elicit subjective perspectives, experiences and conceptions (McGrath et al., 2019). This will enable us
tease out participants’ understanding, framing, experiences and practice of leadership to generate insights
on whether, and how, leadership is distributed at Bophelo Hospital and the enabling/constraining factors
(relevant to all three sub-questions). This phase will also be used to explore micro-contextual factors

(relating to individual persons) in more depth, which may be difficult to do from a document review.
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Purposeful sampling will be used to select participants for interviewing. Purposeful sampling is commonly
used in qualitative research as it enables the ‘identification and selection of information-rich cases related
to the phenomenon of interest’ (Palinkas et al., 2015: 1). The specific strategy that will be used is
heterogeneous sampling. Heterogeneous sampling allows the researchers to explore and capture a wide
range of perspectives and, therefore, understand the phenomenon of interest from different viewpoints
(Robson, 2014). This is important for the objectives of this study, one of which is to understand how different
actors at different systems levels understand and frame [distributed] leadership. The following principles,
derived from the conceptual and theoretical frameworks and insights from the documents reviewed, will

guide sampling of the initial participants and key informants for interviewing:

o Hospital level data should reflect the experiences of participants in formal management positions

and those who do not occupy management positions (frontline voices)

o Hospital level data should reflect different professional perspectives (e.g., not only doctors or

nurses)
e Contextual considerations should reflect micro, meso and macro level perspectives.

e Perspectives from different demographic groups should be included (e.g., sex, age, years of

experience, years working at Bophelo Hospital)

Participants from Bophelo Hospital and key informants outside Bophelo will be interviewed (see Table 1).
More participants may be needed or identified; in which case they will be approached for participation. The
interviews will be anonymous, audio-recorded (with consent) and transcribed. In terms of duration, each
interview is expected to take approximately 45 minutes to one hour. Hospital staff will be interviewed at the
hospital and key informants will be interviewed at their respective offices. Interview guides (Appendix C for
hospital participants and key informants who previously worked at the hospital, and Appendix D for other
key informants) will be used to guide the interviews and will be piloted with or checked by at least two non-
participating health workers before data collection. In line with the flexible study design, the interview

guides may change slightly based on insights from phase one.

Table 1. Initial sources of data

Document review Interviews
Provincial health policies and strategies relevant to WCDHW HOD or senior manager responsible for
leadership, governance and management strategy (Key informant)
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WCDHW annual performance plans, reports and Metro district manager (Key informant)
relevant strategic documents

Metro district health plans and reports X DHS manager (key informant)

X DHS annual operational plans and reports Bophelo Hospital executive committee (5)

Bophelo Hospital annual operational plans and Bophelo Hospital frontline staff (1 HOD, 1 ward
reports manager, 1 doctor, 1 nurse, 1 allied health worker and

1 corporate admin support worker)

WCDHW Barret Values and Staff Satisfaction surveys | Bophelo Hospital former medical services manager
reports (key informant)

Literature relevant health leadership, governance and | Bophelo former medical specialist (Key informant)
management in the Western Cape province

Data analysis

Data analysis will begin during phase one of data collection and run concurrently with data collection,
thereby allowing necessary adaptations to the data collection strategy based on insights emerging from
analysis; and it will conclude after data collection phase two. The overarching data analysis approach
proposed in this study is based on Braun and Clarke (2021) ’s reflexive thematic analysis (RTA). This
approach is chosen for three reasons. Firstly, it lands itself within the explorative qualitative research
tradition (Morrow, 2007), which aligns with this study’s overarching purpose and design. Secondly, RTA puts
reflexivity, an important aspect of rigour, at the centre of data analysis by focusing the inquiry on the
participants’ experiences while promoting active awareness and recognition of the researcher’s
positionality and influence on the research process (Byrne, 2022; Clarke and Braun, 2013). Thirdly, RTA
adopts a combination of both deductive and inductive analyses (Braun and Clarke, 2019, 2021; Clarke and
Braun, 2013). This approach will allow the researcher to analyse the data deductively using the conceptual
and theoretical frameworks presented earlier as analytic tools while also looking for, and allowing, any

emerging themes (inductive analysis).

The overarching RTA analytic process will be used to analyse the interview data. RTA’s six phase process will
be followed (Braun and Clarke, 2019, 2021; Clarke and Braun, 2013) which entails data familiarisation
(phase one), initial coding (phase two), generating initial themes (phase three), reviewing initial themes
(phase four), defining and naming final themes (phase five), bringing the themes, data items, and literature

together to contribute to the final report write up (phase six).
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Embedded research approach

There has been increasing interest in embedded health policy and systems research (e-HPSR), especially
in LMICs. Although there is no single definition of e-HPSR, it can be understood as research conducted
‘within the system, for the system, [and] used by the system’ (Olivier et al., 2018: 1). Furthermore, the
‘embeddedness’ can take different forms such as, for example, insider researchers where health workers
working within the health system are doing HPSR relevant to the system they are working in or HPSR
researchers from outside the health system who have immersed themselves in the system (Olivier et al.,
2018). The increasing interest in e-HPSR is largely due to the reported benefits of the approach; chief of
which is the increased likelihood of actionable and useable results resulting from the identification of
substantively relevant health systems issues and questions, removal of barriers to research and creation of
feedback loops of research results into the system (Olivier et al., 2017; 2018). Additionally, well-conducted

e-HPSR is thought to strengthen the rigour of the research process (Olivier et al., 2018).

This study is considered to be embedded in the WCDHW health system for several reasons. First, the
researcher (OSM) is an HPSR student researcher working in the WCDHW, where this research will be
conducted. Secondly, the supervisor and primary investigator (LG) has been working, and conducting HPSR
research in collaboration, with the WCDHW health system for over a decade. Thirdly, the study is a sub-
study of a larger project commissioned by the highest decision-making body of the WCDHW to evaluate its
long-term strategy, and the researchers are part of a steering committee appointed by the WCDHW to lead
the larger evaluation project. Fourthly, the study derives its question from an issue that has been identified
as critical by the WCDHW and that is a key thrust of its long-term strategy and so an element of the

commissioned evaluation.

While e-HPSR has benefits, it also poses some methodological challenges that need to be considered and
mitigated. Some of these challenges, relevant to this study, include difficulty in maintaining objectivity,
tensions between using observations and experiential knowledge and feeling compelled to report more
positively than negatively (Olivier et al., 2018). The researchers will apply strategies to mitigate against these
challenges, namely member checking, reflexivity and peer debriefing. These strategies, and others, are

discussed under the rigour section below.
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Rigour

As mentioned earlier, case study research (Rowley, 2002) and health policy and systems research more
generally (Gilson, 2012) have been criticised for lacking rigour. Table 2 details the strategies that will be

used to ensure rigour in all stages of this research.

Table 4. Strategies to ensure rigour in the proposed research. Drawn from Gilson (2012), Jootun et al.

(2009), Lincoln and Guba (1985), Maher et al. (2018) and Olivier et al. (2018)

Strategy Application in this study Contribution Relevant
stage(s) of
research
Data Data will be drawn and corroborated from different | Credibility & Data collection

triangulation

sources (hospital participants, key informants
outside the hospital, literature etc.)

confirmability

Member
checking

The initial findings of the study will be presented to
the hospital participants to check whether their
views are accurately represented before the
research reportis finalised.

Credibility

Interpretation of
study findings

Thick description

A detailed description of both the case and context
will be drawn from the data and provided in the
final report.

Transferability &
dependability

Sampling, data
collection and
data analysis

Methods

Different data collection methods will be used.

Dependability

Data collection

triangulation and data

analysis

Reflexivity The primary researcher will keep a reflexive journal | Confirmability & All stages of
throughout all the stages of the research process credibility research
to ensure reflexivity.

Peer debriefing The research team will have regular debriefing Credibility Data collection,
meetings during data collection, data analysis and data analysis
report writing to reflect on the research process, and
interpretations and their influence on the process, interpretation of
and share insights. During data analysis, the study findings
primary researcher will develop codes and themes
and the rest of the team will check them.

Audit trail The entire research process will be recorded, Transferability & All stages of
including any changes made and the rationale dependability research

behind such changes. This is especially important
because of the flexibility of this design.

Use of theory

As discussed above, conceptual and theoretical

frameworks will be used to guide data collection,
data analysis and the presentation/interpretation
of results.

Confirmability

Data collection,
analysis and
interpretation of
findings

Representative
Sampling

Heterogenous sampling will be used to ensure that
perspectives of different sub-groups are

Credibility &
confirmability

Data collection
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represented (e.g., different genders, professional
groups, managers/workers, more/less
experienced)

Embedded The primary researcher has prior experience inthe | Credibility All stages of
research research setting/context. However, reflexivity, peer research
approach debriefing and member checking are critical to

keep the researcher’s influence ‘in check’.

Research There is alignment between the research question, | Credibility, All stages of
alignment- theory, purpose, design and strategy. dependability & research
‘golden thread’. confirmability. (including
design)
PEOPLE AND TRACK RECORD

This study is a single case study set in one district hospital. The scope and size of the project does not
require a large research team. However, the topic requires researchers with different
disciplinary/professional backgrounds, and expertise in conducting qualitative research. For example, the
social nature of leadership requires someone with a social science background or expertise in health
systems leadership, while the setting of the study needs a person who has understanding and appreciation
of health services and the complexities of healthcare delivery. Considering the above, the two-member
research team (i.e., student-supervisor) is well positioned to conduct this study (see Table 3 below for more

details on researchers’ track record).

Additionally, the researcher will also draw from the steering committee of the wider evaluation project that
this study is nested within. Members of this committee include two WCDHW senior managers responsible
for strategy and service delivery, respectively, an experienced professor of health policy and systems

research, and a public health medicine specialist.

Table 5. Research team description

Name and Rolein Disciplinary/professional background Previous work
title Project relating to this topic
Lucy Gilson Primary Social scientist and leading HPSR academic with Published extensively
(LG), Prof investigator extensive experience in doing HPSR work in LMICs. on health leadership,
(PI) & Current professor and head of health policy and management and
supervisor systems division at UCT. governance in LMICs.
Oupa Researcher & | Trained radiation therapist with health service Operational research
Motshweneng student delivery experience as both a clinician and manager. on health leadership
(OSM), Mr Current public health student and managerina DHS | and quality of care in
of the WCDHW. the DHS.
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RESEARCH IMPACT

It is expected that this study will yield results usable for the immediate research setting and transferable to
other similar contexts because the researchers have chosen a typical/representative case and rigour
strategies will be used to ensure transferability (see Table 2). The key contributions envisaged from the study

are as follows:

i) Provide feedback to Bophelo Hospital on their efforts to nurture distributed leadership as a
strategy for embedding good governance and values-driven leadership. i.e., whether or not
leadership in the hospital is distributed, if so, how it is distributed, and what has supported or
inhibited the emergence of distributed leadership in the hospital.

i) Contribute to the evaluation of WCDHW'’s Healthcare 2030 - specifically, the development of
distributed leadership as a key lever to achieving the provincial health system’s vision and
strategic goals.

iii) Contribute to ongoing efforts to strengthening DHS leadership in South Africa by offering
insights on the nature of leadership in a South African district hospital and the

enabling/inhibiting factors.
iv) Add to the limited but growing evidence base of health system leadership in LMICs.

To achieve the first contribution, the results of the study will be presented at the annual district research
day, which includes staff from Bophelo Hospital and surrounding primary care facilities. The second
contribution will be supported by the embedded approach. The results of this study will form part of the
report for the larger Healthcare 2030 strategy evaluation project which will be used to inform the next long-
term strategy for the WCDHW provincial health system. Moreover, the senior manager responsible for
strategy in the WCDHW co-chairs the steering committee responsible for the larger project with LG, and
OSM also forms part of this committee. In terms of the third contribution, there has been a renewed focus
on the DHS in South Africa. For example, there is a South African DHS learning initiative and the South
African Medical Journal has recently (late 2023) launched a special series on the DHS. Further, the NDoH is
currently reviewing its DHS and district management offices guidelines and strategies. For input in these
conversations and efforts, the results of this study will be shared with the DHS learning initiative, which
includes actors fromthe NDoH and other provinces. Finally, for the last contribution, the results of the study
will be submitted for publication in a peer-reviewed journal. By feeding back to the different levels of the

health system, we hope to prompt thinking and action on the supporting/inhibiting contextual factors at the
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different system levels and, thereby, supporting leadership development at Bophelo Hospital and other

similar contexts.
ETHICS
Risks and benefits

There are potential risks associated with participation in this study. Firstly, the interviews are expected to
last approximately one hour each, and this imposes an opportunity cost in that this time could have spent
working, in leisure or with friends/family. Secondly, there is a potential that the interviews may uncover
sensitive information that might cause emotional upset or that participants might not wish to share. Thirdly,
some participants may feel the need to give more positive responses in order for them not to jeopardise
their work/careers. To mitigate against the second and third risks, the researchers will maintain
confidentiality and the interviews will be anonymous. As part of the informed consent process, participants
will be informed that participation is voluntary and that they may withdraw at any stage of the study. Also,
no identifying information will be shared. However, these mitigation strategies do not address the issue of
opportunity cost, which cannot be averted. Nevertheless, some participants may find value in the
opportunity to pause and reflect on their work, which the interview provides, and this may potentially offset

the initial opportunity cost.

Another layer of risk lies in the results of the study, and their potential impact on the hospital. The
researchers recognise that examining the nature of leadership at a hospital might potentially and
unintentionally create narratives about the hospital management team which might be negative, depending
on the results. Furthermore, although the results will be anonymised, the possibility of some of the
audience tracing the results back to the specific hospital cannot be ruled out. With this in mind, the initial
results of the study will be presented to the Bophelo Hospital management team first before wider
publication. The researchers will discuss with the hospital management about which aspects of the results,

if not all, could be published/shared and how.

Other than the above, there are no known physical, emotional or economic risks associated with this study.
Based on presented risks and the mitigation strategies, it can be concluded that this is a low-risk study.
There are no direct benefits to the participants other than the envisaged contributions of the study to

Bophelo Hospital and the WCDHW as discussed under the research impact section.
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Ethical mindfulness

In addition to the health system issue identified above, embedded research such as this one presents
additional ethical considerations in that: i) the positionality of researchers might become blurred overtime,
ii) the long-term nature of the relationship between researchers and the health system requires nurturing
and being mindful of issues of power and trust and iii) some of ethical challenges often emerge after the
research has started (Molyneux et al., 2017; Olivier et al., 2018). This requires ‘ethical mindfulness’- the
researcher’s ability to manage routine and unanticipated ethical challenges that emerge during the
research process (Molyneux et al., 2017; Olivier et al., 2018). The researchers will use the regular peer

debriefing sessions as spaces for building and practising ethical mindfulness.
Voluntary participant and informed consent

Participation in this study is voluntary and participants may withdraw at any stage with no implications for
them. This information, including the nature and purpose of the research and potential risks and benefits
will be clearly communicated to study participants before taking part in the project. In terms of the semi-
structured interviews, the study information will be provided to the participants by providing participant
information sheets (Appendix E), followed by a verbal explanation and an opportunity for participants to ask
questions. Finally, interview participants will, voluntarily and willingly, sign a consent form (Appendix F),
which will then be signed by the researcher as well. Participants will retain copies of the information sheet,

while signed consent forms will be collected and stored safely in locked cabinet.
Privacy and confidentiality

The interviews with hospital participants will take place in the hospital boardroom or a private meeting
room/office with only the researcher and the participants present. And interviews with key informants will
take place at their respective offices, with similar privacy considerations. Interviews will be audio-recorded
(and later transcribed) and consent for this will be sought from each participant. However, participants’
identifying information will be removed from all files (recordings) and transcripts and replaced with
untraceable numerical identity numbers, to protect their privacy, confidentiality and anonymity. Further,
data will be stored on a password-locked computer, while the signed consent forms will be stored in a

locked cabinet, accessible only to the researchers.
Re-imbursement for participation in the study

Participants will not be re-imbursed for participating in this study.
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Clearance and permissions

Ethical clearance for the study will be sought from the University of Cape Town’s Human Research Ethics
Committee, while permission to interview WCDHW staff and access institutional reports that may

otherwise not be in the public domain will be obtained from the WCDHW'’s Health Intelligence Directorate.
BUDGET
Transcription costs are the main costs associated with this study and are estimated as follows:

R 15.00 per audio minute X 60 minutes = R 900.00 X 20 interviews = R 18 000.00
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Appendix B: Health Policy and Planning author guidelines

Scope
Health Policy and Planningis an open access journal, publishing health policy and systems research focusing on low-
and middle-income countries. It provides an international forum for publishing original and high-quality research that
addresses questions pertinent to policymakers, public health researchers and practitioners.
Manuscript format and style for all articles
Only articles in English are considered for publication.
The journal follows Oxford SCIMED style. Please refer to these requirements when preparing your manuscript. More
information on preparing your manuscript is available. Oxford English spelling style should be used consistently
throughout your manuscript. (-ize/-ization), except in quotations and in references. Prepare your manuscript,
including tables, using a word processing program and save it as a .doc, .rtf or .ps file. Use a minimum font size of 11,
double-spaced and paginated throughout including references and tables, with margins of at least 2.5 cm. The text
should be left justified and not hyphenated.
Title Page
The Title Page should be uploaded as a separate file type ‘Title Page’ and contain the following information:

o Title

e Corresponding authors name, address, country, e-mail address, ORCID details

e Each authors affiliation and qualification (BSc, MA, PhD...)

e Keywords

e  Reflexivity Statement

e Aword count of the full article: Word Limits do not include Abstract, References, Figure/Table legends.

e Ethical Approval

e if no ethical approval was required for the research, please note the reason:

e Example A: Ethical approval for this type of study is not required by our institute.

e Example B: Ethical approval for this research was waived by the authors institute/s IRB.

e Ethical Approval Received-Please note the institute/s which approved the research with reference number.

e Funding/Acknowledgements/Conflicts of interest/Ethical approval should be noted on the title page.
In the acknowledgements, all contributors who do not meet the criteria for authorship should be listed. Sources of
funding for research must be explicitly stated, including grant numbers if appropriate. Other financial and material
support, specifying the nature of the support, should be acknowledged as well.
Figures
Figures should be designed using a well-known software package for standard personal computers. If a figure has
been published earlier, acknowledge the original source and submit written permission from the copyright holder to

reproduce the material. The requirements for online submission and for reproduction in the journal are different: (i) for
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online submission and peer review, upload your figures separately as low-resolution images (.jpg, .tif, .gif or. eps); (ii)
for reproduction in the journal, you will be required, after acceptance, to supply high-resolution .tif files. Minimum
resolutions are 300 d.p.i. for colour images or 600 d.p.i for tone images, and 1200 d.p.i. for line drawings. We advise
that you create your high-resolution images first as these can be easily converted into low-resolution images for online
submission.

Figures will not be re-lettered by the publisher. The journal reserves the right to reduce the size of illustrative material.
Any photomicrographs, electron micrographs or radiographs must be of high quality. Wherever possible, photographs
should fit within the print area or within a column width. Photomicrographs should provide details of staining
technique and a scale bar. Patients shown in photographs should have their identity concealed or should have given
their written consent to publication. When creating figures, please make sure any embedded text is large enough to
read. Many figures contain miniscule characters such as numbers on a chart or graph. If these characters are not
easily readable, they will most likely be illegible in the final version. Certain image formats such as .jpg and .gif do not
have high resolutions, so you may need to save your figures and insert them as .tif instead.

Figure accessibility and alt text

Incorporating alt text (alternative text) when submitting your paper helps to foster inclusivity and accessibility. Good
alt text ensures that individuals with visual impairments or those using screen readers can comprehend the content
and context of your figures. The aim of alt text is to provide concise and informative descriptions of your figure so that
all readers have access to the same level of information and understanding, and that all can engage with and benefit
from the visual elements integral to scholarly content. Including alt text demonstrates a commitment to accessibility
and enhances the overall impact and reach of your work. Alt text is applicable to all images, figures, illustrations, and
photographs. Alt textis only accessible via e-reader and so it won’t appear as part of the typeset article.

Manuscript Preparation

Page 1: Title Page — as above.

Page 2: Abstract. To be prepared in one paragraph, no headings are required. It should describe the purpose, materials
and methods, results, and conclusion in a single paragraph no longer than 300 words without line feeds.

Page 3: Key Messages. Include 3-4 key focusing on the main points in the paper, explaining the rationale for the
research/paper, key finding(s), and implication(s) and lessons for health systems and health policy. Text should not be
taken verbatim from the abstract. Please see this article as an example.

Page 4: Introduction. This should state the purpose of the investigation and give a short review of the pertinent
literature and be followed by:

Materials and methods. This section should follow the Introduction and should provide enough information to allow
repetition of the experimental work. For chemicals or equipment, the name and location of the supplier should be
given in parentheses.

Results. This section should describe the outcome of the study. Data should be presented as concisely as possible, if

appropriate in the form of tables or figures, although very large tables should be avoided.
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Discussion. This should be an interpretation of the results and their significance with reference to work by other
authors.

Abbreviations. Non-standard abbreviations should be defined at the first occurrence and introduced only where
multiple use is made. Authors should not use abbreviations in headings.

All measures should be reported in Sl units, followed (where necessary) by the traditional units in parentheses. There
are two exceptions: blood pressure should be expressed in mmHg and haemoglobin in g/dl. For general guidance on
the International System of Units, and some useful conversion factors, see 'The Sl for the Health Professions' (WHO
1977).

References. References must follow the Harvard system and must be cited as follows:

Baker and Watts (1993) found...

In an earlier study (Baker and Watts 1993), it...

Where works by more than two authors are cited, only the first author is named followed by 'et al.' and the year. The
reference list must be typed double-spaced in alphabetical order and include the full title of both paper (or chapter)
and journal (or book), thus:

Baker S, Watts P. 1993. Paper/chapter title in normal script. Journal/book title in italics Volume number in bold: page
numbers.

Baker S, Watts P. 1993. Chaptertitle in normal script. In: Smith B (ed). Book title initalics. 2nd edn. Place of publication:
Publisher's name, page numbers.

Tables. All tables should be on separate pages and accompanied by a title - and footnotes where necessary. The tables
should be numbered consecutively using Arabic numerals. Units in which results are expressed should be given in
parentheses at the top of each column and not repeated in each line of the table. Ditto signs are not used. Avoid
overcrowding the tables and the excessive use of words. The format of tables should be in keeping with that normally
used by the journal; in particular, vertical lines, coloured text and shading should not be used. Please be certain that
the data given in tables are correct. Tables should be provided as Word or Excel files.

Availability of Data and Materials

Where ethically feasible, Health Policy and Planning strongly encourages authors to make all data and software code
on which the conclusions of the paper rely available to readers. Authors are required to include a Data Availability
Statementin their article. Data should be presented in the main manuscript or additional supporting files or deposited
in a public repository whenever possible. For information on general repositories for all data types, and a list of
recommended repositories by subject area, please see Choosing where to archive your data.

Data Availability Statement

The inclusion of a Data Availability Statement is a requirement for all articles published in Health Policy and Planning.
Data Availability Statements provide a standardised format for readers to understand the availability of data
underlying the research results described in the article. The statement may refer to original data generated in the

course of the study or to third-party data analysed in the article. The statement should describe and provide means of
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access, where possible, by linking to the data or providing the required unique identifier. The Data Availability
Statement should be included in the end matter of your article under the heading ‘Data availability’.
Types of papers
Health Policy and Planning welcomes submissions of the following article types:
e Originalresearch
e Review articles
e Methodological musings
e Innovation and practice reports
e Commentaries
e 'How to do (or not to do)...' [for example, see Hutton & Baltussen, HPP, 20(4): 252-9] and '10 best resources'
[for example, see David & Haberlen, HPP, 20(4): 260-3].
Original Research
Manuscripts reporting quantitative or fixed design studies should be a maximum of 6,000 words, excluding tables and
figures/diagrams and references. Manuscripts reporting qualitative, mixed method or flexible design studies should
be a maximum of 7,000 words, excluding tables and figures/diagrams and references.
The manuscript will generally follow through sections: Title page, Abstract (no more than 300 words), Introduction,
Methods, Results, Discussion, Conclusion, Acknowledgements, References. It may be appropriate to combine the
results and discussion sections in some papers. Tables and Figures should not be placed within the text, rather
provided in separate file/s.
For the reporting of statistical analyses please consider the following additional points:
e Focus the statistical analysis at the research question.
e Provide information about participation and missing data.
e As much as possible, describe results using meaningful phrases (e.g., do not say ‘beta’ or ‘regression
coefficient’, but ‘mean change in Y per unit of X’). Provide 95% confidence intervals for estimates.
e Report the proportions as N (%), not just %.
e Report P values with 2 digits after the decimal, 3 if <0.01 or near 0.05 (e.g., 0.54, 0.03, 0.007, <0.001, 0.048).
Do not report P values greater than 0.05 as ‘NS’.
e Always include a leading zero before the decimal point (e.g., 0.32 not .32).
e Do notreport tests statistics (such as chi-2, T, F, etc.).
For acknowledgements, figures and measures see above.
Disclosure of Potential Conflict of Interest
Authors must declare any conflicts of interest during the online submissions process. The lead author is responsible
for confirming with the co-authors whether they also have any conflicts to declare.

Ethical Research
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A requirement of publication is that research involving human subjects was conducted with the ethical approval of
the appropriate bodies in the country where the research was conducted and of the ethical approval committees of
affiliated research institutions elsewhere. Furthermore, subjects’ consent must have been obtained according to the
Declaration of Helsinki. A clear statement addressing all these points must be made in any submitted manuscript
presenting such research. In original articles, this information must also be included in the methods section of the
submitted manuscript. Please note that it is the responsibility of the corresponding author to ensure that the relevant
ethical approval described above is provided. The Editors-in-Chief reserve the right to refuse publication where the
required ethical approval/patient consent is lacking, or where the approval/consent provided is deemed incomplete

or ambiguous.
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Appendix C: Hospital participants interview guide

Healthcare 2030 Review: Hospital participants interview guide

Barriers and enablers to the emergence of distributed leadership in a Western Cape Government Health and

Wellness district hospital

Main research question: \What are the barriers and enablers to the emergence of distributed leadership in a

Western Cape Government Health and Wellness district hospital?

Sub-questions:

a.

How is distributed leadership framed by actors at different levels of the Western Cape provincial health
system?

Is there evidence of distributed leadership currently at the hospital, if so, how is leadership distributed?
What has supported or inhibited the emergence of distributed leadership in this district hospital in the last
tenyears?

Introductions (5-10 minutes)

Introduce myself and my role in both the Western Cape Government Health and Wellhess (WCDHW) and
the University of Cape Town

Go through the study information again, as in the participant information sheet

Open for clarity-seeking questions

Build rapport by asking participants some questions about themselves and their interests, while collecting
key demographic information- specifically: sex, age, educational/professional background, years of
experience, years working in WCDHW, current role/position and years in that position (does the current

position include line management of district hospitals, if so, how many?

Core questions (30-45 minutes)

1.

2.

What is your understanding of leadership?

Probing questions

» In your opinion, what does leadership mean, what does it look like?

» The Department’s strategic documents often speak about developing distributed leadership, and
this hospital’s recent annual operational plan also speaks about ‘Distributed management and
leadership capacity enhancement’. What is your understanding of this kind of leadership
[distributed leadership]?

Now coming to Bophelo Hospital, how would you describe leadership in this hospital?

Probing questions
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When we talk about leadership in this hospital, who comes to your mind and why?
Do you consider yourself part of the hospital leadership, why/why not? And if not, what is your
relationship with the hospital leadership?
What would you say are the qualities, features or characteristics of leadership in this hospital?

o Examples?
In what ways would you say some of these qualities/characteristics impact on you and your work?
Can you think of any examples?
When it comes to your specific team/department/unit, how would you describe leadership in your
team/department/unit? Is it different from the hospital leadership you described earlier, in terms

of qualities, features or characteristics? If so, how?

3. Thinking over the last ten years, what would you say has shaped the hospital leadership as you have

experienced it, and just described it?

>
>
>

Do you think education and training has had any influence?
Are there any other factors within or outside the hospital that you can think of?
What do you think has been the impact of national and provincial policies on the hospital

leadership?

Closing questions/comments (5-10 minutes)

e Asa parting point, how can leadership in this hospital be strengthened, in your opinion?

e |sthere anything else you feel you would like to share or ask?

e Thank the participant for the participation and reassure them of the confidentiality of their responses.
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Appendix D: Key informants interview guide

Healthcare 2030 Review: Key informants interview guide

Barriers and enablers to the emergence of distributed leadership in a Western Cape Government Health and

Wellness district hospital

Main research question: \What are the barriers and enablers to the emergence of distributed leadership in a

Western Cape Government Health and Wellness district hospital?
Sub-questions:

a. Howisdistributed leadership framed by actors at different levels of the Western Cape provincial health
system?

b. Isthere evidence of distributed leadership currently at the hospital, if so, how is leadership distributed?

c. What has supported or inhibited the emergence of distributed leadership in this district hospital in the last

tenyears?
Introductions (5-10 minutes)

e Introduce myself and my role in both the Western Cape Government Health and Wellness (WCDHW) and
the University of Cape Town

e Go through the study information again, as in the participant information sheet

e Open for clarity-seeking questions

e Build rapport by asking participants some questions about themselves and their interests, while collecting
key demographic information- specifically: sex, age, educational/professional background, years of
experience, years working in WCDHW, current role/position and years in that position (does the current

position include line management of district hospitals, if so, how many?
Core questions (30-45 minutes)

1. Whatis your understanding of leadership?

Probing questions

» Inyour opinion, what does leadership mean, what does it look like?
» The Department’s strategic documents often speak about developing distributed leadership, what
is your understanding of this kind of leadership [distributed leadership]?
2. Based onyour experience, how would you describe district hospital leadership in WCDHW?

Probing questions
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» What would you say are the qualities, features or characteristics of leadership in WCDHW’s district

hospitals? What are the strengths and weaknesses?

» In what ways would you say some of these qualities/characteristics impact on service delivery? Can

you think of any examples?

3. Thinking over the last ten years, what would you say has shaped hospital leadership in WCDHW'’s district

hospitals?
a. Whatdo you think has been the impact of national and provincial policies on district hospital

leadership?

b. What about education and training, has it had any influence?

c. Arethere any other factors within or outside the hospitals that you can think of?

Closing questions/comments (5-10 minutes)

e Asa parting point, how can leadership in WCDHW’s district hospitals be strengthened, in your opinion?

e |sthere anything else you feel you would like to share or ask?

e Thankthe participant for the participation and reassure them of the confidentiality of their responses.
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Appendix E: Participant information sheet

Healthcare 2030 Review: Participant Information sheet

Barriers and enablers to the emergence of distributed leadership in a Western Cape Government Health and

Wellness district hospital

Dear Prospective Participant,

We would like to invite you to take part in our research study, titled: Barriers and enablers to the emergence of
distributed leadership in a Western Cape Government Health and Wellness district hospital. Before you decide,
itis important that you understand why the research is being done and what it would involve for you. Please take time
to read this information and discuss it with others if you wish. If there is anything that is not clear, or if you would like
more information, please ask us.

What is the purpose of the study?

Leadership has been widely recognised as a critical component of any health system and a necessary ingredient for
well-functioning health systems. More so, there has been increasing efforts and calls to move away from
individualistic notions of leadership where leadership is seen as the exclusive function of certain individuals, usually
located at the top of the organisation, to more systematic approaches to leadership. The Western Cape Government
Health and Wellness (WCDHW) sees a ‘dynamic and distributed leadership across the ranks of management,
clinicians and administration’ as a key requirement for the realisation of its vision of ‘access to person-centred quality
care’ and the envisaged shift from health to wellness, which underpins its Healthcare 2030 strategy. To this end, the
WCDHW has explicitly adopted, and sought to develop, distributed leadership to achieve set health system goals-
with a particular focus on the frontline.

Despite WCDHW'’s explicit intention to develop distributed leadership, and the subsequent resource investments,
there is little evidence to make judgements about the extent to which this intention has been realised. To try and close
this gap, we seek to conduct a theory-driven exploration of the emergence of distributed leadership in a WCDHW
district hospital, to understand whether there is evidence of distributed leadership or not, if so, how is it distributed
and what has supported or constrained its emergence. Our main research is: What are the barriers and enablers to
the emergence of distributed leadership in a Western Cape Government Health and Wellness district hospital?

Why have | been invited?

You have been invited to take part in this study because you are either a current or past employee at Bophelo
Hospital, or you are a WCDHW senior manager working in or supporting the district health system.

Do | have to take part?
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As much as we would like you to take part, it’s important for you to know that participation in this study is entirely
voluntary. In addition to this, you are allowed to withdraw from participating if you change your mind and you don’t
need to give a reason for this. Withdrawal from participating in the study will not affect your standing as an employee
of WCDHW.

What will happen to me if | decide to take part?

If you decide to take part, we will ask you to sign an informed consent and participate in a 45-60 minutes one-on-one
interview with the researcher. The interview will happen at your place of work, or where most convenient for you. With
permission from the Chief Executive Officer of Bophelo Hospital and meeting attendants, the researcher will also
observe some meetings in the hospital but will not interact with meeting participants.

Are there any possible disadvantages or risks from taking part?

There are no known risks to this study apart from the cost of time needed participate in the interview. While going
through the interview, you may skip any questions you do not want to answer and you may end the interview at any
time if answering any of the questions makes you feel uncomfortable. Open ended questions in interviews can lead
to unexpected emotions, please share only what you are comfortable sharing with us.

What are the possible benefits of taking part?

There are no direct personal benefits for taking part in this study. However, we envisage that the study will make the
following key contributions, at the hospital, provincial and national levels:

i) Provide feedback to Bophelo Hospital on efforts to nurture distributed leadership as a strategy for
embedding good governance and values-driven leadership, as outlined in their annual operational plan.
i.e., whether or not leadership in the hospital is distributed, if so, how it is distributed, and what has
supported or inhibited the emergence of distributed leadership in the hospital.

i) Contribute to the ongoing evaluation of WCDHW’s Healthcare 2030- specifically, the development of
distributed leadership as a key lever to achieving the provincial health system’s vision and strategic
goals.

iii) Contribute to ongoing efforts to strengthen district health system leadership in South Africa by offering
insights on the nature of leadership in a South African district hospital and the enabling/inhibiting
factors.

Will my taking part in the study be kept confidential?

We will keep all the information you share with us confidential. We may share the results of the study through reports,
posters, conferences, presentations, and journals. In any of these cases, data will be anonymised.

Willl be reimbursed for taking part?

Participants will not be reimbursed for taking part in this study.

What will happen at the end of the study?

This study is linked to a bigger project commissioned by the WCDHW that aims to evaluate the Healthcare 2030

strategy. The insights generated from this study will feed into the bigger project, which also aims to guide WCDHW'’s
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next long-term strategy. | am also undertaking this research project as part of my master’s in public health degree
studies at the University of Cape Town. So, the results of the study will be written up and submitted for examination
towards the degree.

Further information and contact details:

For further information please contact:

Researcher

Oupa S. Motshweneng at Oupa.Motshweneng@westerncape.gov.za or 021 815 8875

Principal Investigator

Professor Lucy Gison at lucy.gilson@uct.ac.za

Ethics Committee

If you have any ethical concerns about this project, you may contact the University of Cape Town’s Human Research

Ethics Committee at hrec-enquiries@uct.ac.za

Should you decide to take part in the study, please sign the attached consent form. A copy of this information sheet

will be given for you to keep.

Thank you for considering taking part in this work.
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Appendix F: Consent form

Healthcare 2030 Review: Consent form

Barriers and enablers to the emergence of distributed leadership in a Western Cape Government Health and

Wellness district hospital

l,

(name & surname), consent to voluntarily participate in a research study

conducted by Oupa Motshweneng from the Western Cape Government Health and Wellness and the University of

Cape Town. | understand that the study aims to conduct a theory-driven exploration of the emergence of distributed

leadership in a WCDHW district hospital, to understand whether there is evidence of distributed leadership or not, if

so, how is it distributed and what has supported or constrained its emergence.

As a current/past employee at Bophelo Hospital, or a WCDHW senior manager working in/supporting the district

health system (circle whichever is relevant), | understand that | am being invited to take partin a one-on-one in-person

interview. In agreeing to participate, | understand that:

vV V V VYV V

My participation is voluntary.

| will not be paid for my participation.

The interview will last approximately 45-60 minutes, during which the researcher may take notes.

The interview will be audio-recorded.

If | feel uncomfortable in any way during the interview | have the right to decline to answer any question or to
leave the session.

The researcher will not identify me by name in any reports using the information obtained from the interview.
My confidentiality as a participant will remain secure.

Other staff members from the University of Cape Town and the Western Cape Department of Health and
Wellhess will not be present during the interview.

| have read and understood the participant information sheet provided to me. | have had all my questions

answered to my satisfaction, and | voluntarily agree to participate in this study.

I hereby agree / disagree (circle the applicable option) to participate in the interview.

I hereby agree / disagree (circle the applicable option) to the audio recording of the interview.

..
Participant Researcher
Name: Name: Oupa S. Motshweneng.

Signed:

Date:

Signed:

Date:
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Appendix G: Ethics approval letter

: : UNIVERSITY OF CAPE TOWN (e
X Faculty of Health Sciences i
o Human Research Ethics Committea '

E-5& — Hoomab, E-Floor, Old Maimn Building

Groote Echuur Hospital

Observatory 7925

Emall: hrec-suebmissionsd uck ac, za

Wirnsbesbitee: 1illps: 7 Peeailn un . s, £ Bygene bou o - resesnch=ethics

N9 April 2024
HREC REF: 207 /2024

Prof L Gilson
Health Policy and Systems Division
Email: lucy.gilson@uct.ac.za

Dcar Prof Gilson

PROJECT TITLE: EARRIERS AND ENABLERS TO THE EMERGENCE OF DISTRIBEUTED
LEADFRSHTP TN &4 WESTERN CAPE GOVERNMENT HEALTH AND WELLMESS DISTRICT
HOSPITAL (SUB-STUDY 071/2016) (MASTERS IN PUBLIC HEALTH: HEALTH SYSTEMS - MR
OUPA 5 MOTSHWENENG)

Thank you for submitting your study to the Faculty of Health Sciences Human Research Ethics
Committes (HREC) for review,

It is a pleasure to inform you that the HREC has formally approved the above-mentionad stiidy,
Approval is only granted for one year until the 30 April 2025.

The researcher ic the QA Manager whose functiong includuHHagpltal — thie patential bias
must he recorded in the protocnl and document as the researcher may have a working relationship with

some of the participants.

The HREC acknowledges that the following Master In Public Health: Health Systems Candidate- Mr
Oupa S Motshweneng is also involved in this study.

Flease submit a progress report, using the standardised Annual Progress Report Forms (FHS018) or
{FHS OL17) If the study continues beyond the approval period, Please submit a Standard Llosure form
{(FH3 010} when Lhe study hes been completed, this includes after publicatlon or thesls submission

and final completion.
{Forms can ba found on our website: www_hoalth.uct.ac.za/fhg/ recearch/ humancthics/ forms)

Please nate that for all studies approved hy the HRFC, the principal investigator myst abtain appropriate
institutional approval, where necessary, before the research may occur.

Please note that the cngoing ethical conduct of the study remains the responsibility of the principal
investigator.

Fiease quote the HREC HEF 207/ 2024 in all your correspondence,

Yours sincerely

i
CHAIRPERSON. FACULTY OF HEALTH SCIENCES HUMAN RESEARCH ETHICS COMMITTEE

HREC REF NO. 207/2024 approval letter

73



Part B: Research Appendices

Appendix H: Institutional approval letter

REFERENCE: WC_ 202404 012
EMGUIRIES: Dr Glynis Denicker

Western Cape STRATEGY & HEALTH SUPPORT
Governmentl Healtn Researchi@westemcape. gov. 20
24th Foor, 4 Dorp Street
Cape Town, 8001

Foe albernilion. Profl Lucy Gilson

Re: Approval of research of [ Hosrital
Study Reference: WC_202404_012

Study Description: Bamers and enablers fo the emergence of distibuted leadership in a Western Cape Government Health
and Wellness district hospital

Tharnk you for submitling your proposal fo undertake the akove-mentioned study. We are pleased fo inform you that the
department has granted you approval for your research.
Please contact the following people to assist you with any lurther enguiries:

I o5t

Facility contact person: GG

Contact Detoi: [
Humber: I

Kindly ensure that the following are adhered fo:
1. Arongements can be made with manages, provided that normal activities at reguested faciities are not

interrupted and staff ore not put under pressure o comply with fhe research activities.
2. Researchers must provide the department with an electronic copy of o FAnal Report wing the Annexurse ?

ternplate  within  six months of completon of research. This can be submilted fo
Health Eesearchilwestemcaps . qov.zo. Future research will not be allowed on the health platformn if a Fnal Report
s not submitted.

3. In the event where the research project goes beyond the esfimated complefion date which was submitted, or
the final date of the ethics clearance letter, researchers are expected to complete and ubmit a progress

report (Annexure 8) and an updated ethics clearance letter fo Healih Bessarchiwesterncope gow za. Failure

to do so will render this approval letter void.

4. Please note that if you are conducting a folder oudit, and you deo not have consent from individual study
participanis/wukjects, you may not coapture idenfifioble pafient informafion in your dataobase, o per the
Protection of Personal Information Act 4 of 2013 [POPIA).

L. Fyou do have consent from individual participantsin this study, and you are collecting idenfifiakle patient data
through your chosen research methadology, you should not keep the data for any longer than s reguired fo
complete this research, oz per POPLA.

& The reference number above should be guoted in all future comrespondence.

Tours sincersly

DR M MOODLEY

NIRFCTOR: HEAITTH INTFI GFNCF
DATE: 18 June 2024

CC
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