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Abstract

To address the current leadership challenges within the South African health system,
it is important to understand what influences the nature and practice of leadership
within healthcare organisations. This thesis presents research about the interlinkages
between context, leadership practices and staff satisfaction and morale — as
indicators of leadership effectiveness - in district hospitals. The study represents one
of the few detailed empirical inquiries into these issues in South Africa and adds to
the still limited body of relevant empirical evidence in low- and middle-income

countries.

The research specifically drew on organisational and leadership theory to shape its
strategies of data collection and analysis. It was conducted in two case study, district-
level, hospitals. Multiple sources of data were collected, including document reviews,
non-participant observations, and in-depth qualitative interviews. Data from staff
satisfaction surveys carried out separately from this study were also considered. The
in-depth interviews involved the three broad cadres of clinical, nursing, and
administrative staff working within the hospitals, including those with and without
formal managerial roles. Thematic analysis was applied in analysing experience in
each case study hospital and also in cross-case analysis. This analysis involved

iterative inductive, deductive, and abductive processes.

The thesis generates insights about the leadership practices experienced in the case
study hospitals that may both engender (positive practices) or undermine (negative
practices) staff satisfaction and morale. Positive leadership practices also nurtured
the collective leadership that itself enhanced teamworking and influenced the hospital
context to spread collective leadership more widely. These leadership practices were,
in turn, influenced by contextual elements internal and external to the hospital, some
of which themselves had possible consequences for staff satisfaction and morale.
Critical features of hospital external context included hospitals’ histories and
backgrounds, as well as the wider bureaucratic context of rigidity in which they are
situated. Key features of hospital internal context influencing collective leadership
were, meanwhile, internal power structures and processes, professional identity, and

cross-professional relationships.

This analysis of the interactions between hospital context, collective leadership and
staff satisfaction and morale illuminates the complex dynamics of hospitals. This

Leadership Trinity offers insights of relevance to health system reform in South Africa,



and more specifically, to implementation of current National Health Insurance
proposals.
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Chapter 1: Introduction to the Leadership Trinity Study

1.0 Introduction

This thesis examines the interplay and the influence of healthcare organisational
(HCO) context over leadership practices and leadership effectiveness through staff
satisfaction and morale in public hospitals. This case study research was undertaken
in two district-level, hospitals in the Western Cape province of South Africa.

Three critical starting points for the current study were drawn from the wider research
on leadership undertaken across sectors and over many years in high income
countries. First, although defined in various ways in organisational theory (Pierce &
Newstrom, 2011; Yukl, 2006; Yukl & Lepsinger, 2005; Kotter, 1990; Bass, 1985),
leadership has increasingly come to be seen as a process of social influence (Day &
Antonakis, 2011; Edmonstone, 2011; Bolden, 2004; Day, 2001) that is distinct from
‘management’, understood as addressing resource management, systems of control,
problem solving and the production of standards and consistency (Kotterman, 2006;
Yukl & Lepsinger, 2005; Kotter, 1990). Moreover, public sector literature also
describes administrative and bureaucratic leadership, further noting the role of power
and hierarchy in the practice of leadership (Van Wart, 2003; Trottier, Van Wart, &
Wang, 2008).

Second, in conceptual and empirical research on leadership in high income countries
(HICs), leadership is also being considered as a collective practice, rather than a
function of individual leaders’ characteristics or traits (Endrissat and von Arx, 2013;
Denis, Langley and Sergi, 2012; Bolden, 2011; Raelin, 2011; Gronn, 2009; Pearce,
Conger and Locke, 2008; Carroll, Levy and Richmond, 2008). Collective leadership
refers to the form of leadership embedded in multiple individuals and involving
interpersonal relationships (Denis et al., 2012; Hiller, Day, & Vance, 2006). Collective
leadership roles are spread amongst diverse groups of individuals with different sets
of skills, and who formally and informally share information to harness their collective
behaviours (Yammarino, Salas, Serban, Shirreffs, & Shuffler, 2012; Friedrich,
Vessey, Schuelke, Ruark, & Mumford, 2009).

Third, the conceptual thinking on collective leadership recognises that the social
context of an organisation has a critical influence over leadership practices as such
leadership is socially situated in everyday experiences and incorporates the actions

and emotions of both staff and managers (Oc, 2018; Friedrich, Griffith, & Mumford,



2016; Brazier, 2005; Antonakis, Avolio, & Sivasubramaniam, 2003; Osborn, Hunt, &
Jauch, 2002; Denis, Lamothe, & Langley, 2001). However, a review of empirical
research noted that only limited work has examined the association between
leadership and organisational context (Porter & McLaughlin, 2006). Indeed, much of
the available conceptual and empirical literature has examined organisational
phenomena separately from each other and so has failed to consider how different
organisational facets or dimensions are relevant to leadership (Roman, 2017; Lewis,
2015; Dinh et al., 2014; Day, Fleenor, Atwater, Sturm, & McKee, 2014; Ovretveit et
al., 2011; Zigan, Macfarlane, & Desombre, 2009; Vroom & Jago, 2007; Scott,
Mannion, Marshall, & Davies, 2003).

Beyond these starting points, in this introduction chapter, I, first, outline the health
policy and system rationale for this study in South Africa, a middle-income African
country. Second, | summarise the knowledge contributions of the study. Third | outline
the overall research question, research aim and specific objectives that underpin this
thesis on the interplay between HCO context, collective leadership practices and
leadership effectiveness — or more specifically, staff satisfaction and morale. | also
present an outline of the overall thesis. Finally, | give a summary of the chapter.

1.1 The Rationale for a study on hospital context and

leadership

1.1.1 Hospitals and leadership in the LMIC health systems

A well-functioning health system comprises various integrated components, also
referred to as building blocks (World Health Organization, 2007). Hospitals are
themselves a microcosm of the wider health system, spanning all building blocks, and
are critical for the delivery of good quality health care (Kruk et al., 2018; Harrison &
Coppola, 2007). In low- and middle-income countries (LMICs), hospitals generally
capture the majority, more than half, of total public healthcare expenditure and
resources (World Health Organization, 2007) and so also have a strong impact on
overall system efficiency (Heerdegen, Aikins, Amon, Agyemang, & Wyss, 2020;
Preker and Harding, 2003; Newbrander, Barnum and Kutzin, 1992).

The importance of public hospitals within every health system, and the organisation
and leadership of district hospitals specifically, continue to shape key global policy
debates. These hospitals play a key role in the health system by providing a link

between basic and advanced healthcare services (Heerdegen et al., 2020; Preker &



Harding, 2003). District hospitals act as the first point of referral level in rural and
urban districts (World Health Organization, 1992) and also offer referrals down the
system towards primary and community care (Balabanova et al., 2013). They are,
therefore, in a position to foster collaborative practices for better system functioning
that improve the quality of care (Kruk et al., 2018). Indeed, global evidence indicates
that good access to district hospitals supports the overall equity of health systems
(Gilson, Doherty, Loewenson, & Francis, 2007). In Thailand, for example, strategic
investment and good governance at district level is associated with the delivery of
high quality public health care and the successful implementation of Universal
Healthcare (Tangcharoensathien, Witthayapipopsakul, Panichkriangkrai,
Patcharanarumol, & Mills, 2018; Balabanova et al., 2013).

Public hospitals are also foreseen to play an important role in Universal Health
Coverage (UHC) reforms across countries by enabling quality medical care and
engendering hospital leadership in the health system (Lewis, 2015; Murray & Frenk,
2000). However, experience suggests that public hospitals in LMICs regularly under-
perform — as reflected in poor patient satisfaction, high mortality rates, poor
management, and poor revenue cycles (Fetene et al., 2019; Kruk et al., 2018; Russell,
Bennet, & Mills, 1999; Newbrander et al., 1992).

In the 1990s, these experiences led to calls for enhanced hospital autonomy to
support improved hospital functioning and quality of care, also strengthening the
wider health system (Mills, Rasheed and Tollman, 2006; Collins et al., 1999; McPake,
1996; Mills, 1990). Hospital autonomy refers to the allocation of greater managerial
authority to hospital managers, lessening some of the wider public sector bureaucratic
constraints imposed on their governance (Collins et al., 1999; McPake, 1996). Such
autonomy would enable hospitals to set their own operational policies and would give
hospital leadership more authority over decisions on budget use and administrative
decision-making, while still operating within the confines and accountability

mechanisms of the broader public system (Newbrander et al., 1992).

The available research suggests that leadership matter for performance, especially in
autonomous hospitals (Fetene et al., 2019; Lewis, 2015; Russell, Bennett and Mills,
1999). Globally, there is also recognition of the importance of leadership and
organisational culture change in improving quality of care. For example, evidence
suggests that organisational culture, leadership and performance may be interlinked
in healthcare settings ( Mannion, Davies and Marshall, 2005; Scott et al., 2003;
Davies, Nutley and Mannion, 2000), have impact on positive patient outcomes
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(Braithwaite, Herkes, Ludlow, Testa, & Lamprell, 2017), and with further links between
performance and satisfaction (Judge, Thoreson, Bono, & Patton, 2001).

Despite their important role in health systems, there is, however, scant research on
hospitals and how they operate, outside HICs (Lewis, 2015). In LMICs, there is, in
particular, very little research on hospital leadership, reflecting the dearth of empirical
research on leadership in any health setting in these countries (Gilson & Agyepong,
2018).

1.1.2 Healthcare leadership in South African health system and
hospitals

The South African health system comprises a mix of public and private healthcare
services, with the majority of the population utilising the under-resourced public
services (Coovadia, Jewkes, Barron, Sanders, & Mcintyre, 2009). The overall system
is inefficient and inequitable and remains challenged by the legacies of apartheid
(Delobelle, 2013; Mayosi et al., 2012; Coovadia et al., 2009; Gilson & Mcintyre, 2007).
Hospitals play an important role in service delivery in the strongly hospi-centric public
system, but their continuing challenges include poor staff satisfaction and morale
(Labonté et al., 2015; Blaauw et al., 2013).

To address its weaknesses, the South African health system has been under constant
reform since 1994. The development of the District Health Systems (DHS) and the
strengthening of primary health care (PHC), with district hospitals as the first referral
point, has been an important cornerstone of these reforms (Pillay & Barron, 2011;
Pillay, McCoy, & Asia, 2001; Owen, 1995).

The need to strengthen health system leadership and governance has also been
identified as important. Specifically, the fourth and fifth priorities in the National
Department of Health (NDoH) medium term strategic 10-point plan 2010/11 —
2012/13, identified improvement of management in the South African health care
system as essential for efficient health care delivery (RSA National DoH, 2010). This
plan emphasised that where skills’ gaps were identified, suitable and relevant training
would be provided to eligible health care managers. In addition, the establishment of

a management and leadership academy for health managers was envisaged.

The 2011 National Policy on Regulating Management of Hospitals, meanwhile,
specifically aimed at ensuring that the management of hospitals is underpinned by
principles of effectiveness, efficiency and transparency as enshrined in the National
Health Act (RSA National DoH, 2011b). Recent proposals for National Health
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Insurance (NHI) again emphasise the critical role of health care leadership and
include, specifically, improvements of structures, culture, and performance in district
hospitals (RSA National DoH, 2019).

Meanwhile, in the Western Cape Province (WCP), where this research was
conducted, the Department of Health (DoH) has specifically espoused the need to
spread or distribute leadership practices within the health system. The Healthcare
2030 strategy document outlines four issues that need to be addressed to strengthen
leadership capabilities of hospital managers and clinicians within the province
(Western Cape Government DoH, 2014). These are the complexity of the health
system; the distributive nature of power among professional groups; the
multidisciplinary nature of care; and the peculiarity of the norms and hierarchies of the

different health professions.

Several wider reviews and commentary pieces make suggestions about key factors
to consider in strengthening hospital and health system leadership. Commonly these
reviews point to the important influence of organisational context over leadership.
Matsoso & Strachan (2011), for example, argue that organisational or work
environment and performance management systems are essential for leadership and
the overall performance of the South African health system in delivering quality
patient-centred services. Gilson & Daire (2011), meanwhile, argue that organisational
structure and culture are critical challenges for leadership, and are important features
to consider in building a health system that is resilient and responsive to the South
African population health needs (Elloker, Olckers, Gilson, & Lehmann, 2013).

Finally, based on a review and an exploratory research report on South African and
international literature, Jane Doherty (Doherty, 2014; Doherty, 2013) has specifically
considered clinical governance and the roles of clinicians in transforming public
facilities for provision of better quality of care. The wide-ranging problems she
identifies in public hospitals include, among others, inadequate authority for active
management of health facilities (level of decentralisation), problematic organisational
structure, unrealistic budgets, slow and unresponsive personnel management,
underdevelopment of management skills and inconsistent management structures.
The author specifically recommends integration of clinical leadership in district
hospitals judging that the organisational culture of such hospitals is conducive for
teamwork (as compared to larger hospitals, which possess more complex

hierarchies).



However, reflecting wider LMIC experience, there is very little empirical research on
any aspect of health system leadership in South Africa. The little available includes
research to develop competency frameworks (Pillay, 2008; Schaay, Sanders and
Kruger, 2011, Pillay, 2010) or studies that have examined specific leadership traits
and behaviours (Maboko, 2012; Botma, Botha and Nel, 2012; Mash et al., 2008;
Dovey, 2002). Only at most a handful of studies offer insights about the influence of
organisational context over leadership and different indicators of organisational
performance. For example, a study assessed the link between leadership and
organisational values, culture and performance in Cape Town’s Primary Healthcare
services but failed to succinctly outline the leadership practices and other features of

context (Mash, Govender, Isaacs, De Sa, & Schlemmer, 2013).
1.2 The knowledge contribution of this research

Overall, as outlined in more detail in Chapter Two, there is a dearth of empirical
research on leadership, and specifically on hospital leadership, in LMICs (Gilson &
Agyepong, 2018). In the South African health system, specifically, little evidence
exists about hospital leadership experience, and the contextual factors influencing it.
Yet the National Department of Health argues that effective leadership is vital for the
future of healthcare in the country (RSA National DoH, 2011c).

The currently limited understanding about LMIC hospital functioning and more
specifically, the impact of, and influences over, hospital leadership is the key
knowledge gap this research seeks to address. Very specifically, no empirical inquiry
has as yet examined the influence of organisational context over collective leadership

and organisational and leadership effectiveness in South African hospital settings.

This research is important because of the widely recognised role and potential
contribution of hospitals, and particularly public district hospitals, to overall health
system performance in LMICs. To support future system reform, including UHC
reforms such as the South African NHI proposals, it is critical to understand hospital
and district hospital leadership experiences as a basis for drawing lessons about how
to strengthen their leadership and performance. Such work can, moreover, draw from
the wider conceptual work about leadership already undertaken in HIC settings, as
more fully considered in Chapter Three. It can also contribute empirical findings of
relevance to the wider leadership literature, given the noted gap in empirical enquiry
into the association between leadership and organisational context (Porter &
McLaughlin, 2006).



1.3 Research questions and objectives, and thesis outline

1.3.1 Research Question

How does organisational context influence leadership practices and affect staff
satisfaction and morale, as an indicator of leadership effectiveness, in district

hospitals in the Western Cape Province, South Africa?

1.3.2 Research aim and specific objectives

The aim of this research was to examine the interplay between organisational context,
leadership practices, and staff satisfaction and morale, using two case studies of
district hospitals in the Western Cape Province. Together with this aim, the study

sought to achieve the following objectives:

a. To understand how district hospital managers and staff experience

leadership practices and the influence of organisational context over them.

b. To determine through analysis the key features of the internal and external
organisational context in district hospitals that are relevant to leadership
practices and staff satisfaction and morale, as indicators of leadership

effectiveness.

c. To determine through analysis the pathways through which organisational
context influences leadership practices and staff satisfaction and morale in

district hospitals.

d. To consider how collective leadership can be strengthened in district
hospitals.

Theoretical and empirical research in HICs suggest that leadership is a day-to-day
practice that has recurring patterns in relationships, decision-making and power
dynamics within a socially constructed context (Endrissat and von Arx, 2013; Raelin,
2011; Denis, Langley and Rouleau, 2010; Carroll, Levy and Richmond, 2008). In this
research, then, leadership practices are understood to be processes which involve
interpersonal relationships and social influence within the uncertain workplace or
organisational context, and which encourage the distribution of leadership processes
amongst co-workers (Day et al., 2014; Bilhuber Galli & Muller-Stewens 2012;
Edmonstone 2011; Raelin, 2011; Denis, Langley and Rouleau, 2010; ; Bolden 2004;
Day 2001). Chapter Three also presents a more detailed explanation and

understanding of the conceptual underpinnings of this study.



1.3.3 Thesis outline

Figure 1.1 provides a flow diagram of this research study and thesis, showing the
critical steps taken to collect and examine empirical evidence about the association
between HCO context, leadership practices and staff satisfaction and morale. In
Chapter Two | present the leadership literature review focused primarily on LMIC
healthcare and organisational leadership. Then, in Chapter Three, | outline the
conceptual framework and key conceptual definitions generated from relevant theory.

Afterward, in Chapter Four, | discuss the methodological approaches to study design,
data collection, data analysis (including routine survey data), data management and
the measures to ensure study rigour and trustworthiness. In this methodology chapter,
| describe the detailed qualitative research data collection and analysis undertaken,
and discuss the surveys done at the hospital that are used as corroborative
gquantitative data. The methodology chapter is then followed by Chapter Five, which
presents a description of South African and Western Cape Provincial settings, to set

the scene for the detailed presentation of the empirical findings.

Next, in the two successive Chapters Six and Seven, | report results from the two
study cases where | outline results on how the phenomena under study play out in
each hospital. Chapter Eight presents the cross-case analysis, drawing out deeper
insights about the phenomena through comparison of experiences across the two
case study hospitals. Chapter Nine discusses how the study’s overall findings
contribute to the broader LMIC literature on district hospitals and their leadership, as
well as the policy and research implications, and, finally, the study limitations. Finally,
in Chapter Ten, | present concluding statements about study relevance and my own

personal research journey.
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Figure 1.1: Overall Research Process and Thesis Outline

1.4 Chapter Summary

This thesis reports empirical research in two district hospitals in the Western Cape
Province, South Africa. This chapter has presented the rationale for and overview of
the thesis as a whole. Despite the critical role of hospitals within health systems such
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as that of South Africa, and the acknowledged importance of leadership to quality of
care and service delivery in hospitals, there is limited empirical research addressing
district hospital leadership in South Africa and other LMICs. This is the research gap

that this thesis addresses.

The thesis purposefully takes a holistic or comprehensive approach, examining the
relationship or association between leadership and other organisational phenomena.
As noted in the wider conceptual literature on leadership, situational and contextual
factors play important roles in the emergence and practice of leadership (Vroom and
Jago, 2007; Dinh et al., 2014). Yet research in LMICs has given little attention to
contextual and organisational influences over leadership practices and staff

satisfaction and morale.

Subsequent chapters present fuller reviews of the literature and theory underpinning

the thesis, as well as its methods, context, findings, implications, and conclusions.
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Chapter 2: Literature Review

2.0 Introduction

Chapter Two, the literature review, examines the existing LMIC literature on
healthcare leadership and leadership in general, identifying the gaps in the existing
evidence base. In this chapter, and in the overall thesis, | follow the definition of
authors who define leadership as a relational practice that is socially situated in
everyday experiences, and which incorporates the emotions of both staff and
managers in formal and informal leadership roles (Endrissat and von Arx, 2013;

Raelin, 2011; Denis, Langley and Rouleau, 2010; Carroll, Levy and Richmond, 2008).

At the onset, | outline the systematic manner with which | sourced study-relevant
literature on leadership. After that, | discuss the literature on healthcare leadership in
LMICs and South Africa that are relevant to this study. Then, | highlight the empirical
and methodological gaps that this research thesis aims to fill, in order to contribute to
research on healthcare organisational context and leadership. Lastly, | provide a

summary of this review chapter.

2.1 Approaches to the search and identification of relevant

literature

A detailed search for the literature for this study considered published work in different
electronic databases. Given the research question, the primary focus of the search
was empirical literature that specifically addressed leadership and linked contextual
issues in hospitals. Articles on empirical research on hospitals or HCO and leadership
were selected using pre-determined inclusion and exclusion criteria and according to
the characteristics specific to each database, search filters, and Boolean phrases
(Bown & Sutton, 2010).

The literature reviewed for this study are drawn from different disciplines because the
phenomena of focus have been independently researched in various fields such as
healthcare, organisational behaviour, leadership, management, public administration,
organisational psychology, and organisational sociology. | derived keywords and
phrases for the search and combined them using Boolean operators “AND” and “OR”
(see Box 2.1).
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Box 2.1: Example of search terms and phrases

KEY (("organi*ations” OR “healthcare organi*ation*” OR “health care organi*ation*” OR “healthcare
industry” OR “health care industry” OR “hospital*" OR “clinic”
OR "culture" OR "structure" OR "context") AND (“leadership” OR “healthcare leadership” OR “health care
leadership” OR “hospital leadership” OR “nurs* leadership” OR “physician leadership” OR “leadership
practices” OR “clinical leadership” OR “hospital adminis*” OR “hospital management”) AND (“leadership
effectiveness” OR “effective leadership” OR “effectiveness” OR “motivation” OR “morale” OR “satisfaction”

OR “attitude of health personnel”)
TO (PUBYEAR, 2019) OR LIMIT-TO (PUBYEAR, 1999))

(LIMIT-TO (ACCESS

TYPE(OpenAccess) AND (LIMIT-

The databases where | searched, accessed, and retrieved relevant literature include
SCOPUS, Web of Science, Medline via PubMed, EBSCO Host (including CINHAL -
Cumulative Index of Nursing and Allied Health, PsycINFO and Africa-Wide), and

Google Scholar. In addition, | extended the search to specific journals (see Box 2.2).

Box 2.2: Journals accessed for literature search

Administrative Science Quarterly
Africa Journal of Management

African Journal of Economic and Management
Studies

British Journal of Healthcare Management
Health Policy and Planning

Healthcare Leadership Review

International Journal of Healthcare Management
International Journal of Public Administration

International Journal of Public Administration

Research and Theory

International Review of Administrative Sciences
Journal of Health Management

Journal of Healthcare Leadership

Journal of Healthcare Management

Journal of Organisational Behaviour

Journal of Public Administration

Leadership in Healthcare Services
Leadership Quarterly

Management Dynamics

Public Administration

Public Administration Review

Public Performance and Management Review
Public Policy and Administration

Social Science Citation Index

South  African
Management

Journal of Business

South African Journal of Economic and

Management Sciences
South African Journal of Education

South African Journal of Human Resource
Management

| selected electronic databases and journals because | deemed them suitable in

providing relevant articles based on the variation of the inclusion and exclusion criteria
in Table 2.1. Mendeley (Copyright © 2019 Mendeley Ltd) was the preferred tool for

managing references upon completion and retrieval of the search results.
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Table 2.1: Inclusion and exclusion criteria

Empirical studies on leadership using qualitative, Literature whose findings and discussions
quantitative, or mixed methods approaches are not relevant to the three phenomena
under study

Studies on healthcare and other public Studies with insufficient information
organisations

Studies done in LMICs, later extended to HICs Studies that do not specify geographical
setting

Full text available in the University of Cape Town Articles whose full text are not openly

library subscription accessible
Studies published in English between 1999 to Studies in languages other than English and
2019 published before 1999

Despite the vast global literature on leadership in healthcare, the search only yielded
a handful of studies that assessed both the context of hospital leadership and
leadership practices in South Africa and other LMICs. To broaden the search,
research from other LMIC health settings was included as well as some non-health
literature from LMICs that considers organisational context as an influence on

organisational leadership.

To make the review manageable, due to the breadth and depth of overall literature on
leadership, | made a critical decision to bound the literature search. | primarily
considered literature from South Africa and LMICs between 1999 and 2020, and as
an attempt to capture a wider range of existing work from LMICs, with additional
theoretical literature from HICs. | do not, however, provide a systematic
comprehensive review of all literature published over the 20-year period because this
was not feasible for this study. Instead, | present a traditional narrative review
providing a comprehensive summary of literature on leadership in South Africa and

LMICs, to identify gaps, refine, focus, and shape research objectives.

In addition, this allowed the identification of theoretical and conceptual frameworks
useful for this study (Ryan, Coughlan, & Cronin, 2007). Although this approach may
be seen as limiting the extent of literature reviewed, the presented review offers
important perspectives that dominate the debates and thinking on healthcare and
organisational leadership. The inclusion and exclusion criteria guided the critical

13



appraisal whereby selected articles were carefully and systematically examined for
their relevance to the phenomena under study, quality of research methodology, and
key messages from research.

2.2 Leadership in LMIC health systems, hospitals, and other

organisations

In the limited existing literature on African organisational leadership, there are
relatively few studies on leadership practices and their outcome in HCOs, as noted in
a review on leadership in healthcare in sub-Saharan Africa (Curry, Taylor, Chen, &
Bradley, 2012). A Ghanaian comparative case study of public and private hospitals
(Aseweh Abor, Abekah-Nkrumah, & Abor, 2008) showed that governance structures
positively influenced leadership practices in public hospitals where the CEOs had
medical background and the roles of the CEO and the hospital board chairperson
were differentiated. However, this study did not also consider the types of leadership
practiced and their potential influence on, for example, satisfaction and motivation of
the staff.

While noting the nature of hospitals as complex adaptive systems, a recent study in
Kenya found, however, that inadequate financing, limited hospital autonomy and
decision-making ability, ineffective leadership influenced the capacity for priority
setting (Barasa, Molyneux, English, & Cleary, 2017). Other studies in the LMIC have
also started to recognise the important role of leadership capacity and organisational
capacity in influencing the motivation of staff in the context of performance-based
financing. The multiple case study in district hospitals and primary health facilities in
Burkina Faso by Fillol et al., (2019) showed how perceptions of organisational factors
influenced staff motivation towards performance-based financing, with specific
reference to the impact of hierarchical leadership styles, as reflected in feedback on

performance, and levels of resource availability.

Increasingly, a broad range of LMIC studies have examined transformational and
transactional leadership styles! in hospitals, for example in public hospitals in
Morocco (Belrhiti, Van Damme, Belalia, & Marchal, 2020) and Ghana (Aberese-Ako,
Agyepong, & van Dijk, 2018), health regions in Uganda (Musinguzi, Conrad, Namale,

It is important to note that leadership research focusing on individual leadership behaviour such as
charismatic leadership and transformational and transactional leadership is more common in high
income countries, although gaining prominence in LMICs (B. M. Bass, 1990; B. Bass & Avolio, 1993;
Shamir, House, & Arthur, 1993; Shamir & Howell, 1999; B. M. Bass, Avolio, Jung, & Berson, 2003).

14



Rutebemberwa, Dahal, Nahirya-Ntege, & Kekitinwa, 2018), among obstetric care
staff in Malawi (Chipeta, Bradley, Chimwaza-Manda, & McAuliffe, 2016), in different
organisations in Brazil (Araujo & Figueiredo, 2019; Abelha, Carneiro, & Cavazotte,
2018), and among nurses in Malaysia (Adi, Noor, Rahman, & Yushuang, 2013).

Transformational leadership is a process by which leaders stimulate and inspire
individuals to grow and develop their own leadership - empowering followers and
aligning the goals and objectives of individuals, leaders, groups, teams and
organisation (Diaz-Saenz, 2011; Bass & Riggio, 2006; Avolio & Gardner, 2005). The
performance of leaders and their followers is thought to be enhanced through strong
emotional attachment and collective commitment to higher moral behaviour (Bass &
Riggio, 2006; Avolio & Gardner, 2005). Transformational leadership is often defined
in contrast to transactional leadership, which involves manipulation and social
exchange, when leaders use rewards or negative feedback to obtain the required
performance from their followers (Avolio, Bass, & Jung, 1999; Bass, 1990; Bass,
1985).

These two leadership styles are aimed at achieving a goal or an objective. A leader
can exhibit both transformational and transactional leadership styles (Bass, 1985),
but the two are sometimes viewed as being at the opposite ends of a continuum (Den
Hartog, Van Muijen, & Koopman, 1997). These two leadership styles have been
examined in some LMICs as outlined in more detail in the ensuing paragraphs,

including outside the health sector.

In Morocco, a study using realist evaluation argued that the motivation of healthcare
workers is an outcome of a mix of laissez-faire, transactional, transformational and
distributed leadership (Belrhiti et al., 2020). Results from the Moroccan research
suggests that whereas transactional leadership had a positive influence on the
motivation of healthcare workers because of the administrative focus on compliance
with rules and procedures in social interactions, transformational leadership worked
to generate support and trust between managers and staff, which enhanced their
motivation. Laissez-faire leadership behaviour is experienced where staff are given
all the decision making and problem-solving authority while managers become
facilitators who do not make effort to motivate or satisfy staff needs and is associated
with poor relationships amongst staff (Skogstad, Einarsen, Torsheim, Aasland, &
Hetland, 2007).
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The Brazilian study by Abelha et al., (2018) sought to identify the influence of factors
within organisations and individual leader characteristics on the link between
transformational leadership and job satisfaction in various healthcare and
nonhealthcare organisations. The study used responses from electronic
questionnaires administered to postgraduate students in business administration who
were working in different public and private companies. It found positive association
between transformational leadership and job satisfaction among junior staff. In a
separate study, a conducive work environment created by hospital leadership for their
nursing staff generated satisfaction through camaraderie, role clarity, training and
development, trust, work infrastructure and relationship with doctors in five private
Brazilian hospitals (Araujo & Figueiredo, 2019). A Malaysian study (Adi et al., 2013),
meanwhile, demonstrated the positive associations between transformational and

transactional leadership styles with job satisfaction among nurses.

The ethnographic study by Aberese-Ako et al. (2018) in Ghana, finally, explored the
influence of contextual factors on the transformational, transactional and laissez-faire
leadership styles of hospital managers in the context of maternal and child health in
two public hospitals. The research identified institutional rules and regulations, and
financial constraints as barriers to managerial power and leadership styles, leading to
low motivation amongst managers and workers. Despite showing the association
between leadership styles, some contextual elements and job satisfaction, these
Brazilian, Malaysian, and Ghanaian studies only focused on leadership styles
exhibited by individual managers rather than the collective practice of leadership

across groups of workers.

Comparatively, a cross-sectional study in three regions in Uganda found that health
workers were highly motivated, satisfied with their job and worked as a team when
they perceived their leaders to be transformational in contrast to when their leaders
were seen as transactional or practiced laissez-faire leadership styles (Musinguzi,
Conrad, Namale et al., 2018). Additionally, an exploratory study in Malawi found that
transactional leadership had negative impact on relationships between obstetric care
staff and their managers due to lack of support for staff welfare and staff performance
(Chipeta et al., 2016). The study also identified lack of mentorship for junior staff and
inadequate supervision as outcomes of poor leadership that frustrated staff leading to

low morale, absenteeism, and intention to leave.

Meanwhile, Chigudu and colleagues (2014) undertook a study that identified
democratic, pace-setting or moral-charismatic, and authoritative as the most
16



predominant health system leadership styles in The Gambia, reflecting the
characteristics of transformational and transactional leadership. This study also
highlighted setting clear visions, the ability to engender shared leadership, and
relationships as aspects of leadership at the sub-national level. Importantly, they
highlighted the need for empirical research that examines healthcare leadership
across all levels of the health systems and considers the intertwining political, socio-
economic, and cultural influences over it as important in identifying opportunities for
health systems strengthening. The study, thus, shifts away from research focused
only on leadership styles within health systems, to acknowledging the influences of

the social context in which leadership is practiced and embedded.

Organisational leadership has also been the subject of recent research in South
Africa, specifically. Outside the health sector, an organisational study of administrative
staff in a South African academic institution used quantitative research to examine
the positive impact of participative and directive leadership on organisational culture
(Bell, Chan, & Nel, 2014). These scholars used Denison’s (Denison & Neale, 1996;
Denison, 1984) culture traits (that include involvement, consistency, adaptability and
mission) as the measures of organisational culture. The findings showed that
participative and directive leadership encouraged workers to engage in open
communication and share knowledge with colleagues. The increased participation of
frontline administrative workers in decision making that resulted, also further
motivated them. Another empirical study supported these findings by demonstrating
the impact of transformational and transactional leadership styles on intrinsic
motivation amongst managers in a university in South Africa (Chipunza &

Matsumunyane, 2018).

Scholars have also used mixed-method research to analyse leadership strategies that
could improve service delivery in four regional hospitals in Kwa-Zulu Natal Province
(Govender et al., 2018); and quantitative research to examine empowering leadership
and performance in a metropolitan municipality (Govender, 2017). The mixed-method
study identified participative decision-making as a leadership approach important for
improving performance in hospitals because of its potential to promote collaborative
problem solving and engagement. In addition, the study teased out transformational
leadership style as useful in addressing challenges in hospitals. The municipality
study illustrated the association between empowering leadership, workers’ effort, their

performance, and ability to deliver municipal public services. However, the studies did
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not consider how the empowering leadership approach might be connected to

organisational context.

Another recent health care study did, however, identify hierarchical structures as a
constraint on participative practices and the ability of both managers and frontline staff
to contribute to decision-making and the implementation of innovations in South
African health care organizations (Brooke-Sumner, Petersen-Williams, Kruger,
Mahomed, & Myers, 2019). It also identified participative leadership as critical to

building of trusting relationships within these settings.

Cleary et al.’s (2018) study at primary health care level also provides insights on the
influence of centralised bureaucratic and rigid hierarchies in the public health system
on distributed and relational leadership. The study identified bureaucratic hierarchies
as presenting a challenge to developing leadership practices that would improve
performance and policy implementation in the South African health system (Cleary et
al., 2018). The bureaucratic and rigid hierarchies are derived from the public sector
context within which the public health system operates. Furthermore, research
exploring the influences of professional and other contextual factors on managerial
and leadership practices within primary health care facilities (Daire & Gilson, 2014)
demonstrated that identity transition from nursing or clinical role to leadership and
managerial roles was shaped by organisational, systemic and professional factors.
The organisational and systemic factors were associated with the bureaucratic nature

and professional identities in the South African healthcare system.

Some of the studies above reveal a growing focus within the literature on different
aspects of organisational and healthcare context that have influence on leadership,
moving beyond concern for individual leadership styles. Two recent LMIC articles
specifically found that distributing leadership responsibilities leads to collective
efficacy and problem solving within hospital settings (Belrhiti et al., 2020; Belrhiti,
Giralt, & Marchal, 2018), and that distributing leadership contributes to better
interactions between staff because of improved communication flow and staff
interactions (Belrhiti et al., 2020). Recent studies on clinical leadership in LMIC public
hospitals have also started looking at how leadership is distributed in the healthcare
context, and, relatedly, the role of power and interprofessional relationships in shaping
leadership practices (Nzinga, McGivern, & English, 2018). This Kenyan study
demonstrated that medical professional dominance and parallel leadership by

clinicians and nurses impact negatively on distributed clinical leadership.
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Despite some research on leadership in healthcare in LMICs, including in sub-
Saharan Africa, leadership scholars in Africa have argued that there is need for more
research to determine how leadership practices influence efficiency and effectiveness
in private and public organizations in Africa (Kuada, 2010). Kuada (2010), for
example, also suggests that research in the continent should consider the influence
of the centralisation of power, uncertainty and resistance to bureaucracy on
leadership in African organisations. The author challenges researchers to analyse the
leadership styles and practices that improve organisational performance, while at the
same time giving thought to leadership development strategies, learning and creativity
to enhance the quality of leadership in organisations. Existing evidence in the
educational field, meanwhile, suggests work-based learning and formal leadership
learning programmes are critical in enhancing leadership (Bush & Glover, 2004). In
their report on the evidence and beliefs about leadership development, these scholars
suggest that leadership development should always be firmly rooted within the

targeted participant’s context.

In summary, the sets of studies and body of knowledge interrogated in this narrative
review offer useful insights about the extent of research and the knowledge gap on
hospital leadership in South Africa, Africa and other LMICs. Apart from identifying the
leadership styles and other forms of leadership exhibited by individual managers,
some of the studies also considered their potential influence on aspects of staff
satisfaction and motivation. Studies also underscored the role of social context in
shaping individual leadership styles. This body of work also highlights the relevance
of organisational factors to leadership, or on the influence of these factors on staff
motivation and performance. Finally, the review revealed that clinical and distributed
forms of leadership in hospital settings is an emerging area of research, with some
suggestions that leadership development ought to be embedded in the staff and

managerial context.

Yet, to date, empirical research in South Africa and other LMICs has given little focus
to understanding the influence of the context of health care organisations over
leadership practices, although it is critical for establishing and embedding effective
leadership processes over time. Exploring the critical influence of HCOs’ context on
leadership practices and staff satisfaction and morale remains an important research

objective.
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2.3 Methodological Gaps in the Empirical Leadership

Literature

Research on leadership in public and private sector organisations has also tended to
use quantitative designs to establish causal relationships between leadership and
other organisational constructs (D’Innocenzo, Mathieu, & Kukenberger, 2014; Dinh
et al., 2014; Yukl, 2009; Antonakis, Avolio and Sivasubramaniam, 2003; Avolio, Bass
and Jung, 1999; Bass and Avolio, 1993). The existing leadership studies are,
however, criticised for not considering the complex and dynamic processes that
happen over prolonged periods within the organisational context (Dinh et al., 2014;
Yukl, 2009).

Some researchers advocate for the expansion of research methods to address
methodological weaknesses to comprehensively understand the context of leadership
practices (Drescher & Garbers, 2016). Specifically, there are calls for the use of
longitudinal comparative case studies to describe events over time and to search for
holistic explanation of processes, within and between cases, using a ‘high degree of
structure’ and ‘some level of flexibility’ (Dinh et al., 2014; Pettigrew, 1997; Pettigrew,
1990). Therefore, an analytic case study approach that incorporates qualitative
methodology is valuable in supporting in-depth understanding of the context of public
hospital leadership in LMICs, and to contribute to wider debates on health system

reforms.

Few of the health system studies reviewed explicitly analysed the interplay between
organisational context, leadership practices and staff satisfaction and morale. This
scholarly gap is addressed by this study. Using a qualitative research design, this
study applies a holistic and systematic analysis to understand healthcare
organisational contextual issues that are likely to influence the social interactions and
behaviours of individuals and groups, the nature of leadership practices, and their
effects in engendering staff satisfaction and morale (Day et al., 2014; Iszatt-White,
2011; Mowday and Sutton, 1993).

2.4 Chapter Summary

In this chapter, | identified existing gaps in LMIC health sector leadership research
through a comprehensive literature review that also informed the conceptual framing

(see Chapter Three) for this study. Most studies have focused on the different
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leadership styles of individual leaders in formal positions and authority which have

impact on performance.

The weak limited available evidence about LMIC healthcare leadership does,
however, highlight a growing recognition of the need to consider the situational and
contextual factors that may have influence over leadership practices. For example,
existing evidence suggests that among other factors, hierarchies and resource
availabilities influence leadership. There are also some hints about the possible
association of these issues with staff satisfaction and morale in healthcare settings.
However, the evidence does not clearly consider the interplay between hospital

context, leadership practices and staff satisfaction and morale.

In conclusion, many organisational scholars have suggested the significance of
organisational context on leadership as a practice, including an understanding of the
dynamic interactions and relationships between the dimensions of context and
leadership (Porter & McLaughlin, 2006). They have also highlighted the importance
of using qualitative methods, as seen in studies in HICs, to understand leadership
(Fitzgerald, Ferlie, McGivern, & Buchanan, 2013). These represent the starting points
for this study of the relationship between hospital context and leadership practices
that promote or undermine satisfaction and morale of staff in healthcare organisations

in South Africa, and, specifically, the Western Cape Provincial health system.
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Chapter 3: Definition of Terms and Conceptualizing the
Leadership Trinity Framework

3.0 Introduction

Review of relevant theory helped in deciding the important concepts for the study, as
well as the possible relationships amongst the related phenomena as they play out in
real world settings - and so, also, the information to gather and analyse. Conceptual
clarification drew from the different disciplines of relevance to studies of organisational
context and leadership. | deliberately use the term phenomena to refer to the core
issues examined as they have multiple dimensions and are observed and
experienced in various ways by different actors. The three central phenomena
examined — HCO context, leadership practices and, staff satisfaction and morale as
indicators of leadership effectiveness — influence the delivery of quality healthcare

services.

In this chapter I, first, highlight the theoretical starting points for the study and its three
core phenomena. Second, | present the conceptual understanding of leadership that
is central to the study, that it is a situated and collective practice, before, third, defining
the conceptual meaning of staff satisfaction and morale, used in this thesis as
indicators of leadership effectiveness. Fourth, | outline the understanding of
healthcare organisational context as used in the study. Finally, | provide a summary
of the chapter with the conceptual framework that guided data collection and analysis.

3.1 Theoretical Foundation for this Study on the

Interrelationships between Context and Leadership

In studying and analysing organisations, integrating different but relevant and
complementary theoretical insights allows full comprehension of the organisational
phenomena under research (Hall & Tolbert, 2005). Two broad theoretical lenses
underpinned the study’s overall conceptual framework: contingency and complexity

theories of leadership.

Contingency theories of leadership posit that situational or environmental factors
influence leadership outcomes within organisations (Bolden, Gosling, Marturano, &
Dennison, 2003). For this study, they were important in understanding the role of
situational and environmental factors over leadership practices in hospitals and the

subsequent effect of these practices on staff satisfaction and morale. Fiedler's
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contingency theory (1967), for example, suggests that leadership outcomes are
dependent on the relations and motivations of the leaders as well as situational
factors, such as the leader-member relations, task structure, and leader’s position
power. Another contingency theory, the path-goal theory of leadership (House and
Aditya, 1997; House, 1996; House, 1971), drawing from the expectancy theory of
motivation (Vroom, 1964), identifies key leadership roles as the creation of followers’
paths towards individual and group goals. The leader adapts behaviours in specific
situations to enhance the motivation and satisfaction of individuals or groups of
workers in achieving the desired organisational goals. Finally, some contingency
theories suggest that focusing on how and the degree by which organisational leaders
involve others in decision-making might encourage the development of leadership

capacity across the organisation (Vroom and Jago, 2007; Vroom and Yetton, 1973).

In complexity science, complex systems are seen as comprising different independent
parts, agents, or groups of agents that interact with each other, gather information
about their own environment and behaviour, may have conflicting goals and are self-
organizing (Rouse, 2008; Goldstone and Sakamoto, 2003; Levin, 2002; Marion and
Uhl-Bien, 2001; Anderson, 1999). Hospitals can be seen as complex social systems,
or organisations, that comprise multiple, different departments, subunits, professional
groups, and patient groups. These multiple elements adapt and react to each other
and function as a whole for the realisation of health care organisational goals (Rouse,
2008; Plsek and Wilson, 2001). A key idea from complexity theory is that leadership
is emergent, an outcome of relational interactions between individuals, or actors,
occurring over time. These interactions are social, nonlinear, and unpredictable, but
shaped by existing rules and regulations within the complex system or organisation
(Lichtenstein et al., 2006; Marion & Uhl-Bien, 2001).

3.2 Understanding Leadership as a Situated and Collective

Practice

This section articulates the conceptual understanding of leadership as process of
social influence that is situated within a given social context. Social relations influence
the behaviours of individuals within social settings, such as hospitals, where
individuals belong to multiple units and teams (Reicher, Haslam and Hopkins, 2005;
Ashforth and Mael, 1989).

The notion that leadership involves social interactions within a specific context has

been prominent in organisational literature for some years (Day 2001; Bolden 2005).
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For some scholars, then, leadership entails connecting organisational, social and
personal processes (Bolden, 2004) to enable complex interactions between people
towards the attainment of shared objectives (Yukl, 2006; Day, 2001). Vroom and Jago
(2007 p18), specifically, see leadership as ‘a process of motivating people to work
together collaboratively to accomplish great things’; in other words, as a process of
influencing others. Yet others assert that leadership commonly involves coping with
change by combining personal and internal organisational practices to generate
values and beliefs (Endrissat and von Arx, 2013; Carroll, Levy and Richmond, 2008),
and the external actions of influencing, directing and building individuals, teams, and
organisations (Hanson, 2012; Bolden, 2004; Day, 2001). Leadership processes within
organisations are, thus, seen as creating organizational culture, generating
commitment, motivating workers, and enhancing the cooperation that impacts on

employee satisfaction (Hanson, 2012; Day, 2001).

The notion of collective leadership, specifically, has its theoretical and empirical
underpinnings in the corporate and private sector where it is conceptualised and
measured as a form of distributed influence and control involving collaborations and
relationships (Hiller et al., 2006). These collaborations, nonetheless, require individual
intentions and behaviour. Findings in a paper on collective decision making,
leadership, and collective intelligence (McHugh et al., 2016), suggest that ‘the
collective’ is interdependent and characterised by how the members are organised
and the types of relationships that they develop. The relationships and sense of
interdependence within the collective encourages diversity and perspectives among

individuals and groups that supports more leadership learning.

‘The collective’ can include individuals, teams, groups, and organisations who interact
within a social context (Friedrich, Griffith, & Mumford, 2016; Contractor et al., 2012;
Yammarino et al., 2012; Hiller, Day, & Vance, 2006), and are involved in information
processing and sharing for improved productivity (Marion, Christiansen, Klar,
Schreiber, & Erdener, 2016). Individuals with and without formal leadership roles,
particularly within groups with different professional identities, are all part of the
collective (White, Currie, & Lockett, 2014; Fitzgerald et al., 2013a; Denis, Langley, &
Sergi, 2012; Spillane, 2012; Currie & Lockett, 2011; Denis, Langley, & Rouleau, 2010;
Harris, 2009; Harris, 2008).

Collective practices are theorised as those that involve widespread lateral, rather than
only individualised or hierarchical, forms of leadership (Marion, Christiansen, Klar,
Schreiber, & Erdener, 2016; Contractor, DeChurch, Carson, Carter, & Keegan, 2012;
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Yammarino, Salas, Serban, Shirreffs, & Shuffler, 2012). It is, thus, a practice of social
influence that entails the distribution of tasks and responsibilities despite the existing
hierarchies and power relations in public organisations (White et al., 2014). Itis itself,
then, an enabler of social interaction between team members, reflecting the ability to
share leadership responsibilities rather than ascribing individual roles to a formal

leader.

Thus, in HCOs, collective leadership demands a shared approach where individuals
consciously and collectively emphasise the need for service delivery through
engagement, participation and involvement in organisational activities (Eckert, West,
Altman, Steward, & Pasmore, 2014; West, Eckert, Steward, & Pasmore, 2014). Staff
develop collective responsibility for promoting hospital cultures of quality care to
deliver healthcare services. However, when undertaking tasks or roles in these HCOs
as social contexts, actors’ behaviours may lead to strains, tensions, and power
struggles. The tensions may arise because of the actions and reactions of actors from
different occupational backgrounds exercising some form of leadership within the
complex hospital setting. Hospitals, as healthcare organisations, are commonly
characterised by power distance and professional groups that lead to gaps in
relationships (Denis et al., 2012).

3.3 Healthcare Organisational Effectiveness and Staff

Satisfaction and Morale

Organisations are studied to understand how and why they are effective or ineffective.
Organisational effectiveness refers to the achievement of multiple and frequently
conflicting organisational goals, but organisations may be effective in some areas and
ineffective in others (Hall & Tolbert, 2005). Hersey, Blanchard, and Johnson (2012),
organisational scholars, specifically suggest that organisational context and
leadership practices contribute to organisational effectiveness. The notion of
organisational effectiveness, as discussed in the institutional theory of leadership, is
seen both as an outcome of individual actors and one that is influenced by the
interactions and relationships between actors within the organisation’s social setting
(Shamir, 1999; Biggart and Hamilton, 1987).

In this study, organisational effectiveness is seen as intricately intertwined with
leadership because leadership is relevant to the achievement of the types of affective
outcomes that enhance organisational performance. Specifically, collective

leadership, and leadership practices in general, may have impact on staff satisfaction
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and morale (Hersey, Blanchard, & Johnson, 2012). Staff satisfaction and morale are,
moreover, particularly important in health settings as they are linked to hospital
performance (Mannion, Davies and Marshall, 2005; Scott et al., 2003), quality of
healthcare services (Kruk et al., 2018; Harrison and Coppola, 2007), worker intention
to remain in HCOs (Franco, Bennett, & Kanfer, 2002), and worker individual intrinsic

behaviours or drive rather than extrinsic goal for rewards (Ryan & Deci, 2000).

In any setting, job satisfaction is understood as an attitude maintained and developed
from the perceptions of individuals about their work and based on their experiences
within an organisation (Oldham and Hackman, 1981; Vroom and Jago, 1988; Locke,
1976). Satisfaction and commitment (Bass, 1985), and motivation (Hersey et al.,
2012), are seen as linked to leadership and can therefore be considered as proxies
for assessing the outcomes of leadership practices. Contingency and expectancy
theories of leadership support the argument that leadership moderates worker
satisfaction and morale (Hersey, Blanchard and Johnson, 2012; House, 1996;
Fiedler, 1967). For this study, then, staff satisfaction and morale are seen as an

indicator of ‘leadership effectiveness’ in hospital settings.
3.4 Understanding Health Care Organisational Context

This study is guided by the general definition of an organisation from organisational
sociology: ‘a collectivity with a relatively identifiable boundary, a normative order
(rules), ranks of authority (hierarchy), communication systems, and membership
coordinating systems (procedures); this collectivity exists on a relatively continuous
basis, in environments, and engages in activities that are usually related to a set of
goals; the activities have outcomes for organisational members, for the organisation
itself and for the society’ (Hall & Tolbert, 2005, p.5). In this sense, organisations
comprise of a collection of interacting actors within a social structure or environment

that exhibit collective rather than individual behaviours.

Organisational scholars suggest that organisational context consists of
interconnected history, structures, cultures, and processes within which events occur
over time (McAlearney, 2006; Pettigrew, Woodman and Cameron, 2001). The
inclusion of context in analysis, identification and explanation of patterns in
organisational processes, and the ability to demonstrate how processes and context
shape outcome, is important in studying organisations (Johns, 2006; Pettigrew,
Woodman and Cameron, 2001; Pettigrew, 1987). Organisations contain individuals

from different groups, whose expectations and performance are likely to, reciprocally,
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influence the context of the organisations - in other words, organisational context
determines the interactions between the individuals, but the interactions also shape
or create context (Johns, 2001; Johns, 2006; Pettigrew et al., 2001). Itis, then, difficult
to separate individuals from their context as through their physical, social, and
emotional interactions and experiences within their organisation they create meaning
and develop understandings that enable them to achieve their goals (Hall, Johnson,
& Haas, 2015; Hall & Tolbert, 2005).

Pettigrew (2001; 1987) argues, moreover, that organisational processes are
embedded in both outer and inner contexts. The outer context comprises the
historical, economic, social, political, competitive, and sectoral environments. The
inner context includes the structural, cultural, and strategic environments, which
together with the outer context influence the attributes of the organisation. Similarly,
McAlearney, (2006) considers the different elements of health care organisational
contexts, specifically, as: external environment within which hospitals operate (policy
context); the health sector factors responsible for healthcare strategies; organisational
factors such as internal structure, culture and human resource functions
(organisational context) and; time period that is important in strategic changes within

healthcare organisations (historical context).

The importance of organisational context to leadership, specifically, is asserted both
by organisational behavioural researchers and leadership scholars. Organisational
behavioural researchers conceptualise the context of leadership as the physical and
social environment where leadership is observed (Liden & Antonakis, 2009). They
argue that researchers ought to consider the role of context in leadership -
investigating how it influences relations between the different phenomena or issues
being researched to show how causal relations between leadership practices and
outcomes vary because of the mediating role of context. They also highlight
organisational culture as a component of context that shapes the relationship between
leadership behaviour and leadership outcomes, concluding that leadership and
culture reciprocally influence one another. The other aspect of context considered by
Liden and Antonakis is the team/unit context — which influences leadership even as,
at the same time, leaders influence relationships in teams. Also intricately linked to
the team context is the overall social environment which significantly shapes

individual leadership attitudes and behaviours.

As already discussed (see section 3.2), meanwhile, some leadership scholars identify
leadership as a social process deeply embedded in contextual settings (Day et al.,
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2014; Bolden and Gosling, 2006; Porter and McLaughlin, 2006; Bolden, 2004).
Therefore, leadership cannot be completely understood outside the social and cultural
context in which it is practiced (Biggart & Hamilton, 1987). In their conceptual review
of the relationship between leadership and context, Porter & McLaughlin (2006)
acknowledge the absence of a universally accepted definition and description of the
elements of context. However, they identified seven major components of
organisational context that might influence leadership: culture/climate,

goals/purposes, people/composition, processes, state/condition, structure, and time.

Other leadership scholars identify the historical, proximal, and distal contexts that
foster leadership (Avolio, 2007). According to Avolio, historical context plays a role in
emergence of diverse practices of leadership. The proximal context is critical in
leadership and includes the work environment, team and group characteristics, task
characteristics, and performance. Meanwhile, distal context constitutes the
organisational socio-cultural climate and innovation. The distal context is responsible

for the interpretations, decisions, and behaviours of both leaders and followers.

In the present study, healthcare organisational context is defined as comprising
internal and external factors within hospitals as social systems that influence how
leadership is practiced. | designate hospitals as healthcare organisations whose
specific goals are to promote patient care and health through curative and
preventative services, teaching, and research. Thus, the following discussion outlines
factors that | judged as relevant external and internal contextual features of hospitals
as HCO.

3.4.1 External Organisational Context

External context of HCOs refers to the immediate environment or surrounding within
which hospitals operate. External organisation components include health sector
traditions, legislation, policy and regulatory framework, historical events, and social
and economic systems within which an organisation operates (Pettigrew, 1987). The
social and economic environment of an organisation creates opportunities and
challenges for leadership because public organisations respond to the demands of
socio-economic systems that support them (Pettigrew, 1985). The social context
entails an understanding of the social density, social structure, and social influence
within which an organisation operates (Johns, 2006). Economic conditions determine
the environment for leadership and behaviour within organisations (Oc, 2018;
Rousseau and Fried, 2001).
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The national, provincial, and regional structure of the economy plays an important role
in the allocation of resources for the establishment, maintenance, and provision of
services in healthcare organisations. Analysis of the socio-economic context leads to
an understanding of socio-economic trends on the emergence and distribution of
organisational values, norms, attitudes and relationships that may influence the

direction of changes within the organisation (Pettigrew, 1985).

The legal framework comprises of policies and regulations developed by national
governments, which allow individuals to advance through their system, and may also
provide information that is relevant to understanding leadership practices. For
example, the experience of individuals who advance in their managerial or leadership
positions through the system are determined by established national public and health

policies and regulation (Hall & Tolbert, 2005).

Historical events are individual and organisational activities that take place over time
within the organisation (Pettigrew, 1990). Pettigrew argues that history is not just
events of the past but should be studied as legacies of the past that are alive in the
present and are always shaping a continuously emerging future. According to
Pettigrew, historical events that are important in leadership practices include time,
tenure of leadership, organisation’s life cycle or stages, and the leadership succession

history.

Leadership practices change over time with changes in organisations (Biggart &
Hamilton, 1987). Historical experiences and actions of organisations and the
leadership within them plays a role in the ability of actors to intervene by adapting
collective behaviours to achieve organisational objectives. The analysis of historical
events within and outside an organisation is likely to yield patterns of leadership
practices and their consequences by understanding the unpredictable pathways that

generate satisfaction and morale.

3.4.2 Internal Organisational Context

Internal context is the actual setting or environment where healthcare organisational
activities take place to achieve organisational goals. The internal context of the
organisation, broadly, comprises of organisational elements such as culture,
structure, demographics/population, and internal power characteristics (Pettigrew,
1987). Organisational and public administration scholars argue that internal
organisational context is, in most cases, influenced by the external organisational

context during change processes (Pettigrew, 1987). Key elements of internal
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organisational context highlighted by Pettigrew, for analysis in the hospital as HCOs,

include organisational demographics, processes, structure, and culture.

HCO demographics, for the purposes of this study, refer to the personnel composition
and subgroups within subunits. Demographic components include different variables
such as age, gender, nationality, race/colour, organisational/job tenure, and
educational level or professionalization. Some evidence from organisational sociology
indicate that demographic heterogeneity and diversity exert an influence on
organisational behaviour, organisational learning ability and, ultimately,
organisational effectiveness (Chatman et al., 1998; Cox, Lobel and McLeod, 1991).
While demographic diversity may also have negative influences on organisational
effectiveness, homogeneous groups have better outcomes because increased
diversity and heterogeneity is associated with conflict and power struggles (Chatman
et al., 1998; Tsui, Egan and O’Reilly, 1991), increased employee turnover and low
social relations and integration (Elfenbein and O’Reilly 1ll, 2007; O’Reilly IlI, Caldwell
and Barnett, 1989).

Within HCOs the heterogeneous staff group may interact with other elements of the
healthcare organisation, such as the structures, resources, and human resource
processes, impacting on their behaviour and ability to develop collective leadership
practices. Healthcare staff are socially differentiated by their knowledge, expertise
and authority, which define how they distribute their work and build relationships
(Abbott, 1988). This expert knowledge contributes to their professional power and
authority (Yukl, 2006), and legitimise the professional identities that play a role in their

professional subcultures (Correia, 2017).

These professional boundaries may have consequences for staff satisfaction and
morale, and the delivery of better patient care (Powell & Davies, 2012).
Professionalisation and professional identity in healthcare in HICs has led to growing
debates on the role of healthcare professionals in leadership (McGivern, Currie,
Ferlie, Fitzgerald, & Waring, 2015; Baker & Denis, 2011; Waring & Currie, 2009;
Denis, Lamothe, & Langley, 2001). Therefore, it is important to clarify the nature of
healthcare staff professional identities, power, and relationships that are embedded

in the different professional groups within hospitals.

Internal context can also be characterised as having both hardware and software
elements (Gilson, 2012; Sheikh et al., 2011). Hardware elements comprise of the

structure, organisation, technology, and resourcing of the health system, while
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software elements are denoted by values, norms, actors, and relationships within the
health system. Resource based theory and competitive advantage literature (Barney
and Clark, 2007; Barney, 1991) also argues that the internal organisational elements
that play an important role in creating value within an organisation include physical,
financial, human and organisational resources. In the literature, these elements are
further classified as tangible or intangible (Zigan, Macfarlane and Desombre, 2009;
Zigan, Macfarlane and Desombre, 2008; Carmeli and Tishler, 2004). Tangible
elements comprise of resources that are easily imitated like organisational structures,
facilities, equipment, and raw materials. Intangible elements are made up of the
culture that underpin functioning of the organisation, relationships between the
leadership and staff or amongst staff, communication, professional behaviour, and

knowledge within the organisation.
3.5 Chapter Summary

The theoretical framing and definitions presented in this chapter provide the
framework and lens for investigating the three phenomena of collective leadership
practices, HCO context and staff satisfaction and morale, and the linkages among
them. The current research posits that HCO context, leadership practices and staff
satisfaction and morale in the health system present a dynamic complex, and the
interplay between these phenomena is important in strengthening the health systems

and improving health outcomes.

The interplay among the three interrelated constructs is represented in Figure 3.1.
Hospitals comprise groups of individuals working together within an internal and
external social context, and their collective intelligence may engender desirable or
undesirable practices that may, respectively, promote or hinder collective leadership
across groups of hospital staff, as well as impact positively or negative on satisfaction
and morale. To examine internal context, the analysis draws on the concepts of

hardware, tangible software, and intangible software.
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Figure 3.1: A Framework for Health Care Organisational Context, Leadership
Practices, and Leadership Effectiveness: Staff Satisfaction and Morale

This conceptual model is the prism or thinking tool that informed the data collection
and guided the analysis. Echoing calls by other researchers (Liden & Antonakis,
2009), it suggests there is a need to understand the variation in contextual factors that
moderate leadership practices, and the consequences for staff satisfaction and

morale.
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Chapter 4: Research Methodology and Study Design

4.0 Introduction

This empirical research study collected primary and secondary data from two case
study hospitals to explore and explain the linkages between health care organisational
(HCO) context, leadership practices, leadership effectiveness through staff
satisfaction and morale. The phenomena and participants were studied in two
hospitals, using a qualitative approach, including observations of the actions of

participants in situ, to understand the complex dynamics in these settings.

This methodology chapter describes the procedures and techniques that | employed
in designing and operationalising the study. First, | outline my philosophical
standpoint. Second, | elaborate on the research methods and study design, including
the selection and the sampling techniques. Third, | outline the approaches to data
collection before, fourth, detailing the techniques | used to analyse the data. Fifth, |
describe the measures that | undertook to ensure study rigour and trustworthiness.
Sixth, | enumerate ethical procedures and approvals for the study, including reporting
on how | ensured privacy and confidentiality of the respondents. Seventh, | explain
the methodological limitations to the study, before, finally, providing a summary of the

chapter.
4.1 Ontological and Epistemological Standpoints

My philosophical standpoint is constructivism, and so the study is founded on the
understanding that the world around us, reality, experiences, artefacts, are
constructed through social interactions among people and groups (Kukla, 2000;
Berger & Luckman, 1991). This philosophical standpoint shaped my overall line of
inquiry, including research questions, theoretical frameworks, and the methods used
to gather information, analyse and interpret the data (Yin, 2014; Creswell and Clark,
2011; Kukla, 2000; Berger and Luckman, 1991).

This philosophical standpoint requires consideration of actors’ perceptions of their
worlds and their experiences, and how they form multiple and conflicting social
realities (Creswell and Clark, 2011; Guba and Lincoln, 1994). From my constructivist
position, | understand the hospital setting to be a construct of social interaction in
which relational processes are observed and given meaning (Jonassen, 1991). In

addition, | understand leadership practices as social events in these settings (Berger
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& Luckman, 1991), and the emergence of leadership practices as the construction of
new knowledge and learning arising from the experiences of individuals and groups
of managers and staff (Endrissat and von Arx, 2013; Raelin, 2011; Denis, Langley
and Rouleau, 2010; Carroll, Levy and Richmond, 2008).

Given these understandings, it was important to elicit the perspectives of the actors
or agents within the hospital contexts, and consider how these contexts influenced
them (Barley and Tolbert, 1997; Giddens, 1984). It was also relevant to identify and
examine leadership practices and experiences in multiple settings (groups, units,
departments) within the study hospitals, taking account both of individual and group
experiences. These needs shaped my overall study design and methodological

approaches, as explained in the subsequent sections.

In summary, my constructivist standpoint influences how | understand the phenomena

of focus in this study and shaped its overall design and methods.
4.2 Research Method and Study Design

In line with my philosophical position | used the qualitative research paradigm, or
flexible study design, to conduct the research in the natural hospital setting of social
actors (Miles, Huberman and Saldana, 2014; Babbie and Mouton, 2001; Lincoln and
Guba, 1985). This supported me to: consider the perspectives of the participants,
social actors or health staff; generate in-depth descriptions and understanding of the
hospital as a social setting (Miles, Huberman, & Saldana, 2014); and adopt an
inductive approach to developing insights about the three phenomena under study
(Babbie and Mouton, 2001; Guba and Lincoln, 1994). Therefore, the research also
needed reflexivity and careful interpretation of the information gathered from the
actors within their HCOs (Creswell & Clark, 2011).

Qualitative research was appropriate in this study because it allows a focus on
‘naturally occurring, ordinary events in natural settings’ and generates data on the
cases as ‘focused and bounded phenomena embedded in its context’ (Miles et al.,
2014). All these features of qualitative research were important for this study — in
which agents’ perceptions, and the way they are influenced by context, was key
(Schneider and Somers, 2006; Barley and Tolbert, 1997). As noted in earlier chapters,
the currently available organisational and healthcare leadership research is
commonly criticised for not applying qualitative approaches and so, for inadequately

considering the complexity of the phenomena of focus.
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All qualitative research entails gaining access to study participants, as well as
applying suitable methods for data collection, and specific approaches in data
analysis. In this study, qualitative research approaches enabled the actions of the
study respondents to be observed and described in detail, before seeking
understanding of their actions in relation to their own knowledge, attitudes, beliefs,
history, and their setting. The analytic process led to “thick and rich description”
(Geertz, 2008) that is detailed and encapsulated the events as they occurred and

were perceived by the actors or respondents in their settings (Miles et al., 2014).

4.2.1 Case Study Design

Since the research question focuses on complex phenomena in specific settings, |
used an overall case study design with two hospitals as the cases and setting of focus.
Applying the case study design as the empirical strategy for this research entailed
realistic, complex and detailed examination and analysis of the three phenomena with
their various dimensions, and of the hospitals within their situational conditions (Yin,
2014).

Case study research design was advantageous because | sought to ask “what”, “how”
and "why" questions to capture in-depth and comprehensive description and
understanding of the phenomena. In addition, there was a likelihood of complex
associations between the phenomena under study and controlling the events, actions

and processes in the study was not practical (Yin, 2014).

The study adapted a multiple case study research approach (Yin, 2014) — embracing
two district hospitals — to allow for cross-case analysis and analytic generalisations.
Similar approaches to data collection were applied in each hospital, and initial analysis
focussed on preparing thick descriptions of each hospital’'s experience, considering
different perspectives to understand the contextual influences on staff satisfaction and
morale within the hospital as a social system. Subsequent cross-case analysis was
undertaken to support analytic generalisation through the comparison of specific
experiences across the hospitals (Yin, 2014; Eisenhardt and Gréabner, 2007). Multiple-
case selection or sampling, thus, added confidence to the study findings (Miles et al.,
2014).

4.2.2 Description of Cases and Study Settings

| opted for multiple case studies, two hospitals, to generate valuable information on
the three phenomena. In this scenario, the unit of study was the district hospital, where

| studied contextual organisational issues, leadership practices and staff satisfaction
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and morale. In the analysis of each case, | developed deeper understanding of the
phenomena of focus, and developed a rich description of well-established linkages
among them (Miles et al., 2014). The two cases allowed me to produce rich
knowledge on the settings that led to insightful assumptions about the leadership
practices and morale of the participants.

The Western Cape province has forty district hospitals which are potentially
information-rich cases, but only two district hospitals, designated as District Hospital-
A (DHA) and District Hospital-B (DHB), were considered within the study. Their
selection was judged adequate for the type of inquiry conducted and due to
accessibility, time and resource constraints (Sandelowski, 2000; Miles, Huberman
and Saldana, 2014).

| used purposive sampling (Miles et al., 2014) to select the two hospitals considering
their location within the same province (both a logistical factor and to limit the influence
of provincial context as one of the multiple potential contextual factors of relevance),
and that they played a broadly similar role in the system at the district. In addition, the
hospitals were selected to be based in different neighbourhoods, have different
histories, and have different bed capacity and staff size. Therefore, whilst broadly
similar in terms of their role in the District Health System, the differences between the
two cases allowed inquiry into critical features of their internal and external context as
influences over the leadership practices within the hospital. Finally, the hospitals were
selected because the Chief Executive Officers and managers of the hospitals were
willing to grant access and allow their staff to participate in the study.

The two cases were considered as standalone cases to gather adequate information
in each about the interplay between the three phenomena under examination — and
also allowing later cross-case analysis. Chapters Six and Seven provide detailed
description and analysis of the two cases, and Chapter Eight presents the cross-case

analysis.
4.3 Approaches to Data Collection and Data Sources

The case studies utilised multiple sources of empirical evidence that were appropriate
to the conceptual framework and phenomena under study. The study engaged
emergent approaches to data collection and analysis whereby the qualitative
strategies were pre-planned at the start of the study but also unfolded as | gathered
information during the research (Creswell & Clark, 2011). The use of a common

approach and framework in each hospital provided a base for thick description of the
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hospital cases, while at the same time enabled an understanding of the contextual
influences on leadership practices within each hospital that later allowed for
comparability across cases (Miles et al., 2014).

| used purposive and snowball sampling to identify the respondents. At the same time,
being naturalistic research (Lincoln & Guba, 1985), | gathered relevant information
through reviews of documentary evidence, non-participant observations, semi-
structured in-depth interviews and journaled my personal reflections during the
research process in each hospital (Pope & Mays, 1995). The naturalistic approach
was to ensure that | observed, described, and interpreted the experiences of the
respondents in the hospital as social context. Figure 4.1 outlines the overarching

approaches to data collection at the two hospitals.

Two Hospital Cases

l l

Fieldwork Document Analysis (for the study & each
case)
Field and
Reflexive
notes
v Jr Jv 4
. Legislation

Non- Routl_ne c_lata Policies

In-depth Participant Organisational Reports

Interviews Observations charts Memos

Letters

Figure 4.1: Approaches to data collection

| gathered data at both hospitals simultaneously to ensure that the entire process was
similar in each hospital and to ensure study rigour. | spent equal time at the selected
hospitals to allow for a relatively equal distribution of time used for observations and
documentation of study-relevant events that occurred in the hospitals. For example,
spending morning hours at DHA and afternoon hours at DHB for equal number of
days in a week and then alternating the times on alternate weeks by spending morning

hours at DHB and afternoon hours at DHA. Sometimes, | spent full consecutive days
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at each hospital to follow-up on interviews and relevant information gathered on an
earlier day. The approach started with periods of observation in each hospital, to get
to know the layout and to be known by both staff and the managers. After a period of
familiarisation and introduction to managers and staff, | undertook in-depth one-on-
one and group interviews (see sub-section 4.2.3) with selected participants but

continued making observations in each hospital case.

4.3.1 Document Reviews

The data collection entailed review of documentary evidence from both inside and
outside the hospitals. | carried out document reviews around and during hospital work
and observations, and before and after in-depth interviews. Information from
document reviews later corroborated findings from empirical data (Yin, 2014; Bowen,
2009). The documents that | reviewed for this study (Table 4.1) include wider national
and provincial legislation and policy documents, commissioned reports, peer
reviewed scientific publications, internal memos, letters, agenda and minutes of

meetings, and accessible personnel records outlining staff complement.

One of the objectives of document review was to provide a thick description of the
external context of the study hospitals by looking at both national and provincial
contexts, in addition to drawing on the details that emerged during in-depth interviews
(Bowen, 2009). The review involved internet searches and scrutiny of policy
documents and, hospital and Western Cape Department of Health data on budgets
and human resources. | also acquired hospital-specific documents and data, with
permission from the Chief Executive Officers, from heads of the departments and
units such as finance, human resources, quality control, and clinical and nursing
departments in each hospital. Overall, the review entailed analysis of the socio-
economic system, government policies, Western Cape DoH regulations and other
evidence on South African health system and the healthcare leadership processes

within the South African and, specifically, the Western Cape.

The analysis of legislative and policy frameworks was important, for example, in
understanding the organisation of the National, Provincial and District Health Systems
as the broader context of the hospital. Legislation also outlines the frameworks for
financing and budgeting of the hospitals, human resources management, quality and
standards control, structures and strategies for leadership, and the overall

organisation of public healthcare system.
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Table 4.1: List of documents reviewed

Document

The Constitution of the Republic of
South Africa, 1996, Act 108 of 1996
National Health Act 61 of 2003 and
its amendments

Western Cape District Health
Council Act 5 of 2010 and its
Amendments Act of 2016

National Health Insurance Act

Public Service Act of 1994

Skills Development Act, 97 of 1998

Skills Development Levies Act, 9 of
1999
Labour Relations Act, 66 of 1995

WC Provincial DoH Annual
Performance Plans
WC Provincial DoH Annual Reports

National Department of Health
Systems Priorities: The Ten Point
Plan

National Development Plan 2030

Human Resources for Health
Strategy for Health Sector: 2012/13-
2016/17

Negotiated Service Delivery
Agreement 2010

Healthcare 2030: The Road to
Wellness (Western Cape
Government: Health)
Commissioned Reports for the
Health Sector

Peer Reviewed Journal Articles

Internal memos, letters, charts,
personnel records, and meeting
agendas and minutes

Description

Constitutional mandate to provincial DoH to provide basic health
services

Legal and legislative framework for the unified health system, used to
describe the South African healthcare system

Amendment of the WC District Health Councils Act, 2010, to include
members of health sub districts in a district health council

Healthcare financing framework to ensure all South African citizens
and residents receive adequate healthcare services regardless of
their earning ability

Organisation and administration of the public services, regulation of
the conditions of employment, terms of office, discipline, retirement,
and discharge of members of the public service, and other
employment matters

Institutional framework and workplace strategies to develop and
improve the skills of South African workforce

Provision for the imposition of a 1% skills development levy

Laws governing labour relations — labour peace and democratisation
of the workplace

Strategic plans that link budgets and performance indicators to
achieve the goals and objectives of the WC DoH

Publications of annual financial and non-financial information of the
WC DoH for accountability and transparency and linked to efficiency
and effectiveness

Strategic plan of the NDoH; a 10-point programme to steward the
country towards improving the South African healthcare system and
improving access to healthcare

National strategic plan that aims to eliminate poverty and reduce
inequality by 2030, outlines broader plans for the health sector
Strategic vision to develop and employ new healthcare professionals
and cadres, improve ways of working and productivity of existing
health workforce, to improve retention, increase productivity and
revitalise aspects of healthcare education, training, and research.

A charter that reflects the commitment of key sectoral and
intersectoral partners linked to the delivery of identified 12 key
outcomes for a long and healthy life for all South Africans

A vision for the WC DoH for access to person-centred, quality care
through the perspectives of patients, staff, the community, the DoH,
spheres of government and strategic partners.

A range of reports relevant to Provincial and National healthcare
issues, published by different commissioning organisations
Refereed journal articles on issues relevant to the Provincial and
South African health systems

Specific documents within each hospital — from provincial, sub-
structure and internal executive offices

Note: Department of Health (DoH); National DoH (NDoH); Western Cape (WC).

Document analysis was also critical in tracing relevant information on the context and

leadership processes in each of the two hospitals. For example, some of the

structures and processes, demographic constitution, hospital culture, and leadership

strategies were revealed through national and provincial regulation and strategy

documents, internal memos and, agenda and minutes for meetings.
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4.3.2 Hospitals’ Routine Data — Staff Satisfaction Survey

| retrieved routine data from a hospital-wide survey at each hospital that offered
important insights for this study. Staff Satisfaction Surveys (SSS) are routinely and
regularly conducted in all hospitals in the province by the WC DoH - the first and the
second were carried out in 2013 and 2016, respectively. SSS questionnaires are
modelled around the National Core Standards (NCS) for health and a National
Department of Public Service and Administration (DPSA) Wellbeing Framework for
organisational culture. These surveys were commissioned by the WC DoH and were
conducted by the Independent Counselling and Advisory Services (ICAS) — a private
organisation focusing on employee wellbeing, performance, and counselling services.
The aim of the survey as reported, was to assess the hospital’s organisational climate
among the groups of staff — considering their thoughts and opinions about the

organisation, their job, and their work environment.

The tool for each survey year is a common questionnaire that was administered to all
categories of staff at each hospital. Subsequent reports were generated for each
hospital, sub-structure, and district. The survey consisted of 65 questions with core
dimensions relating to opinion of the organisation, communication, leadership,
employee satisfaction with the organisation and organisational support structures,
trust, team functioning, performance management, growth and development and
coping style. There was a qualitative component of the survey that asked a question
about the three things which would make the workplace a better place. These
quantitative data were already analysed and reported at the time of this study and

were therefore available to support interpretations of the phenomena under study.

For this study, | used the 2016 survey findings, the year of fieldwork. In this year, the
survey report indicated that there were 102 responses in DHA, a response rate of
23%, compared to 147 responses in 2013 (Annexure 1). At 51%, nurses recorded
the highest number of respondents in 2016 followed by 30.39% of responses from
administrative and support staff. Doctors and allied health staff constituted 16.67% of
the respondents. Majority of the respondents, 52.94%, were in salary levels or

employment grade 1-6 and 41.18% having been in employment at DHA for 0-5 years.

In DHB, in 2016 the survey report (Annexure 2) was based on responses from 455
staff compared to 273 respondents in 2013, a response rate of 59.8%. The highest
response rates were reported amongst Nurses, at 53.41%, followed by administrative

and support employees at a combined 36.27%, and doctors and allied clinical staff at
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10.33%. Most of the survey respondents, 74.07%, were in salary level 1-6, the lowest
pay grade within the hospital while 53.41% had been in service for 0-5 years.

The available reports of survey data did not provide data disaggregated by either
cadre, level of management, units, or department; and it was not possible to obtain
the source data. Importantly, ICAS recommended, as undertaken in this study, that
other corroborative data should be obtained and used together with the survey results.
The findings specifically considered in this study are related to questions on job
satisfaction of survey respondents, the leadership practices, and elements of
hospital’'s context. | used this information with the findings from the qualitative
fieldwork to triangulate the perceptions of staff on leadership practices, levels, and
sources of their morale and elements of hospital context. Issues related to experience
of verbal and/or physical abuse from patients, as reported in the surveys, were not

used during analysis as | judged these data as not relevant to my research question.

4.3.3 Non-Participant Observation

Evidence from observations within the study sites enriched understanding of the
phenomena under examination (Yin, 2014). Even though Yin argues that the reliability
of observational data increases where there are multiple observers, the deliberate
and consistent use of an observation topic guide (Annexure 3) contributed to the
reliability of the data collected for this research. Observations at meetings and during
interviews included descriptions of the settings, behaviours of staff and managers and
the nature of their interactions. The observations were in blocks of 15-20 minutes,
followed by 5-10-minute regular breaks or intervals between the blocks, except for

meetings where | made observations for the entire duration of the meetings.

During the study, | made unobtrusive observations to understand and document
interactions between staff within hospitals. | made the observations by sitting or
standing quietly in selected areas but occasionally held informal conversations with
different staff within the hospital. | spent 4-5 hours per day at each hospital to make
observation before, during and after interviews. | persistently and strategically
observed staff and respondents in their natural work settings such as within the wards,
management suites, meeting rooms, offices, and communal spaces like cafeterias
and tea rooms, the patient waiting area, and along the corridors or passageways. |
also took extensive field notes that described different sections of the hospitals during
non-participant observations in meetings. Persistent observations enabled me to have

multiple interpretations of words and actions by the respondents.
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In some instances, | joined meetings before carrying out interviews in closed rooms
and then made further observations in work and common areas. | made 22
observations totalling 88 hours at DHA, and 31 observations totalling 124 hours at
DHB because the two hospitals are different in sizes and staff complement, with DHB
having twice as many staff and twice as big as DHA. Social artefacts and objects
observed within the hospitals form the overall context and setting that play a role in

interactions amongst staff.

The information | gathered include descriptions of the meeting rooms or areas, body
or physical expressions, behaviour and topics of discussion, and other interactive
actions of staff in the hospitals. In addition, | made observations on the physical outlay
of each hospital and the portraits, pictures, charts and murals and artworks on walls.
The observational data allowed me to note and record different individual and

team/group actors, forms and patterns of their interactions and behaviour.

Although there were some difficulties in making interpretations from some
observational data, overall, the observations provided background information that
assisted in doing and interpreting interviews, and in the process making meaning of
the interview responses. Moreover, seeing the workflow and processes enriched the
understanding of the wards, units, team, and hospital context. Finally, familiarisation
with the staff and the hospital environment during the observational and document
analysis allowed free interaction with staff in subsequent study engagements and
limited the likelihood of respondents behaving differently than they would in normal

situations.

4.3.4 In-depth Interviews

Open-ended In-depth interviews in each case study hospital provided evidence on
relationships, history, processes and actions of individuals or groups (Yin, 2014). |
initially selected respondents from across different cadres and units within each
hospital, and with different levels of experience and from different levels of leadership.
This was both to ensure variation in the experience represented and to get a hospital-
wide set of experiences. Subsequently, | identified other respondents through a
snowballing process (Miles, Huberman and Saldana, 2014; Corbin and Strauss,
2015). This selection strategy elicited rich information that allowed an understanding
of the similarities and differences in perspectives, among groups of respondents and

managers at each hospital (Babbie & Mouton, 2001; Gioia, Corley, & Hamilton, 2013).
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Other than the one-on-one interviews, | carried out joint interviews with a group of
three nurses with no leadership positions at DHA, and with two senior clinicians in
middle management at DHB as part of the in-depth inquiry. These interviews also
gave me the opportunity to observe interactions between staff on the phenomena
under study at the selected cases.

Table 4.2 and Table 4.3 show the breakdown of selected respondents by cadre and

level of management at DHA and DHB, respectively.

Table 4.2: Breakdown of respondents in DHA
District Hospital A

Management Management Role
Clinical 3 2 5
Nursing 1 5 1 7
Administration 2 2 2 6
TOTAL 3 10 4 1 18

Table 4.3: Breakdown of respondents in DHB
District Hospital B

Respondents Senior Middle Management Junior No Management = TOTAL
Management Management Role

Clinical 1 6 3 1 11

Nursing 1 5 1 7

Administration 2 4 1 1 8

TOTAL 4 15 5 2 26

In this study, administrative cadre refers to respondents within the executive
management team and the departments of finance, human resources and people
management, and quality assurance. Clinical cadre or clinicians include doctors and
staff from allied health (such as physiotherapists, occupational therapists, and
radiographers), while nursing cadre comprises of all categories of nurses. Since
leadership is entangled with management and is defined as a social process amongst
sets or groups of people in this thesis, for analysis, respondents were categorised in

relation to their formal managerial or lack of managerial roles in the hospitals.

In terms of numbers, due to differences in size and capacity DHA (a smaller hospital)
had less than half the number of employees than DHB. Although the sample size was

relatively small in each hospital, | only stopped interviewing when | had reached
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saturation in terms of data collection around the phenomena of focus (see later).
Interview material provided information that was rich in breadth and depth from the
three cadres and the levels of management considered for the study.

Initial interviewees were the managers with whom the researcher had first contact,
largely from the executive management and including the Chief Executive Officers
(CEOs) of each hospital. The managers provided background information on the
hospitals, including their perceptions on leadership practices, the impact of their
leadership and hospital environment on staff and their levels of satisfaction or morale.
These key-informants then identified other respondents who could provide more
information to help understand the context and the nature of leadership within the

hospitals.

However, the sampling criteria ensured variability by aiming to have a broad group of
representation and for comparison within and/or between cadres, units, or
departments. Including staff from across cadres and levels of management in the
research was important for generating reliable information on experiences across the
hospitals. The inclusion of non-management staff was also informed by the idea that
leadership practices may encourage teamwork and support, which are likely to
increase the levels of staff satisfaction and morale. Senior and unit managers who
volunteered to be interviewed were requested to explain the significance of the study
and encourage other hospital staff within their units or teams to respond to the
interviews. In addition, the selection considered respondents who had longstanding
work experience at the hospitals, with a deep understanding of the culture and
processes within the hospital. The respondents were informed about the basis of their

selection.

Due to the tight schedules and nature of hospital work and reported staff shortages,
it was difficult to recruit participants during the regular work hours and most staff were
unwilling to be interviewed outside their normal work periods. Consequently, |
interviewed managers and staff when they had adequate time because many of the
interviews were prolonged and lasted for an average of sixty minutes — with some

taking place over two days (Babbie and Mouton, 2001; Pope and Mays, 1995).

The interviewing processes took place in offices that were only accessible to the
respondents and the researcher during the interview sessions. | conducted the
interviews in English, in a conversational manner and open-ended style, using the

pre-designed topic guide with the main question and sub questions (see Topic Guide
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in Annexure 4). Whenever a respondent mentioned a word or phrase that |
considered rich and revelatory (Babbie & Mouton, 2001), | probed and encouraged
the respondents to explain further, to gain depth over an issue and to gather insights
on information that deviated from the general views of other respondents.

| carried out intensive fieldwork in both hospitals over a 4-month period between
March and July 2016, and until data saturation (Green and Thorogood, 2018; Fusch
and Ness, 2015; Francis et al., 2010; Guest, Bunce and Johnson, 2006). Data
saturation was attained when | could not generate newer information from subsequent
interviews to create original knowledge through the in-depth inquiry and initial
analysis. The interviews aimed at explaining how managers and staff viewed
leadership as a source of staff satisfaction and morale to achieve the goal of providing
better care. They also sought to elicit the respondents’ perceptions and perspectives
about both their own knowledge and experience of leadership within the hospitals,
and how context influenced aspects of collective leadership such as problem-solving

and social judgements.

In-depth interviews and discussions sought staffs’ viewpoints on their relationships
with others, to understand how these relationships contributed to leadership practices
within DHA and DHB. Additionally, the study included the perspectives of respondents
on how healthcare leaders influenced the levels of their morale. The interviews
explored the understanding of health care leadership practices and gathered data for
a better understanding of the aspects of external and internal HCO context and their
impact on leadership in the South African health system specifically and, LMICs in

general.

| later transcribed the audio-recorded interviews for detailed analysis — 17 hours and
27 hours of recording in DHA and DHB, respectively. The transcriptions of the
interview voice recordings yielded 707 pages and 1082 pages of raw interview data

from DHA and DHB respectively, double spacing, and 12 font text.

4.3.5 Journaling/Researcher Diary

During the document reviews, observations, and interviews, | noted and journaled
how cultural, structural, demographic elements and factors external to the hospitals
of relevance influence the leadership practices within the two district hospitals,
including the attitudes of staff. The journaling entailed emerging issues for further
inquiry in subsequent interviews, while noting personal reflections, thoughts, and

opinions on what aspects of leadership and context carried more weight or had
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influences on respondent words and actions, and any other information that emerged

outside the interview sessions.

The extensive field notes also formed part of memos that guided the study throughout
data collection and analysis. The research notes and memos allowed me to fine tune
the interview and observational guides during the data collection process. Most of the
ideas and information were scribbled during the interviews and observations but later
expanded at the end of each data collection day in attempt to understand and make
meaning of the information in relation to the phenomena under study. Journaling was
critical in detailing my overall experience during the research and expanding on

insights about the hospitals.

4.3.6 Data Management, Safety and Monitoring

To manage data effectively, | developed a data inventory chart that entailed all the
data sources, including the transcripts from the in-depth interviews, expanded field
notes, documents reviewed, journal reflections and memos. The stored data also
includes preliminary analytic write-ups, coded data, display matrices from NVivo,
preliminary findings presented at local and international conferences, and case report
drafts. | generated a data tracking and accounting log to keep details of each type of
data collected and the demographic details of the respondents (Pope and Mays, 1995;
Green and Thorogood, 2018).

At the end of the fieldwork, | reviewed all the collected data, made copies, and kept
the anonymised, transcribed, and reviewed notes from each hospital in separate
envelopes and, in external electronic data storage devices only accessible to me. All
the raw data and the transcribed material and tapes are securely kept in a secure
locked cabinet, to avoid access by unauthorized persons or loss of the data. The data
are also stored in a file with different folders on internal storage of a password
protected personal computer. | continuously supervised and monitored the study
process during the recruitment, sampling, data collection, analysis, and storage to
ensure high standards of integrity; using unique codes that anonymise the participants

(see section 4.6) to store the information.
4.4 Data Analysis

The analysis of data from DHA and DHB sought to identify dimensions of the three
phenomena - hospital context, leadership practices and staff satisfaction and morale

—and how they interlinked, drawing on the study’s conceptual framework (Figure 3.1).
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For the themes and sub-themes on positive and negative leadership practices,
sources of morale and dissatisfaction, and dimensions of internal and external
context, | first identified emergent categories within interview transcripts and the
routine data. Then | refined these categories and grouped the organised data from
each interview and each hospital around the emergent themes and categories, to

illuminate the linkages and sets of relationships between the phenomena.

Data analysis was processual (Pettigrew, 1997) and involved transcription of the
interview recordings, reading and re-reading of all interview transcripts from each
case, organising transcribed interviews, observational field notes and hospital-specific
internal documents as case data sets in the NVivo computer software (Miles,
Huberman and Saldana, 2014; Green and Thorogood, 2018). The use of multiple
sources of information allowed me to look at the data across different dimensions and

develop thick descriptions of the phenomena and the cases.

The analysis period was long to cultivate critical analytic insights from the collected
data, both inductively and deductively. The analytic approach was both grounded and
thematic to illuminate the broad themes of relevance to the study. | did not use the
grounded theory approach but rather applied grounded analysis (Corbin and Strauss,
2015; Glaser and Strauss, 1967). The grounded theory-based analysis involved:
intensively reviewing the data to identify repeating themes; using keywords and
phrases to code the emergent themes; grouping the codes into relevant concepts;
and then categorizing the concepts by identifying relationships between them. These
categories and the links found between them became the foundation for cross-case
analysis and the discussion thereafter. This was useful in generating theory since
leadership practices are processes that involve social interactions, relationships and

influence that may generate better levels of satisfaction and morale (Parry, 1998).

To generate the key themes for cross-case analysis (Chapter 8) and discussion
(Chapter 9), iterative inductive, deductive and abductive processes enabled the
explanation of the relationships between the phenomena in a descriptively rich, deep
and thick manner (Miles et al., 2014). The categories of concepts, from in-depth data
coding and grouping, were linked to hospital context, collective leadership and staff
satisfaction and morale. Based on the data and existing theories, these categories
were interpreted and further analysed for surprising research evidence to generate
new insights. Overall, the approach led to a systematic and methodological analysis
(Timmermans & Tavory, 2012) that produced the best explanations of the interplay
between context, leadership practices and staff satisfaction and morale. Cross-case
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analysis is presented to offer generalisable learning that draws more formally on
theory in the interpretation of the research findings. In these processes, the theoretical
framework aided in suggesting and outlining the relationships between staff
experience and the phenomena examined (Wuisman, 2005).

The overall analytic approach allowed an understanding of the hospital context, how
context influenced leadership practices and moderated staff satisfaction and morale.
A single, neat and tidy approach to qualitative data analysis for cases studies does
not exist (Miles, Huberman and Saldana, 2014; Yin, 2014). Utilising multiple sources
of evidence and incorporating different analytic styles in this research study allow an
holistic analysis and interpretation through both inductive, deductive and abductive

reasoning (Creswell and Plano Clark, 2011; Langley A, 2011).

4.4.1 Unit of analysis
According to Yin (2014), the unit of analysis represents the ‘what’ of the study. That

is, the object, phenomena, entity, or process that the researcher is interested in
analysing. In this research, each hospital represented the unit of analysis, thus, a two-
case or multiple-case study analysis (Yin, 2014). The hospital setting is a social
setting that requires descriptions and explanations of interactions amongst groups of
individuals. Analysis was further done at individual, group, and organisational levels.
Analysis of individual interviews allowed me to investigate respondents’ knowledge,
attitudes, and beliefs, all of which play a critical role in their day-to-day behaviours
and activities within the hospitals. The combined descriptions of and by individuals
generated insights about the groups to which respondents belonged (such as cadres

and unit teams) as well as about the organisational context of each hospital.

| analysed data by hospital, following similar analytic steps to ensure the replication
or reproduction of the analytic steps and to generate initial case reports for each
hospital. For each hospital, | first analysed for differences and commonalities in
responses between and among respondents to generate categories and terms that |
later used in producing themes. Based on the conceptual theory and model for the
study, | later analysed the qualitative empirical data for indications of aspects of
leadership practices and those of context such as culture, structure and the

demographics that signify the internal organisational context of each hospital.

| also coded and analysed the interview transcripts for factors that were linked to the

presence or absence of staff satisfaction and morale. Finally, | used the routine data
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from each hospital’s staff satisfaction survey to corroborate the findings from the
qualitative data.

4.4.2 Data Transcription, Coding and Within-Case Analysis

Figure 4.2 shows the iterative process that | followed during the analysis. | read and
re-read the transcribed transcripts, before organizing and coding them, both manually
and by use of a coding programme - QSR NVivo 10.0 and its latest versions. NVivo
is a Computer-Aided Qualitative Data Analysis Software (CAQDAS) that facilitated
the grouping, categorising, analysing and storage of the data (Miles, Huberman and
Saldana, 2014, Yin, 2014).

Data
Transcription

Reading & Re- Reading & Re-
Reading Reading
1st and 2nd
Theoretical & Cycles of
Analytic Coding (Manual
Interpretations & NVivo)
: Reading & Re-
Reading & Re- .
Reading Reading
Analytic
Reflections

Figure 4.2: Iterative data analysis process for each hospital case

The coding and analysis involved identifying, developing, and organising emerging
categories and themes. From the transcribed interviews, | identified specifically useful
words, quotes, codes, and themes on the different aspects of HCO context and

leadership practices. In the process, | identified and analysed the categories and
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themes by constant comparison of words to allow the emergence of analytic codes
(Miles, Huberman and Saldana, 2014; Yin, 2014).

The first step of coding entailed reading and re-reading of each printed transcript and
manually coding using a pencil to allow codes and themes to arise from the gathered
data. Using an open coding strategy (Corbin & Strauss, 2015), | created initial codes
and categories (Miles, Huberman and Saldana, 2014; Gioia, Corley and Hamilton,
2013; Gioia & Chittipeddi, 1991b) by condensing information in the transcripts word
by word, line by line, phrase by phrase, sentence by sentence and paragraph by

paragraph.

Afterwards, | uploaded soft copies of the transcripts onto NVivo and reviewed each
transcript again to inductively deepen the coding. Observational data and journaled
notes were also uploaded onto the analytic software at this stage to allow for uniform
coding and categorisation of the entire empirical data set, validate insights from
interviews and to illuminate contextual and other study relevant issues. While using
NVivo to review the manually and inductively generated codes, | used the conceptual
theory and model to generate broad labels and themes, such as the dimensions of
external and internal hospital contexts, while at the same time allowing other codes
to continue arising from the data — for example leadership practices and sources or
morale. The broad labels were critical in generating broad categories that were used

in analytic tables to further fine-tune the analysis.

Condensing the coded data to manageable sizes was tedious and challenging but the
strategy of displaying data in different tabular matrices and diagrams for each
overarching construct or phenomenon proved useful in identifying emerging themes
during the analysis. Analytic tables - with rows and columns that disaggregated the
data into relevant codes and variables which were related to the overarching
phenomena in each case study - were helpful in comparing respondents’ views on
the common issues and themes from the first and second cycles of coding; to identify
similarities and differences in opinions and experiences. The tabular process
specifically compared data by respondents, units/departments, cadres and

managerial position or level in the hospital hierarchy.

| also coded for attributes of each respondent in the CAQDAS to allow for linking of
emerging issues to groups of respondents and for further interpretations. The use of
NVivo allowed the display of data through maps that was important in the initial

linkages and meaning of the data. Displaying data in matrices enabled the
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visualisation of how the constructs and phenomena interlinked; for instance, between
individual codes on context and leadership practices, context and morale, and
leadership practices and morale. Theory suggests that groupings by race, gender and
level of education might generate different views and experiences (Bryman, 2003).
However, these descriptive factors were only used in data collection and data
organisation during first and second cycles of coding to identify respondents, and they
did not reveal significant analytic nuances. Therefore, they were not considered

further in the subsequent rounds of analysis.

Using analytic reflections and interpretations of the codes in the analytic tables, |
continuously revised and refined the codes as the analysis progressed. To exemplify,
codes such as power hierarchies, teamwork, camaraderie, flow of information, human
resource processes and professional sub-cultures were generated from this stage of
analysis. In addition, codes specifically signalling the leadership practices such as
delegative, participative and empowering practices emerged during this process.
Relational conflicts, hospital design, intrinsic drive and other sources of satisfaction
and morale emerged during this stage of analysis.

During the coding process, | maintained side notes or memos that helped in making
sense and meaning of the categories, their specific dimensions and linkages with
each other (Gioia & Chittipeddi, 1991). Some of the memos arose during data
collection and from the theoretical and conceptual framework that guided the study.
The conceptual framework was useful in generating case reports which provided thick
description of each hospital, using the inductive codes, that addressed the primary
research question (see Chapters Six and Seven).

In the final step, | scrutinised the data and initial codes generated in the previous steps
to identify patterns, relationships and categories (Corbin and Strauss, 2015; Glaser
and Strauss, 1967). For examples, establishing links between positive leadership
practices and staff morale, or negative leadership practices and dissatisfaction and
demoralisation of respondents. Making connections and understanding these
patterns and categories then formed the second order (Miles, Huberman and
Saldana, 2014; Gioia, Corley and Hamilton, 2013; Gioia and Chittipeddi, 1991) basis
of the themes and variables that | then linked back to the three constructs of HCO
context, leadership practices, and staff satisfaction and morale. Later, | displayed the
codes and constructs or dimensions in diagrams linked by lines and arrows to show

the relationships between the identified elements of hospital context, leadership
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practices and, staff satisfaction and motivation (see figures of illustrations of the
relationships in Chapters Six and Seven findings).

Since the study considers three broad constructs with multiple elements, the coding
process had multiple iterations. | coded words and phrases several times to capture
relevant information that could provide linkages or relationships between the
constructs in each case and between the cases. The process was iterative for each
specific respondent transcript and the overall coding strategy allowed me to make
connections and establish linkages between specific themes or codes to the three

broader phenomena.

| included the staff satisfaction survey data from DHA and DHB in the final stages of
the analysis as they were important in the approach to the case report and the analytic
narrative. Since the routine data had already been analysed and presented as a
report, | separately used the conceptual model to code them into the broad categories
of HCO context, leadership practices and staff satisfaction and morale (see Chapters
Six and Seven). The survey questions and responses were disaggregated in this
manner using tables which then provided corroborative evidence to the emerging
codes and themes from the analysis of empirical qualitative data.

4.4.3 Cross-Case Analysis

The results and interpretations from the within-case analysis supported comparisons
and contrasts between the cases, in cross-case analysis, to generate refined and
powerful explanations of the interplay between HCO context, collective leadership
and their influence on staff satisfaction and morale. Themes and categories in the
final process of coding within-case analysis laid the foundation for identifying analytic
issues and units for cross-case analysis. Additionally, analytic explanations and
theorisation informed the cross-case analysis between the hospitals and the
phenomena under research. | created tables to display data comparing different
aspects of hospital context, the hospital histories, and findings relevant to leadership

practices, and the sources of morale and satisfaction in each hospital case.

The selection of categories or dimensions for examining within-group similarities and
intergroup differences in cross-case analysis led to detailed understandings of
relationships between the variables under study (Eisenhardt, 2015). Simultaneously,
within-case analysis at each hospital was critical for “thick” and “rich” description,
understanding, and explanation of the events, relationships between phenomena,

processes, and actions of respondents in each case. The issues highlighted in the
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five main themes presented in the cross-case analysis (Chapter Eight) also emerged
during within-case analysis (Chapters Six and Seven).

4.5 Study Rigour and Trustworthiness

| sought generalizability and trustworthiness of the study by conducting a credible,
transferable, dependable and confirmable qualitative research process (Lincoln and
Guba, 1986; Sandelowski, 1986; Lincoln and Guba, 1985; Guba, 1981). Various
approaches undertaken to strengthen the study rigour and trustworthiness included
prolonged engagement in each study site, triangulation of data during data collection
and analysis, documenting an audit trail throughout the study, and peer debriefing
with supervisors and other experts, and member-checking with the managers and
respondents (Green and Thorogood, 2018; Eisenhardt, 2015; Yin, 2014; Eisenhardt
and Gréabner, 2007). Table 4.4 summarises the steps | undertook to ensure rigour
and trustworthiness.

Table 4.4: Steps for rigour and trustworthiness at each hospital

Criterion Data collection procedures used Data analysis steps applied
Credibility - Prolonged engagement - Prolonged analysis
- Multiple sources of evidence (data and - Data and respondent analytic
respondent triangulation) triangulation
- Member checking (participants at local - Personal researcher reflexivity
conferences) - Cross-case analysis for patterns
- Peer debriefing and scrutiny and explanation of experiences
(supervisors and colleagues with - Analytic triangulation between
experience) respondents, data sources and
- Research purpose cases
- Purposive and snowball sampling - Peer debriefing and scrutiny
(supervisors and colleagues with
experience)
Dependability - Theoretical framework and conceptual - Analytic maps from NVivo
model - Stepwise replication and
- Case study research design and systematic thematic approach to
methods analysis

- Coding and recoding for each
respondent, data point and case
- Personal researcher reflexivity

- Audit trail (proposal, data collection
tools, transcripts, recordings, analytic

approach)
Confirmability - Theoretical framework and conceptual - Analytic triangulation
model - Personal researcher reflexivity
- Different sources of data — document - Audit trail (diagrams, figures, and
reviews, non-participant observations, tables)
in-depth interviews, routine hospital - Data interpretive analysis to draw
data policy implications and
- Researcher philosophical standpoint conclusions
Transferability - Multiple sources of evidence (data and - Thick and rich description of each
respondent triangulation) case
_ Theoretical framework - Cross-case analysis between

DHA and DHB

- Purposive and snowball sampling _ Use of theory for explanations
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To ensure consistency and confidence in the research findings, or credibility (Guba,
1981; Sandelowski, 1986), | had prolonged engagement in each case, including with
each of the respondents. Further, | enhanced the credibility of the analysis through
gathering multiple sources of evidence and triangulating data in analysis, limiting
methodological and personal biases and deficiencies (Miles, Huberman and Saldana,
2014; Yin, 2014).

The use of multiple sources of evidence also allowed for convergence and replication
of emergent ideas in both cases — a process that increased the credibility and
transferability of the study (Yin, 2014; Lincoln and Guba, 1985; Guba, 1981). In this
study specifically, | used triangulation across respondents and data sources in each
hospital; for instance, in-depth interviews and observations (formal and informal time
spent with respondents and within hospitals) of the interactions between managers
and staff, between staff themselves, and between work teams or units forms
respondent data triangulation. Similar approaches to data collection and analysis
further enhanced the credibility of the study. For example, | used same sampling
technique and topic guides to gather information during in-depth interviews and
observations in each case. During the analysis, | triangulated between individual

respondents, different levels of management and the different cadres.

Member checking and peer debriefing assured further credibility of the study. To
confirm whether | gathered information that were a clear reflection of the respondents’
perceptions, actions, attitudes, and beliefs, | constantly checked with them whether
my interpretation of the data was reflective of what they relayed during interviews - to
allow the voices of the respondents to emerge without distortion. During two
conferences or workshops within Cape Town, attended by most of the respondents, |
presented preliminary findings from the study to test the emerging analysis and ideas
with a pool of similar people. This allowed some of the respondents and staff to check
for any factual errors and unpremeditated circulation of inaccurate and sensitive
organisational information. Sharing the findings from preliminary analysis with the
respondents and other staff corroborated their views and boosted the confidence in

the data and analysis.

Peer review and debriefs with research groups and at international conferences
enhanced the credibility of the study. The principal supervisor was a sounding board
during the entire research study, with the co-supervisor providing analytic guidance,
to give credibility and dependability of the research process. Locally, | engaged peers
through presentations and discussions of study methodology and findings with
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doctoral students and other neutral colleagues within two academic institutions, in
addition to other researchers based in different academic institutions in the United
Kingdom. Engaging local and international colleagues enabled me to review the
analyses, perceptions, and insights from the research. This process was particularly
important in deepening my understanding of the data through an inductive analysis,

supplemented by deductive and abductive analysis.

However, the observations and responses that | generated from the two case studies
are specific to the two hospitals and the period when the research was undertaken.
The purposeful sampling may mean the findings are not generalizable to all district
hospitals in the Western Cape and South Africa. The study also sought respondents
who could offer information to formulate thick, rich, and deep analysis and narrative
in the two hospitals. Therefore, it would be spurious to claim that the specific findings

from this study are directly transferable to other contexts.

| mitigated the concern about the limited number of cases through purposeful
sampling as well as rich description and cross-case analysis that was entirely
appropriate to such complex phenomena (Miles, Huberman and Saldana, 2014; Yin,
2014; Eisenhardt and Grébner, 2007; Lincoln and Guba, 1986; Lincoln and Guba,
1985). In this research study, | did not aim for statistical generalisation of its findings
beyond each hospital case, but rather strove for analytic generalisations - through
careful cross-case comparison, based on thick case reports and using theoretical
insights (Yin, 2014; Lincoln and Guba, 1986). Thus, my study followed a systematic
and meticulous approach by using theory to guide data collection and cross-case
analysis, thus adding an extra layer of theoretical triangulation for confirmability and

transferability.

Additionally, the audit trail that is available for an audit inquiry underlines the
dependability and confirmability of the study (Sandelowski, 1986; Lincoln and Guba,
1985; Guba, 1981). Theoretical concepts used in the proposal phase of the study,
field notes, raw data in the form of interview transcripts, analytical maps and tables,
interpretations, conclusions, and recommendations of the findings are available to
attest to the dependability and confirmability of the study and its findings. The
research proposal that outlined the study, the interview and observational topic
guides, and the output from CAQDAS that | used in this study are available for

auditing.
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4.6 Research Ethics and Approvals

The approvals of the study were obtained from the executive management of each
hospital, University of Cape Town Human Research Ethics Committee, and the WC
Provincial DoH. These approval processes and the details of the ethical conduct of
the study are discussed in the ensuing sections.

4.6.1 Access and Approvals

Ethical approval for this study was obtained from University of Cape Town’s Human
Research Ethics Committee (HREC). The initial approval was issued under the
reference number HREC REF: 772/2015. The approval had to be renewed annually
until the submission of this dissertation. A copy of the approval letter is attached as

Annexure 5.

Prior to finalising and submitting the study proposal for ethics approval, | contacted
the chief executive officers (CEOS) of potential cases, who expressed their interest in
the study, indicating that they would grant access to their facilities. | also discussed
the details of the study and issues of access to selected units with the CEOs,
indicating that interactions with selected respondents would take place during the
entire duration of the study — a period which | interacted with staff and respondents,
and built relationships with the administrators and staff within selected district
hospitals. The two letters from DHA and DHB, respectively, are attached as

Annexure 6 and Annexure 7.

| obtained further approval for the study from WC Provincial DoH through their central
system for application of approval. Attached as Annexure 8 is the approval letter
reference number WC_2015RP35_449. However, due to the prolonged process of
approval by the provincial Health Impact Assessment office, there was a delay in the

issuance of the final approval letter.

4.6.2 Anonymity

| explained the hospitals’ and individuals’ anonymity before the research and during
the study process. | concealed the identity of the selected cases by designating them
as District Hospital A (DHA) and District Hospital B (DHB) during data collection,
analysis, and when sharing preliminary results. In addition, | used unique descriptors
for the type of data collected, and humbers denoting the order of interviews as they
were carried out. Inasmuch as | anonymised the names of the two hospitals and the

study respondents through use of different unique descriptors in presentation of the
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findings, | duly informed the participants that readers may deduce the identity of the
hospitals based on the rich description provided about the study sites in the findings

section.

4.6.3 Informed Consent Process, Privacy and Confidentiality

Carrying out case study research involves extended and close links between the
investigator and, in this case, staff in the two hospitals. Therefore, | ensured that the
selected respondents and all other staff had freedom of participation in the study,
while in the process respecting all individuals and their points of view. During
interviews, | asked the respondents for written consent, after formally informing them
of the study purpose, study relevance, and their discretionary or voluntary
participation. The consent forms served as assurance of privacy and confidentiality of
their participation and information that they provided. Annexure 9 is the information
and consent form used in this study. Ethical mindfulness and attention through
appropriate engagements was pivotal in generating information from the study

respondents.

| discussed the use of audio recorders before the interviews, and only used them at
the comfort of the respondents. All study materials and data collection processes were
in English and, where participants used words or phrases in other languages, | sought

interpretation/translation during transcription of the recorded interviews.

Where controversial but relevant information appeared in the findings, the use of
unigue identifiers and generalisations within each facility ensured the confidentiality
of individuals and teams, to avoid the risk of victimisation and eliminate the fear of job
loss. Moreover, the same confidentiality practice will be used in policy briefs,
publications, and future conferences to avoid unforeseen consequences from the

provincial and national departments of health.

The study did not involve invasive procedures such as collection of body tissues and
fluids, administration of chemical or physical substances or, use of laboratory animals
and thus did not present any physical harm to the respondents and the investigator.
However, despite the selection of mature adults capable of making informed decisions
as respondents in this study, there were three cases of unforeseen emotional or social
distress during the interviews. When these difficult emotional moments arose, |
discussed with the respondents the possibility of referring them to the hospital and
the Western Cape’s Department of Health counselling and conflict resolution

procedures. However, all the three respondents declined the suggestion and assured
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me that they would be fine — a follow up a day or two after the interviews confirmed

the respondents’ assurance.
4.7 Study and methodological limitations

Gaining access to selected study sites and various respondents could have been a
limitation. However, | spent time negotiating access to different units/teams,
familiarising myself with the gatekeepers and the two case study sites. This was done
concurrently when seeking approval from the Western Cape Province’s Department
of Health.

All data were collected and analysed using qualitative approaches, which raises the
possibility of those with different epistemological positions doubting the
trustworthiness and confirmability of these findings. However, as described, | took
great care and adopted appropriate practices to ensure study rigour and

trustworthiness.

Some respondents were interested in my nationality and professional background.
The assumption and understanding that | was not South African (I am Kenyan)
allowed these respondents to talk about the previous racial challenges in provision of
health services and employment in the hospitals; sometimes giving references to the
policy and health system differences between South Africa, Western Cape, and other
African countries. | reflectively considered these assumptions and their impact on my

interpretive analysis of the experiences in the overall study.

In addition, the assumption by participants that my title (my prior training is as a
veterinarian, leading to the title ‘Dr’) conferred clinical experience and expertise, and
my status as a foreign black African national offered some degree of trust and
credibility during the fieldwork. Participants viewed the research process as a useful
engagement with someone from outside the system who could help in highlighting
some of the challenges in the health system. This ensured that they freely gave
information. However, the assumptions on my identity and role as a researcher may
have elicited social desirability bias (Krumpal, 2013; Fisher, 1993). To minimise the
bias, | prodded the participants to be open and share both positive and negative

experiences without any fear of reprisal or victimisation.
4.8 Chapter summary

In this chapter, | have discussed the research methodology for the study. The bulk of

the chapter focused on the research methods where | chronicled the systematic steps
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| undertook to collect and analyse data. This study is a qualitative study that utilised
a multiple case study design to examine the interplay between HCO context, collective
leadership practices and staff satisfaction and morale. The chapter also discusses in
detail the steps that | took to ensure rigour and trustworthiness of the study. |
discussed the ethical approvals and steps for privacy and confidentiality, before,

finally, outlining the study and methodological limitations.

| have presented a detailed outline of the qualitative approaches applied to establish
pathways between the phenomena under study. Such an approach was entirely
appropriate given my constructivist perspective and starting points. Consideration of
causality in only quantitative form or evidence would have been profoundly
unsatisfactory (Gioia, Corley and Hamilton, 2013; Langley A, 2011) as quantitative
evidence alone cannot fully reveal the occurrences of processes or social phenomena

in social systems (Creswell and Plano Clark, 2011; Bryman, 2003).
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Chapter 5: South Africa and the Western Cape — Key
Contextual Factors Influencing the Public Healthcare
System

5.0 Introduction

To understand the dynamics that play out in the hospitals, it is important to consider
the broader national and provincial context, including important historical and current
health system features. Thus, in this chapter, | provide brief information on key South
African governance and health system features. Then, | discuss the national and
provincial policymaking and health policy directions. This leads to a discussion of the
Western Cape Provincial health system, before reviewing its existing strategies for
leadership development and key human resource management processes commonly
important in the daily operations of its hospitals. Finally, | end the chapter with a
summary of issues that assist in the analysis of the hospital context, collective

leadership practices and, staff satisfaction and morale.

5.1 Key South African Governance, Health and Health Care

Features

South Africa is a multi-ethnic and multi-racial constitutional country in the
Southernmost part of Africa. At the end of the apartheid regime in 1994, South Africa
transitioned into a constitutional democracy including a three-tier system of
governance and an independent judiciary (Republic of South Africa, 2019). The three
tiers of interdependent and interrelated government structures work across the
national, provincial and local levels each of which have their own legislative and
executive authority. At national and provincial levels, legislative authority is held by
the national parliament, constituted by the national assembly and the national council
of provinces, and the nine provincial legislatures. Executive authority, meanwhile, lies
with the Cabinet at the National level (President, Deputy President and Ministers) and
with the nine Provincial Executive Councils at the provincial level (Premier and
Members of the Executive Council). Local government authorities also hold some

responsibities in the metroplitan areas.

The decentralisation and devolution of various services to the nine semi-autonomous
provinces after the April 1994 election was a core strategy to address the

socioeconomic and racial inequalites that impacted on health and health care
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(Delobelle, 2013). The colonial and apartheid era had been characterised by racial
and gender discrimination, socioeconomic inequalities and violence that had far-
reaching effects on the health of South Africa’s population and on healthcare provision
(Coovadia et al., 2009). The apartheid system was typified by the fragmentation of
healthcare services across the four colonial provinces of Cape Colony, Natal Colony,
Orange Free State and Transvaal, and the former ten black ethnically-based
homelands between 1910 and 1994 (Coovadia et al., 2009). There were also fewer
and underfunded healthcare facilities in areas that were predominantly inhabited by
black and coloured races, in comparison to predominantly white-inhabited areas
(Coovadia et al., 2009).

Since 1994 there has been wide-ranging social and economic policy change to
redress the apartheid legacy of social inquality. However, in 2020, twenty-six years
later, the country still suffers from socioeconomic disparity. In 2018, for example, the
income inequality reflected in the data from the World Bank indicated the South
African GINI index as 0.63 (World Bank, 2018), whilst the Gross National Income per
capita is $11,923 and Human Development Index of 0.699 (UNDP, 2018) — a
reflection of the rich-poor divide and levels of inequality in the country.

Core current demographic and health data are provided in Table 5.1. The 2018 mid-
year population estimates for South Africa by population group shows that at 80.9%,
the Black African population was the largest group as a percentage of the total
population. The other groups are identified as Coloured (8.8%), White (7.8%) and
Indian/Asian (2.5%). There are eleven offical languages spoken by these population
groups. The table indicates little change in key health indicators such as life
expectancy at birth, crude birth, infant mortality, under five mortality and crude death
rates in recent years, also showing that these rates, including the annual GDP growth
rates, are worse than the average rates for other upper middle income countries (see
note under Table 5.1). The South African infant mortality rate is nearly three time as
great as in these other countries. The low annual GDP growth rates in South Africa
compared to other upper middle income countries, meanwhile, only exacerbate health

inequalities.
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Table 5.1: Mid-year population estimates for South Africa, 2015 to 2018 (Source: Department
of Statistics South Africa, 2019; World Bank, 2020)

2015 2016 2017 2018
National 54,956,920 55,908,865 56,521,900 57,725,600
Population
Population Density 45.01/km? 45.79/km? 46.29/km? 47.28/km?
Population aged 16,596,990 16,828,568 15,034,825 17,029,052
<15 Yrs (30.2%) (30.1%) (29.6%) (29.5%)
Population aged 4,420,000 4,470,000 4,600,000 4,890,000
>60 Yrs (8.0%) (8.0%) (8.1%) (8.5%)
Life Expectancy at Males: 59.7 Males: 60.1 Males: 60.7 Males: 61.1
Birth (Yrs) (72.0) (72.3) (72.6) (72.8)
Females: 65.9 Female: 66.2 Females: 67.1 Females: 67.3
(77.3) (77.6) (77.8) (78.0)
Crude Birth Rate 22.7 (14.8) 21.6 (15.1) 21.3 (14.6) 20.8 (13.7)
Infant Mortality 34.4 (13.4)/1000 33.7 (12.9)/1000 32.8 (12.3)/1000  36.4 (11.8)/1000
Rate Live Births Live Births Live Births Live Births

Under-5 Mortality

45.1 (42.6)/1000

44.4 (41.3)/1000

42.4 (40.0)/1000

45.0 (38.8)/1000

Rate Live Births Live Births Live Births Live Births

Population HIV 11.2% 12.7% 12.6% 13.1%

Prevalence Rate

Crude Death Rate 9.6 (7.1) 9.7 (7.1) 9.0 (7.1) 9.1(7.1)
Deaths/1000 Deaths/1000 Deaths/1000 Deaths/1000

Annual GDP
Growth Rate

1.65% (4.0%)

1.62% (4.3%)

1.61% (4.9%)

1.55% (4.4%)

Note: The bracketd figures in bold italics are comprative data for other upper middle income
countries except for the Under-5 Mortality rate that is a global average for all countries as per
data from the World Bank (World Bank, 2020).

Against the background of historical injustices in health and healthcare the first
democratically elected government of the African National Congress (ANC), guided
by its Health Plan (African National Congress, 1994), moved immediately to re-
structure the public health system into a national system with nine provincial
departments of health. Subsequent legislation was also implemented to support
progressive realisation of the right to health (Republic of South Africa, 2004; Republic
of South Africa, 1996). The majority of public healthcare funds are provided from tax
funding through the National Treasury’s annual budget, and the Division of Revenues
Act (RSA National Treasury, 2019a) drives the distribution of the nationally collected
revenues between the three tiers of government. Funds from the National Treasury

are, then, disbursed to each Province’s Department of Finance through a population-
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based allocation of resources (Mclntyre, Baba, & Makan, 1998), and allocated onward
to the various provincial departments and districts. Each province also receives
conditional grants, tied to specific functions and activities, including for health care.

At national level, however, the proportion of the public budget spent on healthcare -
11.8% 2016/17, at the time of the study, rising to 12.5 % in 2018/19 (RSA National
Treasury, 2019b) - is still below the Abuja Declaration on healthcare expenditure
target of 15% of the National budget (African Union, 2001). The private health sector
also remains very important within the overall health system. Data from the Income
and Expenditure Survey (IES) conducted by Statistics South Africa between
September 2010 and August 2011 indicate that over 80% of the South African
population continued to rely on the public sector for healthcare services, but over 50%
of total spending for healthcare services were within the private healthcare sector or
from out of pocket spending (reported in Ataguba & Mclintyre, 2018; and earlier papers
by Coovadia et al., 2009; Chopra et al., 2009). At the same time, despite the reforms
implemented within the public health system since 1994, there are continuing reports
of poor quality of care in most provinces, underpinned by poor management,
understaffing and other resource constraints (Delobelle, 2013; Harrison, 2009).

5.2 National and Provincial Policymaking and Critical Health

Policy Directions

The National Department of Health is the constitutionally mandated regulatory body
responsible for all national policies, services and activities within the South African
Health System as established in the National Health Act 61 of 2003 (RSA National
DoH, 2004). The National Health Act is anchored in the constitution and outlines the
framework for provision of basic healthcare rights for South Africans. Building on the
1994 ANC Health Plan, the Act recognised the past socioeconomic injustices and
inequities in healthcare services and supported the establishment of a uniform
decentralised system based on the principles of equity, efficiency, social justice, good

governance, and proper standards.

The National Health Act also provides for the establishment of Office of Standards
Compliance by the National Health Council. This office is mandated to monitor and
compel hospitals to follow the prescribed quality and standards. It was amended
through the National Amendment Bill of 2013 (Republic of South Africa, 2013) to
ensure that all public healthcare entities comply with basic standards for provision of

healthcare services. Provincial Departments of Health use the national policy
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framework as overarching guidelines when formulating provincially-specific policies
for the delivery of adequate and equitable healthcare services (RSA National DoH,
2011a; RSA National DoH, 2010).

Most public healthcare facilities have been upgraded and/or rebuilt in preparation for
the implementation of the National Health Insurance (NHI) scheme that is outlined in
these key policy documents. Despite building and upgrading more than 1,600
healthcare facilities since 1994 and employing more healthcare staff, the figures are
still below the WHO recommended distribution and health services indicators
(Mcintyre & Ataguba, 2017). It is reported that South Africa has over 4200 public
healthcare facilities that provide services to 13,800 people per facility, a figure that
falls short of the WHO recommended 10,000 per clinic, with a Health Access and
Quality Index of 49.7 (Fullman et al.,, 2018). Further, shortages of health care
professionals within the South African healthcare system still persist (Rispel, Blaauw,
Ditlopo, & White, 2018).

In recent years, the NDoH has increasingly focused on developing an NHI that is
intended to improve the South African health system (RSA National DoH, 2019; RSA
National DoH, 2015; RSA National DoH, 2014; RSA National DoH, 2011a). NHI is
specifically targeted to bring reforms in the health sector; reforms that will ensure that
all South Africans have access to affordable, equitable, efficient and quality
healthcare services and at the same time have financial protection from catastrophic
health expenditures (RSA National DoH, 2015; Republic of South Africa, 2014; RSA
National DoH, 2011a). The NHI policy places emphasis on pooling funds to contract

providers.

The NHI policy or Green Paper (RSA National DoH, 2011c) was introduced in August
2012 and the White Paper published for public comments in December 2018 (RSA
National DoH, 2019; RSA National DoH, 2015). The policy outlines the efforts by the
South African government, over a duration of fourteen years, to create and achieve
universal health coverage for all its citizens by introducing a new approach to
healthcare financing, re-engineering PHC and strengthening the DHS. The NHI
implementation has been piloted in eleven pilot sites across all the nine provinces
(RSA National DoH, 2016). Attainment of UHC through the NHI is also emphasised
in the National Development Plan 2030 Vision (Republic of South Africa, 2011). The
vision aspires to strengthen the South African health system, improve on human

resources for health, and review management structures and appointments for
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stronger accountability by 2030 where PHC teams provide care to families and

communities.

The National Health Act emphasizes the improvement of quality of healthcare
services in public hospitals to ensure the quality of health programmes (RSA National
DoH, 2014; Republic of South Africa, 2013). The office uses the National Core
Standards to monitor quality in the public and private health sectors by ensuring
patient rights; safety and clinical governance; and, clinical support services. Other
important policy documents that have been introduced to improve on the quality of
care are: Batho Pele programme; Patients Rights Charter that outlines the rights and
obligations of patients; and the clinical management guidelines. The Patient’s Rights
Charter is a policy to safeguard the rights of the patients and to guide the interactions
between patients and workers and how workers behave towards patients when
delivering care. The public service code of conduct outlines expected behaviour and

disciplinary procedures for workers in the public service.

Successful implementation of the NHI and revitalisation of PHC requires a dedicated
and motivated healthworkforce since South Africa continues to face challenges with
its healthcare professionals (Rispel et al., 2018). To address the challenges in human
resources and health workforce, especially dissatisfied and demoralised staff, the
NDoH developed a human resources for health strategic framework for education,
training and development of workers (RSA National DoH, 2011d). The HRH strategy
policy document identified eight critical priorites that were aligned and governed by
the National Health Act of 2003. These are: leadership, governance and
accountability; intelligence planning; workforce for new strategies that ensure value
for money; upscaling and revitalisation of education, training and research; interfaces
of academic training and service platform; professional HR management; ensuring
quality professional care; and, access to health professionals in rural and remote
areas. The document emphasizes on a suitable healthcare environment and a

strengthened leadership that values and supports its workers.

The national and provincial governments frameworks (RSA National DoH, 2013;
Republic of South Africa, 2013; Republic of South Africa, 2011; RSA National DoH,
2011a) outlined above point to the role of leadership in improving health systems.
Specifically, the focus on strengthening leadership practices that value and support
staff indicates the importance of understanding relationships and collective practices

amongst staff in district hospitals.

65



5.3 The Western Cape province and its Health System

The current study is situated in the Western Cape Province. It is the fourth largest
province by size and, with 11.5% of the national population, the third most populated
province, as of mid-year 2018 (Department of Statistics South Africa, 2019). Despite
having representation of all population groups, the provincial population is
predominantly Coloured and Black African, at 49% and 33% of total population
respectively. There are three official languages in the Western Cape — Afrikaans,
Xhosa and English. Cape Town is the capital of the Western Cape Province and

doubles as the legislative capital of the Republic of South Africa.

The province has one urban metropolis district (Cape Town Metro District) and five
rural districts. District distribution of the population has remained relatively unchanged
over the years (Western Cape Government DoH, 2018a). At 64%, the Metro District
has the highest population density in an urban setting — with a concentration of the
population in the high density locations or informal settlements in the peri-urban areas
which were created during the apartheid regime. These informal settlements are
characterised by poor infrasructure and inadequate access to healthcare services.
The rest of the population in the province is distributed in five rural districts namely -
see Table 5.2; West Coast, Cape Winelands, Overberg, Eden/Garden Route, and
Central Karoo.

Table 5.2: Population Distribution by District (Source: Western Cape Government DoH,
2018a)

District Population Population Density District Expenditure on

DHS (ZAR’000)
West Coast 459 683 (7.1%) 14.4/km? 3491 564
Cape Winelands 916 385 (14.1%) 40.3/km? 7 589 238
Overberg 293 506 (4.5%) 23.9/km? 2 165 582
Eden 628 623 (9.6%) 26.4/km? 5597 323
Central Karoo 76 828 (1.2%) 1.9/km? 850 440
Cape Town Metro 4 140 565 (63.5%) 1,667.3/km? 42 751 929

Within the province the deep history of injustices during apartheid still leave significant
disparities between areas and different communities (Western Cape Government,
2018). Higher income communities are seen to live in better conditions and have good

health indicators, whereas poor communities, such as those within the Cape Town
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Metropole areas (see Table 5.3) where the case study hospitals are located, have
high levels of unemployment, live in poor conditions and have poor access to key
health-related services.

Table 5.3: Social Determinants of Health in the Cape Town Metropole Region — Census 2011
(Source: Western Cape Government, 2018)

DETERMINANT Percentage (%)
Unemployment rate 29.8%
% Population living below R4800 per annum 16.4%
Household with access to potable water on their plot 87.3%
Number of households in informal dwelling (estimate) 20.5%
% Households with access to sanitation (flush toilets) 90.2%
% Households with access to electiricity for cooking 87.6%

The Provincial DoH governs the Western Cape health system, and it is mandated to:

¢ plan health services in the Western Cape
¢ provide a full range of individual and public health services to the population
of the province
e provide infrastructure and support services to health operations
e provide for public health intelligence, research and training
e ensure effective financial, human resource and asset management
¢ develop strategic relationships that facilitate the provision of health care and
promote health
In addition, the WCDoH, through the Provincial Health Council, functions to: provide
for tertiary and quaternary health services; create a platform for training health
workers and conduct research; provide for secondary, specialized, emergency and
forensic pathology services; ensure the delivery of District Health Services (DHS);

and, ensure the delivery of health programmes.

Overall, the primary healthcare services in the WCP are provided in the 479 facilities
located in 32 sub-districts and six districts - five rural districts and one urban district.

The province also has over 50 ambulance stations with 250 ambulances that provide
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Emergency Medical Services (EMS). In addition, the province has 18 mortuaries and
46 response vehicles for Forensic Pathology Services.

Table 5.4 below is a summary of the categories of facilities within the Western Cape
Province. Services provided in these facilities include: Aged Care; Baby and Child
Health; Chronic lliness; Emergency Services; HIV/AIDS Counselling, Testing and
Treatment, Home Based Care, Immunisation, Maternal and Women's Health, Mental
Health, Nutrition; Occupational Health Services; Oral and Dental Health; Port and
Environmental Health; Rehabilitation Services; Reproductive Health; Sexually

Transmitted Infections; and, Tuberculosis Treatment.

Table 5.4: Western Cape DoH Facilities
(Source: https://www.westerncape.gov.za/dept/health/facilities Accessed 13/07/2019)

Facility/Hospital Category Number of Facilities

Clinics = Community Health and Daycare Centres (CHCs & 226
CDCs)

District/Provincially Aided Hospitals 25
Midwife Obstetrics Units 10
Mobile Services 30
Psychiatric Hospitals 4

Regional Hospitals 5

Reproductive Health Facilities 7

Specialised Health Care Facilities 2

TB Hospitals 5

Tertiary Hospitals 3

As in the rest of the country, the Western Cape provincial health system has
experienced continuous reform since 1994 (Gilson et al., 2017; Western Cape
Government DoH, 2014; Western Cape Government DoH, 2007). In the first wave of
reform, inspired by the ANC Health Plan, the post-apartheid provincial government
targeted the promotion and maintenance of people’s health through strong primary
health care and decentralised health services (Gilson, Brady, et al., 2017). A key

avenue to delivery of healthcare services were district hospitals (DH) within the district
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health system managed by a District Health Management Teams (DHMTS). As
elsewhere in the country (Owen, 1995), the DHS was established to address the
apartheid legacy of fragmentation and to reinforce a primary health care approach;
formal governance and management structures for the DHS are outlined in the
National Health Act of 2003. Table 5.5 below shows that the DHS now captures just
under 40% of the total WC provincal health budget.

Table 5.5: Provincial Health Budget against the Total Provincial Budget (Source: National
Treasury; StatsSA Website; Western Cape Provincial Treasury; Western Cape Province
Annual Reports)

Budget Year 2015/2016 2016/2017 (R'000) 2017/2018 (R'000) 2018/2019 (R’'000)
(R’000)

Total WC Provincial 51,553,517 55,510,191 59,330,234 64,159,889

Expenditure

Total WC Provincial Health 18,737,118 20,078,184 21,496,056 23,099,979

Expenditure

WC Provincial Health 36.3% 36.2% 36.2% 36.0%

Expenditure as a % of
Provincial Expenditure

Total DHS Expenditure in 7,352,880 7,953,437 8,737,909 9,341,766
WC Province

DHS Expenditure as % of 39.2% 39.6% 40.6% 40.4%
WC Provincial Health

Expenditure

In 2010, a second strategic plan to improve quality of care and tackle the increasing
burden of disease was introduced (Western Cape Government DoH, 2007). This
Comprehensive Service Plan proposed, critically, further implementation of the DHS,
strengthening of the specialist services in regional and central hospitals, and
revitalising physical infrastructure of hospitals and services. It included support for the
re-distribution of services within the urban Cape Town Metro District, to redress the
historical inequities in access. The Cape Town Metro District is sub-divided into four
sub-structures, each having two sub-districts (a total of eight, see Figure 5.1)

(Western Cape Government DoH, 2015).
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Figure 5.1: Cape Metro Health District boundary (Source: Western Cape Government, 2018)

As part of the 2010 plan new district hospitals was proposed for key under-served
areas, alongside the re-classification of some regional hospitals as large and small
district hospitals. Whereas small and medium size district hospitals respectively have
50-150 and 150-300 bed capacity, large district hospitals have 300-600 bed space.

District hospitals (DH) provide Level 2 hospital emergency and curative services
within districts (Western Cape Government DoH, 2007). They offer in-patient care,
outpatient services and, obstetric and paediatric care. In addition, larger DHs offer
some general specialist services to improve access to care and bridge referrals to the
regional Level 3 hospitals. Overall, the positioning of district hospitals at the centre of
the referral system makes them key in delivery of healthcare services in the province.
There are now a total of 34 DHSs in the province with nine (including Metro TB complex

hospital) in the Cape Town Metro Health District, and the rest in the rural districts.
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The Metro District Health Services (MDHS) are currently managed by the Chief
Director MDHS, who reports to the Chief Operating Officer, alongside the Chief
Director Rural District Health Services. The four MDHS substructures are themselves
each managed by a director whose main responsibility is to ensure that health
services are efficiently and effectively delivered in line with provincial and national

frameworks.

According to the 2011 legislation on management of public hospitals (RSA National
DoH, 2011b), medium and large DHs should be administered and managed by a
CEO, a Clinical Manager and a Nursing Manager. Small district hospitals have a
medically trained or registered health profesional to serve in both roles as the CEO
and the Clinical Manager. However, in the absence of a health professional, an
administrative manager with over 10 years experience in health management may be
appointed to serve the role of the CEO. Senior or executive management posts are
advertised for by the Provincial HR and DoH who then conducts assessment and
psychometric tests based on the job descriptions. A member of the Hospital Board,
created under the National Health Act of 2003, must be in the recruitment and
selection panel.

Leadership within the hospitals in the Western Cape includes both a departmental
and a line-based approach to management, as detailed in Chapters Six and Seven.
Some departments have a simple structure while others are more complicated, and
Nursing and Clinical Management structures differ. Clinical Management refers to the
consultants, doctors, medical officers, interns and the allied health workers. There is
a Clinical Manager or Director for Clinical Services and each clinical specialisation is
seen as a self-contained clinical unit in the hospital. However, the Nursing
Department has a rigid structure that follows the hierarchical lines according to the
traditions and practices of the nursing profession (Republic of South Africa, 2005).
The Nursing Manager, also referred to as Director for Nursing Services in some
District Hospitals, is deputised by 3-5 nursing area managers. Below the area
managers are Operation Managers (OPMs) who are responsible for the activities
within each ward, their number being determined by the number and size of the wards
within the District Hospitals. The Operation Managers supervise the various

categories of frontline nurses who work in the wards.

These various managerial structures are nested within the wider public sector

bureaucratic environment, and reflect the hierarchical nature of leadership at the
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meso and micro levels of the South African health system. The bureacracy and
hierarchies are analysed and unpacked in Chapters Eight and Nine of this thesis.

5.4 Strategies for Leadership and Management Development

Inadequate stewardship, leadership and management processes at all levels of the
South African health system are identified as major impediments to the provision of
adequate and quality healthcare services (Schaay, Sanders, & Kruger, 2011;
Coovadia et al., 2009). Evidence indicates that, in addition to a lack of leadership and
management development across all professional cadres, the district and provincial
offices have failed in creating an enabling organisational environment that nurtures
the desired leadership practices (Doherty, 2014). Thus, Doherty (Doherty, 2013)
recommended that National and Provincial Departments of Health ought to focus on
new approaches to leadership in the health sector; leadership that is shared and
collaborative across professional cadres and organisational boundaries. The author
recommended that the process should involve identification of formal and informal
ideal practices that transcend professional and managerial hierarchies.

National policy frameworks give clear priority to health and wider public sector
leadership and management development. The Medium Term Strategic Framework
(MTSF), a government strategic plan for 2014, amongst other strategic issues,
outlines the production and development of human resources for health, improved
management practices and a review of management positions and appointments to
strengthen accountability mechanisms (Republic of South Africa, 2014). These
strategies call for the development of effective leasdership, and suitable reforms for
the governance of hospitals; with a focus on provision of strategic leadership to

establish social compact through delivery of better health services.

Similarly, Priority 2 in Chapter 10 of the National Development Plan 2030 (Republic
of South Africa, 2011) outlines leadership and management as one of the focus
areas. In describing the priority on leadership and management, competent
leadership and high clinical and technical competence at all three levels are identified
as critical in a health system that caters for everybody in the population. Specifically,
there is emphaisis on stregnthening leadership and management through the review
of management positions and appointments, and effective performance management
frameworks as key processes of human resources management. Priority 7 is
anchored on the argument that poor leadership is responsible for staff attrition from

the public sector.
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The WC DoH has itself prioritised the development of leadership skills in individuals
and teams. The province’s strategic objective goals aspire to transform the leadership
and organisational culture and embed good governance and values-driven leadership
practices (Western Cape Government DoH, 2017). To achieve this objective, the
WCDoH aims to build competent, engaged, caring and empowered employees, and
to nurture managers by supporting initiatives for developing leadership capacity in the
provincial healthcare system. This strategic goal is anchored both in the National
MTSF blueprint and the third provincial strategic health plan, HealthCare 2030
(Western Cape Government DoH, 2014). Of particular interest in this plan is the focus
on transformational leadership amongst managers and clinicians. The plan
specifically puts emphasis on strengthening leadership by building collective
leadership: “Leadership must be collective and distributed across all levels of the
organisation” (p32). It supports leadership that is “distributed, dynamic, inspires
change, provides strategic direction, builds cohesion and motivates people” (p32).
Such leadership is seen as an approach that will champion organisational values,
embrace well developed interpersonal skills, encourage innovation, draw on capability

of workers, and be collaborative with workers.

From this broad foundation the WC Health leadership development strategy (Western
Cape Government DoH, 2016b; Western Cape Government DoH, 2016c¢) seeks to
achieve the objectives of developing managers across all levels of the organisation
and developing leaders and teams that embody organisational values and work
towards improved patient-centred care. The first step proposed is to identify needs by
conducting skills assessments and analysis of existing gaps. Then, to address the
identified gaps, an integrated leadership development approach is proposed that
allows individuals and teams to build various competencies through action learning
programmes, training and qualifications, coaching, guided individual and team
development, and supportive system functions. Operational managers in hospitals
are seen as a core target group, through whom to introduce relational strategies of
working within cross-cadre, cross-functional and cross-level teams. Interpersonal
power and collegial relationships, rather than hierarchical authority, underpins this
proposed approach to leadership in the hospitals. In addition, the WCP DoH identified
the cognitive, functional and social leadership competencies necessary at team and
individual levels leading to the creation of the Leadership Behaviour Charter and the
Leadership Competency Framework (Western Cape Government DoH, 2016a;
Western Cape Government DoH, 2016b;).
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5.5 Human Resource Management Processes

Various national and provincial HR policies and processes are applied in hospitals
across the WC province to address staff recruitment, retention and performance
issues. Nationally, reports indicate that there is poor distribution of health workers
between levels of care and between districts (Chopra et al., 2009). This is caused by
the shortage of well trained nurses and healthcare professionals result from training
shortfalls and the migration of workers from public to private sectors and to other
countries (Rispel et al., 2018). To address these inadequacy in HRH, a number of
measures and policies have been introduced both at national and provincial levels.
These include the National Skills Development Plan 2030 (RSA Department of Higher
Education and Training, 2019) the HRH Strategy 2012/13 — 2016/17 (RSA National
DoH, 2011d), and Human Resources and Skills Development Strategy in the Western

Cape (Western Cape Government, 2003).

Additionally, the Occupation Specific Dispensation (OSD) policies were introduced
nationally to address issues relating to salary scales, post levels and pay progression
as determined by the Public Service Act, and to meet the demands for scarce skills
in particular groups of health workers (DoH Western Cape Government, 2018b;
Daviaud and Chopra, 2008; RSA Department of Public Service and Administration,
2008). The policies offer, in effect, incentives to address the challengs of filling vacant
posts, worker attrition and migration to private sector and overseas market, and the

resultant staff shortages (Ditlopo, Blaauw, Penn-Kekanna, & Rispel, 2014).

In the recent past, within the WCP DoH, implementation of the OSD provisions has
affected occupational groups such as: Professional Nurses in some specialties,
radiography specialties, operating theaqtre specialists, PHC in rural districts, critical
care, medical specialists in emergency and family medicine in rural districts,
midwifery, orthopaedics, forensic pathology specialists and technicians, engineers
and medical case managers (Western Cape Government DoH, 2018b; Western Cape
Government DoH, 2015). Yet despite these efforts to address human resources and
management shortages, there are still staff shortages and challenges in selection,

recruitment and retention of health workers within the province.

Despite the decentralisation of some accountability for health services to the DHS,
key operational decisions are also commonly quite centralised at the provincial level
(Chopra et al., 2009). These operational decisions include the ability to select and

recruit staff to fill vacant posts. Indeed, within the WC policies to manage staffing

74



budgets have been introduced, such as the approved post list (APL) and
Establishment Control Committee (ECC) to monitor and regulate the recruitment of
health workers within the provincial public health system. These measures are linked
to the broader public sector financial management policy guidelines that aim to
improve efficiency and accountability (Penn-Kekana, Loveday, Blaauw & Schneider,
2004).

The APL and ECC are intended to support decentralised decision-making at hospital
and district management levels, whilst setting spending limits in terms of staffing
budgets (Gilson, Brady, et al., 2017). The policies stipulate, however, that
authorisation must come from the provincial directors before a vacant post can be
activated and filled with new clinicians and nurses. There have been reports that
despite the decline of the worker turnover rate from 14.1% to 13.2% over a three year
period, it is still not easy to fill the required vacant positions due to limited budgetary

funds for employing qualified staff (Western Cape Government, 2018).

The performance management and development system, popularly referred to as the
Staff Performance Management System (SPMS), is a national HR process that was
introduced by the Department of Public Service and Administration in 2003 as a
strategy to assess, monitor and improve performance in the South African public
sector (Nxumalo, Goudge, Gilson, & Eyles, 2018; Luthuli, 2009; RSA Department of
Public Service and Administration, 2008). During quarterly and annual performance
cycles, workers and their managers review the personal performance targets which
are then used to give financial rewards to best performers and to determine the
development plans for those who perform poorly (Elloker et al., 2013). Within the
province, the decentralisation of SPMS gives each district and sub-structure the
responsibility of managing the process. The WCP DoH maintains the role of policy
oversight. Supervisors and managers are regularly trained on how to efficiently carry
out the appraisal processes (Elloker et al., 2013). However, in the Annual Report for
2016, the DoH outlined development of a non-financial incentive system as an HR

strategy that would be linked to the performance appraisals.

Finally, the WCDoH also introduced measures for worker engagement in
organisational culture and change management, towards person-centred quality of
care (Western Cape Government DoH, 2016a). For example, with the goal of
improving patient care and experience, in August 2013, the WC DoH introduced the
C2AIR2 (Caring Competence Accountability Integrity Responsiveness and Respect)
Club programme or challenge that is applied across all hospitals within the province.
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This was initiated by the WC DoH as an organisational culture change intervention
across the provincial healthcare system. The C2AIR? Values are linked to provider or
worker attitudes towards patient care, and were embedded in other change processes
that included support for coaching leaders and, procedures and systems to encourage

innovation within the workplace.

The focus of C2AIR2 Club challenge was on espousing the departmental values,
encouraging leadership for lower level workers, strengthening worker relationships,
empowering frontline workers to communicate effectiveley with patients and building
problem solving skills that are innovative. Besides satisfied patients who receive
quality health services, the programme endeavoured to create competent, healthy,

engaged, caring and empowered workers in the WCP DoH and facilities.
5.6 Chapter Summary

In this chapter, | have given a brief overview of the socio-economic and governance
background of the Republic of South Africa and the Western Cape Province where
the study is situated. | have further described the National, Provincial and District
Health Systems and the flow of government funding for the provision of public
healthcare services. In the process of identifying and analysing key legislation and
policies that have shaped the South African healthcare system, | outlined the specific
strategies that are targeted at improving the leadership practices or processes in the

public sector at large, and in the Western Cape health system, specifically.

To summarize, South Africa and the Western Cape Province, where the study is
situated, have a complex demographic and racial history that influences the
continuing efforts to strengthen the health system. The referral system and the
provincial health system, meanwhile, highlight the central role of district hospitals in
the delivery of healthcare services. Both national and provincial policy and regulatory
frameworks have implications for hospital budgeting, staff recruitment and the
leadership strategies that hospitals implement. The public health system is part of a
broader bureacracy and so individualised, hierarchical leadership practices are
common in the DHS and district hospitals. However, the Western Cape Province’s
policy frameworks support strengthening distributed and collective approaches to
leadership. Various national and provincial human resource processes have also
been implemented that seek to address staffing budgets and shortages, as well as
the interactions or relationships amongst healthcare staff at provincial, district and

hospital levels.
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The key issues enumerated in this chapter provide the background to, and will be
further considered within, the subsequent chapters where | present and discuss the
empirical findings of my research.
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Chapter 6: Findings from District Hospital A

6.0 Introduction

Chapter Six discusses DHA. After describing and introducing the hospital and its
history, | present the critical leadership practices of the hospital. Then, | examine staff
satisfaction and morale, as indicators of leadership effectiveness, and the ways
leadership practices impact on it. | also highlight the essential features of DHA’s
context, and how the contextual features reinforce or undermine the experiences and
practices of leadership, in addition to their likely impact on staff morale. Lastly, | end
the chapter with a summary of the entire case study in relation to the chief study aim
of examining the interplay between the three phenomena under study - organisational
context, leadership practices, and leadership effectiveness, as indicated by staff
satisfaction and morale - in the hospital case. | obtained the information and data
analysed in this case study, detailed in Chapter Four, from different documents,
observational data, in-depth interviews with staff and managers, and a Staff
Satisfaction Survey from 2016 (Appendix 4.1).

6.1 Hospital overview and history

6.1.1 Hospital setting and overview

DHA was established in 1888, in an area that had been developed in the late 1700s
as a small wine farming area and a garrison town for British traders and civil servants.
This area is also served by 4 CDCs and 1 CHC that refer cases to DHA. In addition
to the prevalent low socioeconomic status of the surrounding areas, the top three
causes of premature death among the population served by DHA are ischaemic heart

disease, interpersonal violence and HIV/AIDS (Western Cape Government, 2018).

DHA is currently classified as a Level One DH in the Cape Town Metro Region,
Western Cape Province. As summarised in Box 6.1, it offers a range of services,
including specialist forensic and rape counselling services supported by the only
forensic pathologist in Cape Town, has a capacity of 184 beds, employs nearly 600
staff, mostly nurses, and sees an average of 330 outpatients a day and over 3000

emergency patients a month.
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Box 6.1: Services and Staff at District Hospital A (Source: Document Reviews and
Interview Data)

DHA offers both out-patient and in-patient healthcare services, including 24-Hour emergency
services. There are 13 departments within the Clinical, Nursing and Ancillary Services.
Within the Department of Clinical Services, there is the Medicine Department that offers
diagnostics, treatment and palliative care services and is allocated 72 in-patient beds and
three intensive care unit (ICU) beds. Additionally, the Medicine Department has out-patient
clinical services which include clinics on diabetes, asthma, rheumatology, HIV/AIDS and
Tuberculosis, and endocrine, cardiac, and respiratory complications. Other clinical
departments within the hospital are: Surgical Anaesthetics; Paediatrics (four doctors and a
team of nurses); the Radiology department that offers X-Ray, Ultrasound, Computerised
Axial Topography Scans, and offers support to the Orthopaedic departments; Forensics that
offers 24-hour forensic and rape counselling services and is managed by the only Forensic
Pathologist in Cape Town; the Palliative Care Department that offers training and support
group that guides patients; Psychiatry with 15 beds for mental health; Social Work; Dietetics;
Pharmacy; and, Physiotherapy and Occupational Therapy Departments. There are eight
wards that are classified as male and female medical wards, male and female surgical
wards, paediatric ward, infectious disease ward, psychiatric ward, and the intensive care
unit. There is an Accident and Emergency Unit and a General Outpatients services area.

DHA is estimated to have a total of 580-600 workers, comprised of clinical and allied health
professionals, nurses and administrative staff, including clerks, support staff, maintenance
staff, porters, and groundsmen. The nursing cadre represents over 400 of the workers.
Workers, especially nursing staff, have three work shifts — two during the day and one at
night - to ensure continuous delivery of services.

6.1.2 The history of downgrading and budgetary pressures

The provincial department’s overall plan to address the apartheid legacy and
strengthen its health system (Western Cape Government DoH, 2007) involved
creating district hospital beds in the Cape Metro District, partly by re-classifying some
available hospital bed capacity as well as by building new district hospitals in under-
served areas (Gilson et al., 2017; Western Cape Government DoH, 2007). Although
DHA had been classified as a Level 3 or Regional Hospital, acting as a secondary
referral hospital for its region, it was formally downgraded to a Level 2 small DH in
2009 without reduction in the range of services provided (Western Cape Government
DoH, 2007). The downgrade was accompanied by a cut in the nursing staff
complement, as well as overspending, and these were perceived by hospital
respondents as reflecting a budget reduction, leading to uncertainty and anxiety within

the hospital.

“There is a financial challenge. When the hospital, in terms of finances, when the
hospital was downgraded from regional to district, there was not a diminishment of

services at this hospital. In fact, despite getting less money, the hospital continued to
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deliver the same services and even more services came on. It grew, so all of these
and the planned ideas of austerity measures in the last 18 months that has had

massive adverse effects on patient care.” DHA-IDI-002 (clinician manager)

Hospital respondents expressed particular concern that ‘high end operations’ meant
for larger district and regional hospitals, such as paediatric and intensive care, were

being offered at the hospital despite the lack of adequate resources.

“Healthcare demand exceeds our resources. The challenge is resources because
with the current fiscal climate, our resources each year, in real terms we are getting
fewer resources, but our service demands are increasing.” DHA-IDI-001 (senior

administrative manager)

In real terms, the budget and expenditure data for 2015- 2019, as shown in Figure
6.1 after inflation, indicate that there was a sudden decline in budgetary allocation and
increase in hospital expenditure against the average of the eight Metro District
hospitals in the financial year 2016/2017 — the time of data collection. Over time the

hospital budget has plateaued, whilst expenditure has increased.

DHA vs Metro District Average Budget and Expenditure between
2014/15 and 2018/19 Financial Years
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Figure 6.1: DHA's real Budget and Expenditure against Metro District averages for 2014/15
to 2018/19 Financial Years, 2015/16 prices (Source: StatsSA, Annual Performance Plan
2017/18 and Hospital's department of Finance and Information Management).
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Subsequent external pressures, from 2015 onwards, on hospital budgets included
stringent Western Cape Province’s DoH controls over staffing. As outlined in a circular
obtained from the Chief Executive Officer (CEO) during data collection, if the hospital
exceeded its budget for approved posts and agency posts for a month, the hospital
leadership was then not allowed to fill other posts in that month (see Chapter Five).
In addition, since financial year 2016/2017 the effects of the ‘austerity budgets’ borne
by the provincial department inevitably had consequences for facilities within the
province, although budget allocations actively sought to protect and support district

level services.

A third budgetary challenge experienced prior to the study period was poor financial
management by the hospital's previous executive leadership. As a result, on

appointment, the new CEO had to take tough action to control the budget:

“I think the main successes are that we went from being an organisation that was over
budget. We were over budget, but we are now in budget...We were poorly managed
from a financial perspective but now we are probably one of the best hospitals in terms

of financial management.” DHA-IDI-001 (senior administrative manager)
However, staff were critical of the actions taken:

“So, when the new CEO arrived, they knew that there were serious financial
challenges. Without consultation, he arrived and without being used to the hospital,
in his first month he just cut staff.” DHA-IDI-002 (clinician manager)

6.2 Transitions and experience in hospital leadership

6.2.1 Hospital structures, processes, and leadership transitions

At the time of data collection, in line with broader policy frameworks, DHA was headed
by a CEO who was a medical doctor by profession and also held a master’s degree
in Business Administration. To assist in running the hospital, and as illustrated in
Figure 6.2, the six heads of departments together with the CEO formed the Executive
Management Team (EMT). The departments are: Clinical and Ancillary Services
headed by medical services manager; Nursing Services headed by a nursing
manager; Finance headed by a Deputy Director; Human Resources (People
Management) and Facility Management headed by a Deputy Director; and Quality

Assurance headed by a Deputy Director.

Even though some respondents saw the manager for Clinical Services as the chief
operating officer of the hospital by default, the EMT saw the Nursing Manager as
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second in command to the CEO. This was, in part, attributed to the large number of
nursing staff and their critical role in patient care.

{ Chief Executive Officer }

I |

Deputy Director . Deputy Director Deputy Director
— Medical Deputy Director HR & People Finance &

Sariees - Nursing Management Information
Management

Figure 6.2: Main DHA staff reporting lines — grey cells represent Executive Management
Team; blue cells other staff with formal leadership roles (Source: Interview data and
Document reviews)

The Nursing Manager heads the Department of Nursing Services, which comprises
general in-patient services in the surgical, medical, paediatric ward and out-patient
services; specialised nursing and out-patient department that offers theatre services,
trauma and emergency services and high care services; nursing support services
which include infection control; night shift services; and clinical nurse training unit.
Each nursing ward is headed by an operations manager (OPM), with support from
two registered nurses, two community service nurses, four staff nurses, two enrolled

nurses, and interns.

Prior to the study DHA had had three CEOs over a six-year period, and study
respondents reported that the immediate previous EMT was dominated by individuals
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from the nursing cadre because the CEO had a nursing background. The re-
introduction of a CEO with a clinical background was regarded by many as a positive
change within the hospital. At around the same time, in 2014, a new Nursing Manager,
perceived as having fresh ideas was appointed, as well as a new Deputy Director of
Human Resources and People Management. The new senior leaders were thought
to be offering strong and dynamic leadership with control over the hospital, although

the changes they introduced also raised some concerns.

“I will say that there’s been really some improvement, or I'll say I'm seeing a change
because of the change in leadership. So, for me | will say | am quite satisfied with the
way things are going since last year, since the appointment of the new leadership that
we have. But however, there’s always room for improvement.” DHA-IDI-013 (mid-

level administrative manager)

“So, | think everybody now, because we got a new CEO and a new Nursing Manager
at the same time two years ago, it was quite something that’s quite a big thing okay,
and suddenly lots of changes, and that’'s a big thing.” DHA-IDI-011 (clinician

manager)

The new leadership team’s early interventions included changes among clinical heads
of department (HoD) to strengthen hospital functioning. For example, one new clinical

HoD appointment was made to improve output, teaching, and worker morale.

The routine managerial processes within the hospital included a range of formal
weekly, monthly, and bi-monthly meetings. For example, clinical and nursing HoDs
had monthly ‘transversal meetings’, that were sometimes attended by the EMT, to
identify and address challenges for cross-cadre work and relationships between the
two cadres. Two-weekly transversal clinical forum meetings between clinical and
nursing units sought to bridge the gap between clinical and nursing managers and
staff, and executive management and the manager for support services. The nursing
department also encouraged interactions among operation managers through bi-

weekly and bi-monthly meetings.

However, informal processes were also widely regarded as important in building
relationships and improving engagements between managers and staff. These
informal processes included, daily ‘handover meetings’ that | attended as a non-
participant observant, ‘visibility on the floor and walkabouts’, having an ‘open door
policy’, ‘team-building activities’ in and outside the hospital, and staff meeting in

communal tea rooms. Senior managers emphasised the importance of face-to-face
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meetings between staff since DHA is a small hospital by design and regular meetings
and interactions with workers ‘on the floor’ were highlighted as a constructive form of
communication. Besides meetings, hospital used regular short message services
(SMS), emails, telephone calls, and communication books and diaries to

communicate with staff.

Human resource processes, guidelines, and policy frameworks

Field notes from observations made at meetings between the CEO and the heads of
departments indicated that human resources and financial management are guided
by the rules and regulations set by the provincial and national governments. Staff
selection and recruitment is guided by the broader Public Service Employment Act
and the provincial employment policies. Within the WC department frameworks (see
Chapter Five), the hospital managed its vacancies carefully as staffing represented
around 70% of the total budget.

Human resource recruitment processes ensured equal opportunities within the
workplace in line with the national Employment Equity Act, whilst the implementation
of the Occupational Specific Dispensation (OSD) policy (see Chapter Five), a
remuneration policy, had also specifically impacted on managerial appointments. The
OSD policy resulted in some senior or older nursing staff being placed in higher salary
bands, effectively promoting them to mid-level manager positions as OPMs. Both
processes were criticised by some respondents in terms of their impact on skills’
availability within the hospital. At the same time, budget pressures were criticised for
limiting the creation of leadership posts, staffing levels, and provision of leadership

development opportunities for workers.

Other policies highlighted as influencing hospital experience included the appraisal
process (the SPMS described in Chapter Five), which was widely regarded as a highly
formalised procedure with a lot of paperwork. Mid-level operation managers and
clinician HoDs expressed unhappiness with the procedures and forms, arguing that
compliance with them consumed much of their time, and were less likely to improve
hospital outcomes. In contrast, the implementation of the provincial C2AIR? Values
framework (see Chapter Five), intended to guide culture and behaviour change, was
regarded as a success within the hospital - contributing to the hospital being
recognised as ‘one of the best managed hospitals in the WC, with motivated and
empowered critically thinking workers. The middle manager responsible for C2AIR?
related activities also received provincial awards as a C?AIR? champion. The

champion’s responsibilities included organising and planning team building events
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that allow workers and managers from across cadres and management levels to
interact. For example, the hospital held beauty and fashion modelling and a Master
Chef themed event for staff.

“What C°AIR? Club is all about, it is all about improving the patient experience but
applying the value, the departmental values which is caring, competence, respect,
responsiveness, integrity and innovation. So, what | do as part of my programme of
that, we normally plan events, like team building events, recently we had one for
master chef and the purpose of that was basically to get to know each other.” DHA-

IDI-013 (mid-level administrative manager)

Staff and managerial relationships

Overall, and as discussed further later in this chapter, there was clear evidence from
observation and in respondents’ views of a link from positive leadership practices to
strong relationships and teamwork among staff, between managers and staff, and of

a strong communication culture among staff within units and departments.

“There are generally good relations. For example, there is, like, a communal tearoom.
Everybody meets up in the tearoom, amongst colleagues, amongst consultants,
amongst colleagues and MOs, there is good relations, amongst the doctors and the
nursing staff, generally there are good relations and good communication.” DHA-IDI-

002 (clinician manager)

Nonetheless, there were some reports of tensions and conflicts between doctors and
nurses, as well as between different levels of management, and between the
executive management and frontline staff. Despite their emphasis on informal
engagements with staff and being visible, the executive management was sometimes
criticized for not being sufficiently available for interactions with staff in the wards or

on the floor.

All the nursing respondents also specifically noted that DHA did not hold monthly
climate meetings with different categories of workers, as outlined in the Labour
Relations Act. They claimed that there were, then, no appropriate formal platforms to
raise and address worker complaints or to provide communication channels and build

relationships between senior managers and the lower-level workers.

6.2.2 Leadership practices and experience in DHA

To better understand the pathways or linkages between organisational context,

leadership practices and staff satisfaction and morale, | first asked both those in
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formal leadership positions and other staff who played more informal leadership roles
at the hospital about their practices and experiences of leadership in the hospital. As
illustrated in Figures 6.3 and 6.4, the observational data and analysis of in-depth
interviews revealed experiences and practices that are summarised as either positive
or negative, based on respondents’ judgements about their likely impact on staff
morale (as discussed in later sections and outlined in Figure 6.5). The practices
contributing positively to morale are shared or delegated practices, empowering
others for leadership, approachability, participative and engaging practices, and
caring and empathetic practices. Disengaging and hierarchical practices, as well as
non-participative practices and favouritism were the leadership practices judged as

leading to low morale amongst staff.

Empowering others for leadership
- Developing others

- ldentifying talents

- Leading by example

- Self-initiatives

Full Delegation
Shared or Delegated
Practices

Approachability Particip_ative and Engaging
- Approachable - Eng_aglng_others
- Visible/Walkabouts - Participation

- Not authoritative

Caring and Empathetic
Practices

Figure 6.3: Positive leadership practices that promote staff satisfaction and morale in DHA
(Source: Interview and observational data)

Overall, shared, or delegated leadership practices and empowering others for
leadership - represented in large black circles - emerged as the dominant practices
within the hospital. In addition, as represented in Figure 6.3 and Box 6.2, they were
accompanied by other practices that entrenched participation by and engagement
with staff, were experienced as empowering and as encouraging staff to express care
and empathy to each other and their patients - behaviours that staff considered
appropriate for provision of healthcare services. The empowering practices were
experienced and practiced by respondents from all cadres, as aptly described by a

middle manager nurse respondent:
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“People work independently when empowered and knowing what their roles are and
| don’t have to watch over their shoulders to see that the job is done. | am not going
to micromanage them ... | inspire trust and inspire motivation and you know the

people that | work with and a team effort.” DHA-IDI-017 (mid-level nursing manager)

Empowering practices were reinforced during the morning handover meetings,
attended by the researcher, where the CEO engaged nursing and clinical managers
by sharing his perspectives on the leadership that he envisioned for the hospital and
that would support the middle managers in engaging their staff. It was common to
identify lower-level staff with leadership talent and recommend them for leadership
development courses or mentoring by the CEO and other managers. These staff were
then involved in implementing changes in the hospital, with respondents arguing that

these practices contributed to quality of care.

Positive practices were frequently highlighted by respondents from across cadres who
considered their managers as usually delegating and sharing roles, although this was
a little less evident in nursing. In addition to formal delegations of authority - following
the management structures outlined in Figure 6.2 - there appeared to be a more
widespread informal practice of sharing roles and responsibilities within different and
across levels of management in clinical and administrative cadres. For example,
clinical units formally and informally shared leadership roles between the current and

previous HoDs, and with junior clinicians:

“l feel the skill of delegation is not an easy one, it needs practice. And my colleague
[Former HoD], it is easy for him, but then we are not the same, we complement each
other. what we now have is that we have got two people who understand the job
better. We've got a better understanding; we are a team.” DHA-IDI-008 (senior

clinician)
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Box 6.2: Examples of positive leadership practices that enhance satisfaction and morale
(Source: Analysis of interview data, this study)

Developing others to grow into leadership positions through training and other self-initiatives to allow
workers to learn by doing was key to empowering leadership practices in nursing: “If you want to
actually acquire quality care you need to develop your people by maybe sending them to workshops
or trainings or what we also do, you do the ward training but we mostly talking about the training or
exposing them to higher positions, so that they can see what is happening. You develop people by
asking them their input when you are going to introduce something new than just telling them that we
are going to have this thing when their input is not taken into consideration.” DHA-IDI-009 (nursing
operation manager); And leading by example amongst clinicians: “You need to be what you expect
from staff. It is not going to work for me to tell them and do something different. | cannot tell them to
come early if | cannot come early. | cannot tell them to work full day if | do not work the full day. |
cannot ask them to be efficient if | am not efficient, | need to be the role model that | expect from them.”
DHA-IDI-002 (clinician manager)

Empowering and developing others for leadership was a feature in administrative cadre: “For the
other managers in this institution its less direct mentorship and more working together to develop, not
just their leadership skills, but well, mostly to get their leadership and problem-solving skills.” DHA-
IDI-001 (senior administrative manager)

In administrative cadre, respondents viewed self-initiatives such as learning-by-doing as an
important practice: “You learn by doing which is a very good thing because you learn from your
mistakes. You would make a mistake and you learn from it. | always think that if you don’t make that
mistake you are not learning anything.” DHA-IDI-005 (administrative clerk)

Shared and delegated practices by clinicians and administrative staff as a common and widespread
practice: “He is a good manager, he knows how to delegate, he knows how to get other people to do
the work and he’s done a phenomenal job in terms of changing the structure of our team and
delegating work to other people and allowing other people to take up skills, to take on things that | was
not able to release.” DHA-IDI-008 (senior clinician)

Engaging others, especially by the CEO, was seen as a positive change that was an appreciated
practice by most staff: “Management and leadership wise, | would say that we have a really good
manager, our CEO is great, he is brilliant, he listens to you, he’s very open, he’s smart, he’s the change
that DHA needed, and he’s got a great attitude and | think that everyone else likes it, just like a ripple
effect.” DHA-IDI-007 (mid-level administrative manager)

Approachability was a critical practice for openness and transparency and to identify nursing
problems on the work floor: “Most of the time sisters in the wards handle things but when it’s different
they call me and let me know or when patients ask for me. Whatever happens | need to give them
feedback and when | walk into the passage | need to look around and see what is happening around
me. | need to be aware if there’s any problems.” DHA-IDI-016 (mid-level nursing manager). Similarly,
in administrative cadre: “You see me and Mr. [ABC], we are working together for a couple of years
already. The relationship between the two of us is actually very good and it is a working relationship
obviously. But | do not see that there is anything. There’s no fear involved, you know, a lot of people
are afraid of supervisors, not here.” DHA-IDI-006 (administrative clerk)

It was reported that DHA was a good place to work at because managers treated others as equals,
were empathetic and respectful, and staff cared about each other: For clinicians, “Being empathetic
and just being a good human being to your staff and understanding that they are going through tough
challenges.” DHA-IDI-002 (clinician manager); and nurses “Whether we have these young nurses
who are falling apart because of a boyfriend, or a lot of our staff have debt issues, I’'m no financier but
you know you sit, and you listen.” DHA-IDI-017 (mid-level nursing manager).

Similar practices were observed among the administrative cadre. For example, in the

department of human resources, staff divided their roles amongst themselves, and

88



the line managers delegated some of their roles to clerks managers also worked
together as a team when undertaking special projects.

In contrast, nurse managers tended to delegate according to the formal nursing
professional hierarchy. For example, the nursing manager shared his leadership roles
with area managers. Whereas assistant or nursing area managers delegated their
leadership roles to ward OPMs who assisted them in the management offices, the
operation managers delegated their leadership roles to the shift leaders within the

wards.

The transversal meetings bringing together heads of departments were, however,
used to promote collaborative cross-cadre and managerial engagement in problem
solving and to share general leadership responsibilities. These meetings also served
as a link between executive management and the clinical, nursing and support
services. The senior leadership further engaged and interacted with middle managers
in discussions of clinical and leadership issues in handover and HoD meetings,
demonstrating non-authoritative and engaging practices. These types of interactive
practices allowed managers to have first-hand experience of the challenges and

personal issues the frontline staff faced on the work floor.

Dispute resolution at departmental level was, moreover, participative, and inclusive,
with staff in different departments listening to each other’s opinion as teams to come

up with solutions - before seeking guidance from their line managers.

“We try and solve everything within the department. So, if | have a problem with them,
| will discuss it and manage it here. If | cannot, then | will take it up. Or if they have a
problem with me, | will try and first clear it and if they are not happy with me, they then
will take it up to my boss.” DHA-IDI-003 (clinician)

As described earlier, the CEO encouraged other managers to have an open-door
policy, be visible and to undertake walkabouts to be accessible and approachable to
frontline staff, to build their morale. Respondents appreciated these practices and
used the term visible leadership to refer to occasions where senior hospital leadership
undertook walkabouts in different wards and units to observe and interact with the
frontline workers. The walkabouts were geared toward improving relationships with

frontline workers at the operational level.

Finally, worrying about staff welfare and being fair towards them were generally
perceived as caring and empathetic leadership practices. For example, a nursing
middle manager suggested that offering the nursing team tickets for a concert was

89



one way of caring for nurses who were under-recognised in the hospital. Clinician
managers and staff also demonstrated care and empathy towards medical officers
who worked longer hours and managers often expressed care at a more personal
level when staff had other family and life challenges.

N

Disengaging practices

Hierarchical practices L
Non-participative
) - Not approachable

- Not sharing - Not visible

delegation

Figure 6.4: Negative leadership practices that undermine staff satisfaction and morale in
DHA (Source: Interview and observational data)

Favouritism (SPMS)

Despite the widespread reports of positive leadership practice, some negative
practices were identified which undermined staff morale and, as Figure 6.4 illustrates,
they were perceived to be inter-linked. Overall, respondents suggested that these sets
of practices were more common within the nursing cadre, whereas favouritism and
some disengaging practices were experienced among both nursing and

administrative cadres.

Failure to develop others, not being visible, as described above, and being
unapproachable were disengaging practices that connected to the hierarchical
practice of not sharing leadership as well as to being non-participative. Perhaps the
most compelling evidence on these negative leadership practices can be seen in the
inability of the senior and middle nursing managers to share or delegate leadership
outside the formal nursing hierarchical structures. These practices also varied by level

of management, as notably asserted by a nurse manager:

“Nobody else makes decisions for me. The wards and the people there that have
been historically here in this place do not tell me what to do. | am the manager. | will

tell you what to do.” DHA-IDI-004 (senior administrative manager)

Concerns about limited engagement between senior managers and staff on the floor

were, moreover, criticised as reflecting a lack of interest in patient.
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“In terms of the clinical manager, as well as the CEO, they are not around, they are
not there with us seeing the patients, they don’t have meaningful interactions with us
where they appear to be interested in patient care.” DHA-IDI-002 (clinician manager)
Other examples of negative leadership practices as demonstrated across cadres are

highlighted in Box 6.3.

Box 6.3: Example quotes on negative leadership practices that undermine morale in DHA
(Source: Analysis of interview data, this study)

Some clinician respondents had previous experience of negative leadership from their previous
HoDs whom some saw as rude, abrupt and despotic, while others referred to them as authoritative
and unapproachable: “She was very authoritative and very unapproachable. | never felt like | could
come to her and ask her and speak to her or ask for help. | felt intimidated, like she had the
management style where I'm the boss you are the worker and that’s the boundary.” DHA-IDI-003
(clinician)

Hierarchical practices and lack of visibility in nursing was a major concern for frontline staff: “/ think
I've seen the nursing management in a ward once and that was this week. The nursing manager just
sits up there. | have been to other hospitals where you always see the nursing manager in the ward
most of the time, overseeing things. It helps a lot because he can pick up other things that are
happening on the floor and now if it doesn’t happen like that, they will always have unhappy nurses.”
DHA-IDI-018 (nhurse)

Undertaking dual functions as clinician and HoD with managerial roles presented conflict of roles that
led to leadership challenges in: “So, in other hospitals | assume, the clinical manager sits in the desk,
in an office, but you see Dr XYZ doesn’t want to be the clinical manager. She wants to see patients.
So, when you do not have a clinical manager, therefore if she is involved in her department, how is
she going to know what is happening in other departments? She’s not managing she’s not leading.”
DHA-IDI-008 (senior clinician)

Non-participative practices were perceived where executive management did not include middle
managers and other workers in financial and other policy decisions: “There is a huge disconnect
between management and the physicians, and the clinical staff. Huge disconnect in a sense that
managers make financial decisions around the hospital, and they make huge decisions that impact
directly on patient care without consulting the physicians that are actually looking after the patients.”
DHA-IDI-002 (clinician manager)

Favouritism was commonly reported as a negative practice in nursing wards where managers
respondents perceived their managers as assigning duties and appraisals based on friendships
between operation managers and other staff: “She has a lot of favouritism, her friends can just sit, the
nurses who are counted. They are assigned to be here; you cannot say you are short staffed up there
because how many patients are assigned in the ward, and they will just let them sit and not do the
work. She uses a lot of friendship; her friends will just sit.” DHA-IDI-Group Interview (nurse)

Figure 6.5, finally, summarises the perceptions and views of the respondents about
the possible pathways between the identified leadership practices and staff morale in
DHA. The figure demonstrates that staff were likely to be more positive in terms of
morale and satisfaction when they experienced leadership practices such as being
approachable, enabling delegation, empowering others, allowing participation and
engagement, and showing care and empathy. However, disengaging, hierarchical,

non-participative and favouritism were negative leadership practices that were
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associated with relational conflicts, leadership weaknesses, and inefficient

organisational practices and which demoralised staff.

Figure 6.5: Interlinkage between leadership practices and staff satisfaction and morale in
DHA (Source: Interview Data)

The specific factors that promoted or undermined morale are discussed further in the
next section before, finally, identifying the contextual elements that are relevant to
both leadership and morale at DHA.
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6.2.3 The morale of staff in DHA
Factors that influence staff satisfaction and morale

In this study, as outlined in Chapter Three, | have used staff satisfaction and morale
as an indicator of leadership effectiveness. Tables 6.1 and Table 6.2 summarise the
factors identified from interviews and observations as influencing staff and managerial
morale at DHA positively and negatively, respectively. Staff morale was enhanced by
intrinsic factors (characterised by common goals and experiences, intrinsic drive,
hospital work and fighting for change); opportunities for leadership and leadership
growth within the hospital; managerial and collegial support and relationships; positive
commendation (through appreciation, acknowledgment, positive feedback, and
fairness); and the small size of the hospital.

Table 6.1: Factors associated with high or positive staff satisfaction and morale in DHA
(Source: Interview and Observational Data)
Sources of staff morale in DHA

Intrinsic factors Positive commendation
e Intrinsic drive and inspiration e Appreciation and acknowledgement by
e Hospital work or job itself managers and colleagues
e Fighting for change e Positive feedback and open communication
from managers and colleagues
Opportunities for leadership Managerial and collegial support and
e  Opportunities for leadership growth and relationships
development e Managerial support and relationships
e Developing leadership capacity in others e Collegial support and relationships
e  Visibility of senior leadership/walkabouts e Transparency across levels of management
e Sense of belonging and togetherness

e Hospital design and work environment

At the same time, as outlined in Table 6.2, the factors that undermined satisfaction
and morale of staff and managers included: inadequate service delivery due to poor
nursing care; low intrinsic morale (particularly among more junior nurses); few
opportunities for leadership; weaknesses in leadership; relational conflicts; unfair
commendation practices and inefficient organisational processes; resource

constraints; and poor workmanship and infrastructure in the old hospital design.
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Table 6.2: Factors associated with low or negative staff satisfaction and morale in DHA
(Source: Interview and Observational Data)

Sources of low staff morale in DHA
Inadequate service delivery - Poor nursing Low intrinsic morale in nursing
care
Few opportunities for leadership Leadership and management weaknesses
e Limited leadership role opportunities e Rigid nursing management style
e Limited leadership development/training e Inadequate supervision in nursing
e Absent leadership/Lack of visibility of middle | e  Disconnection between levels of
and senior leadership on the floor management
Relational conflicts Unfair commendation practices and
e  Professional conflicts Inefficient organisational processes
e Managerial conflicts e Lack of appreciation, recognition, or
e Disengagement in nursing rewards
e Unfair SPMS appraisals
e Lack of space to voice opinion
Resource constraints Hospital design
e  Staff shortages e  Poor workmanship and infrastructure
e High workload
e  Burnout and depression

Overall, intrinsic motivation appeared to be a major driver of morale across cadres
and different levels of management. Respondents often attributed their high morale
to their personal internal drive and inspiration, hospital work or the job itself as well as
the ability to fight for change and good patient care (see Table 6.1 and examples in
Table 6.3). Accordingly, DHA generated sentimental feelings in clinician respondents:
“l actually love working at [DHA] hospital, this place is very close to my heart.” DHA-
IDI-015 (clinician). This reflected the general mood of the entire hospital as intimated
by an interviewee from administrative cadre: “{[DHA] hospital | would say is the place
fo be, there’s lots happening here.” DHA-IDI-007 (mid-level administrative

manager)
Nonetheless, there was evidence of low intrinsic morale amongst more junior nurses:

“Sometimes in some wards, there is no motivation, there’s nothing there to motivate
you to come and to actually do your best. It’s just you do your job and go.” DHA-IDI-
018 (nurse)
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Table 6.3: Examples of intrinsic factors for staff satisfaction and morale in DHA (Source:
Analysis of interview data, this study)

Motivation from fighting for staff and “I feel good, like when | fight for the staff and for their
change rights.” DHA-IDI-007 (mid-level administrative
manager)

Motivation from intrinsic drive and “My morale is always good because, | don’t want to say
inspiration it but, I'm a natural leader and I'm also a natural

motivator. When | speak to people, | kind of find them
listening to me | do not know why, maybe it is my
personality, | do not know, but they listen and take in
what | say, and my morale has always been good... |
mean motivation to do your work is so much more than,
I mean honestly if you give me someone who is inspired
because of financial incentive, | do not want to work with
them. Because someone who is inspired, they want to
do a good job, in a team that you get so much out of
people like that.” DHA-IDI-012 (nursing operation
manager)

Motivation from hospital work itself “The reasons why | chose to stay at [DHA] hospital is,
it's a lovely hospital. | really enjoy the patients that are
here... | think just the general morale here at the
hospital, everyone always delivers big. They always
deliver more than what is expected.” DHA-IDI-003
(clinician)

Motivation from the job itself “I feel quite well. Staff and patients, | feel good. | want
to come to work in the morning. | do not dread coming
to work. In the morning | am up 5 o’clock on my way to
work. This is where | want to be. | want to be productive,
and | want to provide the service.” DHA-IDI-004 (senior
administrative manager)

As noted in Tables 6.1 and 6.2, leadership practices were another important influence
on morale, confirming the experiences outlined in the previous section. Respondents
were particularly satisfied and appreciative of the leadership offered by the new

management team given their past experiences.

The 2016 Staff Satisfaction Survey results also confirm this influence, recognising a
quite low response rate (shown in Table 6.4). The survey specifically considered
some of the practices already discussed - showing, for example, positive views among
a majority of respondents about being respected and valued by managers, managers’
handling of dispute resolution and managers demonstrating care to employees.
However, fewer respondents were positive about being praised by managers, though
the percentage was considerably higher than the provincial average, about
management accessibility, and about managerial ability to manage change. Although
management visibility was broadly seen quite positively, as discussed earlier, junior
nurses did raise concerns about the accessibility of management and managerial

supervision:
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“We love our jobs but at times we are being like demoralised by the supervision
because they are the decision makers of our careers, they are the decision makers of
patient care, the quality care.” DHA-IDI-018 (nurse)

Table 6.4: Leadership practices and collegial relationships in DHA (Source: Annual Report
2016/2017 and Staff Satisfaction Survey in Annexure 1; n = 102)

Specific SSS question DHA (%) Provincial (%)
Strongly Strongly
Agree/Agree | Agree/Agree 2016

2016

Leadership practices

My line manager respects and values my contribution at work 79% -

My line manager is able to manage internal conflict effectively 70% -

My line manager genuinely cares about employee’s needs 68%

In the last 7 days | have received recognition or praise (for 57% 37%

example, a thank you) for doing good work from my manager

Management is accessible when | have not been able to 42% -

receive a satisfactory solution to a problem
Managing change

My manager encourages staff to become part of change 57% -
My manager manages ongoing change effectively 50% -
Collegial relationships

| have good relationships with the people that | work with 88% 84%
| am able to consult my colleagues when | am faced with an 84% 82%

unexpected or challenging situation at work

The survey also confirmed that most respondents experienced relationships with
colleagues as positive, and this corresponds to findings from the in-depth interviews
and observations about the family-like, supportive relationships in the hospital - also

identified as a positive influence over staff morale (see Table 6.2).

“I love working here, we work as a team, we support each other, we are a family, even

people inside the hospital are nice.” Observational DHA-Field Notes

“We don't just care for the patients, we care about our colleagues, you know and

about our colleagues’ family.” DHA-IDI-012 (nursing operation manager)

However, there were also a few reports of professional conflicts, managerial conflicts
and disengagement between cadres and levels of management. For example, some
middle managers perceived they were seen as difficult persons by senior

management with whom they had poor relationships.

“Once you defy the management, you are rocking the relationship... Well, you can
imagine that if you are not being consulted about the department you are head of you

can’t have good relations with the management.” DHA-IDI-008 (senior clinician)
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The survey data (Table 6.5) indicate that only a small proportion of respondents, and
a much lower proportion than the provincial average, had positive views about hospital
design features, reflecting its negative influence over morale (Table 6.1).

Table 6.5: DHA Physical design (Source: Annual Report 2016/2017 and Staff Satisfaction
Survey in Annexure 1; n = 102)

Specific SSS question DHA (%) Provincial (%)
Strongly Strongly
Agree/Agree Agree/Agree
2016 2016
My building caters for the needs of persons with disabilities 32%
My building is safe and well maintained 24%
The restroom/tearoom facilities are adequate 22% 40%

However, the qualitative data show that the small size of the hospital, specifically, was

judged to enhance collegial relationships and teamwork.

“I really enjoy working here because it’'s a small hospital and it is, the people all know
each other and we are friendly with each other, we do get along well and it'’s a nice

place that | am situated in.” DHA-IDI-014 (nursing operation manager)

Human resource management practices were another factor impacting on morale
across cadres (Table 6.1 and 6.2). Staff morale was promoted when managers
acknowledged and appreciated one another, and when positive feedback and open

communication that signalled transparency existed amongst managers.

“My work got recognised. Last year | received a cash bonus for work well done you

know.” DHA-IDI-012 (nursing operation manager)

“And they come here, they feel free about telling me no, but | do not like that, and |
will tell them also, look here now you are doing nonsense here, there is a problem.

We feel we are very open with each other.” DHA-IDI-006 (administrative clerk)

On the other hand, demoralisation occurred when staff were not rewarded or
recognised, perceived that there was favouritism during performance appraisals (the

SPMS), or where they lacked space to voice their concerns.

“I feel that people are being neglected, | feel that the true stars are neglected. What |
would like to see happening is that we are all on the same page, that my expectations
from the system is the same as yours... It is an entitlement and managers do not sort
out the problem. Management agrees that this person, every year it’s this person that

gets it, we all know it’'s a big problem.” DHA-IDI-010 (nursing operation manager)
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The demoralisation due to lack of recognition was common in the nursing cadre: “The
nurses tell me that they don’t feel appreciated. And having C?°AIR? Club and giving
them a Master Chef episode and giving them a meal doesn’t change their morale.”
DHA-IDI-008 (senior clinician)

Similarly, the Staff Satisfaction Survey data (Table 6.6) showed that despite regular
evaluations, most respondent judged that the performance appraisals were not
conducted in a fair manner and did not promote a high-performance culture — as

further reiterated by a clinician HoD in middle management.

“I'm saying again, SPMS is fine for people who aren’t doing their jobs because then
you get them to pull their socks up. But honestly people who are highly motivated,
that stuff does not motivate them. Who are you motivating with a financial reward?
Honestly, the guys are not doing what they are doing to get a financial reward, | can

promise you that.” DHA-IDI-011 (clinician manager)

In addition, the survey revealed that although most respondents had a personal skills’
development plan, a much smaller proportion felt they had fair access to opportunities
for education, training, growth, and development in the hospital. In nursing, for
example: “There are many courses that nurses can actually go for, but they are
already demotivated because the ones that have tried to apply were turned down.
They don’t even send people, even if people want to study further, they have to steal

studying” DHA-IDI-009 (nursing operation manager).

Table 6.6: Performance management and skills development issues in DHA (Source:
Annual Report 2016/2017 and Staff Satisfaction Survey in Annexure 1; n = 102)

Specific Staff Satisfaction Survey question DHA (%) Strongly
Agree/Agree 2016

Performance management

| have had at least 2 performance appraisals/evaluations in the last year 52%

| felt at ease during performance appraisal 49%

The performance appraisal was conducted in a positive manner 48%

Performance management structures promote a high-performance 35%

culture

Skills development

| have a skills development plan, which meets my specific needs and job 70%

requirements

| attended at least one training session in the last year 50%

| have equal and fair access to education and training 45%

| have access to opportunities to grow and develop in this organisation 38%

Finally, as Table 6.7 notes, less than half of the respondent reported positive views
about workloads and resourcing. Despite the generally positive views of the new

managerial team, they were criticised by some in relation to resourcing issues.
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“There is also inequitable distribution of resources in this hospital where some
departments, in terms of staff and equipment, are prioritised. And that is historical,
and it continues. The resources in this hospital does not go where they are needed
most; the patient care is compromised because of these financial reasons. The
inequitable resource allocation has not been effectively addressed and, nursing

issues is not being addressed.” DHA-IDI-002 (clinician manager)

Nurses were particularly frustrated: “/ think the nursing staff, many of whom [I've
spoken to are not happy for various reasons; one including change of the nursing
manager in recent years, the nursing manager has changed and since then I've
noticed, | mean there’s been a massive cut in nursing staff as well and so since then
I've noticed that the nursing staff are not as happy as they used to be, and they often

voice their concerns to me on their issues.” DHA-IDI-015 (clinician)

Table 6.7: Workload and resourcing in DHA (Source: Staff Satisfaction Survey in Annexure
1;n=102)

Specific Staff Satisfaction Survey question DHA (%)
Strongly
Agree/Agree
2016
My workload is manageable 43%
My unit/team has access to sufficient resources to complete their work effectively 43%

Variation between cadres

Although respondents in all cadres reported positive experiences of leadership and
positive views on morale, as already noted the available data suggest more negative
views and experiences among nurses compared to other cadres. They expressed
concerns about poor relationships that lead to conflicts in work teams, low intrinsic
morale, resource constraints and poor distribution of staff. Low morale amongst
frontline nurses and support staff was certainly resource constraints that led to

absenteeism, burnout, and intention to leave.

“There are things that we don’t have in the wards that we urgently need, and people
are not excited about that because you have to go and borrow somewhere, and you
phone around and beg to borrow... | think that is one of the reasons why there are
many people going away, maybe looking for other options. People are staying away,
getting sick, | am just wondering when is it my turn? When am | going to burn out

also?” DHA-IDI-014 (nursing operation manager)
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The generally hierarchical management style in nursing was a concern, identified as
leading to the leadership practices of disengagement and to a disconnect with the

frontline workers:

“l don’t control the nursing staff. The morale in nursing staff is very low, very poor.
Because the challenge within the nursing division from top down, there’s huge
challenges with the top management of the nursing staff that is adversely affecting

the patient and the nursing staff morale.” DHA-IDI-002 (clinician manager)

Demotivation and low morale in nursing was mainly experienced by frontline staff, as

further illustrated by a clinician respondent:

“When you are at a lower level in this hospital and you are a nurse and you're unable
fo communicate with your management and you don'’t feel like you’re not heard, and

you are unable to be inspired and lift now morale.” DHA-IDI-008 (senior clinician)

In contrast, the positive morale of clinicians and administrative staff was judged as
resulting from ‘the work’ itself, the leadership ability to develop capacity in others and
opportunities to share leadership roles, in-cadre management transparency, and
support from colleagues and managers. Clinicians had a good feeling about working
at DHA due to the generally good relations amongst them because they did not feel
like they are working on their own. The morale of the clinicians was observable during
ward rounds and in the communal clinician office and tearoom. This positive morale
allowed clinicians and administrative respondents to give positive feedback and

develop capacity in their colleagues.

“I love to work here, it’s very nice and | mean the people are very cooperative and we
respect each other... | applied for this post in HR because | love to work with people,
and | love to give positive feedback to people, and | like making people happy as well.
So, the field that I'm currently in is basically what | want because | am getting

satisfaction of what I'm currently doing.” DHA-IDI-006 (administrative clerk)

Overall morale levels

Overall, however, the 2016 staff satisfaction survey data suggest that most
respondents were highly satisfied (Table 6.8). The respondents were clear about their
jobs and felt they worked in an environment that allowed them to gain satisfaction
from work, and these response rates were about the same or slightly higher than
provincial averages. The majority also felt that good quality care was provided, and
two-thirds or more felt loyalty to the organisation. Indeed, only a third reported that

colleagues were looking to leave the organisation soon.
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Table 6.8: Staff satisfaction, morale, and commitment in DHA (Source: Annual report
2016/2017; and DHA Staff Satisfaction Survey Results in Annexure 1; n = 102)

Specific SSS Question Linked to Morale DHA (%) Strongly Provincial (%)

Agree/Agree 2016 Strongly
Agree/Agree 2016

| am highly motivated to do my job 81% -

Issues linked to satisfaction from work done

I am clear as to what | am supposed to accomplish at my 90% 86%

work

| understand how my job contributes to the organisation’s 88% 86%

objectives

| have a measure of control and influence over how my 85% 79%

work is completed

| have the skills | need to perform my work effectively 84% 81%

| find the content of my work interesting and stimulating 77% 76%

At work, | have the opportunity to do what | do best every 76% -

day

I have an important role to play in the organisation 72% 76%

operations

Issues linked to delivering quality of care

My colleagues are committed to doing quality work 80% -

My organisation is committed to providing quality care to 75% 78%

patients

Organisational loyalty and stability

| feel a strong sense of loyalty to the organisation 69% -

| feel secure in my position at this organisation with the 64% -

current changes taking place

My colleagues are looking to leave the organisation 35% 34%

within the next 6 months

6.3 Organisational context and its influence over leadership

experience in DHA

Overall, respondents in DHA reported on their experiences of camaraderie and
teamwork across cadres with positive consequences for staff morale. However, there
was hierarchical distance between senior and junior nurses, and between senior
management and other staff, which undermined morale and had some knock-on

consequences for cross-cadre engagement.

Section 6.3 examines the contextual factors that influenced these leadership
practices, as summarised in Figure 6.6. The factors are grouped into internal and
external factors, with internal factors further grouped as hardware, tangible software,
and intangible software (see Chapter Three). Hardware elements comprise of the
hospital’'s design, staff complement, division of tasks between cadres and the
management structures. The hospital’s tangible software includes decision-making
procedures, the spread of power and authority, human resource management
processes and the hospital’s rules and regulations; and the intangible software was
characterised by teamwork, camaraderie, the processes of information sharing and

the sub-cultures within teams and cadres. The following analysis teases out the
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interactions among specific factors within these groupings as well as their influence
on leadership practices and staff morale and satisfaction, to exhibit the complex

interaction between the phenomena.

EXTERNAL CONTEXT
,/ \‘ History of downgrade '/ A 4 \‘
Leadership transitions
Positive Leadership Factors for Satisfaction &
Practices Morale
- Full delegation INTERNAL CONTEXT e Opportunities for
- Empowering others for leadership
leadership Hardware ¢ Managerial & C_Zolleg_ial
- App_ro_ach_ability » Hospital design SUDpprt & relatlonsh|_ps
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Eng_aglng practlces_ o Task division/Cadres o Intrinsic factors
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e Power & authority
«—» | ¢ Delegation or <>
Centralisation Factors for
* HRM processes Dissatisfaction & Low
¢ Rules and Regulations morale
Intangible Software o Leadership &
Negative Leadership * Teamwork . management
Practices e Camaraderie weaknesses
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Figure 6.6: Interaction between context, leadership practices and staff satisfaction and morale
at DHA (Source: Interview Data)

6.3.1 DHA'’s Internal hospital context

Overall, there was a sense that the strong staff morale as well as experiences of
leadership were integrally linked to aspects or features of the hospital’s internal
context. The core DHA leadership practices of full delegation and empowering others
- supplemented by approachable, participative, engaging, and caring leadership —
appeared, then, to be intricately connected to the intangible software of supportive

collegial relationships characterised by teamwork and camaraderie.

“The doctors and the surgeons and the anaesthetists we all work together really well.

There is no hierarchy or organogram. We are all on the same level, whether you are
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the CEO of the hospital, whether you are a cleaner of the hospital, we are all on the
same level, we eat together, we pray together. So those are the reasons | chose not
to leave.” DHA-IDI-003 (clinician)

The Staff Satisfaction Survey results clearly demonstrate the strong relationships and
teamwork within the hospital, including across cadres (Table 6.9). Although problems
with management were also identified (they were perceived as not having the best
interests of staff at heart, Table 6.9), this finding was largely contradicted by interview
and observational data pointing to the positive leadership practices of senior
managers at the time of the study. Indeed, respondents from both clinical and nursing
cadres were delighted by the fact that, after having a series of poor managers and
leadership in the hospital in a six-year period, the new CEO had a medical and a
business background (tangible software): “It’s nice to have a doctor back and maybe
| can’t say doctor because the CEO doesn't have to be a doctor, but it’s really nice to
have an approachable person up in senior management.” DHA-IDI-016 (mid-level
nursing manager). The finding in Table 6.9 might, then, reflect the history of weak
leadership and DHA'’s prior experience of being downgraded (see section on external
context) or simply reflect an almost inevitable stafffmanagement divide.

Table 6.9: Organisational relationships and teamwork at DHA (Source: Annual Report
2016/2017 and Staff Satisfaction Survey in Annexure 1; n = 102)

Specific Staff Satisfaction Survey question DHA (%) Provincial (%)
Strongly Strongly
Agree/Agree Agree/Agree
2016 2016

| have good relationships with the people that | work with 88% 84%

| am able to consult my colleagues when | am faced with an 84% 82%

unexpected or challenging situation at work

In my unit/component the staff function well as a team 82% -

Different professions (doctors, health professionals, admin) 62% -

work well together

| believe that senior management in this organisation have the 36% 34%
best interests of employees at heart

However, as discussed earlier, there were indications of staff morale problems,
particularly among nurses, in DHA. These were, in part, linked to particular types of
leadership practices, such as hierarchical practices, disengaging practices,
favouritism and non-participative practices, all of which also restricted staff from
working cohesively in teams and were themselves underpinned by internal contextual
factors, as discussed below. Some Staff Satisfaction Survey data also point to wider

concerns about the organisation (Table 6.10) that seem likely to reflect past
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experience, as discussed further in the external context section. Alternatively, given
provincial response rates on these issues, there might be a general tendency for staff

to be sceptical about organisational management issues.

Table 6.10: Organisational perceptions at DHA (Source: Annual Report 2016/2017 and Staff
Satisfaction Survey in Annexure 1; n = 102)

Specific Staff Survey question DHA (%) Provincial (%)
Strongly Strongly
Agree/Agree Agree/Agree
2016 2016
The organisation keeps employees informed about planned 37% 34%
changes timeously
The organisation treats its employees fairly 37% 35%
The organisation is open to employee’s feedback and ideas 36% 36%
The organisation values and cares for its employees 35% 33%
People in this organisation are transparent (no hidden 29% 40%
agendas) and communicate openly
You receive feedback on your suggestions 26% 38%
The organisation puts employees’ ideas into practice 22% 39%

Returning to the positive experiences, good relationships, and teamwork among and
across cadres (intangible software) were widely acknowledged as enabling DHA staff

to provide patient centred care, as noted by a nursing operation manager:

“We've got a very good relationship because even doctors when they come here from
Groote Schuur, they say wow [DHA] you feel like you are home because there is a
relationship between nurses and doctors. We do not have to be putting each other
aside. We are working together because you are a doctor, | am a nurse but our goal,
what is our goal? Our goal is to make the patient get better. We are here for the
patient, that’s all.” DHA-IDI-009 (nursing operation manager)

Certainly, across the hospital and staff mix, current leaders saw teamwork as an

essential aspect of the hospital:

“Your team could be your doctors, your nurses or your staff. So, to be the head of the
institution, not institution but department, but basically to lead your team, to direct your
team, and to keep things in control. But | must tell you, you cannot do this alone, you
have to build up relationship with that team for you to be successful.” DHA-IDI-012

(nursing operation manager)

The teamwork culture (intangible software) at the executive or senior management
level also enabled the collective development of the hospital’s vision (tangible
software) which itself underpinned the wider teamwork found to be important in

providing quality care in the hospital.
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“Here is the department’s vision: access to quality care for all. And | think we are still
aligned to that vision and have [DHA’s] vision which is, clinical excellence, the best
managed hospital in the Western Cape and motivated empowered critical thinking
staff.” DHA-IDI-001 (senior administrative manager)

The common goal of providing good patient care was, moreover, aligned with the
intrinsic motivation of many staff (see Table 6.1): “It’s a very safe stable environment.
It is near where | stay. The patients, the people that work at [DHA] are all passionate
and driven towards the same goals. No one is out to get you, no one is competing

against you. We all work together for the patients’ sake.” DHA-IDI-003 (clinician)

The hospital vision was also aligned with the broader provincial DoH values
(intangible software) and hospital values were reinforced by the provincially driven
culture change strategy (tangible software) through the C2AIR? Principles (see

Chapter Five).

“For us to improve our staff morale and just to improve the image of this hospital and
portray a good image of this hospital outside, we engage in C?AIR? activities on a
regular basis.” DHA-IDI-004 (senior administrative manager)

Specific activities were used to promote C?AIR? Principles (tangible software) and
enhance relationships and collaboration. These activities were spearheaded by an
assistant director, seen as a C>AlIR? Champion, and included team building events as

well as interactions between staff along the corridors of the hospital.

Further, positive team working, and camaraderie (intangible software) were
strengthened by the small size of the hospital and the physical closeness of the units
and departments (hardware) that allowed cooperation, mutual respect,
communication, and good understanding amongst workers when solving problems;

especially in common spaces such as communal tea rooms.

“What | enjoy in our department is we all understand each other very well. We get
along very well, and everything is patient centred. In terms of the hospital on a broader
picture, | think the camaraderie, the close-knit relationship between various
departments is one that you do not often find at any hospital this size or bigger.
Everyone is usually isolated; you know each department is to themselves and here
everyone works very well together. So, | think for me that is a big plus about working
here, it’s really something that you don’t find often elsewhere.” DHA-IDI-015

(clinician)
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The stability of staffing in DHA, with clinicians and nursing staff having worked in the
hospital for a long time (hardware) was also critical in building strong relationships
and enabling teamwork. Indeed, the camaraderie and family-like feeling had
developed over a long period of time (external context) due to the long history of the
hospital’'s existence and established relational practices (see section 6.1) — as

enumerated by a clinician:

“There is a family feeling in the hospital, in the sense of camaraderie among staff, a
culture that has developed over a long period of time. And the culture has developed

despite the management issues that exist.” DHA-IDI-002 (clinician manager)

An administrative staff member also said: “/ have made a bit of good colleagues,
where we have a good working relationship, and it is nice, and some people are really
trustworthy.” DHA-IDI-005 (administrative clerk)

Camaraderie and teamwork between cadres and different levels of management were
also facilitated by leadership practices around the sharing of information (intangible
software) - at daily handover meetings, weekly meetings and the monthly HoD
transversal meetings (tangible software). These meetings, which | observed during
data collection, represented a clinical forum to promote collaborative problem solving
and communication between different clinical and nursing divisions, and support
services within the hospital. Communication between managers, and sometimes with
lower-level staff, was also deliberately encouraged through what respondents referred

to as an open-door policy (intangible software).

“We are really involved, there’s communication. We, all the managers, have our
emails, we have our meetings and things like that. We do have a say and if there’s
anything, like suggestions they have an open-door policy, | can go and talk to my

CEO, my manager at any time.” DHA-IDI-012 (nursing operation manager)

Regular information flow was further supported by internal phone calls, SMS, Emails,
and departmental or unit communication books and night diaries (tangible software).
Some other forces supported teamworking within cadres. Staff in the administrative
cadre noted, for example, that because of the nature of their tasks (tangible software),

their work was interlinked which allowed them to function together as a team:

“We are working very well in a team and responsibilities that | give them; they are
doing excellently. We need to work together as a team because you can’t work on

your own in HR, you can drown.” DHA-IDI-007 (mid-level administrative manager)
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Positive professional relationships and teamworking in clinical departments and
amongst clinicians were, meanwhile, attributed both to trusting relationships
(intangible software) which allowed them to share roles, including clinical governance
and decision-making responsibilities (tangible software), and to empowering
leadership (positive leadership practice).

“Where we work as a team is that we get everybody to go the extra mile because they
feel part of something special. People generally work long full days, but they do not
complain... Like we will have monthly socials outside the hospital for team building,
monthly team building activities, with various academic activities, you understand. My
approach has been to be more inclusive. We have given both MOs leadership, and
they seem happy with their leadership. They are like our rock when we are not here.
So, when | am not here and they are there | am happy because | know that they will
mobilise staff and they will do what is right, because | have empowered them to do

that. I'll be careful, I'll never undermine them.” DHA-IDI-002 (clinician manager)

As previously noted, despite the many positive experiences, some tensions were
observed among staff and nursing morale was more variable than among other
cadres. Sometimes poor information flow and communication (intangible
software/leadership practices) between clinicians and nurses about in-patient cases
frustrated cross-disciplinary work, as when nursing operation managers were absent
during the daily clinical ward rounds. Additionally, teamwork and communication
between departments was sometimes weakened by separate reporting channels
(tangible software). Clinical services and nursing departments have different lines and
approaches to communication and problem solving, which also contributed to

demoralising professional conflicts between the two cadres.

Some frontline nursing staff specifically attributed poor information flow to the lack of
a comfortable space (tangible software) to express how they felt. They criticised the
lack of formal climate meetings, which are professional platforms for improving
engagement between different categories of nursing staff and the senior
management: “It is a requirement in every hospital to have monthly meetings with
different categories. They are called climate meetings for enrolled nurse and auxiliary
nurses. They are not doing that here. When are the employees going to voice out their
dissatisfactions?” DHA-IDI-018 (nurse)

At ward level, moreover, some nurse respondents felt that the lack of interactive

climate meetings (tangible software) contributed to the weak supervision and unfair
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allocation of roles that undermined teamwork and quality of care: “There is no
teamwork at all and because of that, the health, the wellbeing of the patients are
jeopardised and there’s not teamwork at all.” DHA-IDI-018 (nurse)

Lack of interactive meetings (tangible software) also undermined teamwork amongst

nursing operation managers.

“We work as a team but when it comes to the people that are in your level, it’s difficult
to ask from this one that is on top of me, it’s difficult to ask from other operational
managers. | don'’t pick up the teamwork in managerial level.” DHA-IDI-009 (nursing

operation manager)

The nursing tradition of staff rotation (tangible software) further constrained teamwork
and was seen as an old-fashioned managerial process of the strict nursing body.
Similarly, nursing scopes of practice (tangible software) limited the engagement
practices and retention of competent and efficient staff in key areas such as intensive

care, paediatrics, maternal health, obstetrics, and emergency departments.

Although teamwork and camaraderie was evident among nurses, relationships were
hindered by the structured and rigid nursing hierarchies (tangible software), that only
allowed a top-down information flow (intangible software) and limited participative and
engaging practices. As aptly described by a clinician: “When you are at a lower level
in this hospital and you are a nurse and you’re unable to communicate with your
management and you don't feel like you’re heard, and you are unable to be inspired

and lift now morale — then it’s very difficult.” DHA-IDI-008 (senior clinician)

More generally, management structures (hardware) in the hospital were outlined by a
layered organogram (Figure 6.2) that shows a hierarchical vertical system (hardware)
within management. At departmental and unit level where tasks are performed by
teams in different cadres, deputy directors, line managers and supervisors had the
power and authority (tangible software) to make some decisions (tangible software).
Sometimes senior and middle managers allowed other staff in their teams to
participate and engage in decision making, regardless of the clear structural divide
between senior, middle and junior management. However, this did not always occur.

As a clinician noted:

“I feel as a head of department, | finally got a louder voice or authority to make a
change. I've always voiced my concerns but at the end of the day, it wasn't me to
make the decisions.” DHA-IDI-003 (clinician)
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In addition, despite the decentralisation (tangible software) of some decision-making
abilities to HoDs, unit managers and supervisors, as outlined in Figure 6.2, clinicians
were frustrated by senior management’s lengthy decision-making processes
especially when not consulted. Such decisions included a non-participative financial
decision to reduce nursing staff that impacted patient care and led to a disconnect

between physicians and senior management.

“Ultimately, most decisions have to be passed by upper management and that’s
obviously where we often get problems. And it’s very frustrating when they do not

allow you to initiate the changes that you feel is necessary to improve the service.
DHA-IDI-015 (clinician)

However, this financial decision was itself driven by wider cross-cutting austerity
measures implemented within the Metro DHS and WC Provincial DoH (external
context) as part of (see Chapter Five and section 6.1.2 of this chapter). This example
demonstrates, then, how external, and internal elements of the hospitals interacted to

influence leadership practices and morale.

6.3.2 DHA'’s External hospital context

DHA is over a century old and there were interesting inter-linked aspects of external
context that had significant influences over leadership practices and staff satisfaction
and morale. These elements of external context and their interactions with internal

context and leadership practices are illustrated in Figure 6.7.

To begin with, a recent history of instability characterised by leadership transitions
and turnover of managers in-between the downgrade of DHA from a regional hospital
to a small district hospital in 2009, described in section 6.1.2, resulted in a period of
financial mismanagement, followed by budgetary constraints that were exacerbated
by subsequent public sector financial austerity. This led to a reduction in the allocation

for staffing of clinicians and nurses, without any contracting of service scope.
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Figure 6.7: Interaction between external context, internal context, and leadership practices
(Source: Interview Data)

Against the backdrop of the history of downgrade, budgetary uncertainty, and the
provincial policy framework, DHA experienced leadership transitions over a six-year
period that had generated poor relationships and eroded managerial and
organisational trust (intangible software) in the period before the study, as highlighted
in Table 6.10. The leadership transitions in the period before the study were mainly
at the senior level - CEOs and deputy directors in different departments. As outlined
in section 6.2.1, at the time of the study, DHA had a new leadership team that
contributed to staff satisfaction and morale. The new senior management and a mix
of experienced middle-level managers (tangible software), who survived the
leadership transitions (external context), had institutional knowledge and were
responsible for restoring the managerial and organisational trust (intangible software)
that had been damaged during the transitions and the hospital downgrade.
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“What also helps is the fact that both me and [DR X] have been here for more than
six years. So, we have developed largely of experience and institutional knowledge,
and we have become, we've also developed a reputation of being very good

teachers.” DHA-IDI-002 (clinician manager)

As compared to nursing leadership that was viewed as rigid in its approaches to
problem solving in the hospital, clinical services had managers who had been at the
hospital for prolonged time and had better knowledge of the hospital’'s operations.
Senior leadership in departments of nursing and human resources was considered
as relatively new and did not have a good understanding of the hospital which

influenced how they related and engaged with staff across other departments.

The previous leadership was criticised for their inability to empower staff within the
hospital. On the contrary, the new leadership team were seen as having positive
leadership practices. For instance, department of human resources and people
management had a new manager who was praised for limiting the level of mistakes
in contract management and improving the department’s service output. Similar
comments were generated in not just within other departments and clinical units, but

also generally about the hospital.

“There’s not much we could do in the first year because there was such a change in
the way | manage from previous manager. The hospital was going through financial
austerity measures because it was so far over-budget. So, we could not think of DHA
hospital management system. We were thinking about surviving and learning to adapt

to these new ways of doing things.” DHA-IDI-001 (senior administrative manager)

Both the new and older leadership within some units and wards were perceived as
strong, leading from the front, and inspired other frontline staff, with experience and
institutional knowledge. The reputation of the hospital was reported as largely positive
save for the period before the downgrade, with the current senior leadership improving

on the reputation:

“I've been through three different CEOs or superintendents as they were called in the
old days and I've seen different styles of management since being at DHA, but | think
on the whole the management at DHA hospital has been slightly better than at the

other places I've worked at.” DHA-IDI-008 (senior clinician)

And again, as confirmed by a long tenured senior clinician:
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“l don’t know why the CEOs keep changing. | think in terms of the CEO, about five or
six years ago, this hospital had a very good CEO, excellent. And the CEO was part of
the reason for recruiting me; she was a brilliant excellent CEO that was hands on,
was in touch with all the heads of departments, that was visible in the hospital, where
patients did actually come first. And she was inspirational, and she always wanted the
best staff.” DHA-IDI-002 (clinician manager)

To elaborate, the former CEO ensured that DHA recruited efficient workers,
consultants and HoDs. However, despite the financial austerity, respondents linked
the subsequent changes of leadership to poor financial management, which

consequently had impact on how DHA leadership related with staff.

“And the hospital was going through financial austerity measures because it was so
far ‘over budget’... we were thinking about surviving and learning to adapt to these

new ways of doing things.” DHA-IDI-001 (senior administrative manager)

The hospital also had a legacy of poor financial controls and over expenditure after
its downgrade, blamed by some staff on previous managers (see section 6.1.2).
Within the first year, the current leadership had to deal with the ongoing change
process after the downgrade by streamlining the hospital budget to survive and adapt
to the new processes. The previous leadership left the hospital in a situation the
respondent referred to as ‘over-budget’ whilst the new leadership was expected to

conform to the financial austerity measures.

“Before | came here, | know that DHA was like, if | look at the finance side, it was over
expenditure of millions but if you look at DHA now | think the managers currently at
DHA are actually doing a flipping, sorry | can’t say flipping, but | mean a brilliant job.”
DHA-IDI-006 (administrative clerk)

However, because of the introduction of stringent financial measures to curb
overspending, some respondents criticised the current leadership for their focus on
financial prudence over patient care - “Whereas the previous management was much
more patient-centred, this management is not patient-centred.” DHA-IDI-002

(clinician manager)

Even so, most respondents praised the new hospital leadership and its positive
leadership practices for moving DHA from a financially poorly managed organisation
that went ‘over budget’, to being considered as one of the hospitals with better

financial management in the province. The achievement was important after DHA’s
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downgrade and in the face of the hospital’s increasing healthcare demands which

exceeded the available resources for healthcare services (socioeconomic context).

Respondents in senior management found it difficult to explain to staff the financial
challenges and that they could only work within the confines of the health systems’
financial policy framework, leading to a breakdown in trust between senior managers

and staff because of lack of staff participation and engagement hospital’s expenditure.

“We can only provide what we can within the frameworks of the department and within
the budget allocated fo the hospital. | don’t have money lying around.” DHA-IDI-004

(senior administrative manager)

The budgetary uncertainty, linked to the broader public sector financial management,
led to the reduction of opportunities for leadership and professional development of
workers since the austerity measures also targeted skills development strategies for

workers that contributed to disengaging leadership practice of not developing others.

“And because of the financial crisis we are in, new posts are not opening up. So, for
instance, | will probably stay in this post for a very long time. People working under
me will never get to this post unless | must resign, or | must retire.” DHA-IDI-003

(clinician)

Financial management was influenced by the wider provincial bureaucratic reporting
structures. The cross-cutting and extensive bureaucracy in the provincial and district
health system meant middle management in the sub-structure, and provincial
directors, were the CEO’s line managers. All senior and middle-level respondent
managers argued that the executive team within the hospital was under the influence
of middle managers within the complex bureaucratic structures in the MDHS and the
provincial DoH (see Chapter Five), as reflected in the financial decision making that

had implications for patient care.

“The managers have a particular budget at their hearts and protected directives.
Because of the managers and the department of health being multiple and multilevel,
there is lots of middle managers in between, and each middle manager has their own
views. So, our CEO would have limits maybe financially as one expectation from his
line managers. And those line managers may conflict with the best interests of the

patients.” DHA-IDI-002 (clinician manager)

Another challenge posed by the complex bureaucratic nature of the dual metro and

provincial health system was the disruption it presented to the executive team. For
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example, the substructure office expected the CEO and other members of the EMT
to attend meetings even when bureaucratic memos interfered with their work
schedules and internal meetings, thereby reducing the time for engagement practices

between executive managers and staff.

Middle-level managers in the hospital were also frustrated by what they perceived as
lengthy decision-making in HRM procedures such as selection and recruitment of staff
(tangible software). However, the senior management had limits to their decision-
making in recruitment because they had to adhere to broader recruitment policy
guidelines (external context) that regulated employment of staff. These regulations
were in the form of ECC and APL (discussed in Chapter Five), in addition to the
overarching government policy on employment equity, commonly known as BEE
(Black Economic Empowerment). Some respondents felt that applying the
employment equity policy as the main recruitment criteria was denying the hospital
the opportunity to employ adequately skilled workers from other racial groups within

the broader population.

In addition, another wider national and provincial policy (external context) that was an
important aspect of internal context is the staff performance appraisal and
assessment system (described them in Chapter Five). As part of the formal leadership
roles for managers and supervisors (hardware), SPMS was an important HRM
process (tangible software) influencing the relationships between managers and staff
(intangible software). Managers and supervisors had the mandate and authority to
perform appraisals and assessments of staff under them through the SPMS.
However, respondents criticised the outcome and subsequent rewards that were

associated with the appraisals.

“People just do it because it’s an entitlement and then managers don’t sort out the
problem. Management agrees that this person gets it every year, we all know that. It’s

a big problem all over.” DHA-IDI-010 (nursing operation manager)

The appraisals and the rewards undermined relationships between staff and
managers, which had impact on staff morale, because of the perceived managerial

favouritism and unfair leadership practices.

“The SPMS is the performance management system, so where they do your
assessment for how well you are doing now. And when | look at how much effort |
have put into this hospital and how much transformation has happened in my

department since | have taken over. | never done it to receive financial benefit but why
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should one continue doing that if you do not receive acknowledgement, appropriate
acknowledgement where other doctors in the hospital that do much less receive
financial reward? Then my goodness, is there discrimination, whether due to colour
or whatever, | do not know the reason, but discrimination exists.” DHA-IDI-008 (senior

clinician)
6.4 Chapter summary

This chapter sought to provide a thick analytic description of the experiences in the
first case-study hospital, DHA. The chapter has highlighted as influences over
leadership experiences, the history of the hospital, the background of downgrading,
and the consequences of the leadership transitions and the financial austerity
measures that influenced the operations of the hospital after its downgrade. The
analysis also unearthed different elements of the hospital’s internal context that

fostered positive leadership practices and teamwork in the hospital.

A finding of particular interest is that DHA was characterised by camaraderie,
togetherness and ‘family-like’ relationships that enabled and strengthened teamwork
across cadres. These ‘family-like’ relationships were also linked to core positive
leadership practices that allowed full delegation and empowered others -
supplemented by approachable, engaging, participative and empathetic or caring
leadership practices. These practices and the interacting features of hospital context
were critical in promoting staff satisfaction and morale. In addition, the new executive
leadership, particularly the new CEO with medical background and postgraduate
qualification in management, purposefully contributed to the teamwork, togetherness,
and strong relationships; a culture that had been built over the long existence of the

hospital.

Despite the largely positive view of leadership experiences in the hospital, some staff,
especially nursing staff, were dissatisfied and demoralised by relational conflicts,
weaknesses in leadership and resource constraints. These experiences were
underpinned by the hierarchical structures and cultures of nursing, for example. In
addition, the hospital’s history of being downgraded, coupled with austerity budgets
and the wider bureaucratic limits on decision-making were important contextual

influences underpinning negative leadership experiences.

The leadership practices experienced in DHA as well as the contextual influences
over them are considered further in the cross-case analysis and discussion chapters,

together with their implications for policy.
115



Chapter 7: Findings from District Hospital B

7.0 Introduction

This chapter provides, first, an introduction to the second case study hospital, District
Hospital B, and its history. Second, it describes key features of the leadership
experiences of the hospital, including a detailed description of common leadership
practices. Third, it explores the implications of these experiences and practices for
staff morale, using morale as an indicator of leadership effectiveness. Fourth, it
considers how contextual factors underpin and influence the experience of leadership
within the hospital, as well as their likely influence on staff morale. Finally, a summary
of the chapter is presented addressing the central question of this study: how does
the DHB context influence leadership practices and moderate leadership
effectiveness? Overall, the chapter draws on documentary data, hospital
observations, in-depth interview data and the 2016 hospital Staff Satisfaction Survey
(see further details in Chapter Four).

7.1 Hospital overview and history

7.1.1 Basic overview

District Hospital B is a new hospital which officially opened in November 2013,
replacing an older, smaller, and dilapidated hospital about 10km away. It is in a lower
income community within the overall setting of Cape Town. This community was
initially formed during the apartheid era, with the re-location of its population from
other parts of the city of Cape Town as part of the racial, spatial zoning of that time
(Gilson, Elloker, Olckers, & Lehmann, 2014). In 2019 the area had a population of
over 900 000 inhabitants, and was characterised by high unemployment, high burden
of disease, drug abuse and poor social infrastructure (Western Cape Government,
2018; Gilson et al., 2014a; Elloker, Olckers, Gilson, & Lehmann, 2013). Available data
show that the local health services in this area are relatively under-resourced
compared to other parts of Cape Town (Western Cape Government, 2018; Elloker et
al., 2013).

In fact, DHB was purposefully located in this setting to address the surrounding
population’s historically poor access to adequate, hospital services (Gilson, Brady, et
al.,, 2017). The construction of the hospital was part of the provincial health

department’s strategic plan for developing a health system better oriented to the
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needs of the population in the post-apartheid era (Western Cape Government DoH,
2007).

Box 7.1. Services and Staff at District Hospital B (Source: Document Reviews and Interview
Data)

Specialties offered at DHB are Radiology, Anaesthetics, Surgery, Internal Medicine, Emergency
Medicine, Paediatrics, Psychiatry, and Clinical Forensics. There are also Allied Health Services that
include Pharmacy, Physiotherapy, Occupational Therapy, Social Work and Audiology. DHB offers
both outpatient and in-patient healthcare services. The hospital is currently operating 13 wards with
330 beds at its full capacity. There are 60 Medical adult beds, 60 surgical adult beds, 60 Obstetrics
beds, including Kangaroo mother care, 30 Paediatrics beds, 20 Overnight beds, and a 30-bed ward
that was moved from another nearby Emergency Centre to the main hospital building. There is an
Accident and Emergency Unit and a General Outpatients services area.

DHB is estimated to have a total of 865-890 workers. Nursing is cadre represented by over 500 of
the workers. Doctors and specialists about 70 of the total employees when compared to the nursing
staff. Workers, especially nursing staff, have four work shifts — two during the day and two at night -
to ensure continuous delivery of services.

The hospital is a state-of-the-art facility with 330 beds and a staff complement of just
over 800 workers, offering a broad package of services (see Box 7.1). In line with
provincial policy (Western Cape Government Health, 2014; Western Cape
Government DoH, 2007), this package exceeds the standard district, Level 2, hospital
service package by offering some regional, Level 3, specialist services. It is, then, in
some sense a hybrid hospital combining Level 2 and Level 3 services; reflecting the
configuration of hospital beds needed and available within the area of Cape Town.
As part of the wider referral system, it receives cases from the CHC and CDCs in its
drainage area, offers a 24-hour accident and emergency care unit and refers cases

requiring more specialists care on to higher level hospitals within the province.

7.1.2 Commissioning experience

Although the hospital opened its doors in 2013, the process of commissioning had
begun in 2012 and continued until 2015, when the full array of services offered at the
hospital were finally available. Services that had previously been offered at the older
hospital were among the first to be commissioned: the male medical ward, female
medical ward, paediatric ward, post-natal ward, and out-patient department (OPD).
The paediatric, gynaecology and labour wards were, however, new services,
additional to those that had previously been offered. Over the commissioning process,
the hospital grew gradually from a 200-bed facility to a 270-bed facility, before
attaining its full capacity of 330 beds.
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The OPD was initially used as an overnight ward until 2015, when the Emergency
Care (EC) unit was finally commissioned. Unfortunately, a fire occurred in the EC not
soon after it had been commissioned, reportedly caused by identified design flaws.
However, the EC was not, subsequently, re-designed as recommended and this has
been linked to the continuing challenges of congestion and poor patient flow.
Commissioning officers and clinical consultants who managed these processes were
recruited from the decommissioned hospital and other hospitals within the province,

with people often working on a part-time basis.

“We had somebody doing the EC, we had somebody doing the psychiatric part, we
had somebody doing medicine, we had somebody doing the anaesthetics, there were
different people doing things out there. But | was one of the only people that was
seconded from somewhere else and was doing it completely full time... We were all
new consultants here, so all very junior, all still learning our way and seeing how things
must go by and quite inexperienced and then obviously | was thrust in this role, having

to commission and being the HOD.” DHB-IDI-026 (clinician manager)

A large portion of the hospital staff complement moved to DHB from the older hospital;
but the larger array of services and bed numbers also required new staff to be

employed as well.

“My staff, about 90% of them worked at [OLD HOSPITAL], same with nursing, same
with all the other staff. The difficulty in the commissioning was, it came about when
we added a new type of service that wasn’t done by [OLD HOSPITAL], so now we
wanted to open a paediatric ward or a gynaecology or a labour ward, those are the
stuff we added.” DHB-IDI-001 (senior administrative manager)

Ultimately DHB has twice as many staff members as the decommissioned hospital,
with continuing tensions between the two staff groups that came together in the new

hospital.

“I'm sure you know the whole story, that issues about to amalgamate or closing [OLD
HOSPITAL] and open [DHB] and moving staff. | think that was a big impact and | think
until now it’s a big impact on everyone you know there are people still who are waiting
for new [OLD HOSPITAL] to open and go back.” DHB-IDI-016 (clinician manager)

The DHB commissioning process was also accompanied by important changes in the
hospital’s leadership, with the new, permanent CEO appointed towards the end of the
commissioning period. At other levels, managerial staff were also drawn from the
different staffing groups brought into the new hospital — and some concerns were
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noted about the weak leadership practices carried into the new hospital. On opening,
further concerns were expressed about the high workload at DHB, which was judged
to combine with staff shortages and to have compromised quality of care.

“When this hospital opened it was crazy, we didn’t have enough medical officers and
the workload was high, it was really difficult.” DHB-IDI-023 (clinician)

Nonetheless, the very process of addressing some of the general administrative
challenges experienced during the hospital’'s early days was judged by some
respondents to itself have helped to build relationships among senior managers within
the hospital, providing a more positive foundation for the hospital moving forward. By
the time of this study started (3 years later) most clinical respondents argued that the
hospital was addressing the operational challenges it had faced during the

commissioning.

“My time here has been quite up and down. | think it is getting better. | think like when
we first opened it was very difficult and this unit particularly went through some difficult
times, especially in terms of leadership. There was a time when we didn’t know who

our leader was, it was not clear to us.” DHB-IDI-019 (clinician)

Improved processes also led to retention of workers, and this was noted to provide
the platform for improvements in the quality of care. “So, until | started seeing a
significant break of the attrition rate, then one might start thinking, probably stability is
coming, slowly creeping, that is why | said, there is a silver lining.” DHB-IDI-003

(clinician)

7.1.3 Hospital budget — “More to do with less”

As outlined in Chapter Five, the provincial health budget fell in real terms since the
2016/17 financial year as part of wider national budgetary pressures. However,
according to DHB respondents, the hospital has seen an increase of its total
expenditure, with permission from Metro Health Services, for extra Level 3 services
rendered at DHB. Figure 7.1 shows the real budget and expenditure trends in recent
years; budget and expenditure fluctuated over time - with both budget and expenditure
decreases in 2016/17 and 2017/18, the time of this study, compared to the previous

year before rising in the 2018/19 financial year.
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DHB vs Metro District Average Budget and Expenditure
between 2014/15 and 2018/19 Financial Years
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Figure 7.1: DHB's real Budget and Expenditure against Metro District averages for 2014/15
to 2018/19 Financial Years, 2015/16 prices (Source: StatsSA, Annual Performance Plan
2017/18 and Hospital's department of Finance and Information Management).

Concerns about the hospital budget were expressed by many respondents. Some
suggested that the hospital budget was inadequate for the range of services being
provided, given that it offers some higher level, Level 3, specialist services.
Respondents also linked budget shortfalls to the staffing shortages experienced,
noting that hospital leadership were unable to employ new staff or fill empty posts
over time. This then led to high personnel turnover, with constant and numerous
resignations on the grounds of being overworked or burnt out. It was also commonly
felt that the budget level had been established before the hospital opened and was
simply never enough to meet the growing demands placed on it by the surrounding
population (see earlier), given also inflationary pressures. As one more senior
manager noted:

“According to the stats, there’s influx of 50 000 people per year into the Western Cape
or a growth of 3% more patients a year, and the budget in real terms is going down,
it's getting less. You have got more to do with less. Because of that it is financial
constraints and then the people expect a better service but the resource allocation is
every year less so that is placing a big stress and financial constraints onto the health
system. Which means there is more and more demand for more nurses and doctors,

equipment and medication and blah, blah, blah, but you cannot do what they want
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you to do because there’s no money.” DHB-IDI-021 (senior administrative

manager)

Overall, then, one respondent graphically summed up the general view: “/ feel [DHB]
hospital they have bought a Rolls Royce, but they only have a service plan for a
Toyota Tazz 1300, that is what it is, that’s the bottom line. And everybody is fighting
for this little skeleton and there is nothing, no flesh, there’s only bones, that is the
problem, that’s the bottom line — we’re running a service we cannot afford.” DHB-IDI-

025 (mid-level administrative manager)

7.2 The experience of leadership in DHB

7.2.1 Core structures, processes, and relationships

L Chief Executive Officer J

Deputy Director : Deputy Director Deputy Director
_ Medical DEDUI\IIY rD!:ECtOV HR & People Finance &
Senviaes - Nursing Management Information
Management

Figure 7.2: Main DHB staff reporting lines — grey cells represent Executive Management
Team; blue cells other staff with formal management roles (Source: Interview data;
Document reviews)
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Following overall provincial and national guidance, DHB is managed by a Chief
Executive Officer (CEO), working with a 5-person Executive Management Team
(EMT) comprised of the CEO, senior clinician (Deputy Director (DD) Medical
Services), senior nurse (Deputy Director (DD) Nursing Services) and the Deputy
Directors (DDs) for Finance and Information Management and, Human Resources

and People Management.

The DD Medical Services is the de-facto Chief Operating Officer of the hospital, as
reported by senior clinician respondents and two other deputy directors. There is also
an extended management team (ExtendMT) composed of the five members of the
Executive Team, with, additionally, the Quality Assurance Manager, Pharmacy
Manager as a representative of Clinical HoDs, Assistant DD in Finance, and the two
Assistant DDs (HR and support Services) in Human Resources and People
Management. The ExtendMT had been relatively recently established at the time of
the study, with the intention of providing a bi-weekly forum for exchanging ideas and

collectively addressing challenges within the hospital within a wider managerial team.

It was also common practice for members of the EMT to delegate authority to their
colleagues and other more junior managers when they went outside the hospital. The
CEO usually delegated to the DD Medical Services, but sometimes also to the DD
Nursing or other DDs. Similarly, these DDs delegated roles to senior clinicians
(Medical Services) or assistant DDs when away from the hospital. Nonetheless, even
members of the ExtendMT felt that the core executive team ultimately made the key
decisions. Below the executive management team, as Figure 7.2 shows, and as is

common in South Africa, the management of staff cadres is quite verticalized.

In this study, and as described in the methodology chapter, the term ‘clinicians’ refers
to doctors and other staff such as physiotherapists, occupational therapists and
radiographers. Clinical heads of departments or units are medical specialists who
manage the services of their own clinical speciality, including Allied Health, and report
to the DD Medical Services. These departmental heads meet weekly with the DD
Medical Services to share experience and develop collective responses to common
issues. Within their own units they also meet regularly with their staff (medical officers,
registrars, interns, allied health workers) to manage work. For example, there were
weekly meetings to schedule work in the surgery department and daily planning

meetings in departments such as radiology and physiotherapy.
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In nursing, the assistant managers for the three nursing areas report to the DD
Nursing and themselves manage the nurse ward operation managers (OPMs), who
in turn, manage all nursing matters at ward level. Each OPM works with a team of
nurses, including staff nurses, professional nurses, nursing assistants, and
community service nurses. Amongst these nursing groups there are also supervisors
or shift leaders at unit and ward level. As a common practice, nursing staff are
regularly rotated through wards and departments to ensure that nurses gain skills in

managing patients within different specialties or units.

A range of meetings amongst nursing staff allow operational issues to be discussed
and information shared. For example, the DD Nursing has weekly meetings with the
assistants and OPMs to discuss issues such as absenteeism, staff shortages and

other nursing issues, with information cascaded downwards:

“Our head of nursing, the manager, she does have meetings with different categories
of staff. We as operational managers, we have alternate Thursday meetings, when
we come back from those meetings, we hand over to the staff what was discussed in
the meeting, so they also can talk to the head of department.” DHB-IDI-012 (nursing

operation manager)

The DD Nursing was also meeting with other groups of nurses as she sought to build
a professional bond and culture among the entire nursing staff given that different

groups had been brought together in the new hospital.

Staff in the central finance and people management departments, meanwhile, met
weekly to discuss financial and personnel issues, respectively. Finally, the
administrative staff located on the ‘hospital floor’ included ward clerks, storekeepers,
porters, cooks, cleaners, and security personnel. Although ward clerks work closely
with nursing staff, they report to the clerks’ supervisor, who is line managed by staff
reporting to the Assistant Deputy Director for Support Services within HR and People
Management, who, in turn, reports to the Deputy Director within the department. Other
administrative staff reported to Senior Administrator for People Management who also

reported to the Assistant DD for Support Services.

Finally, a range of more informal processes were instituted to support managers’
engagement with staff within the hospital. These included senior managers operating

an open-door policy to encourage inter-personal interaction with staff:

“If I can be honest with you, | have a very open-door policy with my middle managers.
They come in here, so one day they decided to basically, because ultimately they’re
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responsible for their area it’s only when they have, like sitting with a dilemma like XYZ,
I've got a problem here or | can't fix this, or can you help me with this, where | sort of

really engage them.” DHB-IDI-011 (clinician manager)

Senior managers in the executive team and the ExtendMT also sometimes conducted
‘walkabouts’ within wards, ‘on the floor’, to engage with front line staff personally, and
see at first hand hospital life. At the time of the study, bi-monthly newsletters were
being distributed in the hospital to share information, interesting experiences, and
activities in the hospital. In addition, ‘town hall’ meetings were being held every two

months to allow engagements between senior staff and frontline staff.

During the fieldwork, one of these meetings was used, for example, to introduce the
notion of cross-functional teams to staff - the idea that staff from different clinical,
nursing, and administrative departments would work in small teams or groups, with
the goal of enhancing collective practices among staff. Although inter-departmental
meetings were sometimes held - for example, as observed during fieldwork, nurses
and clinicians from the obstetrics and gynaecology units met to discuss maternity
issues — senior management felt it important to encourage stronger inter-professional

teamwork throughout the hospital.

Human resource and financial management

As Figure 7.2 makes clear the two primary administrative management functions
were focused on resource management, with human resource management having
the larger dedicated staff complement. However, both functions are strongly regulated
by provincial policies and guidelines (see Chapter Five). As already noted, budget
constraints were a key concern of staff, but budget levels are essentially set outside
the hospital by the provincial department of health. The DD Finance is, then, primarily
responsible for managing the budget and supply chain procurement, in engagement

with the executive management team.

Staffing levels were another key concern in the hospital. However, again, the hospital
works within provincial guidelines - and staff recruitment practices are very carefully
managed as part of the provincial department of health’s wider efforts to control costs
and ensure efficient resource use (Western Cape Government DoH, 2018; Western
Cape Government DoH, 2016). At DHB as elsewhere within the Metro District and
province, the combined operation of the ECC and APL, as described in Chapter Five,
is used to regulate, and influence the budget available for recruitment of new staff to

the hospital.
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Another human resource management process affecting all staff is the Staff
Performance Management System (SPMS), outlined in Chapter Five. In DHB, at the
time of the study, it was reported that this process entails supervisors and line
managers completing forms on a quarterly basis to assess and rate the performance
of workers in each unit, with high performers recognised and rewarded with financial
bonuses at the end of each year. Staff improvement needs were also considered
during the process, including leadership development needs. At the same time,
working within provincial and national guidelines, annual workplace skills plans are
developed, funded by the skills levy mandated through the Skills Development Levies
Act of 1999 (see Chapter Five).

At the time of the study a strong performance and relational culture was also being
encouraged in the hospital through actions to emphasise the provincial C2AIR?
principles (also outlined in Chapter Five) - and indeed these principles are graphically
represented in ceramic wall murals at the hospital entrance. However, a respondent
noted that the ways in which these principles were implemented meant they were not
always seen positively by staff:

“There is lack of support for the C2AIR? Club and in fact it should be renamed SCAIR
Club.” DHB-IDI-017 (clinician manager)

Organisational relationships

Two other core features of hospital experience were observed and revealed in
interviews. First, supportive collegial relationships and teamwork were clearly
identified within multiple departments and groups, including both patient care and
administrative teams. At ward level, patient care teams comprise clinicians, nurses,
ward clerks and other support staff. Other teams within the hospital include the
clinician and allied health worker teams within clinical departments and units, nursing
teams at ward level, the finance and HR teams at central level, and the executive and
ExtendMT. Second, at the same time, there were also clear and significant
experiences of tensions within and between teams, and of fragmentation within the
staff pool across the hospital. For example, tensions were reported between the
Emergency Centre and other units, as well as between the human resource
department on the one side and the clinical and nursing departments on the other

side.

Reflecting the hospital’s history, some respondents highlighted continuing tensions

between those staff who had previously worked in the decommissioned hospital and
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the other groups of staff who came to the new hospital. This legacy specifically
affected the nursing cadre, with which there was also a divide between senior and
junior nursing staff. Finally, respondents noted that it was difficult to develop inter-
professional teams, working across the management silos reflected in Figure 7.2,
whilst front line staff reported a wide divide between them and senior management.
Yet, as already noted, senior managers were implementing various activities to try

and address these organisational gaps.

7.2.2 The practice of leadership in the hospital

During interviews, respondents’ experiences, and perceptions of leadership in the
hospital were probed specifically, to allow deeper understanding of the range and
influence of leadership practices. Senior staff were asked about their own leadership
practices and their perceptions of leadership in general; other staff were asked about
their personal experience of leadership in the hospital as well as their general views.
Beyond those with formal leadership positions (Figure 7.2), some other staff were
champions - individuals without official managerial appointments or duties but who
offer leadership to others. A senior nurse in one department was such a champion
because s/he offered support to colleagues and took over the managerial and
leadership responsibilities of the department, in the absence of more senior
managers. Similarly, a respondent clinician saw herself as the unofficial leader and
manager of her unit, while another clinician was reported to offer leadership in a
separate clinical unit, because of the support s/he offered to other staff and was

identified by other clinicians as inspiring and offering leadership within the hospital.

Figures 7.3 and 7.4 present overviews of the leadership practices identified across
interviews and through observation, and as exercised both by those in formal
managerial positions and those simply exercising leadership within their teams. Each
figure highlights the main practice categories, as well as, where relevant, specific
examples. Practices are categorized as positive or negative based on respondents’

judgements about how they felt and experienced these leadership practices.
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Figure 7.3: Positive leadership practices that promote staff satisfaction and morale at DHB
(Source: Interview and observational data)

Leadership practices that were perceived positively (Figure 7.3) were those that
empowered and engaged others, that spread leadership opportunities to others, that
demonstrated approachability, caring and empathy, as well as the ability to be
persuasive and diplomatic. Clearly there is overlap between these groups of
practices, as the figure shows, and so the practices are likely reinforcing and
cumulative in terms of their positive effects. For example, sharing or delegating
managerial duties with other staff was considered a practice that led to ‘being
approachable’ and both were practices that were also seen as empowering because
they provided opportunities for developing leadership skills among those not in

managerial positions.

Similarly, sharing managerial roles was a ‘participative practice’ that allowed for
engagement and participation by other staff in decision-making processes and actions
within the hospital. Overall, these practices were seen to be important in developing
positive collegial relationships, and in underpinning teamwork. Such practices were
clearly, although not exclusively, reported by clinician respondents who identified
what they saw as ‘democratic leadership’ among their managers. For example, during
the weekly senior clinicians’ meeting, everyone was encouraged to express their
opinions and ideas openly, a practice carried into clinical units as a way of

encouraging teamwork.

Amongst clinicians the positive experience of leadership practices that empower
others was widely discussed. Junior clinicians judged that the ability of their more

senior colleagues to engage them and give them opportunities to develop themselves
127



had a positive impact on how they interacted with other medical officers and interns.
This form of leading by example empowered them and involved learning from those
in formal leadership positions above and below them.

“I think | have to empower myself and | get my empowerment from the people that I'm
leading, I think we all feed off each other. The skills of leadership I've learnt from other
people, I've learnt from the examples that | see in my department, but I've not had
any formal you know, I've not been on leadership courses or any sort of training or
anything like that, it’s that | just feed off other people.” DHB-IDI-019 (clinician)

At the same time, senior clinicians recognized the value of allowing challenge from

junior clinicians:

“So, you want your followers in the unit to challenge you, but you want them to
challenge you for the right reasons not the wrong reasons. Just because you are the
boss or the leader does not mean that you are the only one with good ideas, you must
be receptive to what other people’s ideas are and you must work in an environment

where you can be challenged.” DHB-IDI-017 (clinician manager)

Diplomacy or flexibility were also seen as positive leadership practices, likely to

generate staff appreciation and encouraging professionalism:

“As | say the leadership style, or | think my leadership style is very relaxed, but
everybody knows what is expected with them and because | am working with
professional people, | don’t need to play policeman over them. So, | do not need to
be an authoritarian, draconian, you know, person that wields the big stick all the time,
| don't need to be that because the professional people have that sense of

responsibility and they do what needs to be done.” DHB-IDI-017 (clinician manager)

Senior clinicians were also often noted to be accessible, despite their busy schedule
and other managers noted this itself contributed to teamwork: “I mean I think my style
is that I think you just need to be approachable. | think, as a leader I’'m approachable
and | try and make people feel as part of a team and that everyone is important.”
DHB-IDI-019 (clinician)

Being approachable also meant other staff could raise concerns — such as about
budgets or other hospital issues - also demonstrating transparency, or ask for support,
with positive consequences for morale. Indeed, being visible and accessible to other
workers even gave senior managers what they referred to as ‘great internal

satisfaction’.
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Finally, caring, and empathetic leadership also supported others and generated
positive feedback and appreciation. For example, a senior clinician noted that she had
received a note of appreciation from a colleague to whom she had demonstrated
sympathy and understanding when arriving late for the ward rounds and another
noted the difficulty of being sympathetic among huge demands:

“So {HE’S} been very sympathetic, he’s been trying to negotiate on a huge number of
psychological traumas amongst doctors. He doesn’t always get it right and | think it’s
because it’'s a huge balancing act for him to try and keep his managers happy and at

the same time keep his group of doctors happy.” DHB-IDI-004 (clinician)

These positive leadership practices were not, however, only demonstrated or reported

by clinicians. Box 7.2 presents experience from other cadres.

Box 7.2: Examples of leadership practices that enhance staff satisfaction and morale in
District Hospital B (Source: Analysis of interview data, this study)

It was reported to be a ‘usual hospital practice’to identify, for training, junior administrative staff, clerks
and other staff with management potential during quarterly performance reviews, those who were
judged as ‘innovative, think out of the box and those who thoughtfully contribute during meetings’.

Administrative respondents noted that their senior managers sometimes shared leadership roles by
allocating other managers and staff complex tasks and responsibilities: “In our component what we
will do, if I am not here, the same as you asked me about when our director is not there, | do take up
his role. Same goes for all of us, which is according to me something very nice in that it gives the
guys exposure. Being a supervisor for a day or for a week just changes your way of thinking and all
those things, depending on the person now, but anyhow we do afford people such opportunities.”
DHB-IDI-005 (mid-level administrative manager)

Leading by example was often identified as important by nurses — for example, a junior ward shift
leader argued that “being punctual, avoiding unnecessary absenteeism, adhering to the nursing dress
code and developing a positive work attitude” demonstrated positive leadership practices for the
frontline nurses in her ward to emulate DHB-IDI-002 (nurse)

The DD nursing was reported to involve nursing assistant managers in decision-making, in a process
that one respondent referred to as being inclusive and participative, and entailing collective
discussions and brainstorming.

Engaging others and encouraging participation was also more widely recognized among nursing
managers as important in demonstrating appreciation and as developing teamwork:

“I think I'm also the type of person that would, if | want this to be done this way, then | would say to
people in a very nice way, that you know, although | will get their opinion, | will still deep down want
it my way and I've learned to say, let go, this is a team thing and make people feel appreciated, make
people feel they also contributed and then it becomes our thing, and everybody feels happy about it
and | think that is where | got some of my successes.” DHB-IDI-015 (senior administrative
manager)

In contrast, leadership practices perceived negatively (Figure 7.4) entailed adopting
a hierarchical leadership approach, as well as not engaging others (disengaging

practices), being critical and behaving badly in relationships (specifically, by divulging
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secrets or demonstrating favouritism in the SPMS process). Again, these practices
are likely to reinforce each other.

Disengaging practices
- Not developing

Hierarchical practices

others itati
. . Authoritative
Divulging secrets Not visible Directive/Giving
Favouritism (SPMS) Not leading by orders
example _ Not sharing
Not engaging others delegation

Being critical and Criticisms

Figure 7.4: Negative leadership practices that undermine staff satisfaction and morale at DHB
(Source: Interview and observational data)

Being authoritative, giving orders and not sharing delegation were all regarded as
hierarchical practices linked to the inability to engage and develop other staff. Such
practices included, for example, what were perceived as unilateral actions and

decisions on staff leave requests by managers:

“Okay, | know that the people in unit X struggle, there are quite a few people that do
not like the management style that is happening in the {unit}, | think it is very
authoritarian, you know it’s all of those things. I think that they do not feel supported...
They feel that the unit [X] consultants by and large are not supportive.” DHB-IDI-017
(clinician manager)

Other disengaging practices included failing to support staff development and was

experienced both among clinicians:

“They’re not interested in developing you as a person, and that’s the truth and | accept
that. | don’t want to fight that, I'm not interested in fighting that, it’s too hard, | don’t
have the energy for it, | would rather put my energy into mentoring someone than into
finding out why don’t you want to mentor me” DHB-IDI-004 (clinician);

and nurses:

“So now because I'm quiet and not very talkative they would just disregard me. And
personally, | feel there is so much | can give, | am just waiting for my five years to
resign here because | only have my speciality four years now, next year’s my fifth
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year, then | am moving, | cannot wait... I'm moving because, here I’'m not going to
grow, the leaders don't identify people that they can take as successes, they only
want to do things like this for themselves.” DHB-IDI-014 (nursing operation

manager)

Authoritative leadership was also demonstrated when senior and middle level nursing
managers made unilateral decisions and just passed them on for junior nurses and

other staff in wards to implement:

“They were, for example, here there was a policy that was implemented without
notifying us, staff or {Sr A, Mr B and Sr C} in trauma apparently, they are the one who
come with this, ja, policy, that this policy is saying the nurses in overnight ward must

go and fetch the patient in trauma for admission.” DHB-IDI-002 (nurse)
These various practices led to the resignation of demoralised nurses.

“That’s why most of the sisters upstairs are resigning, they will resign, | feel they are
resigning every day and they will tell me we can'’t take this anymore, by the time you
go home our feet is sore and sore... and the manager will come and shout you, they
sit in the office, they don’t know what you are feeling on the floor.” DHB-IDI-002

(nurse)

Divulging secrets, favouritism and being critical were other managerial practices that

undermined morale — even among managers:

“I will never share any personal problem that | have. | must lie, sometimes | come on
duty and say my geyser is broken, there’s water all over the house, | cannot work.
Even though sometimes | have got personal problem because | will rather share it to
my mum, or my sisters than share it with fellow managers here because at the end of

the day it’s going to be a laughingstock in the passages.” DHB-IDI-002 (nurse)

“l had lowered my guard a bit and then not just build a relationship with some staff but
then | thought that we will have a common understanding which is impossible and
then now a person come up with a story, some sort of attitude, something you didn’t
expect. So now you feel, you are feeling like betrayed by this person. But then |
realised okay, the fault for myself, it was to lower my guard.” DHB-IDI-005 (mid-level

administrative manager)

More specifically, frontline workers who perceived their managers as manipulative
and as being biased during performance appraisal described the process as a sign of

negative leadership practice:
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“You know people want sometimes, when they are in high position, they want you to
play according to how they want you to play. And if you are not that type of player
then you will not get anywhere, not being rude, not wanting to play the type of play
that they want you to be, being a ‘B’ player, so you will stay a ‘B’ player. You won'’t

rise in your level.” DHB-IDI-018 (ward administrative clerk)

In other cases, junior and middle level managers were frustrated by senior managers’

failure to get involved in operational work and so role model leadership. For example:

“I think nursing staff’'s morale is quite low, | think that is why the willingness there, their
positivity is a bietjie (bit) low and I think it’s because of also, they’re overworked, and
also positivity around them, everything is shut down, leaders don’t lead by example, |
don't think | ever see, besides medical and ante-natal, operational managers getting

down and dirty.” DHB-IDI-024 (clinician manager)

7.2.3 Staff morale in DHB

Influences over staff morale

The in-depth interview data also provide specific insights, derived from different
questions, about the range of factors driving or undermining staff morale. As Tables
7.1 and 7.2 show intrinsic motivators and common goals/experiences that were
positive influences; managerial and collegial relationships, and the hospital design
itself had positive and negative influences; and inadequate services, organizational
processes and resource constraints were negative influences. These factors are all
discussed further below, drawing on both the qualitative interview data and the staff

satisfaction survey data.

Table 7.1: Factors associated with high or positive staff satisfaction and morale at DHB
(Source: Interview Data and Observational Data)

Factors that promote staff morale

Intrinsic factors Common goals and experiences
¢ Hospital work or job itself (previous hospital, patient care, quality care)
e Fighting for change
e Intrinsic and spiritual drive
¢ Treatment/patient outcomes
¢ Quality patient care and services

Opportunities for leadership Managerial and collegial relationships
¢ Opportunities to practice leadership e Managerial support and relationships
¢ Developing leadership capacity in others ¢ Collegial support and relationships
e Transparency between management and
units
e Understanding — between levels of
management
Positive recognition Hospital design

¢ Appreciation and acknowledgement by
managers and colleagues

e Positive feedback from managers and
colleagues
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Table 7.2: Factors associated with low or negative staff satisfaction and morale at DHB
(Source: Interview Data and Observational Data)

Factors that undermine satisfaction and morale

e Critical incidents

Inadequate service delivery Resource constraints
¢ Inadequate patient care ¢ Staff shortages

e Absenteeism

e Complaints from patients ¢ High attrition and turnover

¢ High workload
e Burnout and depression

¢ Absent leadership

Few opportunities for leadership Leadership and management weaknesses
e Limited leadership opportunities e Lack of management support
e Limited leadership training ¢ Rigid nursing management style

e Managerial conflicts
e Disconnection

Relational conflicts

Inefficient organisational processes

e Professional conflicts o Unfair recognition practices
e Collegial antagonism ¢ Slow human resource management processes
e Lack of collegial support

Hospital design
e Poor workmanship and infrastructure

Table 7.1 and Table 7.3 (below) also show that intrinsic motivators included the work

itself, patient outcomes, and quality of care, even fighting for change towards these

goals, as well as personal factors. In contrast, then, the perception of providing

inadequate service delivery was a de-motivator (Table 7.2).

“Some days you will see stress is everywhere, some you will see the nurses are so

stressful, working in a stressful environment, but according to their attitude the patient,

but the nursing care in totality, hai (no) the patient won’t get the good nursing care
they deserve.” DHB-IDI-002 (nurse)

Table 7.3: Examples of intrinsic factors for staff satisfaction and morale at DHB (Source:
Analysis of interview data, this study)

Motivation from
empowering
others

“I'm here to grow and develop individuals and see them blossom into mature,
competent, professional people — and that’s the thing that gives me the biggest
kick.” DHB-IDI-017 (clinician manager)

Motivation from
concern for others

“I think my staff’s morale is quite good because they know that | fight for them...
What motivates me is growing and developing individual people and if they are
being stifled by people up the line, then | will challenge the people up the line
rather. So, | think I've got a fairly happy department” DHB-IDI-017 (clinician
manager)

Motivation from
the job itself

“I personally, my morale, because | love my work, | love what I'm doing, I'm
passionate about my job, I'll go the extra mile, I'll do my best under difficult
circumstances” DHB-IDI-015 (senior administrative manager)

Motivation from
intrinsic and
spiritual drive

“And like | said to that other woman, there is 3 things the lord wants from us —
to do right, to be a servant and to love your job. That is why my morale will not,
| said to her one day when she told me | cannot manage and supervise. Toe
se ek vir haar (then | said to her) listen here, with my lord there’s no supervision
and management ne, you will never demotivate me.” DHB-IDI-010 (nursing
operation manager)

Motivation from
fighting for
change and
patient care

“I will always fight for the best for my patients even if it's you know, is against
this very difficult systemic problem, | will always fight. But my morale is not low
hey, | have a lot of fight left in me.” DHB-IDI-010 (nursing operation
manager)

133




Leadership practices promoted morale when they provided opportunities for others to
lead and develop leadership experience, when managerial relationships were
deemed supportive and, more specifically, when experienced as appreciative and
positive (Table 7.1 and Box 7.3). These practices were also integrally linked with
positive relationships with colleagues. In contrast, failing to offer opportunities for
leadership and related skills development, failing to offer support, conflict with, or
being disconnected from, staff, were leadership practices likely to undermine staff
morale (see Table 7.2 and Box 7.3). Again, these factors were associated to
relationships with colleagues. The specific issue of a rigid management style, linked
to hierarchical and authoritarian leadership practices, was also raised as a factor

undermining morale among nurses.

Box 7.3: Exemplary quotes on negative leadership practices that undermine staff satisfaction
and morale at DHB (Source: Analysis of interview data, this study)

Clinicians were de-motivated by lack of appreciation due to criticisms and critical practices: “I think,
what makes me feel bad is, sometimes just like | said | don’t often feel valued by my manager or by
the hospital manager, | don’t necessarily feel that the role that I fill is appreciated and that just leaves
me a little bit dissatisfied, it doesn’t stop me working hard or like doing what | do, it just makes it, |
just feel a bit dissatisfied.” DHB-IDI-019 (clinician)

Disengaging leadership practices de-motivated nurses due to lack of managerial and collegial
support: “I must be alone because I'm pushing just this issue, and for them it’s like | wanted for this
guy to be fired. | wanted him to improve his behaviour and then all | did was do what | was employed
to do, was to manage him, that was last year, end last year, then | really felt like | needed to go,
because | didn’t get support from my DDN, | didn’t get support from my ASD, my area manager, |
didn’t get support from her also when | literally had to go and phone head office for advice and then,
when | did go and followed and phoned people for advice and it came to my DDN'’s ears, she was so
upset she called me in and she wanted to know — | said but how many times during this process have
| tried to make appointment with her ?” DHB-IDI-014 (nursing operation manager)

Rigid hierarchical practices in nursing management contributed to low morale; “/ honestly think that
the nursing department is the department that’s in most need of help, the way they’re being managed,
and their morale is low, it’s going to affect all others, coz they’re central. And | think, if the nursing
managers will be open to it and not defensive, need to take a magnifying glass and look what’s
happening inside the nursing department.” DHB-IDI-008 (clinician manager)

The 2016 Staff Satisfaction Survey data broadly confirm the influence of leadership
practices and collegial relationships over staff morale (see Table 7.4). The survey
specifically considered some of the practices already identified, as well as additional
issues - such as managing conflict and managing change. Only around half of the
respondents judged they had positive experiences around these practices; although
for the one question with a provincial comparator, the DHB response rate was higher

(more positive) than the provincial average. However, although the response rate was
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a little lower than the provincial average, relationships with colleagues were
predominantly experienced as positive:

“We work great as a team, we motivate each other and, we've got that good

relationship with one another” DHB-IDI-020 (mid-level administrative manager)

Respondents made references to the common goal of patient and quality care, and
shared workplace experiences (Table 7.1) both in the old and the new hospital, as

reinforcing the morale boosting relationships.

Table 7.4: Leadership practices and collegial relationships at DHB (Source: Annual Report
2016/2017 and Staff Satisfaction Survey in Annexure 2; n = 455)

Specific SSS question DHB (%) Provincial (%)
Strongly Strongly
Agree/Agree Agree/Agree
2016 2016

Leadership practices

My line manager respects and values my contribution at work 61% -

My line manager genuinely cares about employee’s needs 57% -

My line manager is able to manage internal conflict effectively 54% -

In the last 7 days | have received recognition or praise (for 49% 37%

example, a thank you) for doing good work from my manager

Management is accessible when | have not been able to 44% -

receive a satisfactory solution to a problem
Managing change

My manager encourages staff to become part of change 56% -
My manager manages ongoing change effectively 51% -
Collegial relationships

| have good relationships with the people that | work with 80% 84%
| am able to consult my colleagues when | am faced with an 7% 82%

unexpected or challenging situation at work

More general, hospital-level factors were the other key influences over staff morale.
The overall design of the new hospital was both broadly experienced by staff as
comfortable, and even as boosting morale, and it was criticized. The rooms within
some of the units were judged as small, only able to accommodate a few staff and
patients at a time — and the Emergency Centre that had limited space due to design

problems.

“The burning out there, especially there in the EC, they are very busy because its
unpredictable and | think when it was designed, organograms approved for 13 trollies
in EC, now about 30 trollies, so the same 13 nursing staffing must now do 30 trollies’
work and it is hectic environment in any EC. So, | think all the EC’s will say to you it
is a crisis management in the EC environment because of the nature of the EC so the
people are very stressed and burnt out.” DHB-IDI-021 (senior administrative

manager)
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The EC razed down just before the commissioning and the contractors and designers
refused to re-modify the EC to create a more spacious design, leaving what some
respondents referred to as a ‘dysfunctional unit by design’.

The 2016 staff satisfaction survey data also highlight largely negative assessments
about the specific features of hospital design considered (see Table 7.5).

Table 7.5: DHB Physical design (Source: Annual Report 2016/2017 and Staff Satisfaction
Survey in Annexure 2; n = 455)

Specific SSS question DHB (%) Provincial (%)
Strongly Strongly
Agree/Agree Agree/Agree
2016 2016
The restroom/tearoom facilities are adequate 40% 40%
My building is safe and well maintained 46%
My building caters for the needs of persons with disabilities 57%

Organizational processes were, however, particularly important factors undermining
staff morale. Slow human resource management processes delayed appointments,
for example, and were then linked to resource shortages. More specifically, the
performance appraisal system (the SPMS) was, as noted, identified as being
conducted in a way that contributed to feeling unappreciated and unsupported, and
many respondents criticised it as being unfair given what they judged was favouritism

in performance awards:

“You know there’s the thing that’s the SPMS, the performance bonus, that they have.
If your operational manager does not like you or you are not a player like your
operational manager wants you to be, you won't get SPMS.” DHB-IDI-018 (ward

administrative clerk)

Some clinician respondents also suggested that the SPMS process lacked clear

objectives and was poorly managed:

“So now I must fill in a form saying what they’ve achieved for the year when | haven't
sat with them at the beginning and said these are your goals for the year ahead. |
think then it becomes paperwork as opposed to anything functional. So those kinds
of things | do not like. If you want me to do SPMS, tell me what is expected and then
let me do it over the course of a year because that is the way it is supposed to be
done. Do not ask me to hand in a quickly typed page at the end of the year and expect
it to be a summary of the function of that person in the department. So that’s the things

that | find frustrating.” DHB-IDI-022 (clinician manager)
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These perspectives were again broadly confirmed by the 2016 Staff Satisfaction
Survey. As Table 7.6 shows, less than half of the respondents reported broadly
positive experiences with the performance management processes, including in terms
of how they were conducted. Similarly, although most staff did have opportunities for
skills development, only just over a half felt they had opportunities for personal growth
in the hospital, or that these opportunities were fairly distributed. Both sets of issues
also connect with concerns about the forms of leadership practices that had negative

consequences for staff morale and satisfaction.

Table 7.6: Performance management and skills development issues at DHB (Source: Annual
Report 2016/2017 and Staff Satisfaction Survey in Annexure 2; n = 455)

Specific SSS question DHB (%) Strongly
Agree/Agree 2016

Performance management

| have had at least 2 performance appraisals/evaluations in the last year 52%

The performance appraisal was conducted in a positive manner 48%

| felt at ease during performance appraisal 46%

Performance management structures promote a high-performance culture 41%

Skills development

| have a skills development plan, which meets my specific needs and job 67%

requirements

| attended at least one training session in the last year 60%

| have access to opportunities to grow and develop in this organisation 54%

| have equal and fair access to education and training 54%

Finally, budget constraints and staff shortages were widely criticized, and given high
workloads, were connected in respondents’ views to absenteeism and high attrition
rates among staff. These concerns were confirmed by staff satisfaction survey data
(Table 7.7).

“People are demotivated, look they are demotivated by the little staff, and you know
the short staff and the continuous absenteeism but everybody’s contributing to
absenteeism, and you know because you are tired today you will, but now we must
also understand people have got problems and people’s chronic depression... We've
got extremely, a very high burden of disease that places a very extreme burden on
the staff causing absenteeism and low morale” DHB-IDI-006 (nursing operation

manager)

“We are having a shortage of staff in this hospital that’s why people are leaving every
day because they are so unhappy, they are working hard, end of the day they are not
appreciated.” DHB-IDI-002 (nurse)
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Table 7.7: Workload and resourcing at DHB (Source: Staff Satisfaction Survey in Annexure

2; n = 455)
Specific SSS question DHB (%) Strongly
Agree/Agree 2016
My workload is manageable 56%
My unit/team has access to sufficient resources to complete their work 51%
effectively

Variation between cadres

The interview data provide some indications that the factors influencing morale were
experienced differently between cadres. Respondent clinicians tended to cite collegial
interactions, support and relationships, leadership practices, including developing
leadership and clinical capacity in others, and intrinsic factors as boosting their

morale:

“Within the [X department] we've got excellent consultants that lead us and that inspire
us and that actually make us come to work every day because we love working for
them. | feel that a lot of stuff in [department X] and in this hospital, it is all about the
relationships that you form with people, and it is all about getting respect of others
and it is all about being approachable to other people as well. And | think by fostering
good relationships with other people you can make your job as a leader much easier
because you have those relationships with people, that makes you feel good.” DHB-
IDI-019 (clinician)

The ability to fight for staff within a unit and to offer leadership opportunities for these
staff were other positive influences. However, managerial conflicts with senior and
other middle managers, and professional conflicts with nurses undermined their
morale, as did animosity, rivalries and distrust between clinicians who moved from

the decommissioned hospital and those newly employed in DHB.

Some of the nurses were also intrinsically motivated but like clinicians, experienced
animosity and tensions between the new and old employee groups, as well as with

clinicians themselves:

“We have found that nurses felt very reluctant to convey certain concerns to doctors
because they felt that doctors didn’t value their opinion and didn’t value them coming
and saying I've done this ECG or their concerns about a patient, they would just be

shrugged off.” DHB-IDI-007 (nursing operation manager)

As already noted, rigid management structures and a lack of managerial support were
also concerning for nurses, alongside unfair performance appraisals and a lack of

senior managerial transparency regarding the financial and human resource
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challenges at the hospital. Indeed, the resourcing challenges posed difficulties for

nursing staff and strained relations with clinicians due to blames:

“You go and find something where you have to see 10 patients instead of 5 to 6
patients. And then you get hauled over the coals — why — because 2 or 3 of those
patients, maybe more, will not receive their full care. Who do they blame? They blame
the nurse. But you need to look at the nurse structure and you need to look at the
organogram, you heed to look at staffing and funding and all those bigger things which

management duties are.” DHB-IDI-004 (clinician)

Administrative staff, finally, reported that their morale was boosted when they felt that
other staff appreciated and acknowledged their ability to run the hospital in the face
of perceived limited budgetary resources and uncertain hospital environment. Their
relationships with the executive management team were also an important influence,
positively impacting on morale when demonstrating collegial support and
understanding. However, they were undermined by their lack of decision-making
ability on budgetary and staff recruitment matters, as well as by tensions with other
staff over slow staff recruitment processes. It was reported that it sometimes took 75-
90 days to fill vacant posts and as an administrator noted: “I’'m tired of them because
every time they just blame HR. The other day / explained to them that there’s a lot of
processes that takes place after the recruitment and selection has been done inside

there.” DHB-IDI-020 (mid-level administrative manager)

Middle managers perceived these challenges as resulting from the executive
leadership’s way of working, but the executive management pointed to the position of
the hospital within a broader bureaucratic system. These differences, combined with
reflection on the interview data overall suggest that there was likely stronger morale
among clinicians compared to nurses or administrative staff, with nurses, in general,

apparently experiencing overall weaker morale levels. As a nurse respondent noted:

“The nursing staff, the workload and the absentees, the nursing staff have become so
despondent that you as a manager, you must really do something to be able to
motivate them and there are times that you just cannot motivate anyone to do
something if they already feel downhearted.” DHB-IDI-007 (nursing operation

manager)
Overall staff morale levels

Overall, however, the 2016 staff satisfaction survey data suggest that most
respondents in DHB were highly motivated (Table 7.8). The majority were also
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satisfied with their jobs and felt able to contribute through them to the organization as
a whole — perhaps pointing to the important influence of intrinsic motivation over staff

morale.

Yet, at the same time, nearly one third of respondents did not agree that their
colleagues and organization was committed to provide quality care (a more negative
response about their hospital than the provincial average). The questions considering
issues of organizational loyalty and stability also highlight signs of low morale,
perhaps reflecting the significant recent changes experienced. More than 30% did not
feel loyal to the hospital, over 40% felt insecure in the organization and over 50%
were looking to leave the organization in the next six months (a higher rate than the
provincial average) while over 40% did not feel secure about their jobs in relation to

ongoing change management.

Table 7.8: Staff satisfaction, morale, and commitment at DHB (Source: Annual report
2016/2017; and DHB Staff Satisfaction Survey Results in Annexure 2; n = 455)

Specific SSS Question Linked to Morale DHB (%) Provincial (%)
Strongly Strongly
Agree/Agree Agree/Agree
2016 2016

I am highly motivated to do my job 71% -

Issues linked to satisfaction from work done

| understand how my job contributes to the organisation’s 83% 86%

objectives

| am clear as to what | am supposed to accomplish at my work 82% 86%

I have the skills | need to perform my work effectively 76% 81%

| have a measure of control and influence over how my work 75% 79%

is completed

At work, | have the opportunity to do what | do best every day 75% -

| have an important role to play in the organisation operations 73% 76%

| find the content of my work interesting and stimulating 73% 76%

Issues linked to delivering quality of care

My colleagues are committed to doing quality work 70% -
My organisation is committed to providing quality care to 68% 78%
patients

Organisational loyalty and stability

| feel a strong sense of loyalty to the organisation 67% -

| feel secure in my position at this organisation with the current 57% -
changes taking place

My colleagues are looking to leave the organisation within the 46% 34%

next 6 months
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7.3 Organisational context and its influence over leadership

experience in DHB

As presented in previous sections, the experiences of leadership within DHB were
both positive, such as being approachable and empowering, as well as negative,
reflected in authoritative and disengaging practices. However, the latter appeared to
be the more dominant experience and was revealed in relationships within the nursing
cadre, across cadres and between senior management and other staff. It had negative
knock-on consequences for staff satisfaction and morale.

This section explores how contextual factors influenced these experiences. As
discussed in Chapter Three, context is understood in this study as comprising factors
both external and internal - external to the organizational unit of focus (the hospital),
and the internal organizational context as combining hardware with tangible and
intangible software. More specifically, as Figure 7.5 shows, the features of DHB’s
hardware (the physical and functional structure) identified as influencing its leadership
experiences include the physical design, management structure, staff complement,

and the division of tasks between cadres.

The hospital's software, meanwhile, can be distinguished between the tangible
elements, the formal managerial procedures and processes, managerial skills and
exercises of power, and the intangible features of informal practice and organisational
culture. Importantly, these features themselves interact. As discussed further below,
for example, management structures and task division among cadres (hardware)
influence the ways in which authority is spread within the hospital (tangible software),
and task division among cadres (hardware) creates professional sub-cultures within

the hospital (intangible software).

Figure 7.5 presents an overall summary of the key contextual factors influencing
leadership practices within hospital DHB, also indicating the interactions among them.

These factors and interactions are now examined further.
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Figure 7.5: Interaction between context and leadership practices within DHB

7.3.1 DHB’s Internal hospital context

The hospital’'s competing leadership experiences, of engagement and team working
as well as hierarchy and fragmentation, can partly be linked back to specific sets of
leadership practices, as discussed in section 7.2.2. However, at the same time these
experiences also reflect key features of the hospital’s intangible software, as revealed

in the staff satisfaction survey data.

Table 7.9 highlights, then, both the strength of relationships among colleagues and,
more specifically, teamwork, alongside the existing challenges of inter-professional

collaboration and, more clearly, the distrust of senior management.
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Table 7.9: Organisational relationships and teamwork at DHB (Source: Annual Report
2016/2017 and Staff Satisfaction Survey in Annexure 2; n = 455)

SSS Specific Question DHB (%) Provincial (%)
Strongly Strongly
Agree/Agree Agree/Agree
2016 2016

| have good relationships with the people that | work with 80% 84%

| am able to consult my colleagues when | am faced with an 7% 82%

unexpected or challenging situation at work

In my unit/‘component the staff function well as a team 69% -

Different professions (doctors, health professionals, admin) 62% -

work well together

| believe that senior management in this organisation have the 40% 34%
best interests of employees at heart

Table 7.10, moreover, illustrates the quite negative staff perceptions of the broader
organizational environment — in terms of dimensions likely to influence and/or reflect
the senior/junior divide within the organization (in nursing and in the overall staff pool).
The perceptions from the survey data indicating that the hospital did not value and
care for its employees contradicts the concerns raised in the qualitative interviews.
Comparison with available provincial averages show some differences but do not
suggest a particular pattern. Other contextual features were also important influences

over the hospital’s competing leadership experiences.

Table 7.10: Organisational perceptions at DHB (Source: Annual Report 2016/2017 and Staff
Satisfaction Survey in Annexure 2; h = 455)

SSS Specific Question DHB (%) Provincial (%)
Strongly Strongly
Agree/Agree Agree/Agree
2016 2016

The organisation values and cares for its employees 43% 33%

The organisation treats its employees fairly 40% 35%

People in this organisation are transparent (no hidden agendas) 36% 40%

and communicate openly

The organisation is open to employee’s feedback and ideas 36% 36%

The organisation keeps employees informed about planned 35% 34%

changes timeously

You receive feedback on your suggestions 30% 38%

The organisation puts employees’ ideas into practice 29% 39%

Looking again at teamwork, an important foundation for it that was identified by both
clinician and nursing respondents was the shared mission (intangible software) of
providing good patient care. Teamwork was also, more recently, deliberately
promoted across the hospital through establishing the shared values (intangible

software) espoused in the C2AIR? principles:
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“@

. and then there is also what is called, this provincial thing, the C?AIR? Club,
although not developed here, it is also an attempt to try to infuse certain values in the
staff that this is how you behave when you work here, or when you work for us, that
kind of thing. So, things are being done, what one might discuss at length — are they
effective? is it working? that is probably to be seen.” DHB-IDI-003 (clinician)

The flow of information (intangible software) and respectful collegial communication
(intangible software), both reflecting leadership practices, further enabled teamwork.
For example, at the time of the study the recent introduction across departments of
‘morning huddles’ between clinicians and nurses working in the same department had

strengthened communication within cross-professional teams at ward level:

“And another good thing, and we learned from EC — EC started with a huddle to
improve communication and they have it every morning, a short meeting to plan things
and we decided we will do it once a week on a Tuesday morning 9 o’clock — | think,
didn’t you see one? And that has improved communication with the nursing staff
because it is important to work as a team with the nurses as well, because we’re

looking after the same patients.” DHB-IDI-023 (clinician manager)

Among clinicians, meanwhile, the professional sub-culture (intangible software) of
sharing clinical and leadership roles was specifically identified as important to team
working. Clinicians often felt that they were bound to each other by a similar
professional background and experience, a shared identity, and specifically referred
to the frequent sharing of roles and responsibilities (a sharing of power: tangible

software) as a team culture.

“l think as clinicians, colleagues, the senior clinicians, we are supportive of one
another, the EC, the surgeons, the medicines. | am not going to be hard on my senior
colleagues, | am going to understand their limitations, we are going to try and find
solutions. As a senior clinician body, we’re supportive.” DHB-IDI-008 (clinician

manager)

“We have more or less the same, or rather let me say we have functional team
components that suits the way we manage our teams. So, we have all adjusted to
what we have been given and some of us have walked into it and been told that this
is the number of staff that we have, and we make it work... And | mean, as senior
clinicians we sit, and we talk about management issues, and we try and resolve issues

together.” DHB-IDI-022 (clinician manager)
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In some cases, clinicians felt bound together by their previous experience of working
at the old hospital (external context). At the same time, some clinician managers
specifically referred to their way of engaging and interacting with junior staff without
considering professional or workplace seniority (a leadership practice) as ‘flattening

the command gradient’.

“There’s this thing about command gradients, where the bosses are up there, and the
juniors are down here — we try and flatten that command gradient or what they call
the power distance relationship. So, | work on first name terms with all my medical
officers, but if they step out of line too much, | do not have a problem calling them

back into line.” DHB-IDI-017 (clinician manager)

In some units, WhatsApp lists enabled communication (intangible software) amongst
the unit team and were used to plan, schedule, and share work. Clinicians often used
the term ‘camaraderie’ when describing the collegial interactions amongst
themselves, which they saw as promoting the participative and engaging leadership

practices that contributed to their morale:

“So, you know there’s a lot of camaraderie and | like that. When we are all feeling low,
we all feel low together and when we all feel good and there is something good to
celebrate, we all feel good together.” DHB-IDI-004 (clinician)

Such camaraderie also enabled clinical teams to act collectively — for example, to
solve problems experienced within the units or teams, to share leadership tasks and
clinical cases, and to provide a seamless clinical service where patients are
transferred to different units according to their clinical care needs and without delays.
Sharing responsibility and leadership even allowed managers to take on bigger

challenges:

“We do share responsibility very well because I think also my team is quite aware of
the burden that | have as a team leader and they want to take some of that burden
away from me and now | feel confident that they can share that burden and they will
offer to share the bigger tasks and take those sorts of things on, which is great.” DHB-
IDI-019 (clinician)

“I believe if you've got good management then they can spread that to your lower
levels and that encourages the lower staff to fulfil certain gaps and give them the
necessary skills. | think that’s a good thing that we've got good management.” DHB-

IDI-013 (junior administrative manager)
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Nurses specifically highlighted the experience of working together in the
decommissioned hospital (external context) as developing a shared identity
(intangible software) which itself enabled teamwork. Most nursing operation
managers and frontline nurses had worked at the decommissioned hospital, and their
shared experience was identified as influencing their attitude to work and the lack of

loyalty to the new hospital. For example:

“In [OLD HOSPITAL] we used to work hard, from all the nurses that is coming from
[OLD HOSPITAL] we are used to working hard, even if there was shortage. In [OLD
HOSPITAL] | used to wrap a person alone, a dead person alone, wrap a body alone
because there was no staff, because my colleague’s maybe on tea then | cannot wait
and then | feel like her duties to do when she comes back. We got used of it and be
strong and get used of the situation. By the time we came to this hospital it is hothing
to us, but for people that are new on this, that is why they resign every day, because

they can't take the pressure.” DHB-IDI-002 (nurse)

In the new hospital, meanwhile, the physical layout of wards (hardware) sometimes
aided teamwork (intangible software) amongst nurses. For example, as demonstrated
on the maternity floor, obstetrics, gynaecology, and paediatric wards are close to each
other and are interlinked in a circular design, each within a close distance, allowing
close working relationships across wards, and interaction among clinicians and

nurses. Partly as a result, the maternity floor had its own micro culture of teamwork:

“We work very well as a team, that | must say. Even the nursing staff, like for instance
if there is no staff in a postnatal, today the person phone in sick or whatever, the
nurses sometimes, some of them would even offer and say | will work in the postnatal
staff to cover that... | love working with my team mates here on second floor, we work
as a team. If we could only work alone, almost as a hospital on its own without the

rest, | would be happy.” DHB-IDI-014 (nursing operation manager)

Finally, within the administrative cadre, the finance department was noted as working
collaboratively with the supply and procurement departments given the connected
nature of their roles and tasks (tangible software) and relational familiarity with each
other (intangible software), and the shared goal (intangible software) of improving the
efficiency of purchasing and delivery of work equipment and supplies. Some
respondents identified teamwork among the executive management and other staff

in administration as also being derived from their shared experience (intangible
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software) in managing the early days of the hospital’s commissioning and transition

(external context).

“We work together, from an EMT point of view, because we have weekly meetings
and we share the same, common goal, we can actually interact with each other. Say
for argument, finance and supply chain, there are key issues around finance, | would
table it there when the hospital opened. You had people from all sorts coming from all
kinds of hospitals... so now we had to try and bring and instil a culture and a bond,
professional bond that will bring the us and the we.” DHB-IDI-015 (senior

administrative manager)

The existing fragmentation and team tensions, meanwhile, were partly because of the
inherited tensions between those staff who had previously worked in the
decommissioned hospital and other groups of staff who came to the new hospital from
other places (external context, see later). However, within DHB, the verticalized
management of staff (hardware, see Figure 7.2) shaping leadership practices was
‘complex and fragmented’, and was identified as leading to ‘working in silos’ - both

between units, and wards, as well as between cadres.

“Like | said it is a very fragmented or a cellular facility, so people tend to function in
silos, and that silo is a kihgdom and people want to protect their kingdom and their
turf... | think it would be more departmental and got to do with the relationships that
had been built previously you know. So, everybody works on a very cellular function,
and everybody says no but it is not their problem, it is not my problem it is your
problem. Instead of saying that it is our problem, let us see what we can do as a facility
to sort the problem out, it is no, don’t involve me in your problem.” DHB-Group

Interview-001 (clinician manager)

“So, the silo management exists in every department and there isn’t a forum for us to
sit down with all the nurses, a sort of cross platform meeting.” DHB-IDI-008 (clinician

manager)

The hospital’s ‘big design’ (hardware) also isolates different departments and cadres
and limits interactions amongst staff and managers, especially senior managers
whose offices are in the executive suite that is far removed from other staff and
departments: “And | feel sometimes that maybe all the departments are quite isolated
from one another, and we don’t often kind of mix and get the opportunity to function
as a whole.” DHB-IDI-019 (clinician)
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Working in inter-professional teams was specifically challenged by power differentials
(tangible software) and differences in professional sub-cultures (intangible software):

“But then, and | don’t know if it has to do with the power relationships between doctors
and nurses generally, that nurses very easily feel defensive, but it does make things
difficult.” DHB-IDI-023 (clinician manager)

The hierarchical nature of the nursing cadre (tangible software), and the rigid scopes
of nursing practice (tangible software), were other factors separating the cadres. They
contributed to verticalized approaches to communication (leadership practices) that

undermined cross-disciplinary working.

“The operations manager of the ward, the nurses, the lead nurse is the operations
manager. He leads the nursing team, so he is their line manager. Then | lead the
doctors and | am their line manager. Whenever there is a nursing issue, | cannot really
intervene, but | am the consultant of the ward so ultimately, | am clinically responsible
but what | do is, when there are nursing issues that cause adverse events, | tell them
1 will not be called, | will not be subpoenaed, | will not give an opinion because it’s a

nursing issue.” DHB-IDI-008 (clinician manager)

HR procedures for handling disciplinary issues (tangible software) followed the
vertical reporting lines and only further contributed to the silo management that

fragmented relationships between clinicians and nurses.

There were also few formal mechanisms to allow meaningful engagements between
clinicians and nurses (tangible software), and staff shortages (hardware) made it

particularly difficult for nursing managers to attend the meetings that did exist.

“We have internal operations meeting, but you see the OPMs attends but the
supervisors of the OPMs, they don’t come to operations meeting... | believe there
should be a cross platform meeting where one of the senior clinicians from each
department, the consultant and the OPM from each department, all of us should sit
with the head of nursing and the head of our medical — we should have a meeting,

even if it's once a quarter.” DHB-IDI-008 (clinician manager)

Among nurses, other explanations of the challenges for teamwork included staff
shortages (hardware) and the practice of staff rotation through different department
(tangible software). These staffing factors de-stabilised the nursing teams within
wards and weakened their team culture. Rigid scopes of practice (tangible software)

for different nurse cadres also undermined nursing teams and teamwork was more
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generally reported as weak where staff within the same cadre or unit did not share
common goals and had different expectations on the outcome of their roles within the
unit (intangible software).

“l feel that certain members of our leadership, their goal is for us, what they expect
from us, is very much to see as many patients as possible, get as many patients out
and discharged as possible. Whereas other members they want us to be thorough
with our patients, do a good job, sort them out clinically and make a good plan for
them, to organise the unit properly, to supervise the juniors. So, people expect
different things from us and sometimes it’s quite difficult and sometimes you even
have to change what you’re doing at work to please certain different leaders if you

see what I'm saying.” DHB-IDI-019 (clinician)

However, perhaps the most important factor driving fragmentation within nursing, was
the quite rigid and hierarchical distribution of power and decision-making within the

nursing cadre (tangible software).

Nursing operation managers have power and authority within the wards where they
supervise all tasks and activities. Delegations within nursing cadre are linked to the
professional hierarchies, from the most senior nursing manager (DD Nursing
Services) down to the lowest ranked nurse in the hierarchy (Auxiliary Nurse). For
example, a nursing operation manager would delegate her duties and authority to shift
leaders or the next most senior staff nurse within the ward. The strict adherence to
the nursing hierarchies as part of the management structure (hardware) shaped
leadership practices and hindered teamwork. A nursing operation manager reported
that those in higher nursing ranks were reluctant and felt uncomfortable reporting to
those in lower categories, which sometimes led to tensions and disagreements

amongst nurses and therefore undermining teamwork.

The other key area of fragmentation within the hospital was between senior
administrative staff and frontline staff. Across cadres, respondents expressed specific
concerns about senior management’s leadership and communication practices.
Despite their efforts at engaging staff, senior managers were criticized for not meeting
staff on the floor to see their experiences at first hand. Respondents also reported
that senior managers were not approachable, and there was a lack of camaraderie

(intangible software) between senior managers and staff.

“l do feel that the sense of camaraderie is a bit low but it’s because of the gap between

management and people on the ground because I'm used to floating in the middle,
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I'm used to going from ground to management and | need to be both, and |

communicate with people from all levels.” DHB-IDI-024 (clinician)

Several clinician, nursing and administrative respondents raised specific concerns
about the non-clinical background and lack of nursing knowledge of the new CEO
(tangible software), given their prior, positive experience of clinicians as CEOs. They

saw this factor as an impediment to making final decisions on clinical matters:

“l think if the CEOQ of the hospital was a doctor, the reason why I'm saying that is
because he cannot fully make the final decision based on his experience, there is a
second person who is the doctor who is making the final decision and then the CEO
cannot dispute or cannot say no because he doesn’t have enough knowledge about
the hospital situation, he’s not a doctor or a professional nurse.” DHB-IDI-012

(nursing operation manager)

“Our CEO was a brand-new person; he was only appointed after we got here. We did
not know him at all, and he is an administrator he is not a medical person. Our
previous CEOs have all been medical, either nursing or doctor.... You see, and you
know we have all had previous CEOs to compare him to, he is not our first, for me he
is probably like my 6th CEO. All the others have been clinical, they have all known my
name, they have known who works in my department, and they have known what |
do. | don’t even think, he’s never been in my office, our previous CEOs had a bit more
diplomacy.” DHB-IDI-004 (clinician)

At the same time, reflecting their professional power (tangible software), clinicians felt

they simply had to be involved in decision-making (tangible software):

“I think they kind of realise that they have to consult with us actually, they can’t impose
things coz people, certainly amongst the doctors, and we won't accept that. | don’t
know what happens at a nursing level, | suspect it’s different in the nursing level.”

DHB-IDI-017 (clinician manager)

Yet formal decision-making power within the hospital (tangible software) lies,
essentially, with the CEO. Both front line clinician and nursing respondents argued
that they were unhappy with the centralisation of decisions at the executive level and
that the executive team had limited engagement with them. Even members of the
ExtendMT noted that:

“We serve on the EXEC but we’re a voice around the table but we’re not the executive

voice if you know what I'm trying to say. It is like, what’s that guy’s name now on
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Animal Farm? George Orwell. So, all animals are equal, but some are more than

others.” DHB-IDI-025 (mid-level administrative manager)

Reflecting this power distribution, the flow of information within the hospital is, then,
essentially vertical. Policies, procedures, and feedback on performance are passed
downward to lower-level staff, and communication with the executive management is
an upward flow — for example, for clinicians, via the deputy director of clinical services.
The rule bound nature of the national, provincial and district health systems (external

context) only exacerbate the flow of information in the hospital.

7.3.2 DHB’s External hospital context

Figure 7.6 highlights the critical features of external context that interact with the
internal context in ways that had consequences for leadership practices and staff
morale within the hospital. First, the commissioning experience (see section 7.1.2)
generated important legacies for DHB. Some respondents specifically linked the
fragmentation among staff and leadership challenges identified at the time of the study
to the process of amalgamating managers and staff from different hospitals. Clinicians
who had no prior experience in leadership, for example, had to learn on the job, but
the very demanding process left little time for practicing approachable, engaging, and

empowering leadership.

Overall, the commissioning process concentrated primarily on establishing and
opening units and departments rather than fully engaging and interacting with staff,

who were themselves overwhelmed.

“It was one of the most terrible times | think in my working history. There were huge
gaps of communication, massive gaps of communication which definitely 1 mean
should you ask anybody else now people might not agree with what | am saying,
which will be an indication of what | am referring to as gaps of communication meaning
that the project was there, the hospital needed to be commissioned, decisions had to
be made and so on and so on. However, support was not there. The commissioning
happened at once for all sections and components of the hospital however, some
other sections received more support than the others.” DHB-IDI-005 (mid-level

administrative manager)
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Figure 7.6: Interaction between external context, internal context, and leadership practices at
DHB

Many respondents noted that inadequate attention had been paid to change
management during the commissioning process and criticised those managing the
process as simply not having the skills to manage the amalgamation of different
groups of staff and develop good working relationships. The strained relationships
between the executive management team and staff at this time were so severe that
external factors such as the South African Medical Association (SAMA) got involved

to try and resolve the disputes:

“And there was a lot of upset about that, there was a lot of ugly stuff, SAMA got
involved so it was trade union representatives, there was a lot of conflicts, a lot of
stress, a lot of negativity which was a struggle, but we are over that hurdle now. It was
threatening to go to court and the CCMA, and it got really ugly and then the
management here kind of backed down you know and said well okay, kind of do it, do

it your way sort of thing.” DHB-IDI-004 (clinician)

Respondents specifically noted that there continued to be tensions between the
different groups of nursing managers and staff brought into DHB. These tensions
undermined information flow, teamwork, and camaraderie, creating an environment

for the more negative leadership practices discussed in section 7.2.2.

“When they have landed here, the [OLD HOSPITAL] group is the biggest group, the
other one from [PLACE X] is a smaller group but the [PLACE XX] ones claim

ownership of this place, it is ours, we might be 3 but it’s ours. You are 200, so what,
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do not bring your [OLD HOSPITAL] nonsense here — that kind of thing. There is you
against us, they have that problem now.” DHB-IDI-003 (clinician)

“l don’t know what’s going on here, but the problem is, look | know we inherited some
disastrous nursing managers from [OLD HOSPITAL], disastrous and they’re still here,
they’ve come over and they’re part of the legacy and they’ve brought their poison with

them.” DHB-IDI-017 (clinician manager)

Managers spent much time and energy managing these rivalries and processes when
they could or should have been building better relationships among staff. Similar
experiences affected some of the clinical units, and spilt over into tensions between
nurses and clinicians, underpinning the fragmentation among staff, and into the
perceived large divide between senior management who the frontline staff expected

to build relations with them - as demonstrated by a quote from a nursing respondent:

“l don’t know because it’'s a new hospital, because they were concentrating on bigger
things that they needed to sort out downstairs, because they don’t have a little clue of
what is really happening... | think we have passed that stage of commissioning and
they should stop using the excuse that we were busy with the commissioning. They
need to put their hands in and come up and see what is happening and connect with

the people that’s doing the work.” DHB-IDI-014 (nursing operation manager)

The second critical external influence over DHB experience is that it is located within
a broader and hierarchical bureaucracy. The hospital budget is set at these higher-
level authorities and as noted earlier, had been a specific concern among staff since

it opened, also linked to concerns about staff shortages and attrition:

“For practical purposes we are aregional level hospital, there is no difference between
a large metro district hospital and a regional hospital — nothing — we are one and the
same thing, okay. But it serves the department of health to differentiate between a
large metro district hospital and a regional hospital because it's cheaper.” DHB-IDI-

017 (clinician manager)

The decision-making authority of the executive management team is also set, and
curtailed, by higher level policy frameworks and regulations. These bureaucratic
policies and regulations, for example, drive human resource management — both the
performance management system and recruitment processes — and the scopes of
practices governing nursing and clinician duties. A respondent in the extended
management team referred to the policy oversight by the next tier of the bureaucracy,
the sub-structure office, as another bureaucratic layer, with rigid rules-driven
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approach; perhaps referring to communication processes and the top-down strategy
for implementation of policies. The executive management also expressed specific
concern about their lack of decision-making authority in relation to the use of allocated
funds for recruitment and paying locum staff to mitigate clinical and nursing staff
shortages.

The consequences of this bureaucratic hierarchy were, overall, that the hospital
leadership was seen by their staff as uncaring and lacking empathy because they did
not (and could not) resolve budgetary and staffing challenges. For example, when
nationally agreed salary increases could not be paid because of budget limits, this
exacerbated tensions between executive leadership and staff and their labour unions.
Not surprisingly, then, the limited authority of senior leadership within the hospital

undermined their staff’s trust in them:

“l feel also lately, I've picked up that there’s not a lot of interest from staff as to what
management has to say but | think it has to do with the financial constraints that we
are having so our staff have been under pressure and management are also under
pressure because of these financial constraints.” DHB-IDI-013 (junior

administrative manager)
7.4 Chapter Summary

In conclusion, then, in this chapter, | have presented a detailed description of the
leadership practices and their implications for the varying sources and levels of staff
satisfaction and morale in DHB. In addition, | have discussed the key features of
DHB’s context that influence leadership experiences and practices. These include the
history of commissioning, budgetary uncertainty, HRM processes, hospital design,
decision-making, management structures, and the intangible software of internal
context. Some of these features also themselves influence staff satisfaction and

morale.

A key finding was how the commissioning process and experience emerged as
instrumental in the fragmentation and the tensions between cadres and groups of staff
in DHB. The fragmentation undermined relationships in teams and contributed to
leadership practices that demoralised staff. Similarly, the organisational processes

and the ability or inability to make decisions was critical in shaping staff relationships.

Bureaucracy and budgetary uncertainty, as external context features, therefore, also

had a profound impact on elements of internal context such as fragmentation,
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camaraderie, teamwork, and professional sub-cultures. In turn, these elements of
DHB’s context influenced the leadership practices that promoted or undermined staff

morale.

Clinician and administrative respondents reported on more positive experiences as
compared to the nursing respondents in this case study hospital. Clinicians and
administrative staff highlighted the sharing of roles and power within their teams as
reflecting both leadership practices and different contextual features, as well as

supporting teamwork and having positive consequences for staff morale.

In contrast, respondents from the nursing cadre appeared to be more disengaged
than clinical and administrative cadres, with weaker teamwork experiences. Nurses
were particularly demoralised by the rigid nursing management style that left them
with limited opportunities for delegated or shared leadership. The background of the
current CEO and prior managerial turnover are other important aspects of the

hospital’s context that shaped leadership practices and morale in the hospital.

In sum, then, an important finding that this chapter highlights is how cross-
professional and cross-managerial relationships in DHB were undermined by a
combination of factors external to the hospital and organisational processes within the
hospital. The results in this chapter also show how these factors influenced leadership
practices and staff satisfaction and morale. These dynamics are further examined in

the ensuing cross-case and discussion chapters.
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Chapter 8: Cross-Case Analysis of the District
Hospitals

8.0 Introduction

Chapter Eight presents an analysis of experiences across the two hospital cases. It
addresses the overall research question: How does organisational context influence
leadership practices and affect staff satisfaction and morale, as an indicator of
leadership effectiveness, in district hospitals in the Western Cape Province, South
Africa? The overarching conceptual framework presented in Chapter Three guided
the analysis of the data generated from the two hospitals and the findings presented
in this chapter. Specifically, and moving beyond the individual case study
experiences, this cross-case analysis focuses on how hospital context mediates the
emergence of collective leadership, as a distinct phenomenon. As described
theoretically in Chapter Three, collective leadership is broadly a process of distributed
influence and control involving collaborations and relationships (Hiller et al., 2006),
that shapes the behaviours of individuals situated within a given social context (West,
Lyubovnikova, Eckert, & Denis, 2014; Raelin, 2011; Denis, Langley, & Rouleau,
2010).

As summarised in Figure 8.1, the chapter considers: first, the potential of the
observed leadership practices to support the emergence of collective leadership
within the hospitals; second, the external and internal contextual factors that also
influenced the emergence of collective leadership; and third, how these particular
contextual features may themselves impact on staff satisfaction and morale. Chapter
Eight also draws on wider theory on power and identity (professional, managerial or
team) to deepen understanding of the interlinkages between hospital context,
leadership practices and collective leadership. Power and authority are both features
of leadership and context that may influence others or the course of events in the
hospitals, including the desire or motivation to act or behave in a particular manner
(Yukl, 2006). Theoretical and empirical understanding of professional identity,
meanwhile, views leadership as a group process that varies with context and include
both individual and collective social interactions (Berghout, Fabbricotti, Buljac-
Samardzi¢, & Hilders, 2017; Daire & Gilson, 2014; Baker & Denis, 2011; Hogg & van
Knippenberg, 2003; Hogg, Terry, & White, 1995; Turner, Oakes, Haslam, & McGarty,
1994). Finally, where available, wider South African literature that supports specific

analyses is also presented.
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Figure 8.1: Representation of the interplay in cross-case analysis

Note: Figure 8.1 illustrates the pathways between the dimensions of the Leadership Trinity framework
(see Chapter Three) that are supported by the cross-case analysis. The external context influenced
internal context and was shown to be linked to collective leadership. The dash arrows indicate a probable
link between leadership practices and staff satisfaction and morale, and this link is stronger than the
possible links between external and internal context, and staff satisfaction and morale which is shown
by the dotted arrows.
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8.1 Leadership practices and experiences of collective

leadership across hospitals

Table 8.1 summarises for both hospitals the categories of leadership practices
identified in Chapters Six and Seven as positive and negative. As outlined earlier,
these judgments reflect whether, or not, the practices are likely to support staff
satisfaction and morale and were derived from the qualitative interview data, notes
from observations, and supporting information from staff satisfaction surveys. The
Table considers overall experience in each hospital as well as the dominant
experiences of leadership practice for each of the three cadre groupings examined in
this study.

Table 8.1: Comparison of Leadership Practices in Case-Study Hospitals

Category District Hospital A District Hospital B
Overall Positive Leadership  Full delegation/Shared, Full delegation,
Practices Participative, Empathetic, Approachable, Participative,
Approachable, and Empowering. Engaging, and Persuasive.
Overall Negative Favouritism, Hierarchical and Hierarchical, Disengaging,
Leadership Practices Disengaging Criticisms, and Divulging
Secrets.
Empowering, Full Full delegation,
Administrative Cadre delegation/Shared, Caring and Approachable, and
Empathetic Practices Disengaging Practices
Full delegation/Shared, Full delegation, Empowering,
Clinical Cadre Empo.wer.lng, Approachable_, Approachablet Partmnpatlve,
Participative, and Empathetic and Empathetic Practices
Practices
Hierarchical, Favouritism, Persuasive, Hierarchical,
Nursing Cadre Dise.n.gag.ing, and .Non- D?seng.aging, Favouri_tism,
participative Practices Divulging secrets, Being
critical and Criticism Practices

Note: Table 8.1 is a comparison of the overall leadership practices in DHA and DHB, outlining the
practices as either positive or negative, and by cadre. Italics denotes negative leadership practices as
experienced by each cadre grouping.

Leadership practices that were assessed as positive were broadly similar across
hospitals. These practices, summarised in Table 8.2, include being approachable,
participative, and engaging, as well as those that allow sharing with, delegation to,
and empowering colleagues and subordinates. These practices resemble what are

broadly termed transformational and authentic individual leadership styles - ones that
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enhance staff well-being and empowerment, and have a positive impact on staff
performance (Kelloway, Weigand, McKee, & Das, 2013; Avolio & Gardner, 2005).

Table 8.2: Understanding Leadership Practices (Source: Observational, Interview and Staff
Satisfaction Survey data in DHA and DHB)

Leadership Practice Description

Full delegation Sharing and delegating roles and responsibilities to other staff

Empowering Developing others for leadership, identifying leadership talents, self-
initiatives and leading by example

Approachable Being reliable, accessible, and visible in the unit, ward, or hospital

Participative and Interacting with staff, allowing participation and involvement in decision-
Engaging making

(o1l f=lale =gl o1 (518 Concern for staff welfare and fairness

Diplomacy and flexibility when dealing with staff
Disengaging Inability to develop others, lack of accessibility of visibility to staff, and not
leading by example

Hierarchical Inability to share delegation, instructive, giving orders and authoritative
Favouritism Assigning duties and conducting appraisals based on friendship
Divulging secrets Exposing and sharing confidential information or secrets with other staff

Being critical and Fault-finding and condemning staff
criticisms

In direct contrast, negative leadership practices were those which led staff to feel dis-
engaged, or subject to criticism or (perceived) biased decision-making, and entailed
divulging secrets, not delegating, or sharing roles, or giving orders and being
authoritative and instructive (see also Table 8.2). These types of individualised
leadership behaviours, ones that are corrective and rules-driven, are associated with
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what is termed transactional and hierarchical leadership styles (Bass, Avolio, Jung,
& Berson, 2003; Avolio & Bass, 2001).

There were also some similarities across hospitals in the experience of cadres. In

both hospitals, and despite the generally positive perceptions in DHA, nursing

leadership practices were experienced as hierarchical and disengaging, whereas

clinicians and administrative staff experienced leadership more positively. Table 8.3

presents examples of quotes that illustrate how staff perceived these leadership

practices in both hospitals.

Table 8.3: Exemplary quotes on leadership practices

Full
delegation

Empowering

Approachable

Participative

and Engaging

Caring and
Empathetic

Persuasive

“He is a good manager, he knows how to
delegate, he knows how to get other people
to do the work and he’s done a phenomenal
job in terms of changing the structure of our
team in delegating work to other people and
allowing other people to take up skills, to take
on things that | was in a sense not able to
release.” DHA-IDI-008 Senior Clinician

“People work independently ~ when
empowered and knowing what their roles are
and | don’t have to watch over their shoulders
to see that the job is done. So, | am not going
to micromanage them, that | inspire trust and
inspire motivation and you know the people
that | work with and a team effort.” DHA-IDI-
017 Nursing Area Manager

“Management and leadership wise, | would
say that we have a really good manager, our
CEO is great, he is brilliant, he listens to you,
he’s smart, he’s the change that DHA
needed, and he’s got great attitude and | think
everyone else like it, just like a ripple effect.”
DHA-IDI-007  Mid-Level  Administrative

Manager

“We try and solve everything within the
department. So, if | have a problem with
them, | will discuss it and manage it here. If |
cannot, then | will take it up. Or if they have a
problem with me, | will try and first clear it and
if they are not happy with me, they then will
take it up to my boss.” DHA-IDI-003 Clinician

“Being empathetic and just being a good
human being to your staff and understanding
that they are going through tough
challenges.” DHA-IDI-002 Senior Clinician

“Whether we have these young nurses who
are falling apart because of a boyfriend, or a
lot of our staff have debt issues, I'm no
financier but you know you sit, and you
listen.” DHA-IDI-017 Nursing Area Manager

Not Reported

“In our component what we will do, if | am not
here, the same as you asked me about when
my director is not here, | do take up his role.
Same goes for all of us, which is according to
me something very nice in that it gives the guys
exposure. Being a supervisor for a day or for a
week, just changes your way of thinking.” DHB-
IDI-005 Mid-Level Administrative Manager

“I think | empower myself and | get
empowerment from the people that | am
leading. | think we feed off each other. The skills
of leadership I've learnt from other people, I've
learnt from the examples that | see in my
department.” DHB-IDI-019 Clinician

“You want your followers in the unit to challenge
you, but you want them to challenge you for the
right reasons. Just because you are the boss,
or the leader doesn’t mean that you are the only
one with good ideas.” DHB-IDI-017 Senior
Clinician

“Our head of nursing, the manager, she does
have meetings with different categories of staff.
We as operational managers, we have
alternate Thursday meetings, when we come
back from those meetings, we hand over to the
staff what was discussed in the meeting, so
they also can talk to the head of department.”
DHB-IDI-012 Nursing Ward Operation Manager

“So [HE’S] been very sympathetic, he’s been
trying to negotiate on a huge number of
psychological traumas amongst doctors. He
doesn’t always get it right and | think it's
because it's a huge balancing act for him to try
to keep his managers happy and at the same
time keep his group of doctors happy.” DHB-
IDI-004 Clinician

“I think I'm also the type of person that would, if
| want this to be done this way, then | would say
to people in a very nice way, that you know,
although | will get their opinion, | will still deep
down want it my way and I've learned to say, let
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Disengaging

Hierarchical

Favouritism

Divulging
secrets

Being critical
and
criticisms

“There is a huge disconnect between
management and the physicians, and the
clinical staff. Huge disconnect in a sense that
managers male financial decisions around
the hospital, and they make huge decisions
that impact directly on patient care without
consulting the physicians that are actually
looking after the patients.” DHA-IDI-002

Clinician Manager

“Nobody makes decisions for me. The wards
and the people there that have been
historically here in this place do not tell me
what to do. | am the manager. | will tell you
what to do.” DHA-IDI-004  Senior
Administrative Manager

“| feel people are neglected; | feel that the true
stars are neglected. But what | would like to
see happening is that we are all on the same
page, that my expectations from the system
is the same as yours.” DHA-IDI-010 Nursing
Ward Operation Manager

Not Reported

Not Reported

go, this is a team thing and make people feel
appreciated, make people also feel they
contributed, and then it becomes our thing, and
everybody feels happy about it.” DHB-IDI-015
Senior Administrative Manager

“So now because I'm quiet and not very
talkative they would just disregard me. And
personally, | feel there is much | can give, | am
just waiting for my five years to resign here...
I’m moving because, here I’'m not going to grow,
the leaders don’t identify people that they can
take as successes, they only want to do things
like this for themselves.” DHB-IDI-014 Nursing
Ward Operation Manager

“I know that people in unit X struggle, there’s
quite a few people that don’t like the
management style that's happening in the
[unit], I think it's very authoritarian, you know it's
all of those things. | think that they don't feel
supported.” DHB-IDI-017 Senior Clinician

“You know people when they are in high places,
they want you to play according to how they
want you to play. And if you are not that type of
player then you will not get anywhere, not being
rude, not wanting to play the type of play that
they want you to be, being a B player, so you
will stay a B player, you will not rise in your
level.” DHB-IDI-018 Nursing Ward Clerk

“I will never share any personal problems that |
have, | must lie... | will rather share with my
mum or my sisters than share with fellow
managers here because at the end of the day
its going to be a laughingstock in the
packages.” DHB-IDI-002 Nursing Shift Leader

“That's why most of the sisters upstairs are
resigning every day and they will tell me we
can't take this anymore, by the time you go
home our feet are sore and sore... and the
manager will come and shout at you, they sit in
the office, they don’t know what you are feeling
on the floor.” DHB-IDI-002 Nursing Shift Leader

“You go and find something where you have to
see 10 patients instead of 5 to 6 patients. And
then you get hauled over the coals because 2
or 3 patients, maybe more, will not receive their
full care. Who do they blame? They blame the
nurse.” DHB-IDI-004 Clinician

The hospital experiences further suggest that the leadership practices identified as
positive in terms of staff morale were also associated with collective leadership, while

negative leadership practices were likely to undermine it (Table 8.3).

Although relevant leadership practices were identified in both hospitals, there
appeared, overall, to be a stronger sense of collective leadership and its value in

various spaces of DHA. A senior administrative manager reported, for example, that:
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“I think a lot of our successes is to do with management itself, we do have very good
managers and they are experts in their field, and | believe if you've got good
management then they can spread that to your lower levels and that encourages the
lower staff to fulfil certain gaps and give them the necessary skills.” DHA-IDI-001
Senior Administrative Manager

Some unit managers also talked about their preference for small collective teams that

would go the extra mile in ensuring quality patient care:

“l would rather have a small team of people who go the extra mile than a lot of people.
| cannot carry dead wood, if people are not going to put in and go the extra mile they
can go and work somewhere else, seriously. But a small team of people, and they do
not have to be competent, they just have to care enough to actually learn, that kind of
people.” DHA-IDI-011 Senior Clinician

Indeed, teamwork, including across cadres, was widely seen as important for
performance: as noted by a mid-level nursing manager: “You have to build up
relationships with that team for you to be successful.” [DHA-IDI-012 Nursing Ward
Operation Manager]. Clinicians at DHA commonly had good feelings about working
at the hospital due to the excellent relationships amongst them, so they did not feel

like they were working on their own.

“For all the services, we don’t have separate doctors in out-patients, separate doctors
in teaching, separate doctors, one team doing multiple things because people work

together because they are part of something special.” DHA-IDI-002 Senior Clinician

Finally, the growth and positive outcome of nurturing of collective leadership practices

in the hospital was also acknowledged by a mid-level nursing manager, who said:

“I think slowly but surely, we are moving toward an improved staff morale and
improved leadership ability amongst all, not just nursing, the allied staff as well.” DHA-

IDI-017 Nursing Area Manager
Similar experiences were also a feature amongst clinicians:

“My approach has been to be more inclusive... we have given medical officers
leadership, and they seem happy with their leadership, they are like our rock when
we are not here. When | am not here and they are there | am happy because | know
that they will mobilise staff and they will do what is right, because | have empowered
them to do that, | will be careful, I'll never undermine them.” DHA-IDI-002 Senior
Clinician
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In DHB, meanwhile, collective leadership was most clearly experienced among

clinicians:

“ think for [unit] we talk together about issues, and we agree on how we are going to
do things. It’s not necessarily just one person leading but it’s the team of senior people
providing the direction and then one can see that fortunately we have very good
doctors, interns and medical officers so they would then follow that direction and if

they don’t, we give them feedback.” DHB-IDI-023 Senior clinician

Indeed, across hospitals clinicians commonly used collective decision-making to

solve problems in clinical teams, experiences exemplified by a junior clinician in DHB:

“We share responsibility very well because | think also my team is quite aware of the
burden that | have as a team leader and they want to take some of that burden away
from me and now | feel confident that they can share that burden and they will offer
to share the bigger tasks and take those sorts of things, which is great.” DHB-IDI-019
Clinician

Despite the positive signs of collective leadership amongst clinicians, however, there
were clear signs of the limited depth of collective leadership in DHB’s extended
management team. The challenges experienced were well expressed, first, by a

clinician member of the team:

“To be honest with you at the moment you know it’s not a good space for me to be in.
| feel very sort of marginalised because whenever | sort of give an idea or something
it will sort of it is almost sort of like, okay no or whatever... But sometimes you do feel,
| suppose itis just how much | am tramping on your toes man, | think that is the bottom
line, and what | was told was [Respondent] they do not want to give you too much of

rope because then you might just run, sort of run away with it.” DHB-IDI-011 Clinician

Another clinician also reported on the wider fragmentation of leadership within the

hospital:

“I will reiterate it again that | think the rest of the hospital, when you are leading you
need to lead by example and the positivity and trying to work hard together as a team
doesn’t start on top and that’s the problem. If needs to start on top, making sure that
the people below you actually feel part of a team — coz now there’s different levels, it
is not one team. You have got the EMT team, you have got middle management team,

you have got different silos of teams but there is not a one team. Everybody is

163



”

separated, procurement is a team and if there’s no stock it’'s procurement’s fault.
DHB-IDI-024 Clinician

Many DHB respondents also complained that they experienced leadership as a top-

down process of ‘passing the buck’, rather than one of engagement:

“Sometimes you feel alone you know, not getting the support from the management
because they feel you are there, but overall, it is their responsibility and sometimes
there’s requests coming from substructure that they can answer because all the
emails goes to them, and they will pass it out to you but sometimes they do have the
stuff and they can just pass it on, so that is like passing the buck | think, if they can

just work together more on that.” DHB-IDI-009 Mid-Level Administrative Manager
A clinician expressed this experience of top-down information flow more forcefully:

“Don’t send me emails saying Richard Branson loves his employees, that for me
means nothing, it’s patronising, that’s what it is. | am not interested in that, you show
yourself here, you walk amongst the crowd, you show yourself in the emergency unit
when people are lying on the floor because that to me says that you understand what
your staff is going through. Don’t send an email saying don’t put patients on the floor

— that’s meaningless.” DHB-IDI-004 Clinician

The differences between the hospitals in their experience of collective leadership are
exemplified by the experiences of two champion leaders, one in each hospital.
‘Champion leadership’ is a term that respondents in DHA and DHB used to describe
staff who felt empowered by the wider environment of engagement to practice
leadership in wards and in the hospital. In DHA this leader noted:

“Over and above my job, I'm a champion for the C*AIR? Club. What C*AIR? Club is all
about, it is all about improving the patient experience but applying the value, the
departmental values, which is caring, competence, respect, responsiveness, integrity,
and innovation. So, what | do as part of my programme of that, we normally plan
events, like team building events, recently we had one for master chef and the
purpose of that was basically to get to know each other.” DHA-IDI-013 Mid-Level

Administrative Manager

The administrative manager planned team building events that brought staff together
to know each other using the provincial C2AIR? values framework. The activities
organised by the manager were also judged by colleagues to strengthen existing

relationships and camaraderie, in turn supporting teamwork and collective leadership.
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In contrast, nursing staff who sought to take initiative as ‘champion leaders’ for the
C2?AIR? Club in DHB felt demoralised by the lack of staff interest within the hospital,
and criticised the lack of senior leadership support:

“l find there’s lack of assertive leadership from the top management, | can give you
an example if you want to and it is not personal. For example, we had the C?AIR?
Club, the bottom of the barrel, most of the Western Cape is doing extremely well with
the C?AIR? Club, but | feel that ... the idea was not sold well enough under the doctors,
and they decided that they are not puppets, and you know it’'s a waste of time.” DHB-

IDI-006 Nursing Ward Operation Manager

However, despite the lack of collective engagement in the C?AIR? Club at DHB, there
was a champion leader amongst clinicians who had no formal leadership position but
was respected by other staff because he inspired them to take over leadership within
the hospital. In addition, a nurse was identified as a champion in a section which

encompassed three interlinked wards:

“l don’t know where | would have been as a young and a new operational manager
on this floor, where | would have been if it hadn’t been for that woman. She is the one,
literally pulling these things together and putting us and giving us that leadership and
saying listen here, let us have a meeting, we are going to do this and this and that.
Really, she is the one that is really functioning as the area manager on this floor, she
does not have the title, she does not get a salary for that job, she’s the one that’s
doing all that the area manager is supposed to do.” DHB-IDI-014 Nursing Ward
Operation Manager

These experiences also, finally, point to the associations illustrated in Figure 8.1
between leadership practices and hospital context. Positive and engaging leadership
practices both enabled collective leadership and nurtured the intangible software of
camaraderie and teamwork in DHA (see Chapter Six). In contrast, disengaged and
hierarchical leadership practices undermined collective leadership and reinforced
fragmented ways of working in DHB (see Chapter Seven). The nature of these

recursive associations is further discussed in sections 8.4 and 8.5 of this chapter.
8.2 Hospital histories

In this section | describe some of the key features of hospital history that the cross-
case analysis revealed as important influences over the hospitals’ continuing

experience of leadership (see also section 8.5) and over staff morale at the time of
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the study. Table 8.4 summarises the key external contextual issues with the relevant

historical internal hardware and software elements considered further in this section.

Table 8.4: Comparison of history and background of DHA and DHB

District Hospital A District Hospital B

Old hospital structure in a building with limited | Newly commissioned hospital in a new modern
space building

Hospital re-classified from Level 3 Regional to | Hospital functions as Level 2 District Hospital,
Level 2 District Hospital with some Level 3 Tertiary services

History of togetherness due to staff working for | History of tensions due to amalgamation of staff
long periods in the hospital

Senior hospital leadership transitions over six | CEO appointed during the commissioning
years prior to study process after resignation of the first CEO

Having been established in 1888, DHA is an old hospital with associated structural
challenges of space and maintenance. Previously a Level 3 (regional hospital), in
2009, as part of wider provincial health system restructuring, it was re-classified as a
Level 2 District Hospital offering a reduced scope of specialist services and referring
more complicated cases upwards. This downgrading was also widely associated with
budgetary challenges by hospital staff. Nonetheless, the history of stable staffing and
well-established relationships in DHA had resulted in the development of family-like
collegial relationships between staff (also discussed in detail in section 8.5) which
itself represented the internal context (software) supporting collective leadership, as

well as nurturing staff morale.

By contrast, DHB is a newly commissioned district hospital that was built and opened
in 2013, in line with the wider provincial health system restructuring, which also
provides some level 3 specialist care services. Despite being a new hospital, DHB
experienced significant structural challenges after it opened that worked against the
emergence of collective leadership, and undermined morale. It was criticised by
hospital staff for not having the same level of facilities as the old hospital that had

previously served the catchment area:

“One of the big challenges that we had is that they closed down the [OLD] high care
unit against what everybody said, all of us clinicians complained, we said please do
not close down that high care unit, we need it And they shut it down and that’s a big
problem, it’s a big problem in terms of the staff get de-skilled, it’s a big problem that
we sometimes end up locking the theatre for 12 hours because we can’t get a patient
shipped across to [the tertiary hospital] because they don’t have an available ICU bed

and we don’t have a bed to put the patient in.” DHB-IDI-017 Senior Clinician
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One of the key areas of the new building, the Emergency Centre, was partially burnt
down during commissioning, and both nursing and clinician respondents reported that
the contractors and management did not consider their suggestions when redesigning
the department. Most respondents argued that the poorly redesigned department had
limited space for staff and patients, leading to tensions, stress, and burnout among
staff. Some clinicians referred to the department and hospital as a ‘dysfunctional unit
and family by design’ (Field Notes). In addition, the new staff complement of DHB
had been brought together from different facilities in the subdistrict, all of whom

claimed ‘ownership’ of the hospital.

“So, all in all, | think we have been caught in the translation both from the union side
the management side and, especially here, staff side because some members of staff
came from [Old] hospital another smaller group came from [Facility X], so among staff
here, that is one of the problems that they have got, it's you against us. When they
landed here, the [Old Hospital] group is the biggest group, the other one from [Facility
X] is a smaller group but the [Facility X] ones claim ownership of this place, it is ours,
we might be 3 but it is ours. You, you are 200, so what, do not bring your [Old Hospital]
nonsense here —that kind of thing. So, there is you against us, they have that problem
even now.” DHB-IDI-003 Clinician

Most of the staff complement came from an older decommissioned hospital and had
understood that they were not going to be permanently stationed at DHB but would at
some later time go back to the old hospital. The realisation that such a return would

not occur was very demotivating.

“Where DHB is a little bit different elephant, first of all, | am sure you know the whole
story, that issues about to amalgamate or closing [Old Hospital] and DHB and moving
staff. | think that was a big impact and | think until now it’s a big impact on everyone
you know there are people still waiting for new [Old Hospital] to open and go back.”
DHB-IDI-016 Senior Administrative Manager

Tensions between groups of staff, and with formal hospital leadership, were also
fuelled by the poor management of contracts during the commissioning process,
which led to mediation between hospital leadership and staff by professional

organisations from outside the hospital:

“And there was a lot of upset about that, there was a lot of ugly stuff, SAMA got

involved, so it was trade union representatives, there was a lot of conflicts, a lot of
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stress, a lot of negativity which was a struggle, but we are over that hurdle now.” DHB-

IDI-016 Senior Administrative Manager

Another feature of hospital history influencing current experience of leadership at both
hospitals was the hospital’'s past leadership. The recent history of DHA had been
characterised by rapid turnover of managers, with respondents referring to the
experience of an older, good manager in contrast to more recent, less strong

managers:

“I've been through three different CEOs or superintendents as they were called in the
old days, and I've seen different styles of management since being at DHA... | do not
know why CEOs keep changing. About five 5 or 6 years ago, this hospital had a very
good CEO who was part of the reason for recruiting me... she was brilliant, hands on,
in touch with all departments, visible in the hospital, where patients came first. She

was inspirational and always wanted the best for staff.” DHA-IDI-002 Clinician

At the time of this study, the newly appointed executive leadership team had to
confront staff memories of a previous CEO who was highly regarded by long-serving
staff for bringing in collaborative practices, focused on relationships, being open to

other managers and inspiring frontline staff:

“So, slowly but surely, | think that the bridges are being rebuilt between management
and the general staff. Whereas before, it was not a nice thing, it is not an ugly thing
but when you went to your senior with an issue and nothing got resolved, you as a
person became despondent regardless of what position you're in.” DHA-IDI-017

Nursing Area Manager

Deliberate managerial appointments had also been made to address past challenges

with relationships in departments that were considered as underperforming:

“With the department of [XX], we changed the [HOD]. This was a deliberate move for
reasons we won’t go into in detail, but the person was underperforming and then we
hired a higher performer and our [XX] Department has probably seen a 50% increase
in everything; output, teaching, staff morale, it's just a different [XX] Department.”
DHA-IDI-001 Senior Administrative Manager

Overall, then, to highlight the positive leadership in DHA at the time of the study:

“I will say that there’s been really some improvement, or I'll say I'm seeing a change
because of the change in leadership. So, for me | will say | am quite satisfied with the

way things are going since last year, since the appointment of the new leader that we
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have. But however, there’s always room for improvement.” DHA-IDI-013 Mid-Level

Administrative Manager

In DHB, meanwhile, the commissioning process had been a particularly challenging
time for those leading it, since the commissioning managers were inexperienced in
change management, with the permanent CEO only appointed towards the end of
that period:

“And so that is what the challenges was, there was a lack of experience at managerial

level, I'm talking about our level now.” DHB-IDI-001 Senior Administrative Manager

“l think the EMT, we grew together, there was a time, | must also be honest, that |
personally, when all those complaints and stuff came, | became a bit depressed to a
point where | actually personally phoned ICAS [counselling] because | felt I'm failing
the department, I'm failing the patients, | thought | was doing something wrong you

know.” DHB-IDI-015 Senior Administrative Manager

This situation, and the administrative commissioning procedures, inevitably
exacerbated the challenges experienced in bringing together staff from different
facilities:

“‘So, that was a hectic, crazy time. We as management, we were running with
commissioning hats, too many meetings and budget meetings and capital meetings
and equipment meetings, there was no time to talk to the soft issues of the staff
because you were busy commissioning, so then you expected that direct supervisors
should do X, y, z and then the direct supervisors are many of them are from [Old
Hospital] who didn’t bother, there was no loyalty, there was no dedication, but they
were your soldiers to make stuff happen.” DHB-IDI-021 Senior Administrative

Manager

Overall, then, inexperience in change management was reflected in the disengaging
leadership practices reported from the time of commissioning across departments and
units in DHB; these had consequences for supportive relationships and teamwork at

the time of the study (see section 8.5).

Generally, the historical context had influences on collective leadership at each
hospital, with further consequences for staff satisfaction and morale. On the one hand,
the old history of DHA, its re-classification and leadership transitions engendered
good relationships and teamwork that built collective leadership and was linked to

enhanced staff satisfaction and morale. On the other hand, at DHB, was newly

169



commissioned and had a history of tensions between amalgamated staff and with the
new CEO that, ultimately, hindered collective leadership and largely undermined staff

satisfaction and morale.

8.3 Influences of bureaucratic rigidity and managerial

hierarchies on leadership practices

In this section, | explain the insights generated from the cross-case analysis about
how external bureaucratic rigidity, internal managerial hierarchy, and wider hospital
power flows, as well as nursing management hierarchies impacted on collective
leadership practices in the case study hospitals. The explanations, where applicable,
will also show the possible influences on staff satisfaction and morale. The key
comparisons, and similarities across hospitals, are outlined in Table 8.5 and,

subsequently, discussed.

Table 8.5: Summary table of key findings relevant to bureaucracy and managerial hierarchies

at both hospitals

Feature DHA DHB

External policy and regulations National and provincial public sector frameworks

Budgetary uncertainty and HRM | Constrained by sub-structure and provincial regulations
processes

Centralisation/decentralisation Decision-making at CEO and executive level
Power structures Hierarchical and fragmented but lateral amongst clinicians
Nursing management hierarchies Rigid but with some flexibility | More rigid and less flexible

8.3.1 External Bureaucratic context

The case study hospitals operate within the same public sector external context. As
South Africa has a quasi-federal government system (see Chapter Five), the hospitals
are formally managed by the Western Cape Provincial Department of Health but work
within both provincial and national health and other public sector policy and regulatory

frameworks.

Financial and human resource management in the public health sector are strongly
influenced by national government policy frameworks and guidance provided by the
national Treasury and the Department for Public Service Administration. The Public

Finance Management Act, described in Box 8.1 below, is an important example of
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the overarching frameworks shaping hospital leadership. It seeks to ensure sound
financial management for the successful implementation and sustainability of
government programmes and projects in the South African public sector (Fourie,
2001). All government departments are also audited annually by the national Auditor
General’s office, which keeps a close watch on expenditure patterns and practices for
accountability (RSA Auditor-General of South Africa, 2004).

Box 8.1: The Public Finance Management Act of 1999 (Source: Fourie, 2002; Fourie, 2001;
RSA National Treasury, 1999)

The Public Finance Management Act (PFMA) is a 1999 Act of Parliament. The Act aims to regulate
financial management in the national and provincial governments; to ensure that all revenue,
expenditure, assets and liabilities of those governments are managed efficiently and effectively; to
provide for the responsibilities of persons entrusted with financial management in those
governments; and to provide for matters connected with them (RSA National Treasury, 1999). The
reforms are formulated to regulate spending in the public sector by linking spending to outcomes
(Fourie, 2001). According to the Act, financial decision-making in the public sector is decentralised
down to managers of departments who are at the forefront of policy implementation and service
delivery, but they are also held responsible (Fourie, 2002). If public managers overspend their
approved budget, they are legally held liable and can be prosecuted and sent to jail. Compliance of
PFMA is embodied in the staff performance management, where the responsibilities of the staff is
outlined.

Provincial treasuries function in line with the National Treasury’s planning, budgeting, and reporting
guidelines (Roman, 2017). In addition, the provincial treasury is responsible for Annual Performance
Plans, audited financial statements and public facilities that they submit to the office of the Auditor
General of South Africa (AGSA. AGSA is an independent and constitutionally mandated to audit
financial statements of national, provincial, and local governments. They also audit public health
facilities in all the provinces. Some provinces devolve PFMA responsibility to managers at ward level
using the cost centre approach and frontline staff blame PFMA for the challenges they face in the
wards. However other provinces devolve the responsibility to the hospital management level (Deputy
Director for Finance), and frontline staff are not conversant with the aim and functions of PFMA. Both
DHA and DHB study cases only devolved PFMA responsibility at hospital management level.

Within the Western Cape provincial health system, there are also multiple levels of
bureaucracy. The two case study hospitals report to a substructure of the provincial
government’s Metro District Health Services (DHS) structure (see Chapter Five for
further details). The sub-structure co-ordinates and oversees the functioning of the
hospitals and other facilities in their area and has its own leadership team that
includes the district hospital CEO. This team reports to the Metro DHS office, being
guided by it as well as by policy frameworks and policy directives developed by the

provincial Department of Health.

A further feature of South African bureaucracy that influences the public health system

is its public sector organisational practices - which are widely identified as
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conservative, hierarchical, and rigid (Von Holdt & Murphy, 2007). Decision-making in
this hierarchical bureaucracy is fragmented and dominated by command-and-control
systems where leadership is strictly viewed as an administrative rather than strategic
function. Across hospitals, the multiple layers of decision-making and regulatory
influences within this bureaucratic environment were having direct impact both on

hospital managers and on wider staff morale:

“We are maintaining service levels while we follow the rules of the department of
health. So, | think that is the first thing. When you are in a hospital, a lot of your goals

are already set.” DHA-IDI-001 Senior Administrative Manager

“The other issue about management is that there are lots of middle managers. So,
you get [the CEQ], then Dr W, X, Y and then Dr Z. That is the leadership line of the
Western Cape, right. And the problem is, often the hospitals, like its maybe the CEO
is under pressure around the decisions that are taken by the head office. The head
office, the decisions they make will have huge impacts on patient care, but they don't

interact with the patients, they don’t speak to us.” DHA-IDI-002 Clinician

The bureaucratic hierarchies directly influenced how staff felt about their work in both

hospitals:

“I feel sometimes debilitated; | feel unmotivated because | feel that it is like you're
running in circles. For the fact that there’s lot of red tape, the DD must hear what the
CEO say, and the CEO must hear what his person in the sub structure say.” DHB-
IDI-006 Nursing Ward Manager

Respondents referred to the substructure office, as another bureaucratic layer (DHB-
IDI-025), working within a rigid rules-driven approach (DHA-IDI-001) that limited the
decision-making ability of the hospitals’ executive leadership. In both hospitals,
although more strongly represented in DHB, concerns were expressed that critical
decision-making processes were strongly controlled outside the hospital. For

example, this respondent reflects on the external control over personnel expenditures:

“There’s what is called the APL, the APL is the actual personnel list. Now the actual
personnel list is the actual number of posts you have at a facility and who determines
this, it is not the CEO. The one who determines this is the chief financial officer and
his team at head office, decisions are not made at district level because if they were
made at district level there would be far less unhappiness because the CEO would
be given an overall budget and told you manage the budget... The decision has
already been made and then you as the CEO are told to implement and then how do
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you do that... and if you check most of the unhappiness, | would be surprised if you
are going to talk to anyone who’s not going to bring up staffing levels as a huge
headache.” DHB-IDI-003 Clinician

Although these processes (outlined in Box 8.2) were introduced by the provincial
department of health to support cost containment and ensure alignment with the
PFMA (Box 8.1), their rigid rules-driven approach was seen in both hospitals as

having negative consequences.

Box 8.2: Decisions on hospital budget and HRM (see Chapter Five)

The hospital leadership can spend their personnel budget within the limits of the Approved Post List
(APL) that is used to determine the number of posts and any additional staff. These bureaucratic
mechanisms seek to monitor and regulate staffing expenditure in public hospitals, which has been
a chronic problem in the South Africa. They are provincial mechanisms linked to the broader public
sector reform of financial management (see Box 8.1). For instance, if the hospital leadership exceeds
their budget for approved posts and agency staff for any particular month, they are not allowed to fill
posts in that month. However, the processes are controlled by the provincial DoH office, and
managed by the Establishment Control Committee (ECC). Permission is needed from ECC
managers, in positions two levels above the CEO and hospital leadership, to advertise and replace
vacant posts. At the beginning of each financial year provincial directorate office and the ECC
negotiates with each facility the posts that can be afforded from the hospitals’ budget and only uses
this APL to hire personnel. The chief director makes the final decisions in the ECC. Personnel posts
at DHA and DHB constitute more than 70% of their annual budgets.

The staff appointment delays that resulted were generally blamed on the hospitals’

own management:

“And not just the previous financial year like | told you, the other thing was, the
hospital, the government policy is that if you have a lady who is pregnant, they don’t
replace you. That is a policy, government policy. They retain the benefits, but they do
not give a replacement body. This previous CEO was patient-centred, they
understood the critical need of the service, and they gave us a replacement. The new
CEO, there is someone who gave birth here; he has not given me a replacement,
because the budget comes first. You understand? So, when the new CEO arrived,
they knew that there were serious financial challenges. Without due consultation, he
just went he arrived without being used to the hospital, in his first month he just cut
staff.” DHA-IDI-002 Clinician

“l can tell you that today, after so many times nagging and walking and going to HR,
| eventually managed to get the signed job offer for the consultant where we did
interview in January and this, we often lose the candidates because of some of the

things the hospital could do faster, or some people are doing more according to the
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rules. And my sub structure | think is very policy, very rigid and rules driven you
know.” DHB-IDI-016 Clinician Manager

Appointment delays were also seen as leading to staff shortages, high workload and
low morale that had consequences for the delivery of care:

“There are barriers and then it dampens your morale. For example, take the posts,
simple thing. One of the barriers is that when a post becomes vacant, there is now a
new process where that post must go to ECC, so we must now wait for approval at
the ECC to say yay, that post can be filled. So only after the ECC has approved, now
that post can be advertised, that is a process, a period for that advertisement to run,
2 to 3 weeks, then it comes down, you must do your interviews, then you must do
other checks, then you can do your selection, then the person can be appointed. In
the meantime, the service must continue, nobody cares what’s happening.” DHB-IDI-

015 Senior Manager

In DHB, these experiences also threw up barriers to collective leadership. First, they
generated concerns about managerial transparency, with consequences for

relationships:

“l sometimes feel like our leadership is not very transparent, there’s not a lot of like
honesty and we don'’t get a lot of feedback as to what’s going on in the hospital, the
processes and things like that. And | feel that sometimes that is undermining the role
that we play, and they don’t feel that it’s important to tell the workers on the floor about
you know different developments or changes and things like that.” DHB-IDI-019
Clinician

Tensions about workload and quality of care, particularly at DHB, in turn led managers
to withdraw and disengage from their staff because they did not know how to respond

to their concerns:

“You know it’s difficult to actually go around and see the struggles of people in the
ward, the staff fatigue, the frustration because they’re not coping. But you are forced
to cope within the ambit of the prescriptions given to you by head office... And there
is just no recourse, there is nothing, everybody just shrugs their shoulders and say
there is nothing we can do because we busy within financial, we function within
financial constraints, that is all you hear, and you have just got to make it work. So
that makes it exceptionally difficult because now | do not even feel like | want to go
around to the wards coz | know what | am going to hear, and | know | don’t have an
answer.” DHB-IDI-025 Mid-Level Administrative Manager
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The impact of these bureaucratic rigidities on staff morale were also compounded by
budget challenges in both hospitals. Data presented in Chapters Six and Seven show
that the hospital budget and expenditure fluctuated over time but fell in real terms in
2016/17 and 2017/18 (by -4.22% and -0.03%, respectively, in DHA and by -1.24%
and -1.30% in DHB). The negative budget growth coincided with implementation of a
new provincial strategy of reclassifying levels of care in district hospitals as part of its
wider health system transformation (Western Cape Government DoH, 2007), and the

generally reported unrealistic budgets.

Despite budget restrictions, both case study hospitals continued to provide a wider
package of care than the standard specified for the district hospital level. Re-
classified from a Level 3 hospital, DHA continued to provide a wider range of specialist
care than expected of its new Level 2 hospital status, whilst DHB offered a wider
package of care than expected for a Level 2 hospital because there is no Level 3
hospital serving its population. Respondents commonly referred to the provincial
mantra, ‘doing more with less’, to signal the hospitals’ limited power and authority to
make budget related decisions and considered both to have negative impacts on staff
satisfaction and morale. As a DHB respondent noted:

“You know one of the big problems that we’ve got now are these budget cuts. Because
you know they keep on saying to us — we must do more with less. But you reach a
point where you cannot, where you are kind of maxed out doing more with less and |
think that we have maxed it out. | do not think that we can do much more with what
we have got at the moment. And | think that we have reached that point and that is
starting to become demoralising. You know we cannot burn people out... because
then they are of no value to anybody. When people are burnt out, they are of no value
to themselves, they’re no value to their families and they’re certainly no value to their
patients because you can only give what you have and if you have nothing you can’t
give anything.” DHB-IDI-017 Clinician

The effects were also felt in DHA and linked back to the command-and-control

approach to leadership common within the wider bureaucracy:

“l can make an example, almost 2 years ago, we had to cut down on our nursing staff
and our nurse manager took away 1 permanent member out of each ward to save the
costs of the hospital. We overspent, we were in over-expenditure, he never consulted
us but at the end of the day he just made that decision to say that this will be cut 1

down, this ward 1 down, we never had a say. There he acted in the interest of the
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hospital budget, they had a budget to save you know, we were crying out for more
staff here, he cut down whatever. But at the end of the day, we are here, this is now
almost 2 years, but we work with that 1 less staff with the same number of patients
and we survive. In the beginning the people were very despondent, very unhappy but
we accepted it.” DHA-IDI-012 Nursing Ward Operation Manager

Wider South African research supports these findings about the impact of external
bureaucratic context on hospital experiences. Ethnographic work in the labour wards
of two district hospitals illustrated how the PFMA (Box 8.1) impacted negatively on
mid-level managers’ interaction with their staff and on staff motivation and
performance (Penn-Kekana, Loveday, Blaauw & Schneider, 2004). PHC-level
research, meanwhile, has shown how rigid bureaucratic processes directly impact on
lower-level leadership and staff experiences in the Western Cape. PHC facility
managers were found to be reluctant to take decisions for fear of acting against
bureaucratic rules (Gilson et al., 2014), and supervision was seen as an audit and
checking process, rather than one of mentoring, because of the way centrally imposed
quality audit processes are experienced in the health system (Cleary et al., 2018).

8.3.2 Structures and processes of power as internal hospital
context

The hospitals’ internal organograms show that critical decision-making power and
positional authority resides in the CEO (see organograms in Figure 6.2 and Figure
7.2) and that there are fragmented and parallel leadership structures in administration,
clinical, nursing and other support services (Doherty, 2014; Von Holdt & Murphy,
2007). Indeed, as defined in Box 8.3, power relations emerged as a critical element
of hospital internal context (representing both tangible and intangible software, as
discussed in Chapters Six and Seven) that influenced leadership practices and
collective leadership in both hospitals. Figure 8.2 illustrates the multiple sources of

power exercised by different staff groups, as further defined in Table 8.6.

Box 8.3: Definition and understanding of power

Power is understood as the social influence of social agent(s) on another person(s) that brings
change in their attitudes, behaviour or beliefs, using the work and personal resources available to
her or him (Raven, 2008; French, Raven, & Cartwright, 1959). Power is exercised downward when
senior staff influence lower level staff; upwards when lower level staff influence senior staff; and
laterally when influence is across similar groups or levels of management (Yukl, 2006; Yukl & Falbe,
1991).
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Figure 8.2: Hospital power structure and hierarchy

Note: The oval circles and the blue curving arrows show the relationship between the executive
management and the extended management team. The Executive Management Team comprises of the
Chief Executive Officer and the Deputy Directors of each department. The Extended Management Team
includes some Assistant Deputy Directors. The black top-to-down and bottom-to-up black arrows shows
the downward/upward direction of power. The blue downward arrows illustrate the management
hierarchies from the CEO to the frontline staff. The black arrows from left to right demonstrate the sources
of power for each level of management in the hierarchical structure.

The executive management teams exercised downward, or top-down, and legitimate
or positional power associated with the formal hierarchical nature of the South African
bureaucracy, giving them access and control of information over other staff. This
managerial hierarchy worked against the delegation of leadership in several ways.
Inadequate authority for leadership and problematic organisational structures have
been reported in the South African health system (Doherty, 2014; Doherty & Gilson,
2011). Despite both CEOs’ efforts to delegate some of their executive authority to
their extended management teams, some members of these teams still felt that they

were relatively powerless within the EMT:
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“We serve on the exec but we’re a voice around the table but we’re not the executive
voice if you know what I'm trying to say. It is like, what’s that guy’s name now on
Animal Farm? George Orwell. So, all animals are equal, but some are more than
others.” DHB-IDI-025 Middle Administrative Manager

Table 8.6: Definitions of Sources of Power (Source: Raven, 2008; Yukl & Falbe, 1991; French,
Raven, & Cartwright, 1959)
Source of Power Definition

Downward Power Influence, authority, and control of information by senior managers over
middle and lower-level subordinates.

Expert Power The use of knowledge or superior insight to influence the behaviour of
subordinates or those who do not possess similar knowledge.

Lateral Power Refers to power, influence, and flow of information across similar level of
management or professional cadre.

Legitimate or Position | Refers to the right of the supervisor or manager to require a change in
Power behaviour and the subordinate is obligated to comply. The subordinate must
comply with the orders or requests of the manager who is in a superior
position within a formal or informal social structure.

Personal Power The ability of subordinates to perform roles as they wish to control the
outcome of their actions without any influence from managers or superiors.

Referent Power The ability of the subordinate to identify, model and emulate the behaviours
their managers or others.

Reward Power Ability of the manager to offer tangible rewards or incentives if the
subordinate complies and perform their roles. The subordinate also willingly
reports their compliance to their managers, and it generates a socially
dependent change.

Upward Power Refers to change in behaviour of frontline staff to gain supervisor or
managerial support from middle or senior management

The authoritative practices associated with the exercise of top down or positional
power, however legitimate, also undermined relationships with clinicians, as

expressed in DHA:

“So often things, decisions get made up in some manager’s office, but they actually
have no clue about what is really going on the floor, and they often don't include
people like myself or the rest of us who are actually working down on the ground in
making decisions or choices about what would be best for the hospital or for patients.
They do things autonomously because they are the managers, but we often feel that
the decisions and choices they make affect us negatively and in turn also affect the

patients negatively.” DHA-IDI-015 Clinician

Indeed, clinicians in both hospitals commonly felt frustrated and demoralised by the

exercise of hierarchical power:
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“Most decisions have to be passed by upper management and that’s obviously where
we often get problems. It's very frustrating when they do not allow you to initiate the

changes that you feel are necessary to improve the service.” DHA-IDI-008 Clinician

“They {senior management} cannot sit in their ivory towers, they need to get out of
there, they need to be out here. Down there it is all very nice and pretty and it smells
nice, and it looks pretty, and you know there is no blood, guts and vomit on their floor.”
DHB-IDI-004 Clinician

Similarly, the power differences exacerbated the tensions generated by budgetary

decisions — as suggested by a respondent in DHA:

“There is a huge disconnect between management and physicians and clinical staff
because management made financial decisions that had direct impact on patient care

without consulting staff who look after patient.” DHA-IDI-008 Clinician

Another form of power exercised within the hospitals, largely associated with
implementation of the senior performance management (appraisal) system (SPMS),
was reward power. Junior staff in both hospitals commonly associated these
appraisals, that generated rewards, with non-patrticipative and disengaging leadership
practices (such as criticism, lack of adequate feedback, poor communication). They
judged that this was due to the lack of adequate training of managers about these
processes and how to fairly appraise and offer rewards. They also criticised senior

managers for showing favouritism towards specific individuals:

“There are examples but for me like the one example would be staff performance
management. It is a very touchy subject, and it is something very difficult for managers
to do staff performance reviews. Sometimes some staff feel that every single year the
same people get performance bonuses and the same people every year is always;
they are just the stars. But what about me, | also really worked hard this year, but |
am not getting no recognition because | know that Mrs A, B & C is getting the
performance bonus. Staff will be like agh you know what, | do not even care, you guys
can just do whatever, say what you want, | do not care, so they do not even like the
system, they hate the system, they do not like being reviewed, they do not like
feedback because maybe managers are not doing it correctly. And that is why the
staff is like — agh I hate this.” DHA-IDI-007 Middle Administrative Manager

Similarly, at DHB:
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“You know there’s the thing that’s the SPMS the performance bonus that they have.
If you are not, if your operational manager does not like you or you are not a player
like your operational manager wants you to be, you will not get SPMS, you understand
what | am saying. So, it's the same within the levels.” DHB-IDI-018 Ward
Administrative Clerk

These experiences undermine the potential for collective leadership and led to staff
reluctance to participate in performance appraisals, seeing them as ‘time consuming
compliance systems that did not motivate staff or improve patient care’ (DHA-IDI-011

Senior Clinician).

Other research has also found that the lack of autonomy, lack of collective
engagement and lack of collective appraisal during performance assessment led to
frustration and subsequently low staff satisfaction and low morale amongst PHC
managers in South Africa (Nxumalo, Goudge, Gilson, & Eyles, 2018), and for public
sector managers in another sector in South Africa (Makhubela, Botha, & Swanepoel,
2016).

In DHB, frustration with the complex and fragmented top-down power structure and
expert power differences between departments, units, wards, and cadres (especially

between clinicians and nurses) further hindered collective leadership:

“Like | said, it is a very fragmented or cellular facility, so people tend to function in
silos, and that silo is a kihgdom and people want to protect their kingdom and their
turf. So, the silo management exists in every department and there is not a forum for
us to sit down with all the nurses, a sort of cross platform meeting.” DHB-IDI-003

Clinician

However, at the same time and in contrast to the experiences reported so far, as
identified in Figure 8.2 and Table 8.6, the expressions of power observed in the
hospitals also included the lateral exercise of power by clinicians, supporting the

development of pockets of collective leadership in both hospitals:

“There’s this thing about command gradients, you know where the bosses are up
there, and the juniors are down here — we try and flatten that command gradient or
what they call the power distance relationship. So, | work on first name terms with all
my medical officers, but if they step out of line too much, | do not have a problem
calling them back into line. But we work very much as a team, we work very much as

a family, | think we get on, there is no significant inter-personal conflicts between the
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medical officers themselves, or between me and any of them. They know exactly
where they stand with me, | know where | stand with them.” DHB-IDI-017 Clinician

“l don’t want to be, I'm the boss you are the subordinate. But | do not also want to be
one thing, the subordinates to think that they can walk over you. So, for me effective
management is where you can be respected as the leader, but you can still be their
friend. But when it comes to work you are still acknowledged and respected as the
head of department. That for me is a great leader, where you can lead your
department, you can speak to them as an equal, but they respect you and something
that you say and identify as an aim, they will work with you to achieve that aim, rather
than be disrespected and if you highlight one aim and they work against you.” DHA-
IDI-003 Clinician

Flattening the gradient was the term clinicians used to describe the lateral distribution
of power amongst clinicians at different managerial and professional levels in both
hospitals. The clinicians shared and delegated leadership practices, and this allowed
them also to share expert information and to empower each other. They practiced
their clinical roles with engagement and participation of junior clinicians when making

clinical and resource sharing decisions in their units and hospital.

In both hospitals, informal champion leaders also demonstrated that lateral power
may also be important in spreading collective leadership. Staff within and across
departments, meanwhile, experienced lateral power when the engagement and
participative leadership practices of senior and middle managers supported them to
work independently without supervision and collectively together. These experiences

were also linked to staff satisfaction and morale in both hospitals:

“I believe if you've got good management then they can spread that to your lower
levels and that encourages the lower staff to fulfil certain gaps and give them
necessary skills. | think that’'s a good thing.” DHB-IDI-013 Junior Administration

Manager

“You will find different levels of morale in different departments. It has much to do with
the line manager in that department because you have a line manager who promotes
good relations, and the morale of the ward is often dependent on the line manager in
that area. With certain line managers encouraging a more open energetic atmosphere
and certain are being more draconian in their approach.” DHA-IDI-001 Senior

Administration Manager
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Finally, there were examples of the use of downward and reward power by middle
managers towards lower-level staff which spread or distributed leadership to lower-
level staff and in the process built collective leadership in both hospitals:

“You know when you are a leader, like | said in the beginning, you can filter down to
your staff what you want them at the end need to portray about the department. If
you have morals and you have rules and you have got structure — your department
automatically becomes like that because you have standards and if it is on paper and

signed and sealed, it’s easier.” DHB-IDI-024 Clinician
and in DHA:

“l think our main successes have been because of teamwork and acknowledging of
the team. When | started here it was my priority in the first year to try and get a team
of non-rotating staff as much as possible... the main thing was just actually just getting
a team of, | called them extra milers, | would rather have a small team of people who
go the extra mile than a lot of people. | cannot carry dead wood, if people aren’t going
to put in and go the extra mile they can go and work somewhere else, seriously.”
DHA-IDI-011 Senior Clinician

8.3.3 Nursing hierarchies

Managerial hierarchy in both hospitals was compounded by hierarchy within the
nursing profession, which is itself anchored in key features of the history of
professional nursing in South Africa (as summarised in Box 8.4). The rigid nursing
hierarchies are reflected in the top-down practices of decision-making. Decision-
making power lies with the deputy director for nursing in each hospital (formerly the
Matron), who directly supervises the three area managers below them in each

hospital’s hierarchy.
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Box 8.4: Nursing identity, hierarchies, and power (Source: Blaauw, Ditlopo, & Rispel, 2014; Rispel
& Bruce, 2014; Joyner, Shefer, & Smit, 2014; Ditlopo, Blaauw, Rispel, Thomas, & Bidwell, 2013;
Marks, 1997; Rispel & Schneider, 1991).

The rigid hierarchies in professional nursing in South Africa draw from the English ‘lady nurses’ model
that viewed nurses as handmaids. The nursing profession was distinguished by the gender, racial,
ethnic and class structures in the colonial and apartheid era. Nursing was considered as a semi-
profession because nurses were not educated at the university level. Despite the enactment of the
post-apartheid Nursing Act of 1994, professional nursing is still characterised by a colonial hospital
mindset signified by structured roles, status, and behaviour that has eroded control and autonomy
within the nursing profession, and resulted in tensions between nursing categories and clinicians, low
pay compared to clinicians, and demoralisation.

Nursing professional identity developed in response to this history and the imbalance of privileges
and prestige relative to the medical profession in hospitals. This imbalance defines current power
relations between nurses and clinicians. The professionalisation of nursing in post-apartheid South
Africa introduced formal code of ethics, professional associations, legislative governance and
licensing, and re-classification of nursing training schools by linking them to universities.

The stratification of levels of nursing through nursing education reforms, the specialisation of nursing
knowledge and the division of labour between nursing managers and frontline staff in the 2013
Framework for Nursing Qualifications in South Africa led to fragmentation of nursing practice that has
further disempowered the frontline nursing staff.

The negative consequences of the professionalisation of nursing in South Africa include fragmentation
of healthcare teams along professional lines; the requirement for a long 4-year degree training period
that focus on theory and rigid specialisation process to qualify as a professional nurse; introduction of
staff nurse with a 3-year diploma instead of an enrolled nurse with 2-year training and, poor
relationships with other healthcare workers and patients. The bureaucratic rules and regulations from
the National Department of Health, that focus on performance appraisals as audit measures and
assessment of efficiency, and the Occupation Specific Dispensation remuneration policy introduced
in 2007, has also minimised the authority and recognition of nurses in South Africa. These
consequences have had negative impact in the provision of care in South African public hospitals.

Nursing ward operation managers answer to the area managers and have power and
authority within the wards. Among ward nursing staff there is also hierarchy: from
specialist registered nurses/midwives with one to two years of experience after
training as registered nurses, to registered nurses/midwives trained for four years,
then to enrolled nurses trained for two years, and finally to enrolled nursing assistants

or auxiliaries trained for one year.

Within the nursing cadre, a failure to delegate reflected this hierarchical approach, as

particularly noted in DHB:

‘I must say my manager, [a senior nurse manager], she is trying in a way, but one of
her weaknesses is that she wants to do everything herself and that is something you
can’t do. You need to delegate and you as a leader need to see who is good in doing
this, and give people portfolios and responsibilities, it will never be a success if you
do it alone. She needs to delegate and that’s something, shame, she is struggling
with, to delegate and to say you do this, and really to be firm and say | want this
feedback and | want that.” DHB-IDI-014 Nursing Ward Operation Manager
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Other characteristics of nursing leadership practices across the hospitals included
lack of visibility and being instructive. Senior nursing managers were rarely seen on
the ward floor interacting with nurses or listening to their problems. Although nurses
in DHB reported bi-monthly climate meetings with senior nurses, nurses in DHA
suggested the lack of such meetings may have led to weak supervision and unfair
allocation of roles - leadership practices that further undermined teamwork and quality

of care.

“The thing is even if you've got a complaint there are no appropriate platforms where
you can raise your complaint that can be taken into consideration and the CEO or
whoever must act on it. And those people are learned people who know what is
expected from them, it is a requirement in each and every hospital, this is the only
hospital | have seen that they do not have those meetings, monthly meetings for
different categories. There are meetings, they are called climate meeting for
auxiliaries and enrolled nurses and if people are not doing that, when are the

employees going to voice out their dissatisfactions?” DHA-IDI-018 Nurse

In DHB meanwhile, frontline nursing staff complained that their lack of engagement
and participation in formulating a policy on transfer of patients between clinical units
and wards, augmented by poor flow of information from nursing managers, made
them feel ‘unheard’ and reflected the ‘uninspiring’ hierarchical sub-culture in nursing
(Field Notes).

These sorts of authoritative and disengaging leadership practices not only
undermined collective leadership within the nursing cadre in both hospitals but was
identified by nursing and clinician respondents as generating low levels of staff
morale, with possible consequences for the quality of nursing care. A clinician in
DHA noted:

“I don’t control nursing staff. The morale in nursing staff is extremely low, very poor.
The challenge within nursing division is from top down, there’s huge challenges with
top management of nursing staff that is adversely affecting patient and nursing staff
morale.” DHA-IDI-002 Clinician

Similarly, in DHB:

“I honestly think that the nursing department is the department that’s in most need of
help, the way they are being managed, and their morale is low, it’s going to affect all

others, because they are central... if the nursing managers will be open to it and not
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defensive, they need to take a magnifying glass and look what’s happening inside the

nursing department.” DHB-IDI-008 Clinician Manager

However, despite the widespread negative experience of hierarchical practices in
nursing, some individual nurses transcended rigid nursing professional structures to
become champions who nurtured collective leadership. For example, champion
leaders, as discussed in section 8.1, used professional nursing experience to interact
with other staff, build trusting relations and practice participative and engaging
leadership that enhanced the morale of the staff in the wards. These examples
demonstrate an experience more commonly found among clinicians in both hospitals,
where the flattening of the power gradient and differences was widely acknowledged
and generated supportive relationships that also improved the morale of staff in the

wards.

Other South African studies have also associated limited participation in decision-
making by nurses with nursing hierarchies as well as poor hospital leadership and
deterioration in quality of care, especially in rural district hospitals (Penn-Kekana,
Loveday, Blaauw & Schneider, 2004). More broadly, a policy analysis study of nurses’
participation in policy-making in South Africa has suggested that disengaging nursing
leadership practices contributed to the lack of cohesion and lack of collective action
amongst nurses when implementing new policies, leading to dissatisfaction and the

intention to leave (Ditlopo et al., 2014).
8.4 Professional identities

As outlined in Table 8.7, professional identity underpinned professional or team
subcultures within each cadre in each hospital, with consequences for collective

leadership and staff morale.

Table 8.7: Comparison of intangible software in DHA and DHB (Source: Interviews, Field
Notes)

District Hospital A ‘ District Hospital B

Clinicians Identity reflected in flattened hierarchies & lateral power, enabling
collective leadership within cadre

Nurses Identify reflected in rigid, professional hierarchies & power
relations, limited collective leadership within cadre

Administrators Professional background and identity based on qualifications and
experience in administration

CEO Professional background influences perceived professional
identity with consequences for collective leadership within hospital
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Staff in the hospitals routinely referred to themselves and others by their cadres, for
example, as administrators, clinicians, or nurses, suggesting that these distinctions
mattered in these contexts. In addition, they also used the terms senior, middle, and

junior to reflect different managerial levels - giving rise to managerial identities.

A profession is defined as an exclusive occupational group that controls and applies
abstract knowledge to particular cases (Abbott, 1988). Professional identity is,
therefore, a form of social identity (Hogg & van Knippenberg, 2003; Hogg, 2001;
Turner et al.,, 1994) related to particular professional groups and that has
consequences for collective leadership (Daire & Gilson, 2014; Baker & Denis, 2011).
Professional identity enabled collective leadership where staff worked together with
experiences of camaraderie that improved their satisfaction and morale (see Chapters
Six and Seven). However, professional identity also generated tensions, within and
between cadres, that undermined collective leadership and, potentially, undermined

staff morale.

In South Africa, professional identities in clinical and nursing cadres are reinforced
and regulated by their professional bodies respectively, Health Professional Council
of South Africa (HPCSA), South Africa Medical Association (SAMA), South African
Nursing Council (SANC). These external bodies establish rules and regulations that

govern the two cadres, and which influenced the extent of cross-cadre relationships.

In the hospitals, clinicians’ professional identity was primarily identified as based on

their clinical skills. As a senior clinician in DHA noted:

“We are physicians, we know how to manage patients, but we don’t know how to
manage people and we don’t know how to manage a department.” DHA-IDI-008
Clinician

Indeed, some acknowledged their lack of managerial or leadership training and skills’

limitations (such as in communication) relevant to collective leadership:

“I think one of the most important things that I've learnt in the last 8 years is that when
| was trained to be a physician, nobody ever trained me to be a head of department
and in fact | didn’t have any of the skills required. After 2 years | realised | needed to
get other skills — management skills, administrative skills, | need to learn how to email
properly, how to communicate properly with higher management, with other
managers and so | actually sent myself on a course, on advanced health management

course, when | started, the first 2 years | never had a team.” DHA-IDI-008 Clinician
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However, their professional identity did provide the basis for working with other
clinicians including, as previously discussed, using lateral power to flatten the gradient
(see section 8.3). As noted in DHB:

“l think we as clinicians, colleagues, the senior clinicians, we are supportive of one
another, the EC, the surgeons, the medicines, I'm not going to be hard on my senior
colleagues, I'm going to understand their limitations, we’re going to try and find

solutions. So, as a senior clinician body we’re supportive.” DHB-IDI-008 Clinician

Nurses at both hospitals, meanwhile, judged that the provision of quality care strongly

influenced their professional identity and occupational choice:

“So, it is for me really, it's not how | chose the profession. | chose this profession

because | wanted to do it, | wanted to render quality service.” DHA-IDI-018 Nurse

However, nursing professional identity in both hospitals also seemed underpinned by
the rigid hierarchies and power relations of the nursing profession (see box 8.4) -
which worked against the types of engaging and participative leadership practices
that enable collective leadership. The requirement to follow the chain of nursing
command, for example, was experienced as a challenge causing conflict for nurses

lower down the chain in both hospitals.

“My problem is with the ward sister and then the nursing manager says he doesn’t
want to interfere about the way the ward sister is running the ward. | find that
sometimes she is so unprofessional. It makes this ward always tense. We always get
confrontational especially for someone who is vocal, | unfortunately, | am a very vocal
person. So, it makes it, we've got a lot of confrontations and that ended up not being
solved.” DHA-IDI-018 Ward Nurse

“I didn’t get support from my DDN, | didn’t get support from my ASD, my area
manager, | didn’t get support from her also when | literally had to go and phone head
office for advice and things and then, when | did go and followed and phoned people
for advice and it came to my DDN’s ears, she was so upset she called me in and she
wanted to know — | said but how many times during this process have | tried to make
appointment with her but she never, her clerk never came back to me and said okay,
there’s an appointment for this day, you can come and see me with regards to this
issue. So, went | went out to get advice and to get assistance with this issue, she was

upset.” DHB-IDI-014 Nursing Ward Operation Manager
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The history and rigid hierarchies in nursing (see section 8.3) also influenced
relationships among nurses, especially in DHB:

“You can be friends but working time is working time. But for me if they are friends
here but not outside, | have my own friends outside, but we call it a chommie chommie,
this chommie chommie with your juniors during working hours is not right, you can be
chommie outside, but working time is working time.” DHB-IDI-002 Nursing Ward
Shift Leader

Within the administrative cadre, meanwhile, professional identity seemed to be
projected through formal, academic qualifications in management. This aspect of
professional identity surfaced in both hospitals and reinforced by job promotion

criteria, appeared to be a cause of low morale amongst mid-level administrative staff:

“According to our minimum requirements, you need to have a degree to become a
DD. If | do not go study, | will stay as the assistant director even though | have 50
years of experience. And that is just one of the negative things that negatively impacts
me because | am sitting with the experience and the knowledge to do the work, but |
can’t get the position because of the paperwork that is the barrier.” DHB-1DI-020 Mid-
Level Administrative Manager

The final feature of professional identity revealed by the cross-case analysis is how
the professional background of senior managers impacted on how they were
perceived by other cadres, with consequences for collective working and decisions at
the extended management team level. The specific professional backgrounds, a
reflection of professional identity, of the CEOs influenced attitudes towards them, the
person with overall authority in the hospitals. At DHA, the clinical training (and
professional identity) of the CEO, rather than an additional managerial qualification,

led staff both to accept him and have confidence in him as ‘the CEO’.

As the following quotes illustrate, staff commonly acknowledge him as a doctor whilst

also recognising his wider leadership skills:

“We got a new CEO and a new nursing manager at the same time two years ago; it
was quite something. And suddenly, lots of changes, and that is a big thing. And we
all know, | think all of us have had enough time with Dr [CEO] to realize that his
decisions and his leadership models, etcetera are based on sound practice, and |
think we’ve all learnt that and so there’s a trust that’s developed.” DHA-IDI-011 Senior

Clinician
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Indeed, his clinical background seemed to be experienced as conferring
approachable, empowering, and empathetic leadership practices that seem likely to
have entrenched collective leadership:

“There is lots of opportunity, we have excellent leaders here Dr [CEQ] is an excellent
leader, [Nursing Manager] also, they motivate us all the time, we get recognition all
the time... Dr [CEQ], | must take my hat off for doctor, he always comes in the morning
when we have a handover meeting, the night staff, the night matrons with the day
matrons, then he will join up in that meeting and whenever that handover is done,
doctor will pick up maybe, anything and then he will talk about it and he will give us a
lesson for that and that is what | like about him. And | can listen for hours to him, a
lot of things of what doctor says | actually practice it and you take a thing from doctor,

and it inspires you.” DHA-IDI-012 Nursing Ward Operation Manager

In contrast, at DHB, the non-health professional background and identity of the CEO
was judged as problematic for the position, and as an impediment to his authority and
decisions on clinical and nursing matters. This led to a lack of confidence in the CEO’s
ability to bring staff from different cadres together and was itself likely to undermine

collective leadership:

“l think if the CEQ of the hospital was a doctor, the reason why I'm saying that is
because he cannot fully make the final decision based on his experience, there is a
second person who is the doctor who is making the final decision and the CEO cannot
dispute or cannot say anything because he doesn’t have enough knowledge about
the hospital situation, he is not a doctor or a professional nurse.” DHB-IDI-012

Nursing Ward Operation Manager

“One main thing is our CEQ, he is more of a businessperson, as much as he is a
businessperson, he is not even doing the business function properly, the way he’s
supposed to. Clinically | would really, in your research, put it, that we want doctors to
run the hospitals, that knows why | need certain things, why cannot | allow certain
things, we need medical officers to run the hospital and, ja we need medical people,
to run the hospitals. He does not have a cooking clue of what is really happening. As
much as he tries to understand he cannot relate with our cries, because if we say we
need extra nurse because of this and that, he won’t be able to go and fight for us there
in the head office because he doesn't really have a clue the reason why we need to

do 3 hour turns.” DHB-IDI-014 Nursing Ward Operation Manager
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Indeed, most senior clinicians at DHB felt disconnected from the CEO as he lacked

clinical experience and knowledge:

“I think from the senior clinician’s perspective it’s difficult to have a CEO who’s not a
doctor. He’s not a medical person, he doesn’t always understand the importance of
things.” DHB-IDI-023 Clinician

“I think that the CEOQO is probably a good administrator. But he is not a clinician, and
one cannot hold that against him, but the problem is there is a huge disconnect
between the CEO and the people on the clinical floor, the nurses and the doctors and
that sort of thing.” DHB-IDI-017 Clinician

8.5 Cross-professional relationships in the hospitals

Across the two hospitals, staff worked within teams and units, or in work groups within
and sometimes across hospital departments. These heterogenous groups are
comprised of people with different occupational spheres of expert power based on
their professional qualifications or backgrounds, who nonetheless work together.

Cross-case analysis supported understanding of the nature of these cross-
professional relationships and the factors influencing them, as summarised in Table
8.8. Overall, there seemed to be a greater depth of cross-professional working, a
critical form of collective leadership in hospital settings, in DHA, compared with DHB

- although there were some positive cross-professional experiences in DHB.

Table 8.8: Comparison of the factors influencing cross-professional relationships between
DHA and DHB (Source: Interview data and Field Notes)

District Hospital A District Hospital B

Relationships enhanced by close physical | Relationships hindered by large physical design
proximity and small size of hospital of hospital

Staff complement working together for long | Staff complement amalgamated mix from
period different facilities at commissioning

Positive ‘Family-like’ relationships, togetherness, | Silo and fragmented relationships and less
and teamworking teamworking, especially in nursing

Professional power differences less prominent Professional power differences more prominent

Better communication processes associated with | Poor communication and information flow linked
camaraderie and togetherness to fragmentation

The experience of cross-cadre relationships within DHA, and its consequences for
patient care, was explained by one nursing respondent who compared DHA with

experience in another hospital:

190



“We’ve got exceptionally good relationship because even doctors from other hospitals
say DHA feels like home because there is a relationship between nurses and doctors.
So, we work with our doctors, we work like this, we are a small family. So, for me |
did not see what they were saying because | did not work in the wards at XXX Hospital
where a doctor is a doctor but according to the people, they say a doctor is a doctor
at XXX Hospital, a nurse is a nurse. But for me, | did not experience it because we
are human beings, we are colleagues. We are working together because you are a
doctor, | am a nurse but what is our goal? Our goal is to make the patient get better.
We are here for the patient, that’s all.” DHA-IDI-009 Nursing Ward Operation

Manager

Good relationships with colleagues were also illustrated by administrative staff who

described their relationships with clinicians, nurses, and other administrative staff:

“Our ability to work as a great team, we motivate each other and, we’ve got that good

relationship with one another.” (DHA-IDI-006 Mid-Level Administrative Manager),

“Well, I love to work here, it's very nice and | mean the people, they are very co-
operative, and we respect each other man. So, for me that is important you know, we
do have respect for each other yes and it is basically also how you treat people. If you
treat people, the way you wanted to be treated then you will get respect from them
and for me that is very important.” DHA-IDI-006 Administrative Clerks Supervisor

In contrast in DHB, poor cross-professional relationships across levels of
management were associated with the experience of authoritative and disengaging
leadership practices. There was distrust of senior leadership who were seen to be
managing rivalries rather than building better relationships between staff and mending

the fragmentation between clinicians and nurses.

Although, in some units and wards, good teamwork and relationships was
acknowledged despite the silos. Staff argued that the collective performance of both
clinicians and nurses in work teams was critical for the overall performance of the

hospital:

“You know we have such a good relationship that we actually work together and then
we decide what needs to be done and then she takes it forward if you can understand.
So, | mean we, people do not like speaking to us together because we come forward
as a very unified front which is a good thing. | think you need teamwork in any institute

and particularly when you face challenges and historically, the majority of our staff
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have actually come from [OLD HOSPITAL] so we were all kind of in it together.” DHB-
IDI-004 Clinician

As explained further below, four key factors appeared to explain the differences
between hospitals in cross-professional working: hospital histories of staff
relationships; hospital size; organisational arrangements and the exercise of clinician

power; and the experience of communication and leadership.

For DHA, it seemed that the hospital’s history of stable staffing (see Chapter Six and
section 8.2), with staff working together for prolonged periods was critical in enabling
strong cross-professional relationships. The sense of a long-established family feeling

was widespread within the hospital:

“DHA is a very good hospital to work at, we care about each other, we care about our
colleagues, that is what | pick up here.” DHA-IDI-012 Nursing Ward Operation

Manager

“There is a family feeling in the hospital, in the sense of camaraderie, a culture that

has developed over a long period of time.” DHA-IDI-002 Clinician

The sense of camaraderie referred to the friendly work environment with good
interactions among different groups of staff. The camaraderie was especially strong
among clinicians who had good feelings about working at the hospital due to the
generally good relations amongst them, which made them feel like they were not

working on their own — and allowed collective leadership:

“What | enjoy in our department is that we all understand each other very well. We
get along very well, and everything is patient centred... the camaraderie, the close-
knit relationship between various departments is one that you do not often find at any
hospital this size or bigger. For me that is a big plus about working here, it’s really

something you don’t find often elsewhere.” DHA-IDI-015 Clinician

Clinicians in DHA also attributed teamworking in wards and units to trustworthy

relationships, shared roles, strengthened through collective activities:

“Where we work as a team is that we get everybody to go the extra mile, because
they feel part of something special, you understand that. So, people generally work
long full days, but they do not complain, they are happy because they are only here
for a certain time period. Then what | do to facilitate that, we will support them as best

as we can. Like we will have monthly socials outside the hospital for team building,
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monthly team building activities, with various academic activities.” DHA-IDI-002
Clinician

In DHB, by contrast, the history of amalgamating staff from the older decommissioned
hospital and other facilities within the Cape Metro district, had a continuing impact on
relationships. At the time, contractual disputes arose between clinicians, nurses and
the hospital’'s leadership compromised cross-cadre and cross-managerial
relationships to such an extent that labour unions and the respective professional

bodies had to be involved in dispute resolution processes:

“And there was a lot of upset, there was a lot of ugly stuff, SAMA got involved so it
was trade union representatives, there was a lot of conflicts, a lot of stress, a lot of
negativity which was a struggle, but we are over that hurdle now. It was threatening
to go to court and the CCMA, and it got really ugly and then the management here
kind of backed down you know and said well okay, kind of do it, do it your way sort of
thing.” DHB-IDI-004

This history created an environment of tensions, and undermined collective

leadership in the new hospital:

“When we landed here, the [old hospital] group is the biggest group, the other one
from [Place X] is a smaller group but the [Place X] ones claim ownership of this place,
its ours, we might be three but it’s ours. You are 200, or what, do not bring your [old
hospital] nonsense here — that kind of thing. There is you against us, they still have
that problem now.” DHB-IDI-003 Clinician

Whereas staff at DHA generally felt open with each other, relationships at DHB were
riddled with animosity, rivalries, and distrust between staff (clinicians and nurses) from

the decommissioned hospital and those who were newly employed at DHB.

“So, doctors felt done in and lied to because they were told this would be cut and
paste from [Old Hospital] but this this hospital is not the same as [Old Hospital]. So,
your senior people were angry about issues, the junior people were angry about other
issues. And then also to understand that some of the people do not want to work here
because many people felt, as you are fully aware, any change is a stressful time, who
will be my new boss, where will be my office, will | have this, where will | park my care,
blah, blah, blah, so just the fear of change is also a big contributing factor.” DHB-IDI-

021 Senior Administrative Manager
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“The problem is, | know we inherited some disastrous nursing managers from [old
hospital], disastrous and they’re still here, they’ve come over and they are part of the

legacy and they’ve brought their poison with them.” DHB-IDI-017 Clinician

Even where some camaraderie was evident, its importance in the face of the wider

context of difficult relationships was emphasised:

“So, you know there is a lot of camaraderie and | like that. When we are all feeling
low, we all feel low together and when we all feel good and there is something good
to celebrate, we all feel good together. And that is nice, | do enjoy that. And you know
we really can look beyond; you know management is not to blame for everything.
When there is a farewell happening, they will come to the party and wish people well,
and then you really feel like a team because someone gives a speech and they remind
you of how far you have come together even if you were fighting, it is good to do that,
it’s actually good.” DHB-IDI-004 Clinician

Physical size was another factor of the structural hardware influencing differences in
cross-professional working at the two hospitals. The small size of DHA allows
cooperation, mutual respect, communication, and good understanding when resolving

problems between colleagues, consultants, medical officers, and nursing staff.

“Yeah, good relations for example there is like a communal tearoom. Everybody
meets up in the tearoom, amongst colleagues, amongst consultants, amongst
colleagues and MOs, there is a very good relationship, amongst the doctors and the
nursing staff generally there are good relations and good communication.” DHA-IDI-
002 Clinician

However, the physically large design of DHB isolated departments and units from
each other, which limited the ability to develop cross-unit working and collective

leadership:

“And | feel sometimes that maybe all departments are quite isolated from one another,
and we don’t often kind of mix and the opportunity to function as a whole. | think
everyone is working quite independently from each other at the moment.” DHB-IDI-
019 Clinician

DHB is a ‘much bigger, busier and more complex hospital’ (DHB-1DI-023) than DHA,
making it difficult for direct engagement and collective leadership across the levels of

management and frontline staff:
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“This hospital is so big, in [Old Hospital] if | wanted to manage somebody in the frauma
| would walk and take 5 steps and I'm in trauma. With this building it is so big, and it
is so fragmented, for me to come to you | must really make a big effort to walk to you,
and what is happening is that sometimes people do not want to make the effort for
that change or for that person, do you get what | am saying. | don’t know if it makes
sense to you man, | mean that’s where I find the hospital, it’s a lovely building but look

at the passages, it’s so big.” DHB-IDI-011 Clinician

Organisational silos and professional identities only exacerbated the barriers to cross-
professional work, especially in DHB. Loyalties to professional groups and work
teams led to ‘working in silos’ in the clinical, nursing, and administrative cadres. The
silos were commonly experienced as ensuring fragmented relationships, undermining
collective leadership, and contributed to low morale amongst some staff. Good
working relationships in wards were not necessarily reflected higher up in

management:

“l think we get on with the nurses in the ward, but if we are in the senior clinician’s
meeting complaining about the nurses, it’s not easy for us to just address a nursing
issue directly because [Senior Nursing Manager] will get very defensive.” DHB-IDI-
023 Clinician

Such tensions were experienced in both hospitals because of clinicians exercising
their expert power (see section 8.3 and 8.4) in making decisions and instructing
nurses on patient care. Clinicians sometimes showed dismissive attitudes towards

nurses leading to nurses’ reluctance to co-operate or collaborate with them:

‘I mean nursing, but that’s why | say, nursing traditionally is like that, and we must
understand it and there’re certain challenges that nursing has that medicine, doctors

don’t have, and one must understand that as well.” DHA-IDI-011 Senior Clinician

Nurses also, as reported particularly in DHB, sometimes resisted clinical authority as

they felt that their profession was equally legitimate in the hospital:

“We have found that nurses feel very reluctant to convey certain concerns to doctors
because they feel that doctors don’t value their opinion and don’t value them coming
and saying I've done this ECG or their concerns about a patient, they would just be
shrugged off.” DHB-IDI-007 Nursing Ward Manager

Across hospitals, therefore, professional identity and professional power differences

between clinicians and nurses constrained the possibility of cross-professional
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relationships and the ability to engender collective leadership amongst cadres,
including the administrative staff:

“There are times when the doctors come in here and then the doctors make you feel
like you’re inferior towards them and, it’s just an eye opener for you to know what’s
going on in the other departments also and for them to know what’s going on there.
So then at one or other stage we have to meet each other, we just can’t just blame

and shame every time.” DHB-IDI-005 Middle-level Administrative Manager

However, in DHA clear efforts were also made to minimise professional differences
and promote collective practices by encouraging better information flow through
formal weekly, monthly & bi-monthly transversal meetings between the heads of
clinical, nursing, and administrative units (Field Notes). The value was illustrated by

a nursing manager:

“And | don’t have issues coz once you build up a team and everybody know exactly
what they are and you have contented workers, you don’t have confused people and
you give direct and clear guidance and | actually hold meetings at night, it is a staff of
9 and the doctors are invited, the porters are invited, you know and that is my one
biggest thing is that | make sure that | am approachable.” DHA-IDI-017 Nursing Area
Manager

Professional differences were also minimised through strong communication
practices including unit communication books and night diaries that supported the
daily handover meetings from night to day duty managers across the administrative,
clinical, and nursing cadres. Transversal managerial meetings between heads of
departments (Field Notes - researcher attended most of these meetings) were
important, and respondents stated that the new CEO encouraged positive
communication practices, such as an open-door policy, that brought the heads of
clinical, nursing, and administrative units together. These communication practices
increased approachability and engagement between and amongst staff to improve

cross-professional relationships for collective leadership.

From a leadership perspective, moreover, the deliberate appointment of new
managers in some units, by the new executive team (see Chapter Six and section
8.2), also supported the creation of an environment that nurtured collective leadership
in DHA:

“If your managers are good leaders and they are setting goals and they motivate the
staff and they try to do their best then everyone else wants to do the same there’s like
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a standard, like you know you set the examples, everybody wants to follow or wants
to you know, be the best they can be.” DHA-IDI-007 Senior Administrative
Supervisor HR

Overall, then, a clinician noted:

“We work together really well. There is no hierarchy or organogram. We are all on the
same level, whether you are CEO of the hospital, whether you are a cleaner of the
hospital, we are all the same level, we eat together, we pray together. So those are
the reasons | chose not to leave... It is a very safe stable environment. The people
that work at DHA are all passionate and driven towards the same goals. No one is out

to get you, no one is competing against you. We all work together for the patients
sake” DHA-IDI-003

Communication practices like those of DHA were also observed in DHB. For example,
morning huddle meetings in some of the units supported cross-professional working,
and there were signs of efforts to communicate widely through open door policy, town
hall meetings, climate meetings, and internal memos. However, there were no formal
regular transversal meetings between the two main occupational groups, reflecting

professional differences in DHB:

“Nursing operation managers need to work with the doctors. There is this absolute
blank, they do not want to work with the doctors, so the doctors do not get invited to
their meetings. The nurses have their own meetings, the doctors have their own
meetings and then this one may read the minutes from that one’s meeting and that
one may read the minutes from this one’s meeting, but you cannot work with that. You
know you are working in a department where there are patients on the floor, doctors
are treating the same patients, nurses are managing the same patients, but you are
having two separate meetings — why? It’s stupid, we really — at [Old Hospital] | must
say, we had combined meetings, | don’t know what changed here, but something has
changed that has prevented those meetings from actually joining each other and each
one wants to tell the other one what to do and then | think professional rank does play
arole in it, nobody likes being told what to do.” DHB-IDI-004 Clinician

Senior leadership in DHB was also perceived to have neglected cross-professional
relationships and staff integration during the commissioning of the new hospital, with

consequences for the present time:
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“But | think one of the biggest frustrations was the animosity that developed between
the medical officers and the management structure, and the distrust and that legacy
of distrust is still there.” DHB-IDI-017 Clinician

Poor communication and information flow subsequently exacerbated the

fragmentation between senior leadership and other staff:

“They are paying the price because there’s that disconnect between management
and staff, there’s a huge disconnect, people might refuse to see it, but it is a huge gulf
that’s getting bigger and bigger every day. It’s us and them, middle management don’t
see themselves as part of the management of the hospital they think it’s too insulting,
because when they criticise the management, they are not talking about themselves.”
DHB-IDI-025 Mid-Level Administrative Manager

“l do feel the sense of camaraderie is a bit low but it’s because of the gap between

management and people on the ground.” DHB-IDI-024 Clinician

“There’s no interaction with people on the ground, they shy away from interacting with
people you know, and they throw policies at staff left, right and centre and think that
that’s the answer.” DHB-IDI-011 Clinician

In conclusion, and as illustrated in Figure 8.1, the evidence shows that the differences
in cross-professional relationships were underpinned by the hospital size and physical
design (hardware) whereby the small size and design, and a history (external context)
of working together for long periods enhanced positive relationships in DHA. These
positive relationships were strengthened by better communication and information
flow (intangible software) that limited the power and professional differences (tangible
software); factors that promoted as a sense of collective leadership in DHA. In
contrast, the large physical design (hardware) and the amalgamated mix of staff from
the decommissioned and other hospitals (external context) generated silos and
fragmented relationships in DHB. The silos and fragmented relationships, especially
in nursing, were also associated with the prominent power and professional
differences (tangible software) and poor communication or information flow (intangible

software) that limited opportunities for collective leadership in DHB.
8.6 Chapter Summary

The analysis presented in this chapter highlights the organisational dynamics of
hospitals as HCOs. The interacting features highlighted include leadership practices;

historical background of the hospitals; bureaucratic and managerial hierarchies and,
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the accompanying organisational processes; and professional cultures that influence
professional identities and cross-professional relationships amongst the diverse
range of professional and occupational groups in the hospitals. The findings also
revealed that these features are embedded in the social context of the hospitals.

The cross-case analysis specifically highlighted the role of context in enhancing or
undermining collective leadership practices, with possible consequences for staff
satisfaction and morale. First, positive, and negative leadership practices were
identified that enabled or hindered collective leadership, respectively, and had
consequences for staff satisfaction and morale. Second, the external context —
socially enacted through bureaucratic rigidity, leadership transitions, and hospital
histories — influenced the leadership practices that engender or hinder collective
leadership. The interview data also show that this external context directly influenced
internal context and may have direct consequences over staff satisfaction and morale
in both hospitals. Third, the internal context is characterised by hardware, tangible
software, and intangible software features that have a recursive association with
leadership practices, have further implications for collective leadership; and may also
have consequences for staff satisfaction and morale.

These insights are carried forward into the discussion chapter, and discussed in
relation to wider, existing empirical evidence and related theory, to illustrate their
significance. The discussion chapter also makes policy suggestions on how to nurture

collective leadership, including relevant approaches to leadership development.
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Chapter 9: Discussion; Policy and Research
Implications, Study Limitations and Directions for
Future Research

9.0 Introduction

This thesis has examined the interplay between healthcare organisational (HCO)
context, leadership practices and staff satisfaction and morale - as an indicator of
leadership effectiveness - in two public, district hospitals in the Western Cape
province, South Africa. Ultimately, | wanted to generate policy-relevant ideas about
how to strengthen district hospital leadership in ways that strengthen staff satisfaction
and morale and contribute to quality care and improved service delivery.

The findings presented in Chapters Six and Seven illuminated each case study
hospital’'s experience of leadership practices, their possible consequences for staff
satisfaction and morale as indicators of leadership effectiveness, and the features of
organisational context which influenced, and were influenced, by them. The cross-
case analysis, Chapter Eight, then drew out commonalities and differences in the two
hospitals’ experiences. It illuminated the similarities in leadership practices across
hospitals and considered which nurtured or constrained the emergence of collective
leadership in the hospitals, and how. It highlighted, in particular, the influences of
hospital histories, external bureaucratic forces, internal power dynamics and
professional identity over the potential for collective leadership — with a particular

focus on cross-professional engagement.

This chapter considers, first, this study’s particular knowledge contributions. Second,
it considers the policy implications of the analysis presented in the thesis. Third, the
study limitations are outlined before, finally, presenting the directions for future

research.

9.1 Hospital context and leadership practices

9.1.1 Overall experience

My initial conceptual framework (Chapter Three) emphasised the potentially important
mediating influence of hospital context over collective leadership, as well as staff
satisfaction and morale. As summarised in the revised framework presented in
Chapter Eight (Figure 8.1), the empirical findings confirmed and deepened

understanding of this influence.
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First, the findings show a complex interplay among contextual factors within each
hospital. Their histories, including past leadership turnover, and wider bureaucratic
rigidity (external contextual factors), shaped the hospitals’ internal managerial and
clinical power structures, professional identities, and cross-professional relationships
(internal contextual factors). In both hospitals, for example, the past history of inter-
personal relationships and leadership continued to influence staff relationships at the
time of the study - working to support relationships in DHA but constraining them in
DHB. At the same time, hospital hardware features impacted on hospital software
dimensions. The smaller physical footprint of the older DHA encouraged close
working relationships, for example, as did the layout of particular wards in the new
DHB. In both hospitals, however, the organisational structures (a hardware factor)
reinforced various sets of power and professional divides (software factors) -
managerial hierarchies, professional power dynamics between clinicians and nurses
and hierarchies within nursing — that worked to undermine relationships. Various

contextual influences are considered further in section 9.1.2 and 9.4.

Second, these interactions among contextual factors, thus, provided leadership
opportunities and challenges in the hospitals, including in terms of the potential for
collective leadership to emerge. For example, long-established and close working
relationships in both hospitals, but particularly in DHA, provided a foundation of
collective leadership that was in some instances further nurtured and encouraged
both through other features of internal context (such as physical space) and through
what, in this study, | have called positive leadership practices. These practices were
also experienced as impacting positively on staff satisfaction and morale. However,
tensions and divides in both hospitals, but particularly DHB, undermined collective
leadership opportunities and were sometimes driven by leadership practices rooted
in, for example, pre-existing hierarchies or hospital histories. These practices were
experienced as impacting negatively on staff satisfaction and morale. At the same
time, these tensions and divides were also sometimes offset through positive
leadership practices, those experienced as participative, empowering, or engaging
and that directly nurtured collective leadership and enhanced staff satisfaction and
morale. This recursive relationship between context and collective leadership is

discussed further in section 9.2.

These findings make an important contribution to the wider empirical literature in
illuminating the complex dynamics of these hospitals as health care organisations.

Although the lens of complex adaptive systems has gained some traction in health
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system research in LMICs (Peters, 2014; Adam & de Savigny, 2012), very few studies
have examined specific organisational environments in ways that illuminate this
complexity. Perhaps the most relevant study examined Kenyan district hospitals.
Reflecting the current study, inadequate financing, limited hospital autonomy and
decision-making ability, and ineffective leadership were highlighted as features of
these hospitals’ organisational dynamics (Barasa et al, 2017). The
hardware/software interactions among internal contextual features have, however,
been explicitly considered in a few LMIC studies (Roman, 2017; Topp, Chipukuma, &
Hanefeld, 2015). For example, work at district level in Kenya and South Africa has
examined hardware/software interactions in considering the ‘everyday resilience’ and,
as with my study, has demonstrated software-leadership interactions as an important
organisational dynamic within health system settings (Gilson, Elloker, Lehmann, &
Brady, 2020; Waithaka et al., 2020; Gilson et al., 2017). But for the most part, the
LMIC literature on complex adaptive systems has considered specific health
programmes in relation to the wider health system - for example, community health
workers (Kok et al.,, 2017), maternity care (Asefa, McPake, Langer, Bohren, &
Morgan, 2020), neonatal mortality problems (Rwashana, Nakubulwa, Nakakeeto-
Kijjambu, & Adam, 2014) or health policy change (Agyepong, Kodua, Adjei, & Adam,
2012), rather than, as in this study, organisational settings.

The LMIC literature considering hospital leadership has also rarely recognised the
complex dynamics of the organisational environment. A recent scoping review, thus,
concluded that there is very little empirical health system literature on leadership in
complex organisations (Belrhiti et al., 2018). A few studies have pointed to specific
aspects of organisational context that influence leadership — such as governance
structures (Aseweh Abor et al.,, 2008) or hierarchical leadership styles (Fillol,
Lohmann, Turcotte-Tremblay, Some, & Ridde 2019). The studies perhaps most
similar to mine also illustrate, for example, how culture, norms and structures
constrained leadership practice and underpinned the power dynamics impacting on
clinical leadership and interprofessional relationships in Kenyan hospitals (Nzinga et
al., 2018). Others show how leadership influences staff satisfaction — of nurses in
Brazil (Araujo & Figueiredo, 2019) and —considering how distributing leadership
supports communication flow and staff interactions - on public service motivation in
Moroccan hospitals (Belrhiti et al., 2020). However, within the available literature the

interplay between organisational context, leadership practices and organisational
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outcomes such as staff satisfaction and morale is generally inadequately examined
(Belrhiti et al, 2018).

9.1.2 Context and cross-professional relationships

A particularly important set of insights generated in the current study focus specifically
on how internal contextual factors impact on cross-professional relationships within
hospitals. In essence, as more widely recognised, hospitals are social environments
within which stratified and diverse professional groups must co-operate and work
together to provide health care (Nzinga et al., 2018; Daire & Gilson, 2014; ten Hoeve,
Jansen, & Roodbol, 2014; Willetts & Clarke, 2014). This study shows the particular
importance of professional culture, itself linked to the professional identities of
different occupational groups, as a feature of hospital context that influences the
development of collective leadership across cadres.

In both hospitals, the professional identity of clinicians was founded on their clinical
expertise and this, in turn, provided a foundation for the development of collective
leadership within this cadre. However, differences in professional knowledge and
expertise tended to undermine cross-professional relationships between clinicians
and nurses and so, especially in DHB, limited the development of cross-cadre forms
of collective leadership. These findings add to the existing South African (Daire &
Gilson, 2014) and HIC research (Berghout et al., 2017; Fitzgerald et al., 2013; Baker
& Denis, 2011) that has pointed to the role of professional identity in shaping health
leadership practices. They also confirm other South African research that has
specifically shown that nursing professionals in public hospitals lack clinical autonomy
and plan and manage their services based on expert clinical opinions (Joyner, Shefer,
& Smit, 2014; Marks, 1997; Rispel & Schneider, 1991).

Some wider LMIC experience has, meanwhile, shown that clinician dominance has
sometimes generated conflict and discouraged engagement between clinicians and
nurses (Lahana et al., 2019; Nzinga et al., 2018; Hendel, Fish, & Berger, 2007). Wider
HIC experience and theory suggests, moreover, that occupational and professional
divisions are likely anchored in the institutions that regulate qualifications and
membership of these occupations (for example, ten Hoeve et al., 2014; Willetts &
Clarke, 2014; Finn, Learmonth, & Reedy, 2010; Finn, 2008). The theory of
professionalism explicitly considers how professional expertise shapes identity,
confers professional power and creates power distances that could undermine
collective leadership by limiting the sharing and distribution of knowledge and

expertise between different occupational groups (Abbott, 1988).
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Nonetheless, staff in DHA, specifically, tended to see themselves as working
collectively, across cadres, towards the common goal of providing patient-centred
care. In DHB, meanwhile, the historical legacy of moving different sets of staff into
one hospital, rather than professional power, underpinned an important set of
identities (staff who came from the decommissioned hospital and those who did not)
that generated tensions and undermined collective leadership. These contrasting
experiences signal, then, how collective identities influence collective leadership.
They add to wider literature that has shown, for example, and in contrast to DHB, how
a history of amalgamation and good relationships can generate collective leadership
(Fitzgerald et al., 2013; Denis et al., 2001). Wider work also suggests that collective
identity may enhance collective leadership, for example, by allowing workers to learn
about each other’s behaviour through formal and informal engagements (Hiller et al.,
2006) or by seeing teammates as sources of leadership (Chrobot-Mason, Gerbasi, &
Cullen-Lester, 2016) — further showing the recursive relationship between context and

leadership.

The experience of DHB also highlights the limits on cross-cadre working generated
by professional silos, as a key driver of staff fragmentation. As found in this study,
some HIC studies suggest that senior clinicians are more loyal to their profession than
to public hospitals (Zigan, Macfarlane, & Desombre, 2008) - given their expert power
to offer patient diagnosis, treatment and decisions based on their professional
knowledge, and their ability to interact with the external health system bureaucracy
(Spyridonidis, Hendy, & Barlow, 2015; Currie, Koteyko, & Nerlich, 2009). Kenyan
research has also identified the phenomenon of ‘hybrid management’ (where
clinicians hold leadership and management roles), and has shown how such
managers are torn between executing their clinical roles and their leadership
(McGivern et al., 2015; Nzinga, McGivern, & English, 2019). These Kenyan studies
show how, as in the current study, professional power hierarchies give clinicians in
leadership roles, hybrid managers, more power over other professions, including
nurses (Nzinga, McGivern, & English, 2019; Nzinga et al., 2018). As found in this
study, weak preparation for their managerial roles, means that these hybrid managers
may not have the skills to promote cross-professional relationships. Distrust amongst
members of different professional groups may then, as found in the UK, lead to
conflicts (in this case, between clinicians and management) and is likely to
compromise the delivery of healthcare services (Fitzgerald et al., 2013). In contrast,

leadership practices that build trust across members of different professional groups
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have been found to minimise fragmentation and limit the formation of organisational
silos (Shamir & Lapidot, 2003).

In the current study, professional identities, silos, and hierarchies also drove tensions
between clinicians and nurses, on the one hand, and, on the other hand, hospital
administrative staff. Such tensions have, surprisingly, only rarely been identified in
LMICs, as for example in Ghana (Aberese-Ako et al., 2018), though more widely
recognised in HICs such as Portugal (Franco & Tavares, 2013). In this study,
moreover, the professional backgrounds of the hospital CEOs was specifically
identified as influencing cross-professional relationships. As reflected in HIC
experience, hospital executives with clinical and nursing backgrounds, as in DHA but
not in DHB, are commonly perceived to support good performance (Clay-Williams,
Ludlow, Testa, Li, & Braithwaite, 2017; Goodall, 2011).

The hierarchy within the nursing cadre was the final key feature of professional identity
identified in this study as undermining the possibility for cross-cadre working.
Hierarchical and rigid nursing management styles also hindered the development of
cohesion in ward teams between levels of management and categories within the
nursing cadre. The study adds then to the wider recognition of the challenges of
nursing hierarchies for cross cadre working in hospitals (ten Hoeve et al., 2014;
Joyner et al., 2014; Franco & Tavares, 2013; Currie, Finn, & Martin, 2010; Penn-
Kekana, Loveday, Blaauw & Schneider, 2004; Marks, 1997; Rispel & Schneider,
1991) and for LMIC leadership more generally (Belrhiti et al., 2020; Nzinga et al.,
2019; Edmonstone, 2018; Nzinga et al., 2018).

9.2 Hospital leadership practices and organisational

performance

9.2.1 Collective leadership

Despite the influence of context over leadership practices and staff satisfaction and
morale, the findings of this study (as reflected in Figure 8.1) also show that this was
a recursive relationship. It offers, then, the potential for leadership practices
themselves to impact on hospital software in ways that create space for and nurture
collective leadership. This insight is unusual within the still limited body of LMIC health
leadership literature, which has only rarely delineated the nature of leadership
practices and their consequences. Only two other LMIC empirical studies have

explicitly examined collective or distributed leadership in public sector hospitals, and
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its interactions with hospital software features (Belrhiti et al., 2020; Nzinga et al.,
2018).

By providing empirical evidence from district hospitals in South Africa, this study then
adds, first, important empirical insight into what forms of leadership can enhance, or
limit, collaboration within and across occupational groups working in LMIC hospitals
— and with what impacts on the organisation. In both hospitals, for example, the
exercise of shared or delegated, empowering, approachable, participative, engaging
and, caring or empathetic leadership practices supported the development of
relationships and teamwork within the hospitals, that engendered collective
leadership. For example, empathetic practices, identified as collegial concern and
senior staff care for frontline staff and the welfare of junior clinicians, were found to
enable supportive family-like environments. A rare cross-sectional study amongst
hospital nurses in Taiwan (Tsai, 2011) similarly linked the expression and perception

of care by leaders to positive workplace relationships and interconnectedness.

Further, the current study’s findings suggest participative and engaging practices are
likely to enhance the collegial relationships that strengthen collective identity and so,
may support collective leadership. Although a recent South African study has shown
that participative leadership builds trust relationships between managers and staff, it
did not consider the consequences for collective leadership (Brooke-Sumner et al.,
2019). A realist evaluation on the role of leadership in motivation in Moroccan
hospitals has, however, demonstrated that distributing or sharing leadership in
networks or interdisciplinary committees and participative decision-making had
positive consequences for the self-esteem of staff, which may, in turn, itself enable
collective leadership (Belrhiti et al., 2020). Theoretical work also suggests that formal
and informal participatory and engaging practices build relationships between staff in
a team and are likely to enhance collective leadership by developing a strong and
shared sense of identity among team members (Chrobot-Mason, Gerbasi, & Cullen-
Lester, 2016; Ibarra, Wittman, Petriglieri, & Day, 2014; Lord & Hall, 2005).

Empowering leadership practices were another approach enabling collective
leadership within the case study hospitals. These practices have rarely been explicitly
considered in other empirical work within South Africa and other LMICs. Open access
between junior staff and middle-level managers created a sense of engagement in
the day-to-day activities in the case study hospitals, as also found outside the health
sector in Ghana (Abugre, 2012). In addition, as found in a Finnish health care study,

the ability to collectively influence decisions, share values, and develop interpersonal
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relationships generated a sense of togetherness and emotional connection within
teams (Lampinen, Konu, Kettunen, & Suutula, 2018).

Second, this study showed that nurturing collective leadership offered important
benefits to the hospitals. Collective leadership was specifically found to support the
teamwork important in delivering good quality care. For example, it enables teams to
problem-solve and work together to improve services. Of particular importance are
the cross-professional teams that are vital in ensuring cooperation, mutual respect,
communication, and good understanding amongst workers when providing quality
patient care. HIC experience, meanwhile, shows that collective leadership is likely to
have positive effects on the intrinsic morale of staff and their intention to provide better
patient-centred services (Harrison & Coppola, 2007), as well as to encourage staff to
collectively think of solutions to hospital challenges and develop collective
approaches to policy implementation within the hospitals (Eckert et al., 2014; West et
al., 2014).

The value of collective leadership is also shown in the examples of champion leaders
identified in both hospitals. Although not assigned to formal managerial roles, these
leaders acted as champions by taking over leadership roles in their units, to bring staff
together in the absence of formal managers. These colleagues demonstrated, then,
the types of leadership practices that encouraged other managers and staff to
collaborate and so shared leadership with other team members within their own units
and across professional cadres. This ‘champion leadership’ was, therefore,
associated with the exercise of lateral power (see Chapter Eight) that enabled team-
focused decision making, in contrast to the vertical hierarchical leadership associated
with formal positional authority (Muller et al., 2018). Although not well recognised
within the LMIC health literature, these findings add to healthcare studies from HICs
that have noted that informal leadership can be provided by high performing
individuals who have a sense of responsibility and influence others when making
decisions in their teams (Lawson, Tecson, Shaver, Barnes, & Kavli, 2019; Downey,
Parslow, & Smart, 2011), through their integration of formal and informal
communication processes (Drescher & Garbers, 2016). Organisational research also
suggests that informal leadership emerges in complex collectives or teams, and works

to improve information flow in rigid management hierarchies (Marion et al., 2016).

Finally, this study shows that those practices experienced as disengaging,
hierarchical, non-participative or as favouritism were likely to undermine collective
leadership. Although the existing LMIC empirical research does not explicitly consider
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collective leadership, it does show how hierarchical and disengaging practices create
disconnections between levels of hospital management in Ghana (Aberese-Ako et al.,
2018) or create dis-trust between managers and staff in a Malawian hospital (Chipeta
et al., 2016). Studies from HICs more explicitty make the link from, for example,
disconnection and disengagement between managers and clinicians, and challenges

experienced in working as a collective, as in English hospitals (Fitzgerald et al., 2013).

9.2.2 Staff satisfaction and morale

This study’s findings (see Chapters Six, Seven and Eight) add to wider empirical
evidence about the factors influencing staff satisfaction and morale, including through
its detailed insights about how leadership practices support or undermine morale. A
combination of leadership practices and external and internal contextual factors
emerged as likely sources of staff satisfaction and morale in this study.

These findings reflect, first, broad LMIC and HIC health sector experience about, for
example: the positive impacts on staff satisfaction and morale of specific factors such
as positive commendation, recognition and reward during performance appraisal
(Perry & Hondeghem, 2008; Willis-Shattuck et al., 2008; Mathauer & Imhoff, 2006;
Franco, Bennett, Kanfer, & Stubblebine, 2004; Ryan & Deci, 2000); opportunities for
leadership development, and managerial and collegial support (Okello & Gilson,
2015); intrinsic drive or inspiration, fighting for change, the provision of better care
(Willis-Shattuck et al., 2008; Ryan & Deci, 2000); and hospital design and physical

work environment (Franco et al., 2004).

Similarly, factors that appeared to cause dissatisfaction and low morale amongst
health managers and staff in this study also reflect wider evidence. They include:
leadership weaknesses that undermine teamworking (Okello & Gilson, 2015) and that
limited the growth of collective leadership in case study hospitals; relational conflicts
between staff themselves and between staff and their managers (Lahana et al., 2019;
Tabak & Orit, 2007), as particularly shown in DHB; and non-participative and
hierarchical leadership practices in the hospitals that generate few opportunities for
professional and leadership development (Kumar, Ahmed, Shaikh, Hafeez, & Hafeez,
2013). Wider factors that impacted negatively on staff satisfaction and morale in the
hospitals also included resource constraints (Okello & Gilson, 2015) and unfair and
inefficient organisational processes such as favouritism during performance

appraisals (Franco et al., 2002).
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Second, this study adds to the currently limited empirical evidence from LMIC
hospitals about the influence of leadership practices, specifically, over staff morale.
The study, then, specifically addresses the call for empirical research about what
characteristics of leadership in complex organisations support better health care
(Belrhiti et al, 2018). It has shown which practices were found to enhance or
undermine staff satisfaction and morale and how these practices also impacted on

collective leadership.

Few other studies have explicitly considered the links between leadership practices,
or collective leadership, and staff satisfaction and morale. A previous South African
study (Mathole et al., 2018) found, for example, that public hospitals with managers
who demonstrated supportive, friendly and approachable leadership styles motivated
staff, who provided good care; in contrast, authoritarian practices generated poor
relationships and staff were demotivated (Mathole et al., 2018). A survey study in
Brazilian hospitals (Araujo & Figueiredo, 2019) also showed that managerial
behaviours and attitudes that encourage trusting relationships or offer personal care,
support teamwork and health worker motivation. In contrast, a Kenyan study reported
how leadership practices impacted negatively on relationships amongst staff in district
hospitals (Nzinga et al., 2018). However, perhaps the most comprehensive
assessment of these links, and so similar to mine, was conducted in Moroccan public
hospitals. It found that leadership practices worked through increasing perceived
supervisor support, perceived organizational support and satisfying staff basic
psychological needs to impact positively on staff self-esteem and intrinsic morale

amongst hospital staff (Belrhiti et al., 2020).

9.3 The (largely) constraining influence of bureaucratic

context on hospital leadership

This study’s findings show that the wider bureaucracy (external context) and related
managerial hierarchies (internal context) of the public sector tend to work against the
development of collective leadership in South African public hospitals, with
consequences for staff satisfaction and morale. Rigid bureaucratic and managerial
structures, and limited managerial authority within the two hospitals, contributed to
poor communication systems and a lack of cooperation between departments, teams,
cadres, and levels of management. These experiences constrained, though did not
fully prevent, the possibilities of creating an environment for collective leadership, and

had negative impacts on the satisfaction and morale of staff and managers. These
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findings add to the growing concerns about rigid hierarchies and bureaucratic
challenges in developing collective leadership in South Africa (Cleary et al., 2018). As
Von Holdt & Murphy (2007) argue, the highly centralised and rigidly procedural
bureaucracy of the public sector is rooted in colonial and apartheid-era practices.
Some wider African literature has also identified similar experiences. A Ghanaian
ethnographic study of public hospitals specifically showed how bureaucratic red tape
around the procurement of resources resulted in leadership practices likely to
undermine collective leadership — such as the use of positional power to monitor staff,
with a focus on individual mistakes (Aberese-Ako et al., 2018). Bureaucratic red tape
is itself more widely acknowledged to contribute to the demoralisation and
dissatisfaction of staff, as in Burkina Faso (Fillol et al., 2019) and Kenya (Barasa,
Molyneux, English, & Cleary, 2017; Mbindyo, Gilson, Blaauw, & English, 2009).

The study’s cross-case analysis further showed how the broader South African
bureaucratic context limits the autonomy of hospital managers in three key areas of
decision-making: budgeting and financial management, staff recruitment, and
performance assessment. These challenges also exist in public hospitals in other
LMICs (De Geyndt, 2017). The findings demonstrate that hospital-level managerial
decisions on staff recruitment and provision of resources for care were limited by the
wider bureaucratic rigidity around personnel expenditure (see Chapters Six and
Seven, and section 8.3.1). They also highlighted the procedural nature of
performance assessment, which was found to impact negatively on staff satisfaction

and morale.

These findings add considerable texture and depth to the available South African and
African evidence. Reporting from a leadership conference, Doherty and Gilson
(2011), for example, identified unrealistic budgets and inadequate authority for
management in recruitment of staff as hindrances to improving healthcare leadership
in South African hospitals. Nxumalo et al (Nxumalo et al., 2018), meanwhile, have
shown how the existing bureaucratic context and leadership practices undermine
performance assessment at primary health care level in South Africa. In other African
settings, limited decision-making autonomy has also been linked to poor personnel
management, and poor performance within Ugandan public hospitals (Ssengooba,
Atuyambe, McPake, Hanson, & Okuonzi, 2002). In The Gambia, meanwhile, stringent
fiscal control at the national and sub-national level coupled with limited financial
autonomy at hospital level created sufficient bureaucratic inertia to prevent healthcare

managers from working together to mobilise for the distribution of resources to
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hospitals Chigudu et al., (2014). Similarly, varying forms of bureaucratic power
dynamics were found to be obstacles to district decision-making in a recent and
unusually relevant multi-country study in Malawi, Uganda and Ghana (Bulthuis et al.,
2020).

9.4 Policy-relevant implications

Deeper understanding of the public hospital context and its influence over collective
leadership is not well researched in South Africa and LMICs. Such understanding is
important because it can generate policy insights about how to encourage the
collaboration among, and empowerment of, staff that is necessary in improving the

functioning and performance of hospitals in delivering patient-centred care.

Against the background of past policy recommendations to enhance the managerial
autonomy of large public hospitals in LMICs (Ravaghi, Foroughi, Nemati, & Bélorgeot,
2018; Preker & Harding, 2003a; Hanson et al., 2002), the current study suggests that
an overarching challenge remains whether existing bureaucratic structures and rigid
professional hierarchies will allow the enculturation of collective leadership to motivate
managers and staff at the hospital level in the Western Cape and South Africa. Similar
concerns have been raised in the very different English setting (Currie, Lockett, &
Suhomlinova, 2009).

However, at the same time, as discussed in section 9.2, this study’s findings also point
to the possibility of working within the existing bureaucratic constraints in ways that
create spaces of collective leadership and impact positively on staff morale in the
study hospitals. These findings, thus, add to Belhriti et al., (2020) Moroccan study
showing how collective leadership can create spaces of engagement and promote
staff morale in LMIC hospitals. An in-depth review of the influence of contextual
factors on healthcare leadership in public hospitals in HICs similarly reports that while
external bureaucratic structures limit the ability to empower staff, due to poor
communication practices and transactional leadership styles, organic structures
enable transformational leadership styles and cohesion within work teams (Brazier,
2005). Wider research also suggests that a hybrid system encapsulating both
traditional hierarchies and collective practices may be necessary in building and

strengthening collective leadership (Hiller et al., 2006).

From a policy perspective, then, keeping hospital leadership and autonomy on the
policy agenda must be accompanied by considering how to create pockets of

collective leadership and engagement within the existing environment of public sector
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hospitals in the Western Cape and South Africa, including through new forms of
leadership development.

9.4.1 Strengthening collective leadership within hospitals

Given the study’s findings, one approach to creating a collective identity and sense of
belonging in the case study hospitals could be to induct new staff carefully so that
they have a deeper understanding of hospital backgrounds and histories and can work
to support intra-organisational relationships between different occupational and
professional groups (Chrobot-Mason et al., 2016; Spyridonidis et al., 2015; Currie,
Finn, & Martin, 2010; Hogg & van Knippenberg, 2003; Ashforth & Johnson, 2001).
Innovative forms of communication are also generally recognised as important in
satisfying the different information needs of different disciplines and cadres (De Brun,
O’Donovan, & McAuliffe, 2019; Zigan et al., 2008), and these can enhance cross-
professional relationships in district hospitals in the Western Cape.

Findings from this study highlight the need for communication channels, in district
hospitals across the province, that have clarity and consistency - such as WhatsApp
groups, smart applications for remote meetings, and Google groups. Open and direct
communication considering all professional and managerial interests is also relevant
for collective leadership across managerial and professional groupings. For example,
as identified in this study, active engagement and participative practices through
town-hall and departmental meetings work to keep staff informed in a regular,
continual, clear, and consistent manner and articulate answers to questions that staff
generate. Daily huddles as identified in this study are, moreover, widely recognised
as key and quite informal communication mechanism. Finally, careful thought about
hospital design is also important because, as shown in this study, physical proximity
between departments is likely to influence the quality of working relationships
positively in district hospitals. The closeness of units and departments enables the
exchange of professional ideas, encourages cross-cadre relations and empathetic
practices towards one another — factors that build collective leadership (De Brun,
O’Donovan, & McAuliffe, 2019; West et al., 2014).

Despite the negative experiences of hybrid managers in this study, other leadership
researchers specifically suggest that merging professional and managerial roles may
provide avenues for collective leadership and that this may enhance the motivation of
clinicians and nurses (Chreim, Williams, & Hinnings, 2007). The exercise of lateral
power by clinicians and nurses in district hospitals can also enable an environment

that cultivates collective leadership within clinical teams and across cadres, and
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relational networks, despite the rigid administrative authority and bureaucratic

environment.

Promoting the concept of flattening the gradient to spread power laterally and to lower
the power distance between staff is, therefore, important in district hospitals within the
province. Flattening the hierarchies can expand the roles and responsibilities of
frontline staff and limit their sense of powerlessness as they develop a semi-
autonomous functional team comprised of staff from different cadres. Although not
well considered in the LMIC literature, cross sectional surveys amongst doctors and
nurses in 15 Norwegian hospitals (Krogstad, Hofoss, & Hjortdahl, 2004), and hospital
nurses in Taiwan (Tsai, 2011) have shown that tackling rigid hierarchies is likely to
improve professional information sharing and cooperation between nurses and
clinicians and thus enhance staff satisfaction. Encouraging collective leadership in
teams and between cadres may also promote a sense of belonging within the district
hospitals (Lampinen, Konu, Kettunen, & Suutula, 2018; Sedgwick & Yonge, 2008).
Similarly, wider organisational research indicates that empowering leadership
practices counter bureaucratic constraints, increase the collective sense of
responsibility in teams, and allow greater flexibility amongst staff (Lee, Willis, & Tian,
2018). These practices and approaches, thus, are likely to engender collective
leadership in district hospitals in the Western Cape province.

Re-inventing existing organisational processes that permit participation of staff may
itself entrench collective leadership in the case study and across district hospitals in
the province. For example, respondents in this study suggested that hospital
leadership should consider different approaches of performance management — such
as moving from individual appraisals to collective appraisals to create opportunities
for collective interactions. Rather than the use of top-down managerial rewards and
punishment during appraisals, HIC experience suggests that collective performance
management practices are likely to re-distribute rewards, power and team-based
incentives and encourage mutual appreciation and acknowledgement, continuous
feedback and monitoring of performance to allow for professional integration that
promote collective practices and motivate staff (Finn, Learmonth, & Reedy, 2010;
Zigan et al., 2008). Organisational research also suggests that collective evaluations
of teams enhance trust in colleagues and managers (Boas Shamir & Lapidot, 2003),
which may strengthen collective leadership. However, building trust within
professional groups might run the risk of developing negative team attributes such as

groupthink and conformity (Neck & Manz, 1994; McCauley, 1989; Janis, 1971) or give
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dominance to specific individuals (Thylefors, 2012; Lichtenstein, Alexander,
McCarthy, & Wells, 2004; Doorewaard & Brouns, 2003). For example, in this study,
clinicians were sometimes criticised for the way they exercised power over nurses, as

were senior managers in relation to frontline staff.

Tackling the organisational fragmentation and silos that generate rivalries and
tensions and discourages teamworking is, therefore, another important action that can
be implemented in the case study and other district hospitals. This might be achieved
by understanding the contextual causes of conflict as well as by team building
activities and training teams in conflict resolution to improve trusting relationships (De
Brun et al., 2019; Okello & Gilson, 2015). Social interactions that address professional
and managerial identity, tensions, and power challenges in HCOs are recognised as
offering the possibility of building relationships between professions (Zigan et al.,
2008), and are necessary policy considerations for nurturing collective leadership in

the district hospitals.

Finally, it is possible that improved staff satisfaction and morale may itself entrench
positive leadership practices, by limiting the perceived negative effects of hierarchies
and power distance between senior leadership and lower-level staff in district
hospitals within the province. For instance, where rigid hierarchies generate
difficulties in building teamwork and camaraderie, such as in nursing, it may be useful
to nurture a strong sense of collective leadership among nurses in wards based on
their intrinsic morale to offer care. Theoretical insights suggest that this may be helpful
because motivated staff have an enhanced sense of self-worth and self-determination
(R. M. Ryan & Deci, 2000) and may practice collective leadership, so enhancing
collegial support and relationships in the wards (West et al., 2014; Hiller et al., 2006).

9.4.2 Leadership development

The analysis of this thesis, finally, offers ideas or lessons for how to strengthen
leadership development activities within LMIC healthcare settings. This is a
recognised policy priority for the future of healthcare delivery in South Africa (RSA
National DoH, 2014; RSA National DoH, 2011) and other LMICs (Gilson & Agyepong,
2018). Within the Western Cape Province, moreover, teamwork and distributed
leadership has been specifically identified as critical in strengthening the provincial
health system (Western Cape Government DoH, 2016; Western Cape Government
Health, 2014).
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Leadership development researchers in HICs have argued that such activities enlarge
the collective capacity of people within an organisation to engage in leadership roles
and processes (Day, 2001). Collective leadership development, specifically, is likely
to enhance the ability of multiple individuals to transfer and share leadership roles
both formally and informally (Friedrich et al., 2009), as envisioned in the Western
Cape’s Department of Health leadership development strategies (Western Cape
Government DoH, 2016c). Other benefits of such activities have been identified as:
knowledge of leadership roles; increased confidence; improved communication skills;
the ability to work and network with others; and, job positivity and satisfaction (Flaig,
Alam, Huynh, Reid-Hector, & Heuer, 2020). Wider evidence also suggests leadership
development may lead to the spread of positive practices of leadership amongst staff
(Welch-Carre, 2017; Norman, Avolio, & Luthans, 2010; Avolio & Gardner, 2005), staff
and managerial intrinsic motivation (R. M. Ryan & Deci, 2000) and patient-centred

quality care (Little et al., 2001).

A key policy recommendation derived from this study’s findings is, therefore, to create
more opportunities for leadership development and professional advancement, for
both clinicians and nursing staff in district hospitals, that emphasise collective
approaches to decision-making and teamworking (as also specifically suggested by
Chigudu et al., 2014). These leadership development activities should be founded on
the understandings that hospitals are environments for social learning and self-
organizing, and that leadership is the ability of an organisation or a group to co-create
and make sense together to provide patient-centred care (Gilson et al., 2014a; Weick,
Sutcliffe, & Obstfeld, 2005). A focus on a no-blame culture, interprofessional
collaboration, professional commitment, and improved information flow between
cadres are likely important topics to address (De Brun et al., 2019; Espinoza, Peduzzi,
Agreli, & Sutherland, 2018; Song et al., 2017; Tsai, 2011; Chang, Ma, Chiu, Lin, &
Lee, 2009) when implementing collective leadership development strategies in the

district hospitals.

Shifting the focus from individual strategies of training for leadership skills, to
collective approaches to leadership development may also support systemwide
capacity development, strengthening the district hospital context or system. Training
staff in teams within district hospitals to improve their leadership skills and ability to
work as a collective, may also improve their performance to deliver efficient healthcare
(De Brun, O’'Donovan, & McAuliffe, 2019; Leggat et al., 2010; McAlearney, 2008; Little
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et al.,, 2001). As Day et al. (2014) argue, there is a need to shift from leader
development to leadership development.

Leadership development activities should, thus, be embedded in the district hospital
context through the use of workplace-based learning (Gilson & Agyepong, 2018;
Doherty & Gilson, 2015; Bush & Glover, 2004), which also allows the development of
cross-professional collective practices. Organisational researchers view such
approaches to leadership development as highly beneficial for collective leadership
and collective motivation (Kark, Shamir, & Chen, 2003; Avolio & Bass, 2001).
Workplace-based learning, as a strategy for collective leadership development, in
district hospitals across the province, may include experiential and action-learning
projects, internships, mentoring and coaching systems, innovation fellowships, and
sabbatical and reflection periods (Daire, Gilson, & Cleary, 2014; Gilson & Daire,
2011). Action learning, for example, can incorporate regular meetings, reviews and
planning sessions within cross-professional teams in the hospitals. Afterwards, the
staff can share their experiences with others not present at the meetings and further
strengthen saocial interpersonal relationships (Eva, Cox, Tse, & Lowe, 2019). Shared
experiences built on open communication and a history of working together may, in
turn, build trust amongst staff from different cadres and strengthen collective

leadership district hospitals within the province, and South Africa in general.
9.5 Study Limitations

Discussion of the study’s findings and policy implications should be considered
together with the limitations of this research. It should be noted that the study did not
seek to establish causal relationships between the hospital context and staff
satisfaction and morale, collective leadership practices and staff satisfaction and
morale, or the pathways between the three phenomena. Instead, the application of a
qualitative case study design sought to generate rich insights about healthcare
organisational settings, the complex nature of the three phenomena studied and their
interactions. Specifically, the analysis established probable associations between
different aspects of both external and internal context, and leadership practices and
staff satisfaction and morale. Positive and negative leadership practices, respectively,

had linkages with collective leadership.

Another potential limitation of the research is the depth and breadth of literature
reviewed for the study. The initial qualitative literature review, using systematic and

scoping approaches, was extensive and encompassed empirical published articles
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on leadership and healthcare leadership from both LMICs and HICs. It yielded an
overwhelming journal and grey literature. To make the review feasible as an element
within this study, a narrowed focus on leadership and its context in LMICs/Africa was
adopted. A narrative approach was deemed appropriate to the primary review aim of
distilling the key lines of existing empirical analysis to inform this study.

The study considered only two district hospital cases and could not allow for very long
periods of immersive fieldwork. Nonetheless, the trustworthiness of the findings was
enhanced by examining two case study hospitals which had different histories, as well
as, in each, triangulating multiple data sources, including previously collected
gquantitative satisfaction survey data. The rigorous within and cross-case analytic
process allowed analytic generalisations to be developed (Miles, Huberman, &
Saldana, 2014; Yin, 2014; Eisenhardt & Grabner, 2007). Arguably, moreover, public
health sector and district hospitals in South Africa are relatively comparable and share
similar characteristics. These findings may, therefore, resonate with other HCOs

similar to the case study hospitals, including outside South Africa.

A limitation worth noting is in relation to the survey data, especially in DHA discussed
in Chapter 6, which showed a worse picture regarding the phenomena of focus than
the qualitative data. Given low response rates in both hospitals, even if higher in DHB,
the survey findings might be influenced by small sample sizes. Other data showed
clearly that DHA is a smaller hospital with a rich history of good relationships
compared to DHB which is a larger newer hospital with poor relationships. The
strength of my study is anchored on the evidence offered by a combination of both

qualitative and survey data.

Although hinted at in study findings, the data did not support comprehensive
examination of some potential dynamics at play in the hospitals that may have
implications for collective leadership. For example, demographic issues highlighted
by some respondents suggest that there may be a linkage between perceptions of
race and gender and collective leadership, with consequences for staff satisfaction
and morale. Yet the role of race and gender in leadership has been recognised in
other LMIC (Shung-King et al., 2018; Morgan et al.,, 2016), and HIC literature
(Soklaridis et al., 2017; McDonagh, Bobrowski, Hoss, Paris, & Schulte, 2014,
Snaebjornsson & Edvardsson, 2013; Schueller-Weidekamm & Kautzky-Willera, 2012;
Lantz, 2008).
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9.6 Directions for future research

The conceptual, empirical, and methodological contributions of this research to the
literature on hospital context and collective leadership offer some directions for future
research. First, the study concepts could be further applied in other empirical studies
to test the current insights. This would include applying the theories and frameworks
underpinning this thesis, such as complexity leadership theory, organisational theory,
motivation theories of leadership and collective leadership in healthcare. These
theories proved useful in understanding the elements and the interlinkages between
the three phenomena. Most research on public sector leadership are not theory driven
and therefore the abductive analysis, together with inductive and deductive analysis,
used in this thesis offers more than just a report of leadership practices in public
hospitals. Future research could also incorporate these forms of analysis to generate
more practical, methodological and theoretical evidence on leadership in public sector

hospitals and organisations.

Second, the study aimed for thick description of two case study hospitals and the
generation of analytic generalisations, rather than a more extensive survey across
many hospitals of key issues to support analysis towards statistical generalisation.
Future research could increase the case and sample size to include more district
hospitals, in both urban and rural settings, and across different provinces. This would
enhance the generalisability of the findings across the broader South African health
system and may offer avenues for comparisons with other health systems in sub-
Saharan Africa. Most of the elements that constitute the Leadership Trinity also
require further empirical testing and confirmation in larger public hospitals, and in

private hospitals.

Third, as the existing research about organisational context and leadership is primarily
based on quantitative studies (Stentz, Plano Clark, & Matkin, 2012), this study
expands the research methods used in the study of leadership. In-depth analysis and
ethnography is rarely used in the study of leadership (Sutherland, 2018) and
qualitative realist evaluation approaches are only just beginning to be used
understand leadership practices and leadership development in healthcare
organisations (McDermott et al., 2017; Kwamie, van Dijk, & Agyepong, 2014; Marchal,
Van Belle, Van Olmen, Hoerée, & Kegels, 2012). Further qualitative and mixed
studies are, therefore, recommended to consider the linkages within the phenomena

in the Leadership Trinity — that is, the interplay between healthcare organisational
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context, leadership practices and staff satisfaction and morale. The use of longitudinal
comparative case studies may, for example, enable researchers to describe events
through time (past, present and future) and, search for holistic explanation of
processes within and between cases (Pettigrew, Woodman, & Cameron, 2001;
Pettigrew, 1990; Pettigrew, 1985) to establish the linkage of hospital context and
positive leadership practices to staff satisfaction and morale. At the same time,
structured survey work might be able to test the relationships among the phenomena
of focus at a larger scale, exploring the links among them and, for example, testing

the consequences of removing collective leadership as an interlinking phenomenon.

Fourth, this thesis suggests that conducting research on the links between positive
leadership practices and organisational context, such as professional identities and
power structures, would be beneficial in understanding how cross-professional
relationships can be sustained in hospitals. Study findings demonstrate how collective
leadership practices enhance our understanding of the important role of formal and
informal relationships in teams within HCOs. Future research that extends the
understanding of collective leadership in cross-professional teams may generate
deeper insights about how to enact better cross-professional relationships across
cadres in hospitals. Such studies could analyse the role and effects of cross-
professional and cross-managerial identity and power relationships on collective
leadership and their implications for staff satisfaction and morale in public hospitals.
Future studies may also need to extend the understanding of collective leadership by

intentionally including race and gender in the analysis.

Finally, given the policy implications of this research, future studies could examine the
impact of leadership development strategies on collective leadership and, perhaps,
their consequences for staff satisfaction and morale. Collective leadership entails
social interactions and therefore research on leadership development should also
logically consider contextual issues identified in this research in their study designs,
methods and analyses to assist in better understanding the leadership development

process (Day et al., 2014).
9.7 Chapter summary

The objective of this chapter was to consider the main contributions of this study to
the wider LMIC knowledge base, as well as to acknowledge key weaknesses. The

chapter also looked at the policy implications and recommendations for strengthening
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collective leadership practices in LMIC health systems and presented ideas for future
research directions.

Based on in-depth analytic insights drawn from the managerial and staff
understandings of organisational context and leadership practices in case study
hospitals, the revised study framework presented in Figure 8.1 illustrates the linkages
and pathways between the three phenomena illuminated by this study. It adds to, and
opens, debates on collective leadership and their recursive relationship with the

socially constructed context of hospitals, and staff satisfaction and morale.

The study identified key features of the internal and external organisational context in
district hospitals that are relevant to leadership practices. It has shown how hospital
background and history, public sector bureaucracy, power structures and hierarchies,
professional identities, and cross-professional relationships, as elements of
healthcare organisational context, mediate collective leadership practices and their
potential or likely consequences for leadership ‘effectiveness’ as seen in staff

satisfaction and morale.

The thesis also illuminates, on the one hand, the specific types of leadership practices
that engender collective leadership and are likely to enhance staff satisfaction and
morale. These include those that allowed full or shared delegation, enabled
participation, were empathetic, approachable, empowered staff, and were engaging
and persuasive. On the other hand, negative practices that undermine collective
leadership and had negative consequences for staff satisfaction and morale were
identified as hierarchical, disengaging, and practices that led to favouritism, criticisms

and divulging of secrets.

The discussion of policy implications focused on how to nurture collective leadership
within district hospitals to strengthen staff satisfaction and morale. These include
suggestions for practice changes within hospitals as well as new forms of leadership
development activities. Although external bureaucratic rigidities and hierarchies might
well constrain the impacts of these proposed activities, there is wider support for the
idea that spaces of collective leadership can be created within hospitals and despite

such bureaucratic features.

Finally, future research ideas are presented to test the study’s findings and further
develop its conceptual framework, and its policy implications. As noted, a
methodological contribution of the study is the use of an approach akin to ethnography

to gain insight and understand leadership practices in LMIC hospitals and health
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systems. Such approaches have the potential to offer deeper understanding of
respondents’ argumentation, negotiation and meaning making providing a deeper

understanding of leadership practices in health systems.
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Chapter 10: Concluding Statements

10.1 The relevance of the thesis for health system

development in LMICs

There have been few studies in LMICs examining the influence of hospital
organisational context, as enacted social settings, over leadership practices, and the
possible consequences for staff satisfaction and morale as indicators of leadership
effectiveness. The research underpinning this thesis aimed to examine the interplay
between these three phenomena in district hospitals in the Western Cape Province.
The research began with the identification and recognition of existing gaps in relevant
research, and the development of the Leadership Trinity framework to guide the
research. To explore and explain the linkages between the three phenomena, a
multiple case study approach, using qualitative approaches to information gathering

and analysis, was used to address the research questions.

Overall, the thesis has illustrated the relevance and value of the Leadership Trinity
framework in such inquiry. The positive alignment of enabling features of hospital
context with leadership practices that support collective leadership, as demonstrated
particularly in cross-professional relationships, is likely to generate positive staff
satisfaction and morale, and so support good quality service delivery. However, this
balance may be disturbed by features of hospital context (such as rigid bureaucracy
and hierarchies) or negative leadership practices, that undermine collective
leadership and staff morale, also affecting the quality of healthcare service delivery.
There are then possibilities of virtuous or vicious cycles among the phenomena of the

Leadership Trinity framework.

The thesis’ findings provide directions for the actions needed to strengthen hospital
leadership in South Africa and other LMICs in ways that also benefit the wider health
systems in which they are located. Plans for a National Health Insurance (NHI) system
in South Africa, and, more broadly, for Universal Health Coverage (UHC) reforms in
other settings, must take cognizance of the study findings. Future health system
reform must work to strengthen leadership practices within hospitals, and so promote
a virtuous cycle among the phenomena of the Leadership Trinity framework. In South
Africa, it is critical to adapt existing managerial processes better to support collective
leadership as well as to implement new forms of leadership development that

purposefully support the emergence of collective leadership within these settings.
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Whilst enhancing the extent of managerial autonomy held by public hospitals is also
important, it would not be sufficient in itself to generate the changes in organisational
dynamics necessary to strengthen hospital performance. Since it is difficult to practice
leadership without management processes, at present, there are no clear-cut policy
distinctions between leadership and management in the South African public sector
and their influences over staff morale and satisfaction. This implies that leadership is
entangled with management because formal managers are expected to offer
leadership through collective and relational processes that motivate while at the same

time planning and controlling resources to achieve organisational goals.
10.2 Epilogue - Researcher reflexive statement

Finally, | outline my overall personal reflections about the doctoral journey and the
lessons | learnt. The entire research study and doctoral process was immensely
rewarding despite some analytical challenges. During the study, | acknowledged my
role as a researcher and a critical tool to the entire research process. Acknowledging
my position as a researcher with my own perspectives and ideas enabled the
limitation of biases in the description of the phenomena and interpretation of the data
(Green and Thorogood, 2018; Wuisman, 2005).

To limit the impact of my assumptions and interpretations on my understandings, |
also engaged with senior leadership and other staff to gain trust, build meaningful
rapport and to make the respondents comfortable to share rich information with me.
In retrospect, | would still undertake a rigorous qualitative research for its rewarding
engagement with participants during observations and interviews - backed up with

theory and other quantitative evidence.

In my research and personal memos and journals, | acknowledged the analytic and
interpretive challenges of undertaking research where my personal perspectives and
experiences on essential leadership practices in the public and private sectors in
African countries and the general population came into play. These perspectives were
predicated and grounded on the growing debate on the critical role of collective
leadership practices in the wider private and public sectors. Admittedly, throughout
the research process, | conscientiously resisted the urge to adapt or change the
emergent findings to reflect my personal opinions. In fact, my position on the general
consequences of leadership on satisfaction and morale evolved during the research

process.
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Coming from a veterinary science background to conduct constructionist social
science research was a difficult transformation that reflected in the prolonged analysis
phase of the study and which | consider as a personal achievement in the doctoral
journey. Limited experience in analysing qualitative data slowed the analytic process.
Nonetheless, the prolonged analysis allowed me to fully immerse myself into the data

and coding process, generating important insights in analysis.

Indeed, while conceptualising this doctoral research study, | did not know that | was
subconsciously starting a journey to deeper consciousness; a journey of self-
discovery through the triune of understanding (personal faith), memory (indefatigable
hope) and will (charity and love for all). The triune was critical in allowing me the
freedom to deeply engage the organisational context, leadership, and motivation
literature in ways that | never imagined | would comprehend, and to come up with a
coherent thesis. Further, the triune sustained me in a stoic approach and a tenacious
mindset to see the successful completion of the doctoral journey — in the end
emerging with a deeper understanding and skills in doing holistic self and

organisational analysis.
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Introduction
Western Cape Government Health commissioned the services of the Independent Counselling and Advisory Services (ICAS) to analyse the data for their 2016 staff

satisfaction survey. The aim of the survey was to assess the organisational climate among this group of employees by way of their thoughts and opinions with
regard to the organisation, their job and their work environment.

This report is based on 102 responses received and this represents a 23.0% response rate. This response rate is sufficient to ensure representivity of the findings.
However, it would be recommended that corroborative data is considered in conjunction with these results.

A similar survey was conducted in 2013, with 147 respondents. Where available, the results of the 2013 survey are provided in this report for comparative purposes.

The staff satisfaction survey comprised 65 questions. The primary dimensions assessed in the survey were related to opinion of the organisation, communication,
leadership, employee satisfaction with the organisation and organisational support structures, trust, team functioning, performance management, growth and
development and coping style.

Demographic overview of participants

The greatest number of responses were received by Nurses (51.0%), followed by Administrative employees (23.5%). With regard to salary level, the majority of
employees (52.9%) were in the level 1 — 6 category. Representation by age was greatest in the 36 — 50 category (46.1%), followed by employees who were 18 — 35
(38.2%). 41.2% of respondents have been employed for 0 — 5 years. The majority of respondents were female (76.5%). Of the respondents, 0.98% indicated that
they were living with a disability.
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52.94%

Admin 23.53% Level1-6

Allied 4 3.92% Level 7 - 8 20 19.61%
Doctor 13 12.75% Level 9 -12 27 26.47%
Nurse 52 50.98% Level 13- 16 0 0.00%
Support 7 6.86% No response 1 0.98%
No response 2 1.96% Grand Total 102 100.00%
Grand Total 102 100.00%

18-35 38.24% 0 -5 years 41.18%
36-50 47 46.08% 6 - 10 years 21 20.59%
51-65 16 15.69% 11 - 15 years 11 10.78%
66 and older 0 0.00% 16 - 20 years 4 3.92%
No response 0 0.00% 21 years and over 24 23.53%
Grand Total 102 100.00% No response 0 0.00%
Grand Total 102 100.00%
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Female 78 76.47%
Male 23 22.55%
No response 1 0.98%

Grand Total 102 100.00%

No 99 97.06%
Yes 1 0.98%
No response 2 1.96%
Grand Total 102 100.00%
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Opinion of the organisation
Overall it appears that levels of satisfaction with regard to respondents’ general opinion of the organisation were mixed. The 2 highest scoring items in this

dimension were with regard the organisation being committed to providing quality care to patients (75.5% agreement) and feeling that the individual had an
important role to play in the organisation’s operations (71.6% agreement). Both of these items have increased since the previous survey. There were 2 items that
did not score favourably on levels of agreement. Only 35.3% of felt that the organisation valued and cared for employees, and 37.3% felt as though the organisation
treated them fairly. When an employee perceives that the organisation cares for them and supports them this may serve to fulfil employees’ emotional and social
needs and in this way, their role within the organisation may actually become an integrated part of their identity. It has also been shown that employees who feel
valued and cared for are more likely to expend discretionary energy in the course of their daily work. In this instance, it appears that while employees are proud
of and loyal towards the organisation, this may be an intrinsic commitment towards the ideals of being in a helping profession. In order for this level of internal
inspiration to be sustained, there needs to be a perception that the organisation returns those same levels of loyalty and pride to the employee.

Neither
Strongly X Strongly No X )
Agree Agree nor Disagree i Agree Disagree Agree Disagree
Agree . Disagree response
Disagree
The organisation values & cares for its
employgees 7.84% 27.45% 27.45% 18.63% 18.63% 0.00% 35.29% 37.25% 37.41% 33.33%
The organisation treats its employees
fairly 4.90% 32.35% 23.53% 25.49% 11.76% 1.96% 37.25% 37.25% 32.65% 36.73%
| have an important role to play in the
organisation operations 22.55% 49.02% 17.65% 3.92% 2.94% 3.92% 71.57% 6.86% 48.98% 23.81%
i
| feel a strong sense of loyalty to the
organisation & yalty 26.47% 42.16% 15.69% 5.88% 5.88% 3.92% 68.63% 11.76% 65.99% 12.93%
My organisation is committed to
providing quality care to patients 22.55% 52.94% 13.73% 3.92% 4.90% 1.96% 75.49% 8.82% 71.43% 5.44%
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Communication and consultation within the organisation
The primary area of dissatisfaction with communication lay in the organisation’s willingness to act upon and provide feedback on the ideas and suggestions received

from employees. Only 26.5% indicated that they received feedback on their suggestions and 21.6% indicated that the organisation put their ideas into practice.
Less than half of the respondents agreed that they were kept adequately informed about planned changes (37.3%). Communication functions as a key driver of
employee engagement and performance and within the Health Care context also functions as a contributor towards customer satisfaction and service delivery. In
order for employees’ to continue to engage in their work and their working environment they need to be able to contribute towards the advancement of the
organisation and consultations with employees form a key component of such an initiative. The absence of such consultations have the potential to result in
corridor talk, the vilification of “Head Office” as not understanding the local context of frontline staff, resentment towards to the organisation and a pre-occupation
with not being informed which diverts energy from key job requirements. Given the perceptions which have been raised around communication, communication
of the results of this survey would be an ideal way of shifting perceptions with regard to not being heard by the organisation. Having said that, any communication
of the results should be accompanied by a clear plan as to how areas of concern will be addressed. The following table provides an overview of the results for this

dimension.
Neither
Strongly X Strongly No . )
Agree Agree nor Disagree i Agree Disagree Agree Disagree
Agree . Disagree response
Disagree
The organisation keeps employees
informed about planned changes 9.80% 27.45% 27.45% 17.65% 15.69% 1.96% 37.25% 33.33% 25.85% 43.54%
timeously
The organisation is open to employee's
€ i P ploy 7.84% 28.43% 29.41% 15.69% 16.67% 1.96% 36.27% 32.35%
feedback and ideas
You receive feedback on your
. 3.92% 22.55% 31.37% 20.59% 17.65% 3.92% 26.47% 38.24% 23.81% 43.54%
suggestions
The organisation puts employees’ ideas
o prict,ce' P ployees i 2.94% 18.63%  34.31% 23.53% 17.65% 2.94% 2157%  41.18% 20.41% 38.78%
i
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Leadership style

The most favourably rated item on this dimension was with regard to line management respecting and valuing work contributions, with 79.4% agreeing with this.

67.7% of respondents felt that their line manager genuinely cared about employee needs. The lowest scoring item on this dimension was with regard to having

received recognition or praise for doing good work (56.9% agreement). 69.6% of respondents indicated that their line manager was able to manage internal conflict

effectively. In the day-to-day life of an organisation it falls to the manager to create the work experience of employees, and this extends to more than having

mastered the operational basics of their role. A key example may be in relation to perceptions of how managers’ manage conflict. Managing conflict may fall

within the realm of people management skills and is an integral component of managing both individuals and teams.

In the absence of effective conflict

management by a manager employees may question the reliability, integrity, and trustworthiness of managers. The absence of these factors may negatively

influence not only the performance of employees but their discretionary effort. The results from this dimension are outlined in greater detail in the following table.

My line manager genuinely cares about
employee's needs

My line manager respects and values my
contribution at work

My line manager isable to manage
internal conflict effectively

In the last 7 days | have received
recognition or praise (for example, a
thank you) for doing good work from my
manager

Strongly
Agree

20.59%

22.55%

20.59%

19.61%

Agree

47.06%

56.86%

49.02%

37.25%

Neither
i Strongly
Agree nor Disagree X
. Disagree
Disagree
15.69% 3.92% 9.80%
10.78% 4.90% 2.94%
13.73% 10.78% 3.92%
15.69% 12.75% 11.76%

No
response

2.94%

1.96%

1.96%

2.94%

Agree

67.65%

79.41%

69.61%

56.86%

Disagree

13.73%

7.84%

14.71%

24.51%

Agree

62.59%

65.99%

48.30%

Disagree

17.69%

12.93%

31.97%
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Team functioning
88.2% of respondents indicated that they had good relationships with the people that they work with. It is further encouraging to note that 84.3% were able to consult with their

colleagues when faced with an unexpected or challenging situation at work. The lowest scoring item on this dimension was with regard to different professions working well together,
with 61.8% agreeing. 35.3% of respondents indicated that their colleagues were looking to leave the organisation within the next 6 months. What would be useful would be to
consider the attrition rate for the last year in order to plan effectively for any potential exits.

Neither
Strongly . Strongly No i i
Agree Agree nor Disagree . Agree Disagree Agree Disagree
Agree A Disagree response
Disagree
In my unit/component the staff function
v / P 27.45% 54.90% 11.76% 2.94% 1.96% 0.98% 82.35% 4.90% 77.55% 9.52%
well as a team
| have good relationships with the
33.33% 54.90% 6.86% 0.00% 1.96% 2.94% 88.24% 1.96%

people that | work with
| am able to consult my colleagues when
| am faced with an unexpected or 36.27% 48.04% 10.78% 0.98% 0.98% 2.94% 84.31% 1.96% 78.23% 5.44%

challenging situation at work

My colleagues are committed to doing

quality work 24.51% 55.88% 15.69% 1.96% 0.98% 0.98% 80.39% 2.94% 75.51% 7.48%
My colleagues are looking to leave the 0 0 0 0 o o o 0 0 0
organisation within the next 6 months 8.82% 26.47% 31.37% 23.53% 8.82% 0.98% 35.29% 32.35% 29.93% 33.33%
Different professions (Doctors, health

professionals, admin) work well 12.75% 49.02% 24.51% 4.90% 5.88% 2.94% 61.76% 10.78% 58.50% 15.65%

together
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Drivers of commitment and retention
It is encouraging to note the extent to which respondents indicated that they are clear as to what they are supposed to accomplish at work (90.2% agreement) and

how their job contributes to the organisation’s objectives (88.2% agreement). These items, to a large extent, relate to the support structures that an organisation
provides, and it is imperative that employees are clear with regard to what they are supposed to do. 43.1% of respondents’ indicated that their unit/team had
access to sufficient resources to complete their work effectively. The item with the greatest disagreement was with regard to people being transparent and open
in their communication, with 35.3% indicating that this was not the case.

Neither
Strongly . Strongly No . )
Agree Agree nor Disagree i Agree Disagree Agree Disagree
Agree A Disagree response
Disagree
| am highly motivated to do my job 32.35% 49.02% 8.82% 4.90% 3.92% 0.98% 81.37% 8.82% 68.03% 14.29%
| have a measure of control and influence over
how my work is completed 24.51% 60.78% 6.86% 3.92% 0.98% 2.94% 85.29% 4.90% 74.83% 8.16%
| feel secure in my position at this organisation
with the current changes taking place 12.75% 50.98% 14.71% 13.73% 5.88% 1.96% 63.73% 19.61%
| find the content of my work interesting and
stimulating v 8 30.39% 47.06% 8.82% 9.80% 2.94% 0.98% 77.45% 12.75% 73.47% 10.88%
At work, | have the opportunity to do what | do
best every day 27.45% 49.02% 12.75% 4.90% 3.92% 1.96% 76.47% 8.82% 74.15% 10.20%
| understand how my job contributes to the
organisation's objectiv:s ! 33.33% 54.90% 7.84% 0.98% 0.98% 1.96% 88.24% 1.96% 84.35% 4.76%
I am clear as to what | am supposed to accomplish
at work 28.43% 61.76% 6.86% 1.96% 0.00% 0.98% 90.20% 1.96% 82.99% 3.40%
People in this organisation are transparent (no
hidden agendas) and communicate openl 4.90% 24.51% 34.31% 19.61% 15.69% 0.98% 29.41% 35.29% 21.09% 31.97%
i uni Y

My unit/team has access to sufficient resources to
co\r/nplet/e their work effectively 5.88% 37.25% 21.57% 15.69% 17.65% 1.96% 43.14% 33.33%
My workload is manageable 5.88% 37.25% 20.59% 16.67% 9.80% 9.80% 43.14% 26.47% 46.26% 23.81%
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Physical work environment, safety & security
Employees reported varying levels of satisfaction on this dimension. With regard to the physical work environment, 26.5% indicated that the ablution/cloakroom

facilities were adequate and 21.6% were satisfied with the restroom/tearoom facilities. There were concerns with regard to the safety of personal belongings, with
28.4% indicating that these were safe. In contrast, 52.9% felt safe at work during the day. At a very basic level the comfort of the physical work environment may
be viewed as being an indicator of the extent to which the organisation cares about the comfort of their employees and views them as being valuable enough to
invest in their work environment.

Neither
Strongly i Strongly No X )
Agree Agree nor Disagree i Agree Disagree Agree Disagree
Agree . Disagree response
Disagree
| feel safe at work during the day 10.78% 42.16% 23.53% 9.80% 10.78% 2.94% 52.94% 20.59% 57.14% 19.05%
| feel safe at work during the night 3.92% 29.41% 31.37% 15.69% 8.82% 10.78% 33.33% 24.51% 38.78% 22.45%
My personal belongings are safe at work,
. 0 . (] . (] B (' . (] . (] B 0 . 0 . 0 . 0
e.g. car, bag, etc 5.88% 22.55% 24.51% 26.47% 18.63% 1.96% 28.43% 45.10% 28.57% 40.82%
The restroom/tearoom facilities are
. 0 . (] . (] . (] . (] . (] . 0 . 0 . 0 . 0
adequate 4.90% 16.67% 15.69% 30.39% 29.41% 2.94% 21.57% 59.80% 29.25% 40.82%
The ablution/cloakroom facilities are
/ 3.92% 22.55% 11.76% 25.49% 26.47% 9.80% 26.47% 51.96% 27.89% 38.10%
adequate
My building is safe and well maintained 1.96% 21.57% 21.57% 32.35% 19.61% 2.94% 23.53% 51.96%
My building caters for the needs of
pe\:sons witi disabilities 6.86% 25.49% 23.53% 23.53% 17.65% 2.94% 32.35% 41.18%
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With regard to having experienced verbal and/or physical abuse from patients in the past year, 36.3% indicated that they had experienced this form of abuse (that
is, they disagreed with the item). Approximately 21.6% indicated that they had experienced verbal abuse from members of staff in the last year and 14.7% had
been harassed (sexual/racial/emotional). These items point to the level of strain that employees are experiencing in the day-to-day work environment over and
above the emotional demands of the actual job that they are engaged in. Of the respondents, 41.2% felt that the organisation took adequate steps to ensure that
they were not exposed to violence and aggression at work and 42.2% indicated that the organisation supported and promoted employee health and wellbeing.

Neither
Strongly . Strongly No . 5
Agree Agree nor Disagree i Agree Disagree Agree Disagree
Agree . Disagree response
Disagree

| have not experienced verbal and/or
physical abuse in the last year from 12.75% 45.10% 17.65% 13.73% 7.84% 2.94% 57.84% 21.57% 55.78% 20.41%

colleagues or employees

| have not experienced verbal and/or
physical abuse from patients in the last 7.84% 37.25% 15.69% 18.63% 17.65% 2.94% 45.10% 36.27% 48.30% 31.29%

year

| have not been exposed to harassment
(sexual, racial, or emotional) at work in 18.63% 48.04% 15.69% 7.84% 6.86% 2.94% 66.67% 14.71%

the last year

The organisation takes adequate steps
to ensure that | am not exposed to 6.86% 34.31% 27.45% 20.59% 8.82% 1.96% 41.18% 29.41% 43.54% 21.09%

violence and aggression at work

The organisation supports and promotes
9.80% 32.35% 22.55% 18.63% 12.75% 3.92% 42.16% 31.37%

employee health and wellness
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Performance appraisal and evaluation
A key organisational imperative is organisational performance and often performance management structures are a key component of ensuring that employees

are performing effectively. 52.0% of respondents had had 2 performance evaluations in the last year. 49.0% of respondents felt at ease during their appraisal and
48.0% indicated that their appraisal was conducted in a positive manner. In comparison, only 35.3% of respondents felt that the current performance management
structures promoted a high-performance culture. This may suggest concerns regarding the performance, or lack thereof, of other employees (that is, a perception
that they work harder than others). This raises the question as to the purpose of performance management in the organisation and what the outcomes of the
process should be, not only for the employee, but for the organisation as well.

I have had at least 2 performance
appraisals/evaluations in the last year

| felt at ease during the appraisal

The appraisal was conducted in a
positive manner

Performance management structures
promote a high-performance culture

Strongly
Agree

8.82%

8.82%

7.84%

3.92%

Agree

43.14%

40.20%

40.20%

31.37%

Neither
Agree nor
Disagree

13.73%

22.55%

29.41%

25.49%

Disagree

12.75%

8.82%

3.92%

15.69%

Strongly
Disagree

16.67%

9.80%

8.82%

15.69%

No
response

4.90%

9.80%

9.80%

7.84%

Agree

51.96%

49.02%

48.04%

35.29%

Disagree

29.41%

18.63%

12.75%

31.37%

Agree

51.70%

45.58%

48.98%

43.54%

Disagree

22.45%

17.01%

14.97%

24.49%
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Services provided by administrative components, e.g. HRM/Staff Office
The lowest scoring item was with regard to being satisfied with the childcare facilities, with only 14.7% of individuals indicating that these were to their satisfaction.

In terms of the support services, the area of least agreement was with regard to receiving prompt responses to queries, with only 31.4% agreeing. Only 42.2% of
respondents indicated that management were accessible to them when they had not received a satisfactory resolution to their problem. This once again positions
the organisation as not taking a vested interest in their employees.

Neither
Strongly . Strongly No i )
Agree Agree nor Disagree . Agree Disagree Agree Disagree
Agree > Disagree response
Disagree
The support service is efficient in
L K X 6.86% 32.35% 26.47% 19.61% 12.75% 1.96% 39.22% 32.35%
providing assistance when required
The support service is accessible to staff
.pp . . 5.88% 37.25% 25.49% 19.61% 10.78% 0.98% 43.14% 30.39%
to assist with enquiries
The support service office responds
6.86% 24.51% 34.31% 21.57% 9.80% 2.94% 31.37% 31.37%

promptly to my enquiries

Management is accessible when | have
not been able to receive a satisfactory 4.90% 37.25% 26.47% 14.71% 13.73% 2.94% 42.16% 28.43% 34.01% 28.57%

solution to a problem

| am satisfied with the childcare facilities
provided by the organisation (only 0.98% 13.73% 14.71% 0.98% 2.94% 66.67% 14.71% 3.92% 26.53% 24.49%

where facilities are available)
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Education and training

The majority of respondents (84.3%) indicated that they had the requisite skills for performing their work effectively. 50.0% of respondents had attended a training

session in the last year and 38.2% indicated that they access to opportunities to grow and develop in the organisation.

| have the skills | need to perform my
work effectively

I have a skills development plan, which
meets my specific needs and job
requirements

I have equal and fair access to education
and training

| have access to opportunities to grow
and develop in this organisation

| attended at least one training session in
the last year

Strongly
Agree

26.47%

13.73%

5.88%

3.92%

10.78%

Agree

57.84%

55.88%

39.22%

34.31%

39.22%

Neither

Agree nor
Disagree

8.82%

15.69%

19.61%

17.65%

15.69%

Disagree

3.92%

5.88%

15.69%

21.57%

16.67%

Strongly
Disagree

1.96%

6.86%

17.65%

18.63%

14.71%

No
response

0.98%

1.96%

1.96%

3.92%

2.94%

Agree

84.31%

69.61%

45.10%

38.24%

50.00%

Disagree

5.88%

12.75%

33.33%

40.20%

31.37%

Agree

74.83%

67.35%

50.34%

47.62%

56.46%

Disagree

8.16%

10.20%

29.25%

28.57%

20.41%
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Perceptions of change

A 2008 Towers Perrin study of 90 000 employees concluded that a top engagement driver globally was employees’ belief that senior management had their best
interests at heart. Only 36.3% of employees agreed with this statement on the survey. 56.9% felt that their manager encouraged staff to become part of change
and 50.0% of respondents indicated confidence in their line manager’s ability to manage change effectively. These results indicate that there is doubt with regard

to the change management abilities of leadership structures in the organisation.

| believe that senior management in this
organisation have the best interests of
employees at heart

My manager encourages staff to
become part of change

My manager manages ongoing change
effectively

Strongly
Agree

6.86%

7.84%

9.80%

Agree

29.41%

49.02%

40.20%

Neither

Agree nor

Disagree

24.51%

16.67%

24.51%

Disagree

14.71%

14.71%

12.75%

Strongly
Disagree

21.57%

7.84%

9.80%

No
response

2.94%

3.92%

2.94%

Agree

36.27%

56.86%

50.00%

Disagree

36.27%

22.55%

22.55%

Agree

31.97%

46.26%

47.62%

Disagree

32.65%

21.77%

20.41%
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Individual Wellness
69.6% of respondents felt in control of their overall wellbeing. Given the healthcare context within which employees function, and the potential for burnout, steps

need to be taken to ensure that employees are able to manage their wellbeing. 20.6% indicated that they frequently struggled to stay out of debt.

| struggle to stay out of debt 48.04% 28.43% 5.88% 14.71% 2.94%
| feel in control of my overall wellbeing 7.84% 15.69% 29.41% 40.20% 6.86%
Number of chronic conditions Average of 1

Number of losses experienced (e.g. death of a loved
. . Average of 2.74
one, divorce, loss of a job)

Number of traumatic incidents traumatic incidents
experienced (threat to life or safety e.g. armed Average of 1.19
robbery, motor vehicle accident)

How many units of alcohol do you consume per day
(a unit is equivalent to one beer, a glass of wine or Average of 0.39
one tot measure of spirits)
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Analysis of qualitative data

There was 1 qualitative question that was asked on the survey, ‘what are the 3 things which will make the place at which you work a better place?’ There were

217 responses received to this question. These responses were analysed according to themes. These themes were derived based on the content of the comments

received. The table below provides an overview of the categories that were developed:

Upgraded infrastructure, assets, facilities, and space creation 26
More staff members/employee capacity 18
Employee learning, development, growth, and job opportunities 15
Facilities tearoom, kitchen and canteen 13
Housing and Transport subsidies 12
Improve style and management of meetings and regular employee forums for employee input (staff/management involvement) 12
Transparency and fairness and honesty and equality 10
Improve work tools, equipment, and stock supply 9
Facilities, improve ablution facilities 7
Communication etiquette and improve access to information 6
Improve morale within teams and encourage a culture of working together 6
Improve supply chain and procurement processes and less red tape 6
Improved safety and security 6
Supportive environment 6
A culture of respect 5
Coffee machine vending machine staff amenities 5
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Recognition

Cleanliness and better working conditions

Prioritise wellness and health promotion for staff members

Facilities Aircon

HR support

Improve/change Leadership enhance strategic intent and create visibility and more trust)

Patient centred approach to care

Upgrade technology

Community Involvement

Corruption Nepotism and favouritism in recruitment selection and promotion. Unfair labour practice

Facilities parking

Less management victimisation and abuse of authority

Recreational Facilities (gym)

Remuneration

Review of working hours

A culture of empathy

Access to childcare facilities

Employee engagement and work commitment
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Facilities (Furniture) 1

Improve (respect/etiquette/empathy/people competency) management practices and management style 1
Improve budgeting 1
Improve employee/manager relations 1
Improve Performance reward tool (SPMS) motivate with incentives and promotions 1
Language and cultural barriers 1
Qualified/competent management 1
Racial Discrimination 1
Respect confidentiality and reduce gossip 1
Review of staff attitudes 1

The most frequent comment was with regard to the physical work environment (25.4%) of the respondents. Some of the issues that were raised included the need
for building renovations, upgraded ablution facilities, storage space, bigger workspaces, shaded parking, parking bays, and more ergonomic planning of workspaces.
Respondents also noted the need for maintenance of existing infrastructure, such as fixing lifts, replacing light bulbs, air-conditioning, and fixing broken furniture.
With regard to the comfort of their physical working environment, respondents further identified the need for fresh air, fresh water, water coolers, quieter working
environments and clean toilets and hygienic work environments.

17.6% of respondents indicated the need for more human resources. The examples provided with regard to the type of staff required included, nurses, doctors,
allied health workers, specialists, administrative and cleaning staff. The need for more staff was linked to service delivery in order to ensure that the patient-staff
ratio became more manageable. More staff members were needed to meet Victoria Hospital’s operational needs of the site, as well as to reduce the extent to
which employees were feeling overworked and overloaded. A small number of respondents indicated that adequate staffing would reduce the absenteeism rate
in the organisation.

14.7% of respondents raised 2 primary issues raised with regard to training and development. These were the need for growth and greater job opportunities within
the organisation and a general need for more training to be provided to employees. Employees indicated a willingness to improve on their current skills so as to
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enhance engagement, motivation levels and work commitment. Issues raised also included views around promotions, career advancements and succession
planning efforts. A small number of respondents also indicated that there needed to be equal and fair access to education and training.

Linked to the responses with regard to tearooms, kitchens and canteens (12.7%) was the need for recreational space and room to partake in leisure activities during
break periods. A number of respondents also identified vending machines and healthier food options in their areas.

Staff Satisfaction Survey: The Way Forward
Based on the findings outlined in this survey the following issues require further attention:

= The results of this survey need to be communicated to employees, with senior management representation at Victoria Hospital. There needs to be ownership
of the survey by key stakeholders and a commitment towards addressing the issues which employees are raising.

= There needs to be a commitment to fostering a culture of support and care for employees with an increased focus on people issues. Management in particular
needs to be more accessible to staff and might benefit from training on people issues and interpersonal skills in order to foster the culture shift.

= While employees are indicating a need to be heard, it is also evident that there are concerns with the quality of communication that they are receiving from
their managers. What is also evident in the qualitative comments is that employees are looking to provide their input on change and innovation for the
organisation. So, not only should the structures be provided for employees to contribute their thoughts, but these would need to be acknowledged and
considered.

= There are various communication campaigns that should be considered for the employee population: what is the value proposition for being a WCGH employee
at Victoria Hospital; how do employees address their burning issues outside of a survey; create awareness on the training and development policies that are
available.

= Where required, address the structural issues addressed in the survey, for example, the need for fresh air, the need for fresh water and the need for general
cleanliness of the facilities.

= Avenues for emotional support (group or individual) should be given attention. One component of this would be to continue to encourage employees to make
use of the EWP.

= There were key issues raised in the qualitative comments with regard to values such as fairness, accountability, equality, trust, and honesty. These are the
intangible issues that influence employee levels of motivation and discretionary effort. Leadership in the organisation need to be perceived as being congruent
in relation to the values of the organisation.

276



Annexure 2: Staff Satisfaction Survey 2016 Findings for DHB

Western Cape
Government

Health

Western Cape Government Health

Staff Satisfaction Survey Results

June 2016



Introduction
Western Cape Government Health commissioned the services of the Independent Counselling and Advisory Services (ICAS) to analyse the data for their 2016 staff

satisfaction survey. The aim of the survey was to assess the organisational climate among this group of employees by way of their thoughts and opinions with
regard to the organisation, their job and their work environment.

This report is based on 455 responses received and this represents a 59.8% response rate. This response rate is sufficient to ensure representivity of the findings.
However, it would be recommended that corroborative data is considered in conjunction with these results.

A similar survey was conducted in 2013, with 273 respondents. Where available, the results of the 2013 survey are provided in this report for comparative purposes.

The staff satisfaction survey comprised 65 questions. The primary dimensions assessed in the survey were related to opinion of the organisation, communication,
leadership, employee satisfaction with the organisation and organisational support structures, trust, team functioning, performance management, growth and

development and coping style.

Demographic overview of participants
The greatest number of responses were received by Nurses (53.4%), followed by Administrative employees (23.1%). With regard to salary level, the majority of

employees (74.1%) were in the level 1 — 6 category. Representation by age was greatest in the 36 — 50 category (43.3%), followed by employees who were 18 — 35
(39.3%). 53.4% of respondents have been employed for 0 — 5 years. The majority of respondents were female (78.7%). Of the respondents, 3.30% indicated that
they were living with a disability.
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Level1-6 74.07%
Level 7-8 65 14.29%
Level 9-12 50 10.99%
Level 13- 16 3 0.66%
No response 0 0.00%
Grand Total 455 100.00%

Admin 23.08%
Allied 32 7.03%
Doctor 15 3.30%
Nurse 243 53.41%
Support 60 13.19%
No response 0 0.00%
Grand Total 455 100.00%

18-35 39.34% 0 -5 years 53.41%
36-50 197 43.30% 6 - 10 years 91 20.00%
51-65 79 17.36% 11-15years 40 8.79%
66 and older 0 0.00% 16 - 20 years 33 7.25%
No response 0 0.00% 21 years and over 48 10.55%
Grand Total 455 100.00% No response 0 0.00%
Grand Total 455 100.00%
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Female 358 78.68%
Male 97 21.32%
No response 0 0.00%

Grand Total 455 100.00%

No 440 96.70%
Yes 15 3.30%
No response 0 0.00%
Grand Total 455 100.00%
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Opinion of the organisation
Overall it appears that levels of satisfaction with regard to respondents’ general opinion of the organisation were mixed. The 2 highest scoring items in this

dimension were with regard the organisation being committed to providing quality care to patients (68.1% agreement) and feeling that the individual had an
important role to play in the organisation’s operations (73.4% agreement). The latter has item has increased since the previous survey. There were 2 items that
did not score favourably on levels of agreement. Only 42.6% of respondents felt that the organisation valued and cared for employees, and 40.2% felt as though
the organisation treated them fairly. When an employee perceives that the organisation cares for them and supports them this may serve to fulfil employees’
emotional and social needs and in this way, their role within the organisation may actually become an integrated part of their identity. It has also been shown that
employees who feel valued and cared for are more likely to expend discretionary energy in the course of their daily work. In this instance, it appears that while
employees are proud of and loyal towards the organisation, this may be an intrinsic commitment towards the ideals of being in a helping profession. In order for
this level of internal inspiration to be sustained, there needs to be a perception that the organisation returns those same levels of loyalty and pride to the employee.

Neither
Strongly X Strongly No X )
Agree Agree nor Disagree i Agree Disagree Agree Disagree
Agree . Disagree response
Disagree
The organisation values & cares for its
employees 7.91% 34.73% 20.00% 21.76% 15.60% 0.00% 42.64% 37.36% 43.96% 30.04%
The organisation treats its employees
fairly 6.37% 33.85% 19.34% 25.05% 15.38% 0.00% 40.22% 40.44% 39.56% 30.40%
| have an important role to play in the
organisation operations 26.37% 47.03% 13.63% 6.37% 6.59% 0.00% 73.41% 12.97% 49.45% 28.21%
i
| feel a strong sense of loyalty to the
L & vaty 25.05% 42.42% 16.48% 9.01% 7.03% 0.00% 67.47% 16.04% 62.27% 16.48%
organisation
My organisation is committed to
providing quality care to patients 23.74% 44.40% 14.73% 9.67% 7.47% 0.00% 68.13% 17.14% 72.89% 10.99%
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Communication and consultation within the organisation
The primary area of dissatisfaction with communication lay in the organisation’s willingness to act upon and provide feedback on the ideas and suggestions received

from employees. Only 30.6% indicated that they received feedback on their suggestions and 29.5% indicated that the organisation put their ideas into practice.
Less than half of the respondents agreed that they were kept adequately informed about planned changes (35.2%). Communication functions as a key driver of
employee engagement and performance and within the Health Care context also functions as a contributor towards customer satisfaction and service delivery. In
order for employees’ to continue to engage in their work and their working environment they need to be able to contribute towards the advancement of the
organisation and consultations with employees form a key component of such an initiative. The absence of such consultations have the potential to result in
corridor talk, the vilification of “Head Office” as not understanding the local context of frontline staff, resentment towards to the organisation and a pre-occupation
with not being informed which diverts energy from key job requirements. Given the perceptions which have been raised around communication, communication
of the results of this survey would be an ideal way of shifting perceptions with regard to not being heard by the organisation. Having said that, any communication
of the results should be accompanied by a clear plan as to how areas of concern will be addressed. The following table provides an overview of the results for this

dimension.
Neither
Strongly X Strongly No . )
Agree Agree nor Disagree i Agree Disagree Agree Disagree
Agree A Disagree response
Disagree
The organisation keeps employees
informed about planned changes 6.15% 29.01% 20.22% 27.25% 17.36% 0.00% 35.16% 44.62% 36.63% 34.80%
timeously
The organisation is open to employee's
& . P ploy 5.71% 30.33% 21.32% 22.64% 20.00% 0.00% 36.04% 42.64%
feedback and ideas
You receive feedback on your
. 4.18% 26.37% 23.74% 27.03% 18.68% 0.00% 30.55% 45.71% 25.64% 41.03%
suggestions
The organisation puts employees ideas
o prfctice P ploy 5.05% 20.40%  24.18% 27.03% 19.34% 0.00% 2045%  46.37% 2381%  36.63%
i
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Leadership style

The most favourably rated item on this dimension was with regard to line management respecting and valuing work contributions, with 60.9% agreeing with this.
56.7% of respondents felt that their line manager genuinely cared about employee needs. The lowest scoring item on this dimension was with regard to having
received recognition or praise for doing good work (48.6% agreement). 54.1% of respondents indicated that their line manager was able to manage internal conflict
effectively. In the day-to-day life of an organisation it falls to the manager to create the work experience of employees, and this extends to more than having
mastered the operational basics of their role. A key example may be in relation to perceptions of how managers’ manage conflict. Managing conflict may fall
In the absence of effective conflict

within the realm of people management skills and is an integral component of managing both individuals and teams.

management by a manager employees may question the reliability, integrity, and trustworthiness of managers. The absence of these factors may negatively
influence not only the performance of employees but their discretionary effort. The results from this dimension are outlined in greater detail in the following table.

My line manager genuinely cares about
employee's needs

My line manager respects and values my
contribution at work

My line manager isable to manage
internal conflict effectively

In the last 7 days | have received
recognition or praise (for example, a
thank you) for doing good work from my
manager

Strongly
Agree

18.46%

18.68%

16.26%

14.51%

Agree

38.24%

42.20%

37.80%

34.07%

Neither
Agree nor
Disagree

13.19%

13.63%

19.56%

12.31%

Disagree

17.36%

16.04%

15.82%

19.34%

Strongly
Disagree

12.75%

9.45%

10.55%

19.78%

No
response

0.00%

0.00%

0.00%

0.00%

Agree

56.70%

60.88%

54.07%

48.57%

Disagree

30.11%

25.49%

26.37%

39.12%

Agree

57.51%

57.88%

39.19%

Disagree

24.54%

22.71%

46.89%
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Team functioning
80.4% of respondents indicated that they had good relationships with the people that they work with. It is further encouraging to note that 76.9% were able to

consult with their colleagues when faced with an unexpected or challenging situation at work. The lowest scoring item on this dimension was with regard to
different professions working well together, with 61.5% agreeing. 45.7% of respondents indicated that their colleagues were looking to leave the organisation
within the next 6 months. What would be useful would be to consider the attrition rate for the last year in order to plan effectively for any potential exits.

Neither
Strongly X Strongly No . .
Agree Agree nor Disagree i Agree Disagree Agree Disagree
Agree > Disagree response
Disagree
In my unit/component the staff function
24.62% 44.18% 12.75% 12.53% 5.93% 0.00% 68.79% 18.46% 72.89% 10.62%
well as a team
I have good relationships with the
& P 33.85% 46.59% 11.43% 5.27% 2.86% 0.00% 80.44% 8.13%

people that | work with
I am able to consult my colleagues when
| am faced with an unexpected or 25.49% 51.43% 11.87% 5.49% 5.71% 0.00% 76.92% 11.21% 84.98% 6.23%

challenging situation at work

My colleagues are committed to doing

quality work 22.64% 47.25% 16.04% 7.91% 6.15% 0.00% 69.89% 14.07% 78.39% 7.33%
My colleagues are looking to leave the

) . . B (J . (] . (] . (J . (J B (J . (] . (] B (] . (]
organisation within the next 6 months 18.46% 27.25% 25.71% 17.36% 11.21% 0.00% 45.71% 28.57% 31.87% 41.76%
Different professions (Doctors, health
professionals, admin) work well 12.53% 49.01% 17.80% 10.77% 9.89% 0.00% 61.54% 20.66% 57.88% 17.95%

together
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Drivers of commitment and retention
It is encouraging to note the extent to which respondents indicated that they are clear as to what they are supposed to accomplish at work (81.7% agreement) and

how their job contributes to the organisation’s objectives (83.3% agreement). These items, to a large extent, relate to the support structures that an organisation
provides, and it is imperative that employees are clear with regard to what they are supposed to do. 50.6% of respondents’ indicated that their unit/team had
access to sufficient resources to complete their work effectively. The item with the greatest disagreement was with regard to people being transparent and open
in their communication, with 38.9% indicating that this was not the case.

Neither
Strongly . Strongly No . )
Agree Agree nor Disagree i Agree Disagree Agree Disagree
Agree . Disagree response
Disagree

| am highly motivated to do my job 27.25% 43.96% 12.75% 8.35% 7.69% 0.00% 71.21% 16.04% 71.79% 15.38%
| have a measure of control and influence over how
my work is completed 21.54% 53.41% 13.41% 7.03% 4.62% 0.00% 74.95% 11.65% 69.96% 11.72%
| feel secure in my position at this organisation with
the current chan;eps taking place & 13.19% 43.52% 17.58% 14.51% 11.21% 0.00% 56.70% 25.71%
| find the content of my work interesting and
stimulating v & 21.54% 51.43% 14.73% 7.47% 4.84% 0.00% 72.97% 12.31% 73.99% 12.09%
At work, | have the opportunity to do what | do best
every day 24.84% 50.55% 13.63% 6.81% 4.18% 0.00% 75.38% 10.99% 73.26% 9.16%
| understand how my job contributes to the

L o v 27.03% 56.26% 9.67% 4.40% 2.64% 0.00% 83.30% 7.03% 75.09% 8.79%
organisation's objectives
| am clear as to what | am supposed to accomplish
at work 26.81% 54.95% 10.99% 3.74% 3.52% 0.00% 81.76% 7.25% 84.25% 7.33%
People in this organisation are transparent (no
hidden agendas) and communicate openl 8.35% 27.91% 24.84% 19.56% 19.34% 0.00% 36.26% 38.90% 28.94% 39.93%

i uni Y

My unit/team has access to sufficient resources to
co\r/nplet/e their work effectively 10.55% 40.00% 22.20% 15.38% 11.87% 0.00% 50.55% 27.25%
My workload is manageable 12.31% 43.74% 16.04% 14.73% 13.19% 0.00% 56.04% 27.91% 54.58% 24.91%
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Physical work environment, safety & security
Employees reported varying levels of satisfaction on this dimension. With regard to the physical work environment, 41.8% indicated that the ablution/cloakroom

facilities were adequate and 40.2% were satisfied with the restroom/tearoom facilities. There were concerns with regard to the safety of personal belongings, with
40.2% indicating that these were safe. In contrast, 2.9% felt safe at work during the day. At a very basic level the comfort of the physical work environment may
be viewed as being an indicator of the extent to which the organisation cares about the comfort of their employees and views them as being valuable enough to
invest in their work environment.

Neither
Strongly i Strongly No i )
Agree Agree nor Disagree . Agree Disagree Agree Disagree
Agree . Disagree response
Disagree
| feel safe at work during the day 14.51% 48.35% 13.85% 13.85% 9.45% 0.00% 62.86% 23.30% 57.51% 21.25%
| feel safe at work during the night 8.13% 35.60% 25.71% 16.70% 13.85% 0.00% 43.74% 30.55% 40.29% 30.40%
My personal belongings are safe at work,
e.g. car, bag, etc 7.03% 33.19% 22.64% 20.00% 17.14% 0.00% 40.22% 37.14% 35.16% 36.63%
The restroom/tearoom facilities are
adequate 7.47% 32.75% 16.70% 20.22% 22.86% 0.00% 40.22% 43.08% 38.10% 44.32%
The ablution/cloakroom facilities are
adequate / 8.13% 33.63% 18.46% 19.78% 20.00% 0.00% 41.76% 39.78% 37.36% 38.10%
My building is safe and well maintained 8.79% 37.36% 21.32% 16.70% 15.82% 0.00% 46.15% 32.53%
My building caters for the needs of
pe\:sons witi disabilities 8.79% 48.57% 19.12% 13.41% 10.11% 0.00% 57.36% 23.52%
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With regard to having experienced verbal and/or physical abuse from patients in the past year, 35.8% indicated that they had experienced this form of abuse (that
is, they disagreed with the item). Approximately 27.7% indicated that they had experienced verbal abuse from members of staff in the last year and 25.3% had
been harassed (sexual/racial/emotional). These items point to the level of strain that employees are experiencing in the day-to-day work environment over and
above the emotional demands of the actual job that they are engaged in. Of the respondents, 53.4% felt that the organisation took adequate steps to ensure that
they were not exposed to violence and aggression at work and 59.8% indicated that the organisation supported and promoted employee health and wellbeing.

Neither
Strongly . Strongly No X 5
Agree Agree nor Disagree . Agree Disagree Agree Disagree
Agree . Disagree response
Disagree

| have not experienced verbal and/or
physical abuse in the last year from 16.04% 41.98% 14.29% 14.73% 12.97% 0.00% 58.02% 27.69% 68.13% 17.22%

colleagues or employees

| have not experienced verbal and/or
physical abuse from patients in the last 12.75% 37.14% 14.29% 17.36% 18.46% 0.00% 49.89% 35.82% 57.14% 27.47%

year

| have not been exposed to harassment
(sexual, racial, or emotional) at work in 17.80% 42.86% 14.07% 13.41% 11.87% 0.00% 60.66% 25.27%

the last year

The organisation takes adequate steps
to ensure that | am not exposed to 10.99% 42.42% 19.78% 16.48% 10.33% 0.00% 53.41% 26.81% 56.78% 21.98%

violence and aggression at work

The organisation supports and promotes
employee health and wellness

12.53% 47.25% 17.80% 14.95% 7.47% 0.00% 59.78% 22.42%
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Performance appraisal and evaluation
A key organisational imperative is organisational performance and often performance management structures are a key component of ensuring that employees
are performing effectively. 51.9% of respondents had had 2 performance evaluations in the last year. 45.7% of respondents felt at ease during their appraisal and
48.4% indicated that their appraisal was conducted in a positive manner. In comparison, only 41.1% of respondents felt that the current performance management
structures promoted a high-performance culture. This may suggest concerns regarding the performance, or lack thereof, of other employees (that is, a perception
that they work harder than others). This raises the question as to the purpose of performance management in the organisation and what the outcomes of the
process should be, not only for the employee, but for the organisation as well.

I have had at least 2 performance
appraisals/evaluations in the last year

| felt at ease during the appraisal

The appraisal was conducted in a
positive manner

Performance management structures
promote a high-performance culture

Strongly
Agree

9.45%

7.47%

8.35%

6.37%

Agree

42.42%

38.24%

40.00%

34.73%

Neither
Agree nor
Disagree

16.26%

23.96%

24.84%

25.05%

Disagree

18.68%

17.58%

16.04%

16.48%

Strongly
Disagree

13.19%

12.75%

10.77%

17.36%

No
response

0.00%

0.00%

0.00%

0.00%

Agree

51.87%

45.71%

48.35%

41.10%

Disagree

31.87%

30.33%

26.81%

33.85%

Agree

43.22%

38.10%

33.70%

33.33%

Disagree

35.16%

32.23%

31.87%

30.04%
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Services provided by administrative components, e.g. HRM/Staff Office
The lowest scoring item was with regard to being satisfied with the childcare facilities, with only 25.3% of individuals indicating that these were to their satisfaction.

In terms of the support services, the area of least agreement was with regard to receiving prompt responses to queries, with only 42.4% agreeing. Only 43.7% of
respondents indicated that management were accessible to them when they had not received a satisfactory resolution to their problem. This once again positions
the organisation as not taking a vested interest in their employees.

Neither
Strongly . Strongly No i )
Agree Agree nor Disagree . Agree Disagree Agree Disagree
Agree > Disagree response
Disagree
The support service is efficient in
L i X 7.25% 39.12% 21.76% 19.12% 12.75% 0.00% 46.37% 31.87%
providing assistance when required
The support service is accessible to staff
1Ppor ! 5.27% 44.18% 20.00% 19.12% 11.43% 0.00% 49.45%  30.55%
to assist with enquiries
The support service office responds
5.05% 37.36% 24.62% 20.00% 12.97% 0.00% 42.42% 32.97%

promptly to my enquiries

Management is accessible when | have
not been able to receive a satisfactory 5.49% 38.24% 22.42% 18.90% 14.95% 0.00% 43.74% 33.85% 45.05% 27.84%

solution to a problem

| am satisfied with the childcare facilities
provided by the organisation (only 8.57% 16.70% 12.09% 4.84% 8.35% 49.45% 25.27% 13.19% 17.95% 45.79%

where facilities are available)
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Education and training

The majority of respondents (76.5%) indicated that they had the requisite skills for performing their work effectively. 59.8% of respondents had attended a training
session in the last year and 53.9% indicated that they access to opportunities to grow and develop in the organisation.

| have the skills | need to perform my
work effectively

I have a skills development plan, which
meets my specific needs and job
requirements

I have equal and fair access to education
and training

| have access to opportunities to grow
and develop in this organisation

| attended at least one training session in
the last year

Strongly
Agree

25.93%

15.16%

13.19%

12.75%

15.16%

Agree

50.55%

52.31%

40.88%

41.10%

44.62%

Neither

Agree nor
Disagree

11.43%

13.63%

20.22%

17.80%

10.11%

Disagree

5.49%

10.55%

13.41%

13.19%

15.60%

Strongly
Disagree

6.59%

8.35%

12.31%

15.16%

14.51%

No
response

0.00%

0.00%

0.00%

0.00%

0.00%

Agree

76.48%

67.47%

54.07%

53.85%

59.78%

Disagree

12.09%

18.90%

25.71%

28.35%

30.11%

Agree

79.49%

62.64%

52.38%

52.38%

53.11%

Disagree

8.79%

15.75%

23.81%

26.01%

29.67%
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Perceptions of change

A 2008 Towers Perrin study of 90 000 employees concluded that a top engagement driver globally was employees’ belief that senior management had their best
interests at heart. Only 40.2% of employees agreed with this statement on the survey. 56.5% felt that their manager encouraged staff to become part of change
and 51.4% of respondents indicated confidence in their line manager’s ability to manage change effectively. These results indicate that there is doubt with regard
to the change management abilities of leadership structures in the organisation.

| believe that senior management in this
organisation have the best interests of
employees at heart

My manager encourages staff to
become part of change

My manager manages ongoing change
effectively

Strongly
Agree

7.69%

10.99%

8.79%

Agree

32.53%

45.49%

42.64%

Neither

Agree nor

Disagree

19.78%

15.38%

19.34%

Disagree

19.12%

14.07%

13.19%

Strongly
Disagree

20.88%

14.07%

16.04%

No
response

0.00%

0.00%

0.00%

Agree

40.22%

56.48%

51.43%

Disagree

40.00%

28.13%

29.23%

Agree

41.03%

49.82%

43.22%

Disagree

30.77%

23.08%

21.98%
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Individual Wellness
58.2% of respondents felt in control of their overall wellbeing. Given the healthcare context within which employees function, and the potential for burnout, steps

need to be taken to ensure that employees are able to manage their wellbeing. 31.9% indicated that they frequently struggled to stay out of debt.

| struggle to stay out of debt 36.70% 31.43% 13.19% 18.68% 0.00%
| feel in control of my overall wellbeing 16.26% 25.49% 22.86% 35.38% 0.00%
Number of chronic conditions Average of 0.92

Number of | i d (e.g. death of a loved
um fero osses expe.rlence (e.g. death of a love Average of 1.32
one, divorce, loss of a job)

Number of traumatic incidents traumatic incidents
experienced (threat to life or safety e.g. armed Average of 1.13
robbery, motor vehicle accident)

How many units of alcohol do you consume per day
(a unit is equivalent to one beer, a glass of wine or Average of 0.80
one tot measure of spirits)
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Analysis of qualitative data

There was 1 qualitative question that was asked on the survey, ‘what are the 3 things which will make the place at which you work a better place?’ There were
1012 responses received to this question. These responses were analysed according to themes. These themes were derived based on the content of the comments
received. The table below provides an overview of the categories that were developed:

More staff members/employee capacity 167
Improve morale within teams and encourage a culture of working together 63
Employee learning, development, growth, and job opportunities 55
Upgraded infrastructure, assets, facilities, and space creation 53
Communication etiquette and improve access to information 50
Improve style and management of meetings and regular employee forums for employee input (staff/management involvement) 50
A culture of respect 41
Improve work tools, equipment, and stock supply 39
Transparency and fairness and honesty and equality 39
Improved safety and security 37
No CAIR Club completion 34
Improve absenteeism and better leave and time keeping management 28
Improve Performance reward tool (SPMS) motivate with incentives and promotions 25
Improve supply chain and procurement processes and less red tape 24
Recognition 22
Improve/change Leadership enhance strategic intent and create visibility and more trust) 19
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Remuneration

18

Review of staff attitudes 18
Suggestions concerning the CEO 16
Cleanliness and better working conditions 15
Facilities Aircon 15
Corruption Nepotism and favouritism in recruitment selection and promotion. Unfair labour practice 14
Facilities tearoom, kitchen, and canteen 13
Improve (respect/etiquette/empathy/people competency) management practices and management style 13
Employee engagement and work commitment 11
Reduce workload 11
A culture of empathy 10
Facilities (Furniture) 9
Qualified/competent management 9
Visible, approachable open, supportive management 9
Upgrade technology 8
HR support 7
Recreational Facilities (gym) 7
Clarify job function and responsibilities (align with skill) 6
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Patient centred approach to care

Review of working hours

Accountability and improve management of poor performance

Housing and Transport subsidies

Improve budgeting

Prioritise wellness and health promotion for staff members

Supportive environment

Fewer office politics and better conflict management

Less management victimisation and abuse of authority

Racial Discrimination

Trust

Facilities parking

Facilities, improve ablution facilities

No issues, happy with the environment

Access to childcare facilities

Designated smoking area

Employee value proposition

Improve employee/manager relations
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Job security and satisfaction 1
Monitoring and evaluation and adherence to SOPs and policies 1

Respect confidentiality and reduce gossip 1

36.7% of respondents indicated the need for more human resources. The examples provided with regard to the type of staff required included, nurses, registered
nurses, doctors, specialists, administrative staff and cleaning staff. The need for more staff was linked to service delivery (for example, a specialist health
professional was requested based on the needs of patients and the community), to making the patient-staff ratio more manageable, to the need for meeting the
operational needs of the site, as well as to employees feeling overworked and overloaded. A small number of respondents indicated that adequate staffing would
reduce the absenteeism rate in the organisation.

13.8% of respondents indicated that the morale within teams needed to be uplifted. The vast majority of comments indicated that people needed to work together
and become more involved in working towards shared goals at Mitchell’s Plain District Hospital.. There were a few instances where additional detail was provided
and some of the comments provided included the need for staff to be more empathetic and friendly towards each other. Some respondents indicated a need for
team building activities to improve the current levels of team spirit.

12.1% of respondents indicated the provision for more learning, development, growth, and job opportunities. Employees indicated a willingness to improve on
their current skills so as to enhance engagement, motivation levels and work commitment. = Respondents expressed views around promotions, career
advancements and talent mapping effort, indicating that opportunities for career advancement would be ideal.

11.6% of respondents commented about the physical work environment. Some of the issues that were raised included the need for entirely new buildings,
tearooms, rest rooms, upgraded ablution facilities, storage space, bigger workspaces, shaded parking, parking bays, and more ergonomic planning of workspaces.
Linked to the responses with regard to restrooms was the need for recreational spaces and/or activities. For example, the provision of a gym, canteen, DSTV, games
and so forth. While not markedly significant, there were also requests for onsite ATMs. Respondents also noted the need for maintenance of existing infrastructure,
such as fixing lifts, replacing light bulbs, air-conditioning, and fixing broken furniture. With regard to the comfort of their physical working environment, respondents
further identified the need for fresh air, fresh water, water coolers, quieter working environments and clean toilets and hygienic work environments.

11.0% of respondents indicated that communication needed to be improved. The comments made were with regard to a need for better and more frequent
communication across multiple relationships: manager and employee, between colleagues, across departments, across disciplines and from senior management
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to employees. An additional 5.0% of respondents requested a call for better meeting forums so that information could be shared appropriately and timeously.
However, on the other hand there were a small number of respondents who felt that the current meetings that were held were unproductive. One of the areas
that employees noted they needed more information was in relation to planned changes. This was also linked to a need to be heard, where employees have noted
that they are either not given the opportunity to provide feedback, or that their feedback is not taken seriously.

Based on the findings outlined in this survey the following issues require further attention:

= The results of this survey need to be communicated to employees, with senior management representation at Mitchells Plain District Hospital. There needs to
be ownership of the survey by key stakeholders in the organisation, and a commitment towards addressing the issues which employees are raising.

= There needs to be a commitment to fostering a culture of support and care for employees with an increased focus on people issues. Management in particular
needs to be more accessible to staff and might benefit from training on people issues and interpersonal skills in order to foster the culture shift.

= There were key issues raised in the qualitative comments with regard to values such as fairness, accountability, equality, trust, and honesty. These are the
intangible issues that influence employee levels of motivation and discretionary effort. Leadership in the organisation need to be perceived as being congruent
in relation to the values of the organisation.

= Communication structures need to be considered carefully. While employees are indicating a need to be heard, it is also evident that there are concerns with
the quality of communication that they are receiving from their managers. Any intervention would need to be managed and structured in order for it to be
effective, as it is likely that some employees are already disempowered and despondent and may not respond to open and unstructured invitations to share
their views. What is also evident in the qualitative comments is that employees are looking to provide their input on change and innovation for the organisation.
So, not only should the structures be provided for employees to contribute their thoughts, but these would need to be acknowledged and considered.

= There are various communication campaigns that should be considered for the employee population: what is the value proposition for being a WCGH employee;
how do employees address their burning issues outside of a survey; create awareness on the training and development policies that are available.

= Where required, address the structural issues addressed in the survey, for example, the need for safety and security, fresh air, the need for fresh water and the
need for general cleanliness of the facilities.

= Work sessions should be held with senior leadership of each District to address the issues raised and agree on the best way in which these issues can be
addressed. Some of the questions that need to be considered: what do these results mean in the context of what the organisation has to deliver (strategy;
annual priorities) and the skills set required to manage that; what the barriers are to creating high-performance teams and/or departments; what are the
enablers that may be leveraged to improve the way in which results are delivered for the organisation.

= Avenues for emotional support (group or individual) should be given attention. One component of this would be to continue to encourage employees to make
use of the EWP.

= The role of performance management in the organisation should be evaluated. There were qualitative comments made with regard to the system being
ineffective and lacking fairness and objectivity. It was also noted that there were employees who were often absent or not performing optimally, but that
these issues were not addressed by management. These are critical issues that need to be addressed constructively and managers should be equipped to deal
with difficult conversations with employees.
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Annexure 3. Observation Topic Guide

The Leadership Trinity: Examining the Interplay between Organisational Context,
Leadership Development and Leadership Effectiveness in the Health Sector - A
Multiphase Mixed-Method Case Study of District Hospitals in the Western Cape
Province, South Africa.

Topic Guide for Observations

The observational data will be obtained, unobtrusively, from meetings and during interviews.
The aim is to observe and note/journal how cultural, structural, and demographic elements of
relevance influences the leadership behaviour and processes within the two district hospitals.
The observational data and field notes are useful in understanding the complex settings and

the relationships between workers in district hospitals.

The investigator will explain the value of the study and give appropriate feedback on the results
and its practical consequences. The observations will be made in three blocks of 20 minutes
with 10-minute regular intervals between the blocks. The investigator to take detailed field

notes to record what is observed.

The investigator will aim to minimise the “Hawthorne Effect” by getting used to the hospital
environment and freely interacting with workers to limit their likelihood of behaving

differently than they would in normal situations.
Notes for observation by the investigator include:

- Describe the settings: the work environment, layout, and office spaces that may
indicate aspects of the culture within the district hospitals or the position within the

organisational/hierarchical structure (interviewee office space)

- Passively recorded behaviours of managers and workers, including how they
interact, relate, and communicate with each other. This should also include a

description of those involved in the actions.
- How workers display their leadership skills in meetings and in their duties

- Observe and document leadership processes and actions within hospitals, including
different individual and team/group actors, forms of their interactions and their

leadership behaviour.

- Observe for anxieties and depression

299



Annexure 4: Interview Topic Guide

The Leadership Trinity: Examining the Interplay between Organisational Context,
Leadership Development and Leadership Effectiveness in the Health Sector - A
Multiphase Case Study of District Hospitals in the Western Cape Province, South Africa.

Topic Guide for In-depth Interviews

Note: Each Interview will last 45-60 minutes. The goal will be to interview 10-15 respondents
(unit managers, supervisors, and workers) from purposefully selected units/departments. The
investigator will ask probes and follow up questions on points raised by the health workers.

The topic guide is to be used during the exploratory qualitative first phase of the study.

Key Research Question: How does organisational context influence leadership development

and moderate leadership effectiveness in district hospitals in the Western Cape Province?
Research Sub-Questions:

a. What are the district hospital managers and workers understanding of organisational

context and leadership development?

b. What are key features of the internal and external organisational context in district

hospitals that are relevant to leadership development and effectiveness?

c. What are the pathways through which organisational context influences leadership

development and leadership effectiveness in district hospitals?

d. Can organisational context be adapted in ways that enhance leadership processes and

effectiveness in district hospitals?
Research Objectives:

i To identify and explore the leadership processes in district hospitals as health

care organisations within the Western Cape Provincial health system.

ii. To understand different aspects of internal and external organisational context of
relevance to leadership development and the exercise of leadership in district

hospitals.

iii. To examine the relationship between organisational context and leadership
effectiveness by measuring levels of job satisfaction and motivation of health

workers (as indicators of leadership effectiveness).

iv. To elicit and explain the perspectives of hospital managers and workers on the

different aspects and effects of health care organisational context on leadership
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development and leadership effectiveness in district hospitals within the Western
Cape Provincial health system.

To identify implications for health care policy and management by making
recommendations on relevant aspects of organisational context that can be
modified or adapted to improve leadership development and effectiveness in

district hospitals.

Research Purpose: To explain and understand the interplay between organisational context,

leadership development and leadership effectiveness using multiphase approaches to case

studies in two district hospitals in the Western Cape Province. The multiphase approach will

involve overlapping but sequential qualitative and quantitative data collection and analysis,

separately and together in discussions and interpretations.

1.

Introduction: 5-10 minutes

Greetings and thanking interviewee for accepting to participate in the study.

The principal investigator to introduce himself and note respondent’s age,
gender, cadre, marital status, and date of joining the hospital. Ask respondents
about family and interests or leisure to break ice.

Assure respondent by being friendly and making light anecdotes and jokes about
general issues not related to study. Get more involved and concerned about

respondent welfare to make them loosen up and feel confident to talk to you.
Introduce and explain the research objective and purpose of the study.

Explain the consent details and request respondent to sign the consent form.

Research Topics: 30-45 minutes

Aim is to explore the respondents’ insights and thoughts on what their understanding
to identify and explore the leadership processes in the district hospital as a health care
organisation within the Western Cape Provincial health system. The interview will
explore managers and workers understanding of external and internal context of
district hospitals, including how context and leadership influence their feelings and

how their feelings affect their work and interactions.

Feelings about leadership processes and development within the District

Hospital

Can you tell me how long you have been working at this hospital? Where did

you work before? Have you always worked in Cape Town, or worked anywhere
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else? What is your position and responsibilities at this hospital? Have you held
such a position elsewhere? How do you compare this hospital with others that

you have worked in or within the province?

Why did you choose your cadre or type of health profession in the first place?
(For other staff: - why did you start working in health facilities?). Do you work
as teams and how do you share responsibilities in those teams? What is the form

of leadership in your team?

How is the hospital organized and operated on a daily basis? Please share the
main successes and challenges faced by the hospital so far. What kind of
relationship does the hospital leadership have with the health workers? Do you

have good or bad experiences with them?

From here discuss more specific context and leadership development related

questions or issues

What is your own understanding of the term leadership or leadership
development? Please give examples of actions that indicate leadership processes
in this hospital. Are there ways in which leadership is encouraged or developed
at this hospital? Please give examples, if any, of such programmes. Do you feel

empowered and skilled to act as a leader?

Over the course of your working life, have you had any opportunities to manage
or lead a group of people? (Investigator to probe if there have been any
programmes or trainings for leadership; and whether how they feel now about
leadership in the hospital is different from other places in which they have
worked).

How do you find this hospital as a place to work? Do you share responsibilities
and actions with your colleagues or other workers in your unit/department? How
is decision making distributed amongst the workers? Are you involved in
problem-solving activities? How does it compare with other places in which you

have worked?

Is there any form of training or programme to improve your problem-solving
skills or leadership capability? How does this training interact with your work
environment? Are you involved in any collaborative supervisory roles? Please
elaborate on your relationship with your colleagues and supervisors. How fast or

slow is the advancement to higher positions within this hospital?

302



- Tell me situations or incidences when you have felt good or bad about working

at this hospital.

o Probe: does being in a leadership role influence how you feel about your

work? What are the kinds of influences?

o Probe: do you consider the rules, regulations, guidelines, values, beliefs,

and relationships with colleagues as positive or negative influences on

your ability to develop leadership skills and boost your morale here at

the Hospital? Do you have the power to make independent decisions? Is

their support from your professional colleagues?

= Kindly give me an example of how and why the hierarchies,
regulations, values, and colleagues have influenced your morale
(when you feel/felt good or bad about working here and

developing as a leader).

ii. How leadership influences motivation and job satisfaction

- What would you describe as effective or poor leadership? Give me an example.

Do your feelings about your leadership roles or development, if any, and

working here at this district hospital, affect your daily duties? Can you give

concrete examples?

O

Please elaborate to me if the issues you have mentioned influence

how you interact with patients or other people within the hospital.

Do the managers and leaders ahead of you offer solutions that
inspire you to perform your duties? How regular do you interact

with the manger or leader ahead of you in the hospital?

Do they affect your relationships with colleagues? How? Does that
have consequences for your assigned activities in the hospital? Or

for patients? Can you give concrete examples?

Does the possibility of advancement or promotion to higher position
influence your morale to work at this district hospital? How do you

feel about working as a team with different roles?

Do they affect your own relationships with patients? How? Can you

give concrete examples?

iii. Levels of motivation and job satisfaction
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- Can you tell me how the factors that you have mentioned about the leadership
processes, development, and the hospital environment, affect your personal

feelings and morale?

- Please tell me whether you judge you have high or low morale working at this
hospital. How do you make that judgment?

- Finally, do you judge that your feelings about your work here at DH-A/DH-B,
and district hospital as a place to work, are similar or different to the colleagues
with whom you work with most closely? In what way? Can you give concrete
examples? (To get some sense of wider motivation and job satisfaction in this

hospital).
3. Summary: 5-10 minutes

- Do you feel you have expressed your feelings adequately about the organization
of the hospital? What key information, with regard to the hospital’s organization

and the morale of the workers, would you like to put across?

- Are there any other key thoughts that you would like to express in relation to our
discussion? Please provide any suggestion that you think may improve how the
hospital is organised (demographics, structure, and culture) to enhance
leadership capabilities and the happiness/morale of managers and health

workers?

- Appreciation for participating in the study. Thank you once again for your time
and for providing me with such information. | wish to remind you that this
information is confidential; there is no link between your name, and the issues

discussed.
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rrenticned study.

Approval i& granted for one yaar until the 30th Novembar 2016,

Plaase submit a pregress form, using the standardised Annual Report Form LE Ee study continucs
bewond the approval periad. Flease submit a Standard Closure forn if the study 15 completed within
the apprival periad

fForms can be found on out website: w_umghmlth.u;t.ﬂc.wﬁﬂilrﬂmtﬂmmﬂm&ﬂm}
Plaase quota the HREC refarance no in all your correspondence.

Fiease note that the ongeling ethical conducl of the study remains the regpons bility of khe principal
investigator

Tours srcencly

Signature Removed

0P R K
P N H RE H C TTE
Federa! Wide Assutance Bumber: FPNADDOD1E3T,
Inctitubomal Feview Buard (IR0} numiser: IRBOOO01G58

Hrooiral 7FL2015
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Annexure 6: Approval Letter from District Hospital A

Wastarn Cape REWA: My
Government €LO: Victoria I lospital

Health Tel: 021 7901234

Melvin.moodley Ewesterncape gov.za

09 October 2015
DR Dickson R O Ckello
PHD Student
Health Policy anc Systems Division

University of Cape Town

Permission to conduct research at Victoria Hospital Wynberg

Research Title: The Leadership Trinity: Examining the Interplay between Organisational Context,
Leadership Development and Leadership Effectiveness in the Health Sector - A Multiphase Case
Study of District Hospitals in the Western Cape Province, South Africa.

Dear Dr Okello

Thank you for expressing your imterest in conducting research at Victoria Hospital. Victoria Hospital
will be willing to grant you access to the facility and will participate in your study.

This is subject to the following 2 conditions:

1. Ethics approval by the University of Cape Town Human Research Ethics Committee
2. Parmissien from the Haalth Impact Ascascmant Unit of the Wastern cape Departmant of

Health

Regards

Dr M Moodley

CEO: Victoria Hospital

Signature Removed

Victoria Hospital, Alphen Hill Road, Wynberg, Cape Town, 7800
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Annexure 7: Approval Letter from District Hospital B

e tetn tans MITCHELLS PLAIN HOSPITAL

Government Ermail hane.human @ westorncape, gov.aa
Ted { 27 - 21 3FFa305
Health Fax ! +IT =21 377 4387

Postal Address:  #rivate Bag X3
Mitetvelly Plain, 7785

Street address: B AZ Berman Diive
Mitchells Plain, 7785

Cr Dicckson B O Okello

FhD Student

lecih Folicy and Systerms Division
Lrtiversity of Cope Town

Dear Dr ko

REGIUEST: RESEARCH ©ON LEADERSHIP DEVELOPMENT AT MITCHELLS PLAIN HOSPITAL

Surmeeling of 6 Ocotobes 2015 Yas reference.
This serses fo contirr thar you have besa grontes nerriss'on to conduct yaur proposed
sludy on organiational context and lzgdeshin in disrict betpitals. &t Mitckalls Plain

Hazpital,

The afore-menioned i sakiect 10 approvel fram the reftoective Ressorch Sthics
Comreittees o the Doparlment of Health and Univasity of Cape Town.

Yours sin Erely

Signature Removed

MR H Klfaan
CHIEF EXECUTIVE OFFICER
PAITCHELLS PLAIN HOSRITAL

DATE: 12.10.2015

CH

We exceed expectations
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Western Cape STRATECGY & HEALTH SUPPORT

Government G

Frleme mopan e oee By

Fecill s s lises g ops st ol
] 3 BIS o HET 2T rBIFERD

Hezlth

REFLRLMEL: WiT_ 2015435344
ENCUIRIES: M= Cherlene Raderick

Universily of Caope Town
Anzio Rood
Observotany

7938

For cltericn Dicksen Dreckelle

Fe: THE LEAGERSHIP TRINITY: EXAMINING THE INTERFLAY BETWEEN ORGANISATIONAL COWTEXT.
LEADERSHIP DEVELOPMENT AND LEADERSHIP EFFECTIVEMESS IM THE HEALTH SECTOR - A MULTIPHASE
CASE STUGY OF DISTRICT HOSPITALS IW THE WESTERN CAPE PROVINCE, 3QUTH AFRICA.

Thiear« woow o sunriithing vour prapesal “o nde~ake the aboves merfdored stuzy, We anc plecsed
o e ee thoet e neporrrent has grenied yoo approve foryolr rescarsh,

Flense contant 5 fellzwing pecos "o amisl you witr any futhar saguidc: in secessi-g -he
fallzd~g siten:

Yiclora Hospital M Moodley Corfocl Ne; 021 799 1207

Frcy craore fhoal he fefow'-g are adhered fa:

Lo Anangsrens coa be veds with nonacers, crovid - that aomal ootivil'es al regoestes
fazilifi=s are 2ot intemastad,

Yoo Fewgarchers, in aoocessing previngiol health facilifie:, ae expressing corsend (¢ provide the
department wits an electonic copy of too fing feceoack (@anesere 9 wilbin sz monlas of
completicon of rescarch. e cun oo sobmilles 1o he arevinagsiol Beseaicr Co-ordingtor
i G B (W 3 o s = A [ R | A [t | B

A I ne svont whore tho ressarck projoct goes beyond the sstirared commeiicon date
bl wits sitmitlad. ssecrchas are eepectad o onmpeta coo submit g preoness eood
|Annexure 8| o the provineiol Rassascih Co-ording o
|Hralt - aasscrchiiweasismoans Ao T,

4. The raferencs numiksr aoove shoud e quotad in ol futurs cancspondenoe,

TOLIG FRCErshy

Signature Removed

DR A HAWKRIDGE

DIRECTOR: HEALTH IMPAL 1 ASSESSMENT

DATE: [ B (R

CC: K GRAMME DIRECTOR: SOUTHERN WESTERN

Annexure 8: Approval Letter from Western Cape Department

of Health
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Annexure 9: Informed Consent, Privacy and Confidentiality

Consent Form for Interviews

INFORMATION SHEET AND CONSENT FORM FOR RESEARCH
PARTICIPANTS

The Leadership Trinity: Examining the Interplay between Organisational Context,

Leadership Development and Leadership Effectiveness in the Health Sector — A Multiphase

Case Study of District Hospitals in the Western Cape Province, South Africa.

This is to request you to participate in a research study to be conducted by me Dr Dickson R. O. Okello,
a doctoral student at the Health Policy and Systems Division, University of Cape Town. The research
will explain how healthcare managers and workers consider the role of organisational context in
healthcare leadership development; and what elements they deem essential to the development of
effective leadership by measuring job satisfaction and motivation levels. The research will also gather
and explain information regarding the perceptions of healthcare managers and workers on the role of
leadership development on their motivation; and how it influences their effectiveness and the
implementation of relevant policies.

You are being requested to volunteer for this study because you are an employee or worker at this
district hospital.

Study Purpose — The study aims to examine and understand the interplay between organisational
context, leadership development, and leadership effectiveness.

I will use multiphase and mixed methods approaches to case studies to achieve this study purpose. These
will include interviews with managers as key informants and, with other staff for in-depth information.
I will also observe how workers interact and carry out their activities that reflect their leadership
capabilities and levels of motivation.

Procedures — If you agreed to participate in this study, | will ask you to participate in an interview on
the research question and objective. However, you are not required to participate, and there will be no
negative consequence if you choose not to participate.

If you choose to participate, you have the right to respond or not to the questions asked and whenever
you feel uncomfortable, you can choose not to answer a question. The interview process will be one-
on-one with the investigator and will last for 45-60 minutes depending on your response and information
that you feel free to give. If you agree, a tape recorder will be used to ensure an accurate recording of
your views and thoughts. | will later transcribe the tape. If you refuse to allow tape recording, there will
be no negative consequences for you. | will then only take notes by hand. You are allowed to respond
to the questionnaires and deposit them, anonymously in a sealed envelope, in the questionnaire box at
the front desk.

Potential Risks and Harm — There will be no physical risk to the participants in this study. There is a
risk that you may share confidential and personal information and you may feel uncomfortable
discussing some topics. Negative emotions, interpersonal and social differences may arise during the
interviews. | will stop the proceedings when you experience negative emotions concerning the topic of
discussion. Social and interpersonal conflicts that are experienced will be addressed through
moderation. You are not at risk of losing your job or be subjected to any form of sanctions.

Potential Benefits to Participants and/or Society — There is no reward or payment for participating
in the study. The study is likely to benefit you by using the knowledge gained to provide useful
suggestions for managerial and policy actions to improve your morale to develop as a leader and work
at the hospital. Information obtained from the study can also be used to enhance the relationship between
the managers and the health workers.
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Rights of Participants — The decision to participate in the study is voluntary and you can choose
whether to be involved or not. You may decline to answer a question but still be involved in the study.
Withdrawal of the consent any time when you feel to discontinue participation will bear no penalty of
any kind. I may provide you with a summary of the study results upon request.

For any questions and concerns about the study contact Human Ethics Research Office at the Faculty
of Health Sciences at the University of Cape Town at +27 21 650 4015.

Confidentiality — Your identity will not be revealed to anyone and all the information that you provide
will be anonymously coded with letters and numbers to protect your identity and maintain high
standards of confidentiality. Your identity can only be used or disclosed with your permission or if
required by law. The tape recordings will be securely locked and kept by the researcher after
transcription.

For further concerns and queries about the research please contact:

Dr Dickson R. O. Okello

Tel: +27 74 663 4017

E-mail: dickson.drookello@gmail.com
OR

Prof. Lucy Gilson (Supervisor)

Tel: +27 83 743 9108

E-Mail: Lucy.Gilson@uct.ac.za

CONSENT FORM FOR THE STUDY

Participant Declaration

I (Name) declare that | have read and
understood the information about the study and my role and hereby voluntarily consent to participate
in this study as an interview respondent at my own volition and | can withdraw at my own discretion
without any obligation or reprimand. | will respond to issues on the organisation of the hospital, the
leadership processes and, how they motivate/demotivate me to work. I agree [l/disagree [J (please
v'tick one) for the interview to be audio-recorded.

Signature: Date:

Investigator Declaration

I (Name) declare that | have explained to
detail the information on this document about the research to (Participant’s name)

. I am convinced that he/she has understood
all the information and has made an informed decision to participate. She/he has the right to withdraw
from the study at any time without any form of coercion or intimidation. The conversation was
conducted in English.

Signature: Date:
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Consent Form for Observations

University of Cape Town
INFORMATION SHEET AND CONSENT FORM FOR OBSERVATION

The Leadership Trinity: Examining the Interplay between Organisational Context, Leadership
Development and Leadership Effectiveness in the Health Sector — A Multiphase Case Study of
District Hospitals in the Western Cape Province, South Africa.

Dr Dickson R. O Okello is a doctoral student at Health Policy and Systems Division. He is conducting
a research study to find out more about the relationship between organisational/hospital context,
leadership development and leadership effectiveness in district hospitals. The researcher will sit in
certain places within the hospital and observe what goes on in those places. Your participation in this
study is entirely voluntary. Please read the information below and ask questions about anything you do
not understand, before deciding whether to participate or not.

The purpose of this study is two-fold. First, it aims to examine and explain the interplay between
organisational context, leadership development, and leadership effectiveness. Second, it contributes to
understanding the influences of the hospital context on leadership development and effectiveness.

If you agree to be in this study, the following will happen to you: the researcher will observe your
everyday activities without interference. The observation may last from a few minutes to several hours.
The researcher may ask you questions and take written notes, but not videotape you, about your activity
while observing. The researcher will also attend some meetings to make observations but not participate
or interfere with the proceedings of the meeting.

Participation in this study may involve some risks or discomforts. These include the following:

a. Observing natural behaviour may involve collecting and storing personal information relating to
individuals or groups and this creates a potential for the loss of confidentiality because such data, if
disclosed to third parties, may cause harm or distress. Your name will not appear in the observation
notes, nor will it appear in the analysis thereafter. If the observation notes and analysis are read by other
audience, neither your name nor the name of the hospital will be available to the readers.

b. The researcher may make you uncomfortable while observing as you carry out your routine activities.
If the presence of the observer makes you uncomfortable, you may terminate the observation at any
time at no risk. Simply tell the researcher that you do not wish to be observed anymore.

c. The researcher or observer may present an impediment to safe behaviour (for example by obstructing
a corridor or crowding an office) or create distraction. You are free to ask the researcher not to interfere
with or obstruct your activities and interactions.

This is an interview and observation research study that may have some unknown risks that are currently
unforeseeable. You will be informed of any significant new findings during the study.

Alternatively, you can choose not to participate.

There will not be any direct benefit to you from participating in this study and you will receive no
compensation for participating. The investigator, however, may learn more about the leadership
processes and your motivation, and other district hospitals may benefit from this knowledge.

Your participation in this research is entirely voluntary. You may refuse to participate or withdraw or
refuse to be observed at any time without penalty. There will be no cost to you for participating in this
study.

The researcher named above has explained this study to you and answered your questions.

If you have other questions or research-related problems, you may contact the research supervisor Prof.
Lucy Gilson - Tel: +27 83 743 9108; E-Mail: Lucy.Gilson@uct.ac.za

If you are affected as a direct result of participation in this research, you may contact Human Research
Office at the Faculty of Health Sciences at the University of Cape Town at +27 21 650 4015 for
more information about this, to inquire about your rights as a research participant or to report research-
related problems. You have received a copy of this consent document.
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AGREEMENT TO PARTICIPATE

By signing this consent form below, you are stating the following:

i. The details of this case study have been explained to me including; what | am being asked to do and
the anticipated risks and benefits;

ii. I have had an opportunity to have my questions answered;

iii. I understand that my participation is voluntary, and | agree to participate in the research as described
on this form, but | am free to withdraw at any time without giving reason;

iv. | grant the researcher the permission to observe my activities and meetings within the hospital, but
not to videotape the proceedings;

v. | have been given a copy of this document for my records;

vi. | may ask more questions or stop participating at any time without penalty

Participant's Name Signature Date
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