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Abstract

Strong management and leadership competencies have been identified as critical in enhancing

health system performance. While the need for strong health system leadership has been raised,

an important undertaking for health policy and systems researchers is to generate lessons about

how to support leadership development (LD), particularly within the crisis-prone, resource poor

contexts that are characteristic of Low- and Middle-Income health systems. As part of the broader

DIALHS (District Innovation and Action Learning for Health Systems Development) collaboration,

this article reflects on 5 years of action learning and engagement around leadership and LD

within primary healthcare (PHC) services. Working in one sub-district in Cape Town, we co-

created LD processes with managers from nine PHC facilities and with the six members of the

sub-district management team. Within this article, we seek to provide insights into how leader-

ship is currently practiced and to highlight lessons about whether and how our approach to LD

enabled a strengthening of leadership within this setting. Findings suggest that the sub-district is

located within a hierarchical governance context, with performance monitored through the use

of multiple accountability mechanisms including standard operating procedures, facility audits

and target setting processes. This context presents an important constraint to the development

of a more distributed, relational leadership. While our data suggest that gains in leadership were

emerging, our experience is of a system struggling to shift from a hierarchical to a more rela-

tional understanding of how to enable improvements in performance, and to implement these

changes in practice.
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Introduction

Strong management and leadership competencies have been identi-

fied as critical to strong health systems (Egger et al. 2005; de

Savigny and Adam 2009). While this is true in all health systems, the

resource scarcities and crises (Elloker et al. 2012) of Low- and

Middle-Income Country (LMIC) settings make it all the more

important that leadership supports health workers to do their best

to deliver the quality, responsive care afforded by the available

resources (Daire et al. 2014). A recent report from the Alliance for

Health Policy and Systems Research (2016) argues that literature on

leadership from LMICs is sparse, and much of what is available

focuses on individual leaders. Instead, as the report argues, ‘it is the

sturdiness of the system as a whole, with leadership exercised effec-

tively at multiple levels, which will stand the test of a serious chal-

lenge. In health, this calls for a harmonious confluence of leadership

across a wide array of actors, to collectively create a strong leader-

ship for the health system.’ (p. 15)

While leadership literature from LMICs is limited, a body of

work does however point to the importance of relationships in

health systems strengthening. For example, the growing literature

on people-centred health systems understands health system

strengthening to be about engaging the people, relationships, norms

and values of the health system, to implement actions to strengthen

it (Sheikh et al. 2014). In Ghanaian hospitals, findings suggest

that a balanced combination of task-oriented approaches with

commitment-eliciting human resource practices—such as perceived

supervisor support—can induce a climate characterized by organiza-

tional commitment and trust (Marchal et al. 2010; Marchal 2011).

In South Africa, a case study of the leadership roles of primary care

facility managers (FMs) suggests that managing people and relation-

ships, and self in relation to others, is the primary demand of daily

practice (Daire and Gilson 2014). Finally, in a case study of priority

setting practices in two Kenyan hospitals, in one hospital, the medi-

cal superintendent managed relationships and balanced power dif-

ferences in ways that enabled the perception of a fair priority setting

process, while in the other hospital, with a different management

style, the process was perceived to be unfair, with negative implica-

tions for morale (Barasa et al. 2016).

Although still unusual in LMIC debates, these ideas regarding

the importance of relationships in health systems strengthening are

mirrored within the broader high income country leadership litera-

ture. In this literature, the notion of ‘relational leadership’ positions

leadership as an interpersonal phenomenon associated with collabo-

ration, empathy, trust and empowerment (Cummings et al. 2010);

as non-hierarchical and distributed; and embedded within everyday

interactions, conversations and relational processes (Cunliffe and

Eriksen 2011). In this conceptualisation, leadership is not restricted

to those holding managerial positions, but rather is a process of

mutual influence through which an emerging social order and/or

actions are co-constructed (Uhl-bien 2006).

Given the potential importance of relationships and the promise

of a distributed relational leadership for strengthening health sys-

tems, it is important for health policy and systems researchers to

build the LMIC evidence base of the outcomes of such leadership

and how it might be nurtured. However, in learning lessons about

how to enable leadership development (LD), a number of evaluation

challenges need to be borne in mind. Firstly, there are a variety of

LD approaches, including group or individual coaching, mentoring,

reflection, action learning, 360-degree feedback, job assignments

and community of practice approaches, amongst others (Day 2000;

Ely et al. 2010; Marquardt et al. 2010; Carey et al. 2011;

Cummings et al. 2013; Daire et al. 2014; Mcnamara et al. 2014;

Doherty and Gilson 2015; Leggat et al. 2015). Secondly, as argued

by Ely et al. (2010), an LD intervention needs to be tailored to the

particular context—and even within similar organizational settings,

the eventual LD design would need to contain different LD

approaches, addressing different (groups of) participants and imple-

mented at different times. Thus, while experimental study designs

can provide insights into whether one particular approach to LD is

effective, it is also important to generate insights into how the inter-

ventions function and have impact (Ely et al. 2010).

As part of the broader DIALHS (District Innovation and Action

Learning for Health Systems Development) collaboration, this

article reflects on 5 years of action learning and engagement around

leadership and LD within primary healthcare (PHC) services in a rel-

atively resource-poor South African setting. Working in one sub-

district in Cape Town, we co-created LD processes with FMs from

nine PHC clinics and with the six members of the sub-district man-

agement team (SDMT). Within this article, we describe the over-

arching LD design that emerged through our collaboration, explain

the governance context in which it was implemented and consider

whether and how our approach to LD has, so far, enabled relational

leadership.

Methods

Setting and the DIALHS project
The setting for this study is the Mitchell’s Plain sub-district within

the City of Cape Town in the Western Cape Province of South

Africa, a relatively low income community of approximately

500 000 people with a high burden of disease including Human

Immunodeficiency Virus, Tuberculosis, chronic non-communicable

disease, gang-related violence and road traffic accidents

(Klipfontein–Mitchell’s Plain Orientation Guide 2013). Within this

Key Messages

• Relational leadership—associated with practices such as mentoring/coaching others, and enabling the relationships and

commitment needed to work together to achieve common purpose—has been identified as important in strengthening

the performance of health systems.
• In LMICs, relational leadership can be strengthened through collaborative reflective practice that pays attention to values

and relationships.
• In the experience reported here, gains from relational LD included increased trust and team cohesion across and within

levels of the district health system.
• The strongly task-oriented governance context with multiple bureaucratic accountability mechanisms was however per-

ceived to constrain relational LD.
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setting, public health services are provided by the provincial govern-

ment of the Western Cape and by the City of Cape Town, a local

government authority.

Since 2010, researchers from two universities have worked with

managerial colleagues from both authorities in a long-term collabo-

rative project (DIALHS). Amongst other aims, the project seeks to

understand leadership and management in the sub-district, and how

it is influenced by the district, provincial and national structures,

processes and policy environment in which it is located. In this

study, we are also mindful of the influence of the local context, and

the challenge this poses for LD:

In Tafelsig [clinic] they [stole] the palisade [perimeter] fencing twice

. . . very frustrating to manage these things – we sit and just manage

repairs. The violence! There were gunshots this morning . . . It’s a

huge thing. . .We are losing so much and it’s frustrating . . . It’s diffi-

cult to keep your cool” (SDMT reflective meeting, December 2014).

Within such a context, the reality of LD interventions is that “all are

working under extremely stressful conditions all the time, the entire

system is stressed, which then favours a compliance mindset [of sim-

ply following instructions]. And yet, under stress and in a compli-

ance and punitive environment, FMs and everybody else are less

likely to listen and the ability to change is reduced (LD/research

team reflective meeting, May 2014).

The overall project approach was one of collaborative action learn-

ing—‘a collective process for inquiring into and taking action on

projects and practices within their complex, multi-agent contexts’

(Rigg 2011, p. 15). We have understood reflective practice as a

means to learn from experience (Schon 1983; Mann et al. 2009) and

have also recognized that the ‘formation of communicative space’ is

a form of action (Kemmis 2001, in Reason, 2006, p. 193). In other

words, the learning is itself an intervention in the system.

The LD initiatives that are the subject of this paper were devel-

oped with City of Cape Town authorities only. Figure 1 depicts the

health system actors, organizational settings and managerial rela-

tionships that have framed the engagements that are the subject of

this article. The LD/research team that was involved in the leader-

ship engagements included an organizational psychologist and a

number of health policy and systems researchers. While the LD/

research team regularly engaged as a group in order to support

learning and reflexivity, in general terms, the organizational psy-

chologist took the lead in designing and implementing the LD inter-

ventions, while the researchers took the lead in making meaning

from the experiences and were less involved in the implementation

of the LD interventions. The LD interventions were deliberately

framed by Thinking Environment principles, explained further later,

in which the organisational psychologist (AdT) and one member of

the research team (SC) are trained.

Research approach
Within the umbrella of the action learning design of DIAHLS, the

research approach was flexible and qualitative. The LD intervention

emerged through a series of engagements undertaken over time, as

described in more detail later, which were accompanied by regular

reflective discussions among the research team and with managerial

colleagues, all of which were documented. In considering whether

and how the development of a distributed relational leadership was

enabled, we also draw on document reviews, in-depth interviews,

group discussions, observations of practice and of LD interventions,

and, again, the notes from the regular reflective discussions. Our

data for this article therefore include observational and interview

notes, transcripts from reflective discussions, and written reports

from the organizational psychologist. We also draw insights from

additional research conducted by an external evaluator (Podems

Consulting 2014). A summary of these data is presented in Table 1.

The monthly half-day research team meetings held throughout the

project combined with regular reflective discussions with the SDMT

and PHC FMs, enhance the rigour of our analyses, by supporting

reflexivity, and allowing emerging insights to be tested. Ethical

approval was granted by the University of Cape Town Research

Ethics Committee and permission for the work was obtained from

the City of Cape Town. More details on the overall approach and

methodology are available in a published source (Lehmann and

Gilson 2015).

Figure 1. Actors, settings and relationships framing the LD interventions (as of January 2016)
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To make meaning from these experiences for this article specifi-

cally (Patton 1999; Barnett-Page and Thomas 2009), the first author

read through the observational, interview and reflective discussion

data as well as the documents, reports and publications from the

overall DIALHS project, and extracted all data elements that spoke

about management, leadership, the governance context of the sub-

district and the LD interventions. These data were then summarized

chronologically and according to type within a document that

formed the basis for a reflective discussion within the LD/research

team. In addition, the first author and the organizational psycholo-

gist engaged in three additional reflective discussions. Thereafter,

the first author used thematic analysis to interpret the data using

themes generated both from relevant bodies of literature and

from the data themselves, and the initial analysis was then

discussed within the author team. This process led to the develop-

ment of a draft article, which was presented to the SDMT within a

further reflective discussion as well as twice reviewed by the writing

team.

Results

The emergent LD interventions
As the specific LD interventions were nested within the overall

action learning design of the DIALHS collaboration, they intention-

ally emerged from processes of reflective learning with health

system managers and were rooted in everyday sub-district realities.

Table 1. Summary of data

Type of data Timing Details

In-depth interviews and discussions 2011–2016 12 interviews

Reflective discussions within research and LD team 2011–2016 Monthly reflective discussions (typically half day meetings)

Reflective discussions including sub-district colleagues 2012–2016 7 reflective discussions (typically half to full day meetings)

Observations of LD processes 2013–2016 15 group coaching processes and 1 relational leadership

skills workshop observed; teaching on 5 day health management course

Report on FM coaching (Barak and du Toit 2013) 2012–2013 1 report

Observations of FM peer support process 2013–2015 5 meetings observed

Observations of facility supervision visit process 2014 4 days’ facility supervision and 2 feedback sessions observed

Report from external evaluator (Podems Consulting 2014) 2015 1 report, including insights from 13 interviews

Table 2. Ten components of the Thinking Environment related to health system governance, relationships and values

Thinking environment

component

Description Implications for health system governance, relationships and

values

Attention Listening with palpable respect and interest, and

without interruption

Reinforce the culture of paying respectful attention to colleagues

and patients within all engagements (e.g. meetings, performance

appraisals, one-on-ones, patient consultations)

Equality Treating each other as thinking equals Despite rank and hierarchy, seek to amplify points of equality

within engagements (e.g. all perspectives are useful, all have

potential to think well)

Ease Offering freedom from internal rush or urgency Acknowledge the importance of employee wellness for perform-

ance and quality of care

Appreciation Offering genuine acknowledgement of a person’s

qualities. Practicing a 5:1 ratio of appreciation to

criticism

Intentionally seek to identify good practice; minimize the potential

for demotivation from the implementation of accountability

mechanisms that focus on compliance

Encouragement Giving courage to go to the cutting edge of ideas by

moving beyond internal competition

Use encouragement to create sufficient psychological safety for

teams to problem solve, adapt and innovate

Feelings Allowing sufficient emotional release to restore

thinking

Acknowledge that empathising with the concerns and frustrations

of colleagues is an important part of leadership practice, particu-

larly in stressful, under-resourced working environments

Information Supplying the facts Develop the capacity to provide information in a way that pro-

motes understanding (e.g. implementing new policies while tak-

ing cognisance of sub-district constraints and realities). Value

the experiential knowledge of managers

Diversity Welcoming divergent thinking and diverse group

identities

Respect the diverse cultures and identities of colleagues and

patients.

Incisive questions Removing assumptions that limit independent, crea-

tive thinking

While acknowledging the truth, or potential truth, of the assertion

(e.g. the budgets are inadequate) seek to craft a question or focus

that can move thinking forward (e.g. given the budgets that we

receive, what package of quality services can we provide to the

community?)

Place Creating a physical space that says to people ‘you

matter’

Consider how health facilities (patient waiting areas, toilets, staff

room, offices) and administrative building spaces can better

demonstrate respect and care, for example by removing broken

furniture and equipment
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Within this emergent design, we drew structure from the Thinking

Environment as a methodology that is appropriate for enabling a

distributed relational leadership. The Thinking Environment is

underpinned by a number of perspectives, including: (1) the quality

of everything we do depends on the quality of the thinking we do

first; (2) the quality of our thinking depends on the quality of our

relationships; (3) the mind that holds the question or issue can most

effectively resolve it; and (4) while human nature cannot be proven

to be inherently good or bad, explicitly assuming a positive view on

human nature (e.g. intelligent, resilient, adaptive, innovative, caring)

will more effectively enable high-quality thinking and relating than

if we were to assume a more negative perspective (Kline 2008). In

essence, the first two perspectives emphasize the importance of rela-

tionships for productive team engagements and learning, the third

emphasises the importance of allowing colleagues to find the solu-

tions to their own challenges and the fourth emphasises the impor-

tance of trust for interpersonal engagements.

In addition to these four perspectives, the Thinking Environment

rests on 10 components—behaviours, attitudes, values and beliefs—

that together are argued to create the culture and relationships

needed to enable productive team engagements. Table 2 summarizes

these 10 components, with illustrative examples of relationships and

values in local health system governance drawn from the action

learning insights. In essence, we drew on Thinking Environment

•FM group coaching
•FM health 

management short 
course

2012-2013

•FM peer support 
process

2013 ongoing
•Support to SDMT 

who engaged in a 
facility supervision 
process

2014

•Rela�onal leadership 
skills workshop with 
SDMT and FMs 
(separately)

2014
•SDMT group 

coaching

2015-2016

•Support to SDMT in 
their oversight of 
facility strategic 
workshop process

2016 ongoing

Figure 2. Cycles of LD interventions

Table 3. Details of LD interventions

Intervention component Description Audience LD/research team role(s)

2012–2013

FM group coaching

Seven 2-h long sessions aimed at creating a

community of practice. Included rela-

tional leadership skills building (e.g. ena-

bling a Thinking Environment in the

workplace, managing difficult conversa-

tions, etc.)

FMs Facilitation of 7 group coaching sessions;

writing of a report on the experience

(Barak and du Toit 2013), 1 reflective

workshop with SDMT to learn from

experience

2013

FM short course training

in health management

Six FMs attended 5-day short course FMs Teaching role

2013 to date

FM peer support

Monthly half-day meetings of FMs Intention

to enable skills transfer and sharing of

best practices within FM team

FMs Interviews with 3 FMs; observations and

light-touch facilitation of 5 peer support

meeting

2014

Facility supervision

Day-long supervision visits to each facility

run by SDMT every six months. Intention

to enable enhanced facility performance.

Follow up feedback session, originally to

FM and later to entire facility staff

District health system

(SDMT, FMs, Facility

Staff)

Observation of 4 supervision visits and 2

feedback sessions; 4 individual interviews;

1 reflective workshop with SDMT; and 1

joint SDMT-FM reflection to learn from

experience

2014

Relational leadership skills

Day-long workshop on how to enable a

Thinking Environment in the workplace

with a particular focus on productive

practices and cultures for small/large

group engagements (e.g. meetings, team

engagements, one-on-ones, etc.)

FMs, SDMT Facilitation of 1 relational leadership skills

workshop; 4 individual interviews; 1

reflective workshop with FMs, and 1

reflective workshop with SDMT to learn

from experience

2015–2016

SDMT group coaching

Eight 2-h long sessions aimed at creating a

community of practice. Included rela-

tional leadership skills building (e.g. ena-

bling a Thinking Environment in the

workplace, understanding own leadership

identity)

SDMT Facilitation of 8 group coaching sessions;

observations of each coaching session; 1

reflective workshop with SDMT to learn

from experience

2016

Facility strategic workshops

Day-long strategic planning workshops in

each facility. Initiated and supported by

SDMT, but facilitated by FMs

Whole system Facilitation of reflective conversations think-

ing through the SDMT role in the sessions

(as part of group coaching); provision of

specific skills inputs
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understandings and approaches in the way that we facilitated the

processes of reflection, group coaching and relational leadership

skills building that emerged within the LD initiatives.

The LD interventions that emerged through this process of

reflection and action are illustrated in Figure 2, and are described in

more detail in Table 3. Starting from 2012, the first intervention to

be implemented was a process of seven FM group coaching sessions

(2012–2013). Thereafter, in 2013, six FMs were supported to attend

short course training in health management, accompanied by some

‘light touch’ follow-up engagement with the LD/research team.

These activities were intended to broaden FM’s understandings of

management and to support continued peer-to-peer engagement. As

a continuation of these engagements, the FM group initiated their

own process of peer support (2013 ongoing). Their intention was to

have monthly half-day meetings where they could learn from each

other and share best practice.

Then when, in early 2014, the SDMT signalled their intention to

change the way in which they were conducting their facility supervi-

sion visits and asked for support from the LD/research team, this

provided an opportunity to take the lessons from the previous FM

support processes forward. While plans for the new supervisory vis-

its evolved over time, the overall intention from the perspective of

SDMT was for the entire team to visit each facility for a full day,

and to implement a process of ‘support and mentorship through

monitoring and evaluation’. The LD/research team sought, in turn,

to observe these processes and to engage in reflective conversations

with the SDMT and FMs so as to enable them to better achieve their

intentions. During this process of supporting change in facility

supervision practice, a need was identified for specific leadership

skills. This was addressed through the provision of a day-long work-

shop to the SDMT and FM groups with particular emphasis on how

to facilitate generative team engagements, meetings and one-on-

ones.

The final LD intervention that is considered in this article is a

process of eight SDMT group coaching sessions (2015–2016).

Again, the coaching was embedded within the Thinking

Environment methodology and the overall approach within each

session involved working with the current governance and leader-

ship concerns that were raised by the SDMT. During the group

coaching, the SDMT reflected specifically on their intention to ini-

tiate, and then their experience of running, a process they deliber-

ately termed ‘facility strategic planning’ as this term aligned with

usual organizational practice. For the SDMT this process entailed

supporting each FM to facilitate a day-long session with their staff,

in which the FMs used Thinking Environment principles and practi-

ces to enable all staff to discuss their work activities and experiences

and identify their challenges and needs. In this process, the SDMT

sought specifically to draw on their group coaching experience in

the way they supported FMs and encouraged engagement with

facility staff.

In summary, the Thinking Environment provided the base meth-

odology for engagements, and engagements emerged through

action-learning processes. In addition, within these processes, the

LD initiatives allowed participants to deepen their understanding of

identities (self) and their relationships, as explained further in Box 1.

The wider governance context
In order to consider whether and how these LD interventions influ-

enced leadership, it is important to situate the analysis within con-

text. In South Africa, while many managerial functions have been

decentralized to the sub-district and facility level, accountability to

city, provincial and national managers is maintained through the use

of a number of bureaucratic mechanisms. For example, routine

health information is captured by clerks within primary care facili-

ties and used to inform planning, target setting and monitoring proc-

esses at the local government and/or provincial levels. The ‘National

Core Standards’ process (National Department of Health 2011) is

an example of a national accountability imperative involving

lengthy checklists of facility buildings, equipment, structures and

processes. Facility and sub-district managers are responsible for

ensuring that these standards are met, and that procedures are

implemented to address concerns arising from national complaints

procedures, patient satisfaction surveys and clinical audits, amongst

others (Scott et al. 2015).

This broader health system governance context was found to

influence the leadership practices of the sub-district (Scott and

Gilson 2017). For example, while the intention of the SDMT was to

be supportive during their facility supervision visits, the imperatives

derived from central accountability mechanisms meant that support

and mentoring was dominated by a compliance-driven approach:

‘It’s supposed to be about mentoring and support—but is in fact a

very detailed audit. . . The part of management that is very well

looked at during the visit is that part that looks at whether the

equipment is there, are people where they should be, are staff there

on time . . . but not the side of management that looks at people.’

Box 1: Engaging with understandings of self and rela-

tionships through LD processes

The LD processes understood the self as the start of

relational leadership. They stressed the ‘importance of

having a vision, a purpose and hence identity’ linked to

the notion that ‘if I am clear about my identity and pur-

pose then I can reflect on who I am being as a leader’

(Notes from FM coaching, July 2012). However, in this

context positive identities lived alongside a sense of vic-

timhood—a perception that the system ‘sees us as toilet

paper’ or as ‘labourers’ (Notes from FM coaching,

August 2012). The LD processes therefore aimed to ‘gain

traction with increasing a sense of locus of control—

shifting from a sense of blame (e.g. FMs feeling that

staff aren’t committed enough) to a sense that—through

using leadership practices—shifts can be achieved in

staff and individual empowerment’ (LD/research team

reflective meeting, September 2012). Building on this

foundation of personal LD, the LD approach further

sought to “make the benefit of relationships more visible

so that the FM does not feel derailed from the ‘real’

tasks by managing relationships” (LD/research team

reflective meeting, September 2012). The processes spe-

cifically aimed to enable FMs to develop the relation-

ships that generate effective team engagements, and to

build their capacity to trust their own insights in order

“to develop their own [managerial] ‘how to’ kit’” (SDMT

reflective meeting, July 2013). The LD processes also

worked to promote a coherent understanding of individ-

ual and collective identity within the sub-district—

recognizing that the ‘huge sense of service’ of health

system actors, and the understanding that ‘work is pas-

sion and calling’ (Barak and du Toit, 2013, p. 4) provided

an important platform for LD activities.
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(LD/research team reflective meeting, April 2014). Similarly the LD/

research team observed ‘a gap between what their [the SDMT]

intention is (i.e. they have a stated intention of being supportive,

and being useful and being generative)—which is a transformative

way of engaging with their system—and how it manifests—they

conduct the observations in a transactional way. . . The entry point

for engaging becomes compliance.’ (LD/research team reflective

meeting, April 2014). When interviewed, FMs similarly understood

that the purpose of the supervisory visits was for ‘checking up—

have systems been implemented or not’ (FM1 interview, April 2014)

or ‘to see whether systems were in place, how they were working

and to standardize them across all facilities according to policy’

(FM2 interview, April 2014).

In contrast, FMs expressed a preference for an alternative style

of supervision, with ‘support and mentoring 70–80% of the time

and monitoring and evaluation 20–30% of the time’ (SDMT-FM

reflective meeting, June 2014). The FMs also commented that ‘their

judgment was not always trusted by management. They felt that

management ought to acknowledge their understanding of the real-

ity of their local clinic context a bit more . . . and give them more lee-

way to make their own decisions based on their understanding of

this local context’ (SDMT-FM reflective meeting, June 2014).

Similarly, when interviewed about the supervisory visits, an FM

commented: ‘Whatever feedback you give, whether positive or nega-

tive, it’s the way you give it that matters the most’ (FM1 interview,

April 2014). When the research team brought this feedback to the

SDMT, they acknowledged that although monitoring progress

against targets was a critical part of their jobs, one should not ‘shoot

the person when things are not working; rather sit down and think

what other possibilities and options are. It’s important how you say

something, not just what’ (SDMT-FM reflective meeting, June

2014).

Overall, therefore, despite an openness and desire for more sup-

portive mentoring on the part of both the SDMT and FMs, and signs

of a more relational leadership approach in the SDMT’s own prac-

tice (Gilson et al. 2014), the broader governance context and the

need to comply with central accountability processes was judged to

limit the impact of relational LD.

Enabling relational leadership
Despite this broader governance context, the SDMT and FMs began

to report changes in their understanding of the benefits of relational

leadership: ‘We realized that our relationships were not good—all of

them not good—we were all chasing numbers and statistics. The

morale was poor and we were all burnt out. How could we do

that—to our staff and ourselves?’ (SDMT1 reflection, October

2014). These shifts in understanding enabled a larger space for FMs

to exercise discretion: “Before you were told that you must do ‘this,

this and this’ and even though you have planned for your facility,

you could not do your own things. [Now the SDMT] give me more

space to do the things that I have prioritized.” (FM reflective meet-

ing, November 2014). In addition, FMs reported improvements in

the way in which engagements around the accountability processes

were handled: ‘I used to be scared of these [accountability] meet-

ings. . .they were used for venting. Now, they are more relaxed and

cheerful and people are able to speak their mind in a positive way.

There is not so much venting. . . They are much, much better’ (FM3

interview, October 2014). Within the context of meetings run using

Thinking Environment principles, the use of positive rounds—an

opportunity for each participant explicitly to verbalize their appreci-

ation for the group in turn, or receive appreciation from another

participant in a structured manner—was highly valued. As well as

motivating managers, it was seen to lay a relational foundation that

could then also support their ability to receive and work with con-

structive criticism (SDMT reflective meeting, October 2016).

Overall, the SDMT and FMs were positive about their exposure to

the set of LD processes: “[DIALHS] can be a programme that is

adopted by the health department because it can empower and retain

people. I was ‘born again’ from a session with [the organizational psy-

chologist]—she really changed me so much in that one mentoring

session. . .Just by listening and being calm. . .It brings with it a certain

culture.” (SDMT reflective meeting, December 2014). They also

reported benefits from their use of the leadership skills: ‘last week was

the third staff meeting where I’ve used [the new skills]. . .I noticed that

in the main body of the meeting people were now talking as opposed

to before when they would just sit and nod but make no input. The

last meeting was nice, it was really very nice. They contributed a lot’

(FM4 interview, October 2014). FMs also mentioned that the ‘sub-

district team has really improved in terms of support and feedback’

(FM5 interview, August 2015). Similarly, a sub-district manager men-

tioned that the strategic planning workshops facilitated by the FMs

were ‘exceptional’; ‘[it was] such a nice experience to watch how

dynamic they were. A gift to see all of this work come together’

(SDMT coaching notes, June 2016).

From the perspective of the SDMT (SDMT reflective meeting,

October 2016), moreover, the health system gains attributed to the

LD interventions included greater trust and cohesion within the

SDMT and in the relationship with FMs and staff. This was

characterized as being a shift in the organizational culture within the

sub-district. The SDMT noted that, in their experience, the FMs

were becoming more engaged and assertive; for example, they were

beginning to speak up in meetings, to the extent that they could

express their concerns about new initiatives when they thought them

not feasible to implement. Previously they would have resorted to

grudging compliance and later complained about the decisions.

Finally, there were perceptions of, unconfirmed, broader perform-

ance gains, including reductions in patient complaints linked to

staff attitudes—‘we receive more compliments these days than

complaints’ (SDMT1 interview, October 2014), as well as reduc-

tions in ‘staff grievance cases’ (SDMT1 interview, November 2015).

Discussion

This article reflects on 5 years of LD experience in a low-income set-

ting within Cape Town, South Africa. In presenting our analysis, we

build from the broader findings of our action learning collaboration,

including: (1) the centrality of relationships between actors—for

improving sub-district performance (Elloker et al. 2012; Scott et al.

2014), for community responsiveness (Cleary et al. 2015) and for

the implementation of action learning processes (Lehmann and

Gilson 2015); and (2) the importance of deepening understandings

of identity and purpose both at the individual level, where transi-

tioning from a clinical to a managerial identity is important for FM

functioning (Daire and Gilson 2014), and at the collective level,

where the strengthening of the PHC approach requires the nurturing

of PHC-aligned values and mindsets (Gilson et al. 2014).

Our findings suggest that the sub-district is located within a cen-

tral governance context that is hierarchical, with performance moni-

tored through the use of multiple accountability mechanisms

including standard operating procedures, facility audits and target

setting processes. While accountability mechanisms can be impor-

tant for enhancing health system functioning, the way in which these

mechanisms are implemented can have an impact on whether they
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are motivating or demotivating to health system actors, and on

whether they generate a more hierarchical or a more relational cul-

ture (Cleary et al. 2013). Hupe and Hill (2007) relate this to differ-

ent modes of governance which create different relationships and

values. The enforcement mode is associated with compliance to rules

and to standard operating procedures, while the co-production

mode is associated with the commitment to shared purpose (Hupe

and Hill 2007).

Our early experience of the manner in which the SDMT

responded to the central governance imperatives was that enforce-

ment was the dominant mode of implementing accountability mech-

anisms in the sub-district, with negative implications for morale. We

also judged that the dominance of these mechanisms crowded out

the space for more relational approaches. Indeed, in linked DIALHS

research, fear of missing targets has been cited as one reason why

FMs become over-involved in providing clinical services, limiting

the available time for their leadership responsibilities (Daire and

Gilson 2014). However, in keeping with others who argue that lead-

ership styles do not entail an ‘either/or’ dichotomy (Cummings et al.

2010; Marchal et al. 2010, 2011) our findings suggest that relational

processes can complement bureaucratic accountability processes.

For example, the review of targets can be done in a manner that is

respectful of relationships towards the co-production of better

health service delivery (for a fuller DIALHS analysis of this, see

Scott and Gilson 2017).

Our approach to LD has a number of key characteristics. Firstly,

we used the Thinking Environment (Kline 2008) as our base meth-

odology in conducting our support for managers. Amongst other

benefits, this methodology enables the trusting relationships (Carey

et al. 2011) and safe environment (Edmondson 2003; Nembhard

and Edmondson 2006) that literature suggests is needed for LD.

Through the use of the ten components (Table 2), the Thinking

Environment approach also allows for explicit norms for interperso-

nal engagement to be set. Based on a review of the group develop-

ment literature, it is argued that explicit norms are critical for team

success in that they can encourage respectful communication, dis-

tribute power to the weaker members of the group, and generate

feelings of trust and belonging which in turn enhances the commit-

ment of team members to learning together (Marquardt et al. 2010).

Secondly, we sought to work with the key governance and leader-

ship challenges and opportunities that were raised by the SDMT and

FMs. This is argued to be an essential LD approach in the literature

(Day 2000; Day et al. 2014) and reflects the coaching principle of

allowing for the questions and answers to rest with the client (Byrne

2007; Ammentorp et al. 2013). Our approach also enabled us to

role model the value of trusting in the abilities of others to find solu-

tions to their own challenges. Thirdly, the implementation of each

LD intervention was followed by at least one reflective discussion

between research and practitioner partners in order to learn from

experience, also allowing the leadership capability of reflection to be

nurtured (Horton-Deutsch and Sherwood 2008). And finally, our

LD processes were all group or team based (e.g. group reflection or

group coaching) and worked across two different layers of the sys-

tem, allowing us to promote a distributed leadership within the sub-

district as opposed to focusing on individual leader capabilities (Day

2000; Atwood et al. 2010; Day et al. 2014).

While our study was not designed to measure impact in a quanti-

tative sense, qualitative insights suggest an emerging shift towards a

more relational leadership, reflected in the actual ability to

strengthen supportive relationships. These shifts include enhanced

trust in the ability of FMs to use their discretion to improve services

in their facilities, greater respect in the way that accountability

processes were managed, and enhanced mentoring skills, with hints

of the potential for broader performance gains linked to reduced

patient complaints and staff grievance cases. Nonetheless, our expe-

rience suggests that the broader health system governance context

might continue to be an important constraint to distributed LD.

Although our study is, to the best of our knowledge, one of the

first to report on efforts to strengthen relational leadership in an

LMIC health system, these findings are not unique; the transforma-

tion of health system cultures is challenging in many settings. For

example, evaluations from a long-term LD programme within the

Alberta Cancer Board in Canada showed mixed results (Sharlow

et al. 2009; Cummings et al. 2013). In qualitative work, findings

suggested that participants felt that individual change was impossi-

ble without organizational change (Spiers et al. 2010). Several stud-

ies within the UK’s National Health Service (NHS) have shown

similar findings. In a study of reflective practice, the authors argued

that reflection needs to be a legitimated organizational process in

order for it to become an opportunity for organizational transforma-

tion (Nicolini et al. 2003) while a study of distributed change leader-

ship suggested that the presence of distracting strategic priorities

and fragmented organizational structures was found to impede

progress (Fitzgerald et al. 2013). A third NHS study into the imple-

mentation of strategic human resource management found,

moreover, that ‘staff were mostly keen, creative, comfortable with

new ways of working if these improved patient care, and hungry for

training and development that would help them do their jobs better.

But structural barriers at both national and local level were multiple

and pervasive, and they accounted for more delayed or diverted ini-

tiatives than any other single factor in our overall analysis’

(Macfarlane et al. 2011, p. 66). More optimistically, an ethno-

graphic study into the implementation of new regulations regarding

working hours for surgical residents in two American teaching hos-

pitals suggests that the creation of relational spaces—‘areas of isola-

tion, interaction and inclusion that allow middle-manager reformers

and subordinate employees to develop a cross-position collective for

change’ (p. 657) can help those in favour of the proposed change to

come together in order to challenge resistance (Kellogg 2009).

There are a number of implications of this study for those who

wish to influence policy and practice in the space of health leader-

ship and LD in LMICs. Firstly, the development of distributed rela-

tional leadership has value, and is in line with a recent call by the

Alliance for Health Policy and Systems Research (2016) for the

development of participatory leadership. Secondly, national senior

policymakers need to be exposed to evidence regarding the value of

relational leadership for health systems strengthening, as well as on

the ways in which centrally driven accountability imperatives under-

mine the local level responsiveness to staff and communities needed

to improve services. Secondly, greater understanding needs to be

generated around the ‘how’ of LD—such that those undertaking

LD, health managers and policymakers become more comfortable in

working with emergence and tailoring the package of LD initiatives

to the specific context. For those wishing to test or implement pack-

ages of LD, our experience suggests the need to be intentional about

repeatedly engaging with (senior) managers about what a distrib-

uted relational leadership is and why it is important, advocating for

visible senior support for the practice of relational leadership to gen-

erate commitment to what is ultimately a long-term process.

Our action-learning approach has implications for the interpre-

tation of our findings. Similar to the notion of ‘embedded’ health

policy and systems research (Koon et al. 2013), there is no separa-

tion attempted between research and LD, and we are unable to com-

ment on how the gains from our LD interventions would have
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differed if they were not accompanied by research processes.

Moreover, as the research processes mirrored aspects of usual LD

practice, they may well have strengthened impacts. For example, the

initial stakeholder engagement between senior management and LD

consultants that is an important and common precursor of LD

(Sharlow et al. 2009; Cummings et al. 2013) was achieved through

action learning processes. Our approach also mirrored the usual LD

practice of including follow-up stakeholder interviews to support

and deepen learning (see e.g. Chase et al. 2015). A final strength of

our action-learning design lies in comparison with experimental

designs. Given the nature of LD—where interventions need to be

emergent and tailored to context—developing an LD model and

measuring its outcomes using an experimental design will not pro-

vide insights into how or why the model had impact or how it

should be adjusted for different settings (Ely et al. 2010). In our

experience, the ethos of action learning, on the other hand, is able to

generate the rich, context specific lessons not only about what may

be needed to strengthen leadership in similar settings but also what

sort of effects the LD response might be generating.

Conclusion

In conclusion, this experience suggests that processes of relational

LD can promote the relationships necessary for effective team

engagements, can encourage actors to trust each other to exercise

productive discretion and can enhance the ability of managers to

engage with their colleagues in a more supportive way. Nonetheless,

the space and time available for relational leadership in this setting

was limited by the dominance of bureaucratic management and

accountability processes. Given this context, the SDMT and FMs

had had limited exposure to relational leadership approaches and

needed to experience them in order to understand their benefits. It is

crucial that higher-level managers gain greater understanding of

these problematic experiences and take them into consideration as

they seek to strengthen health system governance.

Acknowledgements

We gratefully thank Uta Lehmann, Nikki Schaay, the SDMT and the FMs of

the Mitchells Plain sub-district in Cape Town for their wisdom and engage-

ment. Susan Cleary and Lucy Gilson are members of the Consortium for

Resilient and Responsive Health Systems (RESYST). This document is an out-

put from a project funded by the UK Aid from the UK Department for

International Development (DFID) for the benefit of developing countries.

However, the views expressed and information contained in it are not neces-

sarily those of or endorsed by DFID, which can accept no responsibility for

such views or information or for any reliance placed on them.

Funding

The project is also funded by the Atlantic Philanthropies (Grant no. 18269).

Conflict of interest statement. None declared.

References

Alliance for Health Policy and Systems Research, 2016. Open mindsets: par-

ticipatory leadership for health, Geneva.

Ammentorp J, Jensen HI, Uhrenfeldt L. 2013. Danish Health Professionals’

experiences of being coached: a pilot study. Journal of Continuing

Education in the Health Professions 33: 41–7.

Anon, 2013. Klipfontein Mitchell ’ s Plain Substructure Orientation Guide.

Atwood MA, Mora JW, Kaplan AW. 2010. Learning to lead: evaluating

leadership and organizational learning. Leadership & Organization

Development Journal 31: 576–95.

Barasa EW, Cleary S, Mike E, Sassy M 2016. The influence of power and

actor relations on priority setting and resource allocation practices at the

hospital level in Kenya: a case study. BMC Health Service Research 16:

536.

Barak M, du Toit A. 2013. DIALHS facility manager coaching intervention:

overview and reflections. pp. 1–13.

Barnett-Page E, Thomas J. 2009. Methods for the synthesis of qualitative

research: a critical review. BMC Medical Research Methodology 9: 59.

Byrne G. 2007. Guest editorial: unlocking potential—coaching as a means to

enhance leadership and role performance in nursing. Journal of Clinical

Nursing 16: 1987–8.

Carey W, Phiippon DJ, Cummings GG. 2011. Coaching models for leadership

development: an integrative review. Journal of Leadership Studies 5: 51–69.

Chase SM, Crabtree BF, Stewart EE et al. 2015. Coaching strategies for

enhancing practice transformation. Family Practice 32: 75–81.

Cleary SM, Molyneux S, Gilson L. 2013. Resources, attitudes and culture: an

understanding of the factors that influence the functioning of accountability

mechanisms in primary health care settings. BMC Health Services Research

13: 320.

Cleary S, Schaay N, Botes E et al. 2015. Re-imagining community participa-

tion at the district level: lessons from the DIALHS collaboration. South

African Health Review 1–18.

Cummings GG, MacGregor T, Davey M et al. 2010. Leadership styles and

outcome patterns for the nursing workforce and work environment: a sys-

tematic review. International Journal of Nursing Studies 47: 363–85.

Cummings GG, Spiers JA, Sharlow J et al. 2013. Worklife improvement and

leadership development study: a learning experience in leadership develop-

ment and “planned” organizational change. Health Care Management

Review 38: 81–93.

Cunliffe AL, Eriksen M. 2011. Relational leadership. Human Relations 64:

1425–49.

Daire J, Gilson L. 2014. Does identity shape leadership and management prac-

tice? Experiences of PHC facility managers in Cape Town, South Africa.

Health Policy and Planning 29: ii82–97.

Daire J, Gilson L, Cleary S. 2014. Developing leadership and management

competencies in low and middle-income country health systems: a review of

the literature Working Paper 4. RESYST Working Paper, (April), pp.1–12.

Day DV. 2000. Leadership development. a review in context. The Leadership

Quarterly 11: 581–613.

Day DV, Fleenor JW, Atwater LE, Sturm RE, McKee RA. 2014. Advances in

leader and leadership development: a review of 25 years of research and

theory. The Leadership Quarterly 25: 63–82.

de Savigny D, Adam T. 2009. Systems thinking for health systems strengthen-

ing: an introduction. In de Savigny D, and Adam T (eds) Systems Thinking

for Health Systems Strengthening. Geneva: World Health Organization.

Doherty J, Gilson L. 2015. Workplace-based learning for health system leaders

institutions and governments. (August), pp. 17–19.

Edmondson AC. 2003. Speaking up in the operating room: how team leaders

promote learning in interdisciplinary action teams. Journal of Management

Studies 40: 1419–52.

Egger D et al. 2005. Strengthening management in low-income countries.

Making Health Systems Work 1: 1–17.

Elloker S et al. 2012. Crises, routines and innovations: the complexities and

possibilities of sub-district management. South African Health Review

161–73.

Ely K et al. 2010. Evaluating leadership coaching: a review and integrated

framework. Leadership Quarterly 21: 585–99.

Fitzgerald L et al. 2013. Distributed leadership patterns and service improve-

ment: evidence and argument from English healthcare. The Leadership

Quarterly 24: 227–39.

Gilson L et al. 2014. Advancing the application of systems thinking in health:

South African examples of a leadership of sensemaking for primary health

care. Health Research Policy and Systems/BioMed Central 12: 30.

Horton-Deutsch S, Sherwood G. 2008. Reflection: an educational strategy to

develop emotionally-competent nurse leaders. Journal of Nursing

Management 16: 946–54.

Hupe P, Hill M. 2007. Street-level bureaucracy and public accountability.

Public Administration 85: 279–300.

Health Policy and Planning, 2018, Vol. 33, Suppl. 2 ii73

Deleted Text: leadership development
Deleted Text: for example 
Deleted Text: )
Deleted Text:  
Deleted Text:  - 
Deleted Text:  - 
Deleted Text: leadership development
Deleted Text: ,


Kellogg KC. 2009. Operating room: relational spaces and microinstitutional

change in surgery. American Journal of Sociology 115: 657–711.

Kline N. 2008. Time to Think: Listening to Ignite the Human Mind. London:

Cassel.

Koon AD et al. 2013. Embedding health policy and systems research into

decision-making processes in low- and middle-income countries. Health

Research Policy and Systems 11: 30.

Leggat SG, Balding C, Schiftan D. 2015. Developing clinical leaders: the

impact of an action learning mentoring programme for advanced practice

nurses. Journal of Clinical Nursing 24: 1576–84.

Lehmann U, Gilson L. 2015. Action learning for health system governance: the

reward and challenge of co-production. Health Policy and Planning 30:

957–63.

Macfarlane F, Greenhalgh T, Humphrey C. et al. 2011. A new workforce in

the making?: A case study of strategic human resource management in a

whole-system change effort in healthcare. Journal of Health Organization

and Management 25: 55–72.

Mann K, Gordon J, MacLeod A. 2009. Reflection and reflective practice in

health professions education: a systematic review. Advances in Health

Sciences Education: Theory and Practice 14: 595–621.

Marchal B. 2011. Why do some hospitals perform better than others? A realist

evaluation of the role of health workforce management in well-performing

health care organisations. Faculty of Medicine and Pharmacy. Vrije

Universiteit Brussel 1–240.

Marchal B, Dedzo M, Kegels G. 2010. A realist evaluation of the management

of a well-performing regional hospital in Ghana. BMC Health Services

Research 10: 24.

Marquardt M, Choon Seng N, Goodson H. 2010. Team development via

action learning. Advances in Developing Human Resources 12: 241–59.

Mcnamara MS et al. 2014. Mentoring, coaching and action learning:

Interventions in a national clinical leadership development programme.

Journal of Clinical Nursing 23: 2533–41.

National Department of Health, 2011. National Core Standards for Health

Establishments in South Africa.

Nembhard IM, Edmondson AC. 2006. Making it safe: the effects of leader inclu-

siveness and professional status on psychological safety and improvement

efforts in health care teams. Journal of Organizational Behavior 27: 941–66.

Nicolini D, Sher M, Childerstone S. et al. 2003. In search of the “structure that

reflects”: promoting organizational reflection in a UK health authority.

Organizational Learning and Knowledge. pp. 1–20.

Patton M. 1999. Enhancing the quality and credibility of Qualitative Analysis.

Health Services Research 34(5 Pt 2): 1189–208.

Podems Consulting, 2014. Evaluation of the DIALHS project. Cape Town.

Reason P. 2006. Choice and quality in action research practice. Journal of

Management Inquiry 15: 187–203.

Rigg C. 2011. Systemic action and learning in public services. Action

Learning: Research and Practice 8: 15–26.

Schon DA. 1983. The Reflective Practitioner: How Professionals Think in

Action. New York: Basic Books.

Scott V et al. 2014. Exploring the nature of governance at the level of imple-

mentation for health system strengthening: the DIALHS experience. Health

Policy and Planning 29: ii59–70.

Scott V, Dinginto N, Xapile Z. 2015. Operational health service management:

understanding the role of information in decision-making. South African

Health Review 2014/2015: 141–50.

Scott V, Gilson L. 2017. Exploring how different modes of governance act

across health system levels to influence primary healthcare managers’ use of

information in decision-making: experience from Cape Town, South Africa.

International Journal for Equity in Health 16: 159

Sharlow J et al. 2009. Learning together: a cohort approach to organizational

leadership development. Leadership in Health Services 22: 317–28.

Sheikh K, Ranson MK, Gilson L. 2014. Explorations on people centredness in

health systems. Health Policy and Planning 29(suppl 2): ii1–5.

Spiers JA et al. 2010. “But We Can’t Go Back”. The effect of raising expecta-

tions through organizational leadership development and consequences of

failure to follow through. Journal of Leadership Studies 4: 6–19.

Uhl-bien M. 2006. Relational leadership theory: exploring the social processes

of leadership and organizing. The Leadership Quarterly 17: 654–76.

ii74 Health Policy and Planning, 2018, Vol. 33, Suppl. 2


