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ABSTRACT 

Introduction 

Public financial management (PFM) is the vehicle through which public funds are 

spent in pursuit of delivering public services, like healthcare. PFM and health service 

delivery have historically remained siloed. Health departments can receive an 

unqualified audit opinion, signalling good PFM, alongside poor health outcomes and 

ailing infrastructure. This could be due to insufficient funds that do not allow for 

optimal service delivery. It could also signal a health system where the PFM 

processes are strong but are not enabling service delivery sufficiently.  

This research aimed to understand South African provincial department of health 

(PDoH) managers’ experiences of PFM reforms and practices. The research elicited 

evidence of how PFM reforms, and their enforcers, influenced organisational culture 

and power dynamics. It also sought to examine how the culture shaped the actions 

and choice of strategies used to improve service delivery during a period of 

constrained funding and rising medical negligence claims that further deplete the 

health budget. 

Methods 

The research was qualitative, using an ethnographic case study design. The data 

were collected over one year in one South African PDoH. Thematic analysis was 

used to analyse the data. Trustworthiness was ensured through peer debriefing; 

prolonged engagement; and member checking.  

Results 

Negligence claims have negatively impacted on available funds and illustrate how 

power has shifted toward finance managers because of their control of the health 

budget. This control was linked to their role in the health system as the protector of 

public funds and the team responsible for all financial management outputs. This 

desire to centralise PFM during periods of constraint was attributed to the low 

appetite for risk of finance managers and the strongly regulated PFM environment 

which uses punitive, bureaucratic accountability mechanisms. The centralisation 

reform negatively impacted on organisational culture and reduced opportunities for 



vi 

 

collaboration. However, ways of working that supported ‘authentic collaboration’- 

wherein engagement is intentional and active - were more successful.  

Conclusion 

This research showed interdependencies between power, trust, collaboration, and 

accountability. ‘Authentic collaboration’ was found to be transformative in being able 

to bring together managers whose relationships are generally marked by mistrust 

and a power imbalance.  
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DEFINITION OF KEY TERMS 

In alphabetical order 

Term Definition 

Accruals Accruals represent all services that have been purchased but not yet 

paid for. 

Actors The term ‘actors’ is used in the HPSR literature as a catch-all term to 

refer to anyone who is employed by the health system - from 

administrative managers to frontline workers.  

Authentic 

collaboration 

Authentic collaboration refers to all partners working together for the 

achievement of something in which they all have a vested interest. 

Authentic collaboration is only possible if power is shared equitably 

among those involved. 

Finance 

manager 

In this PhD, finance manager refers to all managers in the PDoH, district 

health office and public health facilities whose primary role is the 

management of public health funds on a day-to-day basis. All these 

cadres are in administrative roles.  

Goods and 

Services 

Goods and Services (G&S) are budget items that are generally tangible 

and support the activities of the department of health, such as procuring 

catering services for patients in hospitals or purchasing stationery for 

administrators. 

Health policy 

and systems 

research 

Health policy and systems research (HPSR) is an emerging field of 

research which, by its nature, is interdisciplinary, and blends social 

science concepts (like political science, organisational management, 

public health, etc.) to understand how different health system actors 

relate to one another, influence policy design and implementation, and 

are influenced by policies and the socio-political environment they are 

working within.  

Managers In this PhD, ‘managers’ is the catch-all term for any managers in 

the health system (at a facility or administrative level), irrespective 

of discipline/profession. The term finance manager or service 

delivery/clinical manager is used to distinguish the 

discipline/profession of the manager, where it is meaningful to do 

so. A service delivery/clinical manager can be situated at the 

facility or administrative level. In the province studied, the finance 
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Term Definition 

managers were all situated at the administrative level (in the PDoH 

head office or district health office). 

Medical 

negligence 

claims 

Medical negligence claims occur when a patient attempts to sue a health 

facility or clinician for compensation due to perceived negligent care. In 

South Africa, these are referred to as medicolegal claims, but the 

internationally accepted terminology has been used throughout this 

thesis. In the South African public health sector, the provincial 

department of health is litigated against and not the individual clinician/s. 

Non-

Negotiables 

The non-negotiables were determined in 2014 and represent a list of 

ring-fenced G&S that the department is meant to ensure has sufficient 

budget. Items such as vaccines, blood services and security services 

form part of the 12 non-negotiables. 

Provincial 

equitable 

share (PES) 

formula 

The PES formula is a mathematical calculation used to distribute 

nationally raised revenue across the nine provinces in an equitable 

manner considering both the need and demand for public services.  

Public financial 

management 

Public financial management (PFM) refers to the regulations and 

systems related to four key processes: budget planning; spending; 

expenditure monitoring; and financial audits (accounting for funds 

used). It is often referred to as the ‘PFM cycle’ as all countries with PFM 

systems go through these steps in the cycle during the financial year. 

This PhD focuses on the three processes in bold which regularly bring 

finance and service delivery managers together during the year.  

Service 

delivery/clinical 

manager 

In this PhD, service delivery/clinical managers refer to all those 

managers who are responsible for the policy design and implementation 

of health service delivery in the PDoH, district health office or at public 

health facilities. These managers can be clinicians or administrative 

managers. Hospital chief executive officers are mentioned separately but 

fall within this service delivery manager category. 

State Capture State capture is the term used by most to describe the years 

presided over by President JG Zuma wherein large-scale 

corruption was systemic to the country through a network of 

political actors. 
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Term Definition 

Universal 

Health 

Coverage 

(UHC) 

UHC aims to ensure that all people have access to quality healthcare 

services without financial hardship, including health prevention, 

promotion, treatment, rehabilitation, and palliative care. UHC is 

described as providing quality essential health services and financial 

coverage to the entire population. 

Value for 

money 

Value for money can be used as a method to assess whether health 

spending has yielded improved outcomes, and therefore value. This 

assessment is determined through either a cost-benefit or cost-

effectiveness economic analysis. 
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PREFACE: MOTIVATION FOR PURSUING A PHD 

I studied Occupational Therapy at the University of Cape Town and completed my 

community serviceiv in the same province in which this PhD research is situated. I 

worked in an extremely rural, level-1 hospital, and experienced first-hand the 

difficulties of trying to render quality care with limited financial resources. My 

experience made me realise that I wanted to effect change at a system, rather than 

individual patient level. Subsequently, I completed the Master’s in Public Health 

(MPH) programme at the University of Pretoria and left the programme feeling 

inspired to find a space where I could contribute to systems change in the South 

African public health environment. Within four months of starting my first job (after 

the MPH), I was seconded to the South African National Department of Health 

(NDoH). I arrived with limited practical experience and my four years at the NDoH 

shaped my interest and trajectory in the South African public health space. For the 

first two years, I was seconded to the policy and planning unit. I then moved into the 

provincial financial management support (PFMS) unit within the NDoH for the next 

two years. My experience in both units shaped the research question for this PhD.  

In my finance role, I travelled across the country engaging with service delivery and 

finance managers, trying to play a bridging role across the apparent siloes between 

these units in the health system. The PFMS team I was based within attempted to 

bring in service delivery metrics and measures to finance discussions and reports 

but this didn’t appear to change engagement between the two on the ground. We 

also tried to carve out a new role within the finance unit inside the NDoH organogram 

for this bridging role (akin to the historical but now defunct health economics unit) but 

this was unsuccessful. 

I realised I needed to deepen my understanding of the public financial management 

environment within the South African public health system to better contribute to 

improving it and make a stronger case for the bridging role I wish to play in the 

health system. I attended the Health Systems Global Conference in 2014 and 

 

iv This is a mandatory, paid year of service for health-science graduates in South Africa.  
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identified a PhD supervisor whose interests (and values) aligned with mine, and 

formally joined the PhD programme in 2016. 

My passion to contribute to the South African public health sector has been the 

driving force behind this research. During the research process, I provided some 

technical support to the provincial department of health studied because it was 

needed and it allowed me to shape my research to be as valuable to the system as it 

could possibly be. I worked full-time throughout this PhD and my work has provided 

multiple opportunities to deepen my technical skills and knowledge of the health 

system, which has supported the richness of this research.  

By doing this PhD through publication, I hope to add to the small, but growing, body 

of accessible literature on how public financial management influences and impacts 

on the health system. I firmly believe in the need for more health system actors who 

are ‘boundary-crossers’, allowing them to see the world through each other’s 

perspective. This thesis represents a small fraction of what I have learned and how I 

have grown as a person, researcher, and technical expert. I plan on using all I have 

learnt to contribute to the improvement of the South African health system. 
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THESIS OVERVIEW AND STRUCTURE 

This thesis was completed by publication and an integrating narrative approach has 

been used for the write up. There are ten chapters: Chapter 1 is the introduction and 

outlines the research question. Chapter 2 details the aim and objectives of the study. 

Chapter 3 serves as the literature review and provides an overview of key literature 

pertinent to this research. Chapter 4 gives a brief overview of the South African 

health and PFM systems and provides information on the study context. Chapter 5 is 

a summary of the methods used. The methods are also described in each of the 

papers in chapters 6-8.  

Paper 1 illustrates the dire financial management context in the province studied. 

The paper describes how the constrained financial environment has impacted on 

quality of care as evidenced through rising medical negligence claims. It also 

illustrates how the financially constrained climate, coupled with rising negligence 

claim pay-outs has shifted power in the PDoH. The data are framed using 

Veneklasen and Miller’s (2002) ‘expressions of power’ framework.1   

Paper 2 centres on the impact of financial management centralisation on 

organisational culture. The paper discusses why the province decided to centralise 

financial management and the impact this has had on organisational culture and 

functioning. The paper uses a relatively new organisational culture framework 

specific to health policy and systems research (HPSR), developed by Mbau and 

Gilson (2018). The framework includes a power lens, furthering the analysis in paper 

1 of the power dynamics influencing the ways of working in the PDoH.2  

Paper 3 analyses four strategies employed by the PDoH to strengthen PFM 

processes. Agranoff and McGuire’s (2001) collaborative public management theory3 

is used to understand why some were more successful than others. The paper 

provides practical examples of how a PDoH can facilitate supportive PFM, even 

within organisations with a centralised and sub-optimal culture. However, it highlights 

the negative impact of concentrated power and authoritarian management styles on 

‘authentic collaboration’. Trust, which is eroded in these types of environments, is 

shown to be a prerequisite for authentic collaboration, making the building or 

repairing of trust integral for health system functioning. 
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Chapter 9 is the discussion and serves as the integrating narrative of the thesis. The 

chapter discusses the overarching findings of this PhD and the cross-cutting 

recommendations emanating from the research. This chapter also outlines the 

strengths and limitations of this research. Chapter 10 concludes the thesis.  
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CHAPTER 1. INTRODUCTION 

Public financial management (PFM) comprises four main processes: budget 

planning (formulation); budget approval; spending (budget execution); and, 

expenditure monitoring (budget evaluation). PFM is the vehicle through which public 

funds are spent in pursuit of delivering public services, such as healthcare. PFM and 

health service delivery have historically remained siloed, each with their own growing 

body of evidence of how to best achieve their goals.4,5 Health departments can 

receive an unqualified audit opinion, signalling good PFM, alongside poor health 

outcomes and ailing health infrastructure. This could be due to insufficient funds that 

do not allow for optimal service delivery. It could also signal a health system where 

the PFM processes are strong but are not enabling service delivery sufficiently.  

The medium-term expenditure framework (MTEF) is one of the few tools used to try 

to ensure that the available budget is used most optimally in terms of the health 

needs of the catchment population.6 The MTEF was widely rolled out in lower- and 

middle-income countries (LMIC) in the 1990s, with high expectations of how it would 

link service delivery to PFM, thereby improving health and financial outcomes.7,8 

However, the evidence shows limited impact in this regard.6,8,9  

The shift to universal health coverage (UHC) has been the focus for health systems 

globally since 2010.10 As countries contemplate the large set of health system 

reforms required, the discussion of how to better align PFM and service delivery has 

arisen again. PFM literature has begun to acknowledge the ways in which PFM 

processes can hinder service delivery, recognising how rigid PFM controls can 

create difficulties in the often unpredictable health environment.4   

More evidence is needed to find ways to both safeguard public funds and facilitate 

an environment where service delivery needs are directing resourcing decisions. 

This is becoming even more challenging in the austerity climate globally, where 

funding for public health systems is declining alongside a growing burden of 

disease.11 Health systems need to find ways to promote collaboration across finance 

and service delivery managers, such that the limited funding is used most efficiently 

to maximise available funds most effectively for service delivery.  
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This PhD aimed to add empirical evidence to the health policy and systems research 

(HPSR) body of literature by understanding what managers’ experiences of public 

financial management policies and reforms are, and how these experiences impact 

on organisational culture and functioning. 

Exploring trust and organisational culture at the managerial level is an under-

represented area of research for health systems. In particular, investigating how 

finance managers influence and shape the culture represents a current gap in 

research which is critical especially as countries talk about moving towards 

purchaser-provider splits which could further fragment these two arms of the system. 

This research also aims to contribute to health policy and research systems praxis 

for lower- and middle-income countries, widening the available empirical evidence 

for LMICs on the relationship and functioning of finance and service in health 

systems.  
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CHAPTER 2. AIM AND OBJECTIVES 

2.1 Research question 

What are managers’v experiences of public financial management policies and 

reforms, and how have these experiences impacted on organisational culture and 

functioning?  

2.2 Aims and objectivesvi 

The aim of this research was to examine how PFM-related reforms and strategies 

impact on the health system and its managers, through understanding the day-to-

day experience of managers in one provincial department of health in South Africa 

that has been undergoing a financial management centralisation reform since 2015.  

The objectives and associated research paper are described in Table 2 below. 

Table 2: Objectives and the related research papers 

Objective Related paper 

To understand how rising medical 

negligence claims, which reduce the 

available funds for healthcare, influence 

the use and distribution of managers’ 

power and, financial management policy 

reform.  

Paper 1: The struggle between clinical 

and finance managers: A qualitative 

case study of one South African 

Department of Health’s response to its 

medical negligence claims crisis 

 

v In this PhD, ‘managers’ is the catch-all term for any managers in the health system (at a facility or 

administrative level), irrespective of discipline/profession. The term finance manager or service 

delivery/clinical manager is used to distinguish the discipline/profession of the manager, where it is 

meaningful to do so. A service delivery/clinical manager can be situated at the facility or administrative level. 

In the province studied, the finance managers were all situated at the administrative level (in the PDoH head 

office or district health office). 

vi Although the research question did not change, the aims and objectives have changed since protocol 

development primarily because the analytical framework I had selected for the research was embedded in the 

language used for the aim and objectives. I subsequently changed the analytical framework and this forced a 

reworking of the aim and objectives (see section 5.10 for more detail). 
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Objective Related paper 

To explain how financial management 

centralisation (and its associated 

processes) impacts on organisational 

culture, in particular the relationship 

between finance and service delivery 

units. 

Paper 2: Impact of financial 

management centralisation in a health 

system under austerity: A qualitative 

study from South Africa. 

To explore strategies and processes used 

to try to improve organisational 

functioning in response to financial 

management centralisation. 

Paper 3: Strengthening public financial 

management in the health sector: A 

qualitative case study from South 

Africa. 

To develop recommendations on ways of 

working that support greater alignment 

between finance and service delivery 

managers to improve organisational 

functioning. 

Papers 1-3 and the integrating 

narrative in this thesis. 
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CHAPTER 3. LITERATURE REVIEW 

The literature review below provides background evidence and theoretical grounding 

for the findings of this PhD. It starts with the health systems software literature, 

explaining how this line of research emerged and how it has been used thus far in 

similar research. The review then moves on to describe and frame power within its 

originating body of research and then within the context of HPSR. From the power 

frameworks reviewed, Veneklasen and Miller’s (2002) Expressions of Power 

framework was selected for Paper 1.1 The organisational management literature is 

then reviewed to connect system software and power theories within the 

organisational management theory environment, given that this research is situated 

within an organisation. Mbau and Gilson’s (2018) framework for analysing the 

influence of organisational culture on health systems was selected to frame Paper 2 

given its crossover between organisational management and health systems theory.2  

Lastly, the review narrows to public administration specifically and appraises the 

new public management, collaborative management, and PFM in health systems 

literature. The collaborative public management framework by Agranoff and McGuire 

(2001)3 was selected from this body of literature to frame Paper 3 which showcased 

examples of effective collaboration between finance and clinical managers.  

Table 3 provides a summarised matrix of whether the bodies of literature discussed 

in this literature review speak to the four cross-cutting themes of this research 

(power, accountability, trust, and collaboration)vii. This highlights the interplay and 

overlap of the literature selected and reviewed,  

Table 3: Matrix of theories’ overlapping contributions 

Theory Power Accountability Trust Collaboration 

Health systems software √ 
 

√ 
 

Power √ 
  

√ 

Organisational management √ √ √ √ 

Public administration √ √ √ √ 

 

 

vii How these four themes arose and the evidence for them is explored fully in Chapter 9 
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3.1 Health systems software 

Health systems software is described as the ‘ideas, relationships (and trust), 

interests, power, values and norms’ that influence how people interact and relate to 

one another.12,13 By using the health systems software lens, one can investigate how 

the people in an organisation influence its performance. Most of the health systems 

software literature relies on the Sheik et al (2011)13 framing for research on the 

interpersonal and relational aspects of health system performance (Figure 1).12,14,15 

Figure 1: Framing for health system software investigations13 

 

Nyikuri et al (2017) found that focusing on system software, such as trust and 

motivation, during times of health system reform can improve policy 

implementation.14 This is especially relevant in contexts like South Africa, where we 

are contemplating major reforms in support of UHC. Some authors have focused on 

only one or two of the components of system software (for example: motivation, 

power, values) rather than the full range proposed by Sheik et al (2011). These have 

provided valuable evidence for how important each of these specific components are 

to understand why some policies succeed and others don’t.16–19  

While trust is not specifically mentioned in the Sheik et al (2011) systems software 

framework, it continues to be an important line of inquiry in the HPSR systems 

software field. Trust in HPSR is most associated with Giddens’ (1990) definition of 

trust, wherein trust is described as an act of faith in the eye of uncertainty or the 

expression of commitment.17 Gilson’s (2006) seminal work on trust in LMIC health 

systems provided a starting point for investigating the role of trust. She drew the link 
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between a lack of trust between managers and frontline health workers and how the 

frustration this causes may be passed down to healthcare users - detracting from 

their experience of care.17 Erasmus et al’s (2017) research, over 10 years later, 

found that where South African frontline workers trusted their hospital management 

team, there was greater buy-in of new organisational policies which supported policy 

implementation.20  

In a study on the relationship between workplace trust and quality of care in Zambia, 

the authors found that low workplace trust arose when resources were scarce and 

leadership was perceived to be weak.16 Similar to Gilson’s (2006) findings, a lack of 

trust between healthcare providers and management had a knock-on negative effect 

on patient care and staff attitudes towards healthcare users.16,17 Therefore, 

workplace trust had an impact on quality of care. 

There has been limited research on the ‘values’ aspect of health systems software.13 

Recently, Whyle and Olivier (2020) published an important systematic review of the 

available evidence on values in HPSR and found a dearth of empirical evidence and 

theoretical grounding for this often-mentioned determinant of policy implementation 

and system change.21 In HPSR (and in organisational culture literature as explored 

later in this chapter), social values are described as the underlying rationale for why 

people in health systems and organisations behave as they do. Whyle and Olivier 

(2020) found that social values shape health system actors’viii willingness to 

collaborate.21  

Whyle and Olivier (2020) also found that priority setting (to cope with limited funds 

and/or ensure efficiency and effectiveness of spending) was the most frequently 

apparent theme in the available body of social values research in HPSR.21 The 

acknowledgment of how financing and resource allocation impact on health systems 

is re-emphasised in their systematic review and proposed as an area where social 

values play an important role in decision-making. The authors also encourage HPSR 

researchers to investigate and engage with existing social science research to 

deepen the theoretical grounding of the systems software literature.21  

 

viii The term ‘actors’ is used in the HPSR literature as a catch-all term to refer to anyone who is employed by the 

health system - from administrative managers to frontline workers.  
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The software lens in HPSR also supported the development of the ‘everyday 

resilience’ literature. The concept of resilience first arose as a way to understand 

how health systems cope with acute shocks, like Ebola.22 ‘Everyday resilience’, 

however, is focused on the day-to-day adaptations that health system actors make to 

cope with chronic stressors (such as constrained funding environments). Everyday 

resilience research aims to understand how a health system can nurture resilience 

more systemically, through the everyday challenges of running a health system. The 

original everyday resilience theory puts forward three organisational capacities that 

relate to whether a health system is resilient to chronic stressors: cognitive, 

behavioural, and contextual capacity.23 Cognitive capacity relates to the system 

becoming aware of an issue and devising a plan for managing it effectively. 

Behavioural capacity is about the system’s ability to enact and implement the plan. 

Lastly, contextual capacity speaks to the availability of resources in the system, both 

hardware (infrastructure and finances, for example) and software (values and 

relationships, for example), that health system actors can use to exercise cognitive 

and behavioural capacity.24  

Those with the power to decide how the system adapts and responds to chronic 

stressors will influence the type and range of decisions considered and the success 

of the response25- showing the intimate link between system software, resilience and 

power.  

3.2 Power in health policy and systems research 

Power as a determinant of successful policy implementation only surfaced in HPSR 

as a core area of interest in the late 2000s.19,26,27 Gore and Parker (2019) show that 

the analysis of power in health systems research is still limited and often 

disconnected from its originating body of social science literature.27  

3.2.1. Overview of key power theorists 

Many scholars have attempted to explain and describe power and its role in 

organisations (and societies at large). Dahl (1961) and numerous other early power 

scholars conceived power as having influence over someone or something (for 

example, government policy).28 This first ‘face’ of power has been described by 

many scholars, and some of the other terminology for this type of power include: 

‘power over’, ‘transitive’ power or ‘episodic’ power.29 These forms of power are 
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considered negative - where someone could make someone else do something that 

they otherwise would not do.29 The work of Bachrach and Baratz (1962) came soon 

after Dahl’s and suggested a second face of power, which related to the decisions 

that went unmade to maintain the status quo (what they referred to as ‘non-decision-

making’).28,30  

Shortly thereafter, in 1974, Lukes developed the ‘Three Faces of Power’ (sometimes 

also referred to as three-dimensional power) framework.31 The first face of power 

relates to Dahl’s (1961) perception of power (i.e. influential power). The second face 

of power aligns to the Bachrach and Baratz (1962) framing and proposes that power 

is evident in the decisions that aren’t opened for discussion and in who is invited to 

participate in decision-making.28 Lukes’ third face of power considers ‘preference-

shaping’, and has also been referred to as hegemonic or invisible power.32 The third 

face of power was seeded in Gramsci’s (1971) theory of invisible power, which 

centres on the need for people to create a new ‘hegemony’ that is rooted in their 

beliefs and values, to truly transform power dynamics.33,34 This third face of power is 

grounded in Marxist theory and suggests that power is also exerted through the 

dominant culture (socio-political-economic), which favours some groups, values or 

beliefs, over others.35 Lukes’ second and third faces of power highlight the ways an 

organisation can shut down alternative views, maintain the current belief system and 

limit people’s power primarily through exclusion from decision-making spaces.  

In 1975, Michael Foucault advanced the theory that power exists ‘above’ the 

individual, and surfaces in even the smallest interactions between people. These 

small interactions all reinforce the broader power regime in the society and act to 

create norms of what is acceptable. Foucault also theorised on power in modern 

governments and suggested that power was entrenched through the development of 

social norms, wherein these are monitored and those who do not abide by them are 

removed or excluded.36 Foucault also believed that resistance to social norms was 

inevitable, particularly from those the existing regime marginalised, and that this 

resistance is how power shifts over time to rectify previous systems of oppression.34  

Shortly thereafter in 1977, Pierre Bourdieu introduced his theory of power and 

cultural capital.28 Bourdieu’s theory of power centres on the ‘habitus’, which was his 

philosophy of how social norms and constructs uphold certain power dynamics.28,32  
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Bourdieu believed that the habitus is unconsciously created, durable over time, and 

developed through a social rather than individual process.37 Bourdieu spearheaded 

the concept of ‘cultural capital’ and ‘symbolic capital’.38 He suggested that these two 

forms of capital (aligned to more recent literature on ‘social capital’39) perpetuate 

power inequities in society in more invisible ways than material forms of capital (i.e. 

money and resources).38 

In 2005, Lukes republished his three faces of power theory but this time with 

additional evidence around the third face of power, which was amended to include 

Foucault and Bourdieu’s work on power.28,34 To date, many of the commonly used 

power frameworks are still grounded in Lukes’ three faces of power theory. 

3.2.2. The use of power frameworks in HPSR 

When examining policy implementation challenges in health systems, the ‘top-down’ 

or ‘bottom-up’ paradigm is often used.40 Top-down policy implementation is possible 

because often power is exerted from the ‘top’ in organisations (usually a central 

office) and that power is used to control or otherwise coordinate the actions of others 

at the lower levels of the system.26 Bottom-up policy implementation has highlighted 

the role of discretionary power used by frontline staff to block top-down policy, 

advocate for a bottom-up approach and/or adapt ill-suited policy.26,41–43 While a 

helpful start, the top-down or bottom-up dichotomy was not sufficiently nuanced to 

provide researchers with a clear understanding of the power processes in play that 

may have influenced implementation. Erasmus and Gilson (2008) were some of the 

first HPSR researchers to actively bring in a power lens, beyond this top-down, 

bottom-up approach, in their policy research.26 They found that power influences 

policy processes and understanding how power is leveraged to support or thwart 

policy implementation is critical to understanding how policy transforms (or doesn’t) 

during its implementation.26,44 

Long’s (1999) actor interface framework has been used in HPSR literature to 

understand how frontline staff in health systems influence policy implementation.45 

Long proposes that power manifests in ‘interfaces’ between actors or spaces that 

separate one group from another.45 It is a helpful framework for deciding where to 

focus a power analysis, as Long suggests focusing on spaces of ‘known 

contestation’.45 At these interfaces, researchers are looking for evidence of 
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‘collaboration, resistance, negotiation and domination’ as actors attempt to re-shape 

policy to suit their needs and context.44 Long’s framework focuses on the individual 

and their power status (sometimes referred to as ‘micro practices of power’46) and 

the organisational culture they are situated within.44  

In an analysis of a community health worker programme in South Africa, Lehmann 

and Gilson (2013) used Long’s framework to frame their findings. The authors found 

that all actors involved in the policy design and implementation exerted some form of 

power to either uphold the original policy intention or subvert it to better fit their 

context (i.e. resistance) - creating tension and providing an explanation for why the 

final policy implementation looked so different from its initial conception.41 This 

evidence supports the idea that while policy priorities and goals should be designed 

at higher levels of the system, the way these polices are implemented (the ‘how’ of 

policy implementation) should be left to those closer to the ground to determine.41  

Another South African study supported these findings in its investigation of how 

health promoters re-determined their role after the introduction of the community 

health worker cadre.47 Health promoters (frontline workers) were not given clear 

guidance on how the two cadres should work together and yet the authors found that 

these two cadres were able to find ways to support one another and meaningfully 

adapt their roles.47 However, the authors recommend that best practice would be 

clear policies and guidelines from the top-level of the system, that frontline workers 

are then encouraged to adapt for their local context.47  

In Gilson, Schneider and Orgill’s (2014) interpretive synthesis review of the use of 

discretionary power (or ‘micro practices’ of power) by frontline health workers during 

policy implementation, they find that applying a power lens allows for a greater 

understanding of the gap between policy and implementation.46 The authors’ found 

that managers can influence how frontline health workers exercise their discretionary 

power during policy implementation. For example, by ensuring there are additional 

resources (human and financial) to enact the policy on the ground and that 

incentives are aligned to support policy implementation as it was initially 

conceptualised. This might mean changing key performance indicator measures for 

certain staff so that expectations of them in terms of roles and responsibilities is 
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aligned to the reality on the ground.46 These are some of the ways that policy-

makers can facilitate and encourage adaptation during implementation.  

Long’s (1999) framework was also used more recently to understand how power 

influenced the uptake of a new policy to provide free access to maternal and child 

health services in public hospitals in India.48 Parashar et al (2020) developed a 

valuable conceptual framework that shows how individuals (as represented by actor 

life worlds) and the practices of power in interactions between health system actors 

(the second column in Figure 2) influence health policy implementation. The 

framework shows a dynamic relationship between the three columns, illustrating how 

policy also impacts on actors and the way they perceive the world or relate to one 

another. This bidirectional flow of influence is useful for policy makers to understand 

and to better facilitate the use of positive or constructive practices of power that 

support policy implementation. Power as a positive construct to achieve health goals 

is often overlooked in research, but, it is just as valuable to analyse how positive 

expressions of power support implementation.48  

Figure 2: Representation of influence of actor interfaces on policy 

implementation48 

 

Source: Parashar et al (2020) 

McCollum et al (2018) used Gaventa’s (2005) ‘power cube’ framework, coupled with 

Veneklasen and Miller’s (2002) expression of power framework, to analyse how 

power influenced priority setting within the Kenyan health system, post devolution.49 

The ‘power cube’ (Figure 3) brings together episodic and systemic forms of power 

and has three domains (place, spaces and power).19,35 Episodic power is when 
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power is exercised by an individual, while systemic power is when practices and 

culture inside an organisation buoy certain power dynamics. The place and spaces 

domains allow researchers to contextualise where actors stand within the broader 

power dynamic of the organisation. It also supports analysis of where power 

imbalances lie and helps to capture any shifts in power during policy 

implementation.35  

The power cube’s classification of visible, hidden, and invisible power is also 

valuable in understanding how power manifests in organisations. Visible power is 

tangible and often bestowed by virtue of title in organisations. Hidden power is about 

who gets to set the agenda of the organisation and revolves around an analysis of 

who has been excluded from decision-making spaces (the second face of power in 

Lukes’ conceptual framework). Invisible power links to the systemic power paradigm, 

and deals with how the culture and values of an organisation shape who has 

power.1,35  

Figure 3: Gaventa’s Power Cube35 

 

Source: Gaventa (2005)35 

The power cube has also been seeded with Veneklasen and Miller’s (2002) 

expression of power framework, and therefore McCollum et al’s (2018) use of both is 

prudent.49 There are four ‘expressions of power’: ‘power over’, ‘power to’, ‘power 

with’ and ‘power within’, and these are widely used in several power conceptual 

frameworks.1,29,35,50 ‘Power over’ is the first ‘face’ of power. It is expanded by ‘power 

to’ which is described as a capacity someone has - their ability to act. ‘Power with’ is 

about networks, relationships, and coalitions and how these are leveraged to 
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generate power, particularly amongst individuals who have less power. ‘Power 

within’ is how much an individual believes in themselves and their own personal 

power.1 The ‘power over’ lens (i.e. influential power) would fall squarely into episodic 

power models. Systemic power (akin to the third face of power) is less 

tangible/visible and links closely to organisational culture models that unpack how 

the organisation itself (through its ‘institutions’/practices) facilitates a particular power 

dynamic and culture.51  

Ultimately, the Veneklasen and Miller framework was selected for Paper 1 because 

of its amalgamation of the frameworks that came before it and because it allowed for 

both positive and negative conceptualisations of power, providing nuance to the 

analysis. Veneklasen and Miller’s framework was comprehensive for the purposes of 

unpacking and examining how negligence claims shifted power dynamics between 

and within PDoH managers.   

In their study of how power influenced priority setting, McCollum et al (2018) were 

able to observe shifts in power from the central head office to the sub-national levels 

(places) as a result of the move to devolve responsibility to the local level.49 The 

authors also found a relationship between the leadership style of senior policy 

makers and the degree to which decisions were made in closed spaces that 

excluded other stakeholders. This provides more empirical evidence for the inter-

relationship between management style and the distribution of decision-making 

power. Lastly, Slack and Hinings (2004) suggest that power is often positively linked 

to those who control the distribution of scarce resources.52 In public health systems, 

where resources are often constrained, researchers have started using power 

analyses to understand how this contributes to the way decisions are made, what 

resourcing decisions are made, and how these decisions shape, or are shaped by, 

organisational culture.19,26,41,53  

3.3 Organisational management theory and its application in 

HPSR 

The organisational management body of literature was explored to further 

understand how systems software and power play out in organisations. This section 

of the literature review focuses on two major research areas within organisational 

management: (1) the institutional work body of literature, that aims to understand the 
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efforts made by managers to either maintain, disrupt or transform their 

organisations54 and, (2) the organisational culture literature which describes the 

influence of organisational culture on both the performance of the organisation and 

relationships between managers within organisations.  

3.3.1. Institutional work 

Institutional work is described as the efforts made by individuals to maintain, change 

or transform the ‘institutional structures’ they work within.54 Institutional structures are 

akin to organisations, but, institutions, within this body of literature, refers to “a set of 

practices reliably reproduced across social space and time”.54(p370) Therefore, 

institutional work is about how individuals try to influence the everyday practices 

(institutions) of their organisations (institutional structures).  

Cloutier et al (2016) developed a framework that used institutional work theory to 

understand how managers in organisations influence policy implementation (Figure 

4).55 Their framing is valuable because it includes the relational factors (akin to 

system software theory in HPSR) to understand why there is policy slippage. Cloutier 

et al (2016) describe four forms of institutional work used by managers: conceptual, 

structural, operational, and relational.55 Conceptual work relates to the design of the 

new policy/reform. The translation of conceptual work to the organisational context 

can be tricky given that this work is often done by specialists at the top levels of 

organisations. Structural work pertains to the organisational context and ensures that 

the environment will support the new policy/reform. This often requires changing the 

existing institutions (practices), which can cause conflict. Operational work relates to 

the implementation of the policy on the ground and investigates the way that 

managers support or hinder implementation depending on their own perspectives of 

the value of the reform. Relational work, which is the work done to build trust and 

collaboration between the different stakeholders involved, plays an integrative role 

for the other three forms of institutional work and can help to explain why there is 

policy slippage.55  
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Figure 4: Forms of institutional work55  

 

Source: Cloutier et al (2016) 

The importance of relational work for policy implementation has also been advanced 

by other organisational management scholars. For example, Topal (2015) explores 

the important role of power in determining who is able to change an organisation’s 

practices (institutions) and how managers interact and relate to one another in the 

course of their duties. The author suggests that levelling out power between 

managers can assist in reducing the amount of disruptive institutional work in an 

organisation.56  

A power lens has also been used to understand the institutional work taking place in 

an organisation. Currie et al (2012) investigated the role of power in maintenance 

institutional work.57 In their paper, they showed how specialist medical professionals 

employed risk-avoidance (due to the fear of negative outcomes) as a strategy to 

maintain the status quo on how things are done in the United Kingdom’s National 

Health Service.57 A further example is the concept of ‘street level bureaucracy’, 

which highlights the important role of frontline workers in policy implementation. By 

excluding this cadre of health personnel in decision-making, policy-makers risk their 

policies being undermined by these stakeholders who may not have political power 

but do have substantial implementation power.58  
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There are parallels in the concepts of relational institutional work and health systems 

software. Both endeavour to capture the human-related factors that influence 

organisational performance. The same is true of organisational culture theory, which 

aims to understand how and why people behave in certain ways in organisations, 

and the impact this has on organisational functioning.  

3.3.2. Organisational culture 

Organisational culture is described by Schein (1985,2010) as the generation of a 

pattern of shared assumptions in an organisation as it performs its functions.59,60 

These ‘shared assumptions’ held by the individuals inside the organisation influence 

how they perceive the organisation. Organisational culture has been shown to be a 

key determinant of organisational performance.20,59 Therefore, by understanding the 

organisational culture, one can shed light on why the organisation performs at the 

level it does.61  

Edgar Schein is one of the forefathers of organisational culture theory and his 

definition of organisational culture (given above) is used widely. Schein (1985,2010) 

proposed three main levels of culture that can be analysed: artifacts; espoused 

values; and, basic underlying assumptions (Figure 5).59  

Figure 5: Schein’s organisational culture conceptual framework59 

 

Artifacts are all the aspects of culture that can be seen, heard, or felt by someone 

entering the organisation for the first time. While artifacts of culture are easy to 

observe, they are often difficult to understand or interpret without further 
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investigation.59,60 The espoused values in an organisation are the norms and beliefs 

that the organisation, and its members, believe to be true. Sometimes, there can be 

a disconnect between this level and the artifacts level, where, for example, the 

espoused values may centre on having open communication but the visible 

behaviour (artifacts) is that communication channels are closed between members of 

the organisation. The last layer, basic underlying assumptions, provides more insight 

into the real reasons for the artifacts of culture observed. The basic underlying 

assumptions guide what the organisation sees as the only way to do certain things.59  

Erasmus et al (2017) used Schein’s definition of organisational culture, paired with a 

second quantitative organisational culture framework, to investigate how 

organisational culture influenced the implementation of two policies in two South 

African public hospitals.20 The authors found that organisational culture had a direct 

relationship with effective implementation.  

In a meta-ethnography of organisational culture in several high-income country 

health systems, the authors found that culture can vary not only between different 

organisations but even within units/teams in the same organisation.62 This finding 

aligns to organisational culture theory of how one organisation can have several sub-

cultures as a result of how organisations intersect with their socio-political 

context.59,62,63 These sub-cultures can be made up of homogenous professional 

groups (i.e. finance managers), members of similar demographic characteristics 

and/or members of the same organisational unit/team.62 

Schein and other organisational management scholars also suggest that 

organisational culture can be viewed as a ‘stabiliser’, preventing change and 

maintaining the status quo.60,64 Schein (1985) created the term ‘anxiety avoidance’ to 

describe those within an organisation who are resistant to change and actively work 

to maintain the existing culture (similar to the maintenance institutional work 

discussed earlier).59,64 In an Australian study that investigated how mental health 

services staff experienced their organisation’s culture during periods of 

organisational change (and fiscal constraint), the authors found that the culture was 

relatively stable over the long-term (3-years in this study).65 However, they caution 

that an organisations’ ability to cope with change and stressors is not infinite, and as 

a result, leadership should be careful to manage the timing and intensity of the 
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change(s) they load the organisation with.65 This is pertinent for health systems 

which are often undergoing several reforms at one time, alongside budgetary 

constraints and other stressors which may negatively impact on organisational 

resilience.24  

The stable and robust nature of organisational culture does not mean it is 

unchangeable. In a review of organisational culture theory that aimed to support 

health promoters in knowing how to effect organisational culture change, the authors 

propose that health promoters need to account for the different sub-cultures in 

organisations in order to more successfully effect organisational change. This means 

tailoring engagements and consensus-building for the different organisational groups 

(sub-cultures) in the organisation. This recommendation is true not only for health 

promoters but for all actors who wish to change the organisational culture. 

Understanding how members of the sub-cultures may perceive the value of the 

change and working to unify these disparate groups through an accepted vision, is 

critical for managing successful cultural change.66,67  

Changes to organisational culture also need to be actively sustained. Willis et al 

(2014) conducted a literature review of LMIC health systems to assist the health 

ministry in Saskatchewan province (Canada) to embed the cultural changes that had 

taken place in health departments as a result of introducing the ‘LEAN’ management 

approach.68 The authors found six guiding principles that can help an organisation to 

manage and sustain changes to its culture:68 alignment of the vision and actions; 

incremental changes; supporting distributed leadership; facilitating staff engagement; 

fostering collaborative relationships; and creating a continuous assessment and 

learning environment 

Since the 1980s, many scholars have attempted to capture the generalisable 

dimensions and/or ‘types’ of organisational culture through quantitative tools.69 The 

‘GLOBE’ study, for example, aimed to develop organisational culture and leadership 

dimensions that were applicable across the world (Table 4).70,71 The dimensions 

were developed using quantitative research methods but have since been applied in 

the qualitative study of organisational culture, too.  
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Table 4: GLOBE study dimensions of culture and definitions72 

Dimensions Definitions 

Power distance The degree to which members of an organisation or society 

expect and agree that power should be shared unequally. 

Uncertainty avoidance The extent to which members of collectives seek orderliness, 

consistency, structure, formalised procedures, and laws to 

cover situations in their daily lives. 

Institutional collectivism Level at which a society values and rewards collective action 

and resource distribution. 

In-group collectivism Level at which a society values cohesiveness, loyalty, and 

pride, in their families and organisations. 

Humane orientation Ideas and values and prescriptions for behaviour associated 

with the dimension of culture at which a society values and 

rewards altruism, caring, fairness, friendliness, generosity, 

and kindness. 

Performance orientation Level at which a society values and rewards individual 

performance and excellence. 

Assertiveness A set of social skills or a style of responding amenable to 

training or as a facet of personality. 

Gender egalitarianism Level at which a society values gender equality and lessens 

role differences based on gender. 

Future orientation The extent to which members of a society or an organisation: 

believe that their current actions will influence their future; 

focus on investment in their future; believe that they will have 

a future that matters; believe in planning for developing their 

future; and, look far into the future for assessing the effects 

of their current actions. 

Source: House et al (2004) 

 

Jaako et al (2010) used the GLOBE study dimensions of organisational culture to 

investigate how organisational culture influenced health managers’ use of evidence 

for decision-making in Burkina Faso, a low-income West-African country.73 Their 

adapted GLOBE dimensions of culture were then found to be either positively or 

negatively associated with four types of organisational ‘practices’, namely: 

performance assessment; open communication; participation in decision-making and 

leadership style (Table 5).73 The practices are all positively associated with the use 
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of information for decision-making. The authors’ conceptual framework suggests that 

a particular dimension of organisational culture can either advance or hinder these 

organisational practices, thereby affecting organisational functioning.73  

Table 5: Organisational practices73 

Organisational practices Explanation 

Performance assessment The use of management tools to assess managers’ 

performance against their expected duties.  

Open communication Referring to open communication across levels of the health 

system and between managers of different seniority.  

Participation in decision-

making 

A wide array of managers, beyond just the immediate 

leadership team, are invited to participate in decision-making.  

Leadership style Leadership where managers are focused on both the task at 

hand and the interpersonal relationships that will help 

support successful task completion. 

Source: Jaako et al (2010) 

The framework selected for Paper 2 was a new framework by Mbau and Gilson 

(2018) who adapted Jaako et al’s (2010) framework specifically to investigate the 

influence of organisational culture on LMIC health system functioning.2 Their 

adaptation was selected because it offered an organisational culture framework that 

had been used and specifically adapted for LMIC health systems and because of its 

ability to draw out both the visible practices and less visible dimensions of culture to 

facilitate a rich understanding of organisational culture.  

3.4 Public administration literature 

3.4.1. New Public Management 

Public administration literature was also reviewed, given that the organisation under 

study was a public sector health department and it was important to understand the 

relationship between financial management practices and public administration.  

New public management (NPM) theory, introduced in the 1980s, refers to the reform 

of public sector organisations to more business-like institutions in an attempt to 

improve economic efficiency.50,74,75 NPM focused on the role of competition in 

generating efficiency and suggested new ways of allocating government resources 

to public sector institutions to support this shift.50  
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Decentralisation is one of the NPM reforms suggested to improve efficiency of public 

sector organisations.76 There are four types of decentralisation: delegation; 

deconcentration; devolution; and, privatisation.77,78 Devolution is posited as the 

strongest type of decentralisation, where elected local officials are responsible to 

local beneficiaries for services.79 Deconcentration only moves responsibility to lower 

levels of government. While this could allow for more local responsiveness, it does 

not have the same strong accountability to the local population as devolution. 

Delegations are the weakest form of decentralisation as they shift some 

responsibilities between managers of different levels in the system but the original 

manager remains the accountable officer.76  

NPM was widely critiqued as a myopic way of viewing public sector organisations, 

given its exclusive focus on efficiency and outputs, its assumption that private sector 

management practices are better than public, and its preference of the individual 

over the collective.75,80 As a result, a new set of reforms was proposed, referred to as 

‘post-NPM’. The post-NPM reform acknowledged the important role of organisational 

culture and the relational aspects of public sector management in achieving 

efficiency and better governance.74 Post-NPM theory found collaborative 

management to be integral to the success of public sector organisations.74,81  

3.4.2. Collaborative management 

Collaborative management is premised on the inter-dependency of different 

organisations and actors in producing solutions for problems that are not easily 

answered by only one entity.82 NPM was viewed as too internally focused, and the 

onset of collaborative management as part of the post-NPM movement started the 

discussions of how public sector organisations could collaborate with one another 

and with external organisations and sectors to solve complex problems.81  

The extent of collaboration in the public sector is often investigated within the 

continuum of co-operation, coordination and collaboration - where co-operation is the 

lowest form of collaboration.75 Collaboration, and collaborative public management 

(CPM), is the recommended approach when a problem can best be solved by a 

variety of actors or organisations.3,83 Its hallmark feature is ‘boundary crossing’ to 

achieve common goals.84 Most literature refers to CPM’s transformative capacity in 

solving ‘wicked’ or intractable problems by leveraging a multidisciplinary and 
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multisectoral skillset, in a structured way.3,83 However, collaboration requires a level 

of interdependency and mutual trust that can be difficult to achieve.75  

CPM is generally associated with collaborative efforts across public sector 

organisations, for example the health and basic education departments’ collaboration 

in the rollout of South Africa’s Human Papilloma Virus vaccine for girls in Grade 4.85 

However, CPM as an approach has also been found to be valuable within 

organisations, to help build trust and a more participatory style of leadership and 

decision-making, although this has been less explored.86 Authoritarian styles of 

leadership have been seen to lessen opportunities for intra-organisational 

collaboration, showing the relationship between the distribution of power and 

authority and, collaborative management.86 While one may assume that achieving 

consensus on a shared goal (a key measure of successful collaboration) would be 

simpler within an organisation than it is across organisations, this is not always the 

case, in part due to the sub-cultures discussed in the section above.  

Collaboration can be difficult to achieve, especially in hierarchical, and bureaucratic 

organisations. Communication and feedback inside organisations, a prerequisite for 

effective collaboration, is intimately linked to the power and relationships inside these 

organisations; a large power distance has been shown to negatively impact on 

collaboration.87,88 Downe et al (2010) find that trust is critical for collaboration, and 

suggest that creating multiple opportunities for professionals to foster trust and build 

interpersonal relationships with one another can create a ‘positive feedback loop’ 

that supports ‘authentic collaboration’.89 

‘Authentic collaboration’ refers to all partners working together to achieve something 

in which they all have a vested interest.90,91 Authentic collaboration therefore 

requires an equitable sharing of power amongst members.91 Power, and in 

particular, those who wish to retain their power over others, is one of the key threats 

to successful collaboration.92  

Achieving successful intra-organisational collaboration can be transformative. 

Tyosvold and Poon (1998) found that where an organisation has been able to create 

a shared goal amongst its managers, these managers have been more resilient and 

able to perform their roles more successfully, even when dealing with difficult 

conditions like financial constraints.93 Collaboration and team work has also been 
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shown to have a positive impact on an organisation’s ability to be innovative and 

creative.94 Other factors, such as: open communication; empowerment; 

decentralised decision-making; and, a continuous learning culture were also found to 

have a positive impact on innovation and creativity.94 Carlström (2012), showed the 

value of a collaborative culture and a participatory leadership style in the 

implementation of electronic health records (EHR). EHR are being implemented in 

many public health systems globally in a bid to improve healthcare quality.64,9564  

Despite the focus on collaborative management that the post-NPM reforms brought, 

there was limited impact on the PFM practices and processes in public sector 

organisations. Research into the ways PFM can support or hinder collaborative 

efforts in public sector organisations therefore remains critical. To further this body of 

research, Agranoff and McGuire’s (2001) collaborative public management 

framework was selected to unpack the role of collaboration in strengthening public 

financial management. Their framework is one of the few CPM frameworks available 

and CPM has not been widely (if at all) applied in health systems theory, it therefore 

presented a novel contribution to the field.  

3.4.3. Public financial management in health systems 

NPM supported a shift to auditing of financial performance and strong regulations to 

ensure adherence to PFM rules. The intention was to improve the efficiency of 

spending in the public sector.  

Public financial management comprises four broad processesix; budget planning 

(formulation), budget approval, spending (budget execution) and expenditure 

monitoring (budget evaluation).96 This PhD research focused on the budget 

formulation, spending, and expenditure-monitoring processes as the parts of the 

process where service delivery managers are (or should be) most involved. Figure 6 

shows the usual activities involved under each process.97 The activities included in 

 

ix The number of processes included in the PFM cycle varies between three and eight depending on the focus 

of the researcher. However, the four included here are the most commonly included and the most pertinent 

for the South African health system. While in some countries, revenue mobilisation forms a key part of the 

PFM cycle, in South Africa revenue mobilisation takes place mainly at the national level (see section 4.2).  
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this study were: budget preparation; resource management; and, accountability 

within the three processes investigated. 

Figure 6: PFM processes97 

 

Source: Andrews (2014) 

Until recently, PFM has been viewed separately to the health financing literature, 

which is predominantly occupied with the collection of funds for healthcare, the 

pooling of these funds into risk pool/s and the purchasing and provisioning of 

healthcare services.96 As countries contemplate the move to UHC, which requires 

substantial reform to change the way funds are collected, pooled and spent (along 

with the introduction of a purchaser-provider split), experts have attempted to clarify 

the relationship between PFM and health financing which should be mutually fulfilling 

(Figure 7). 
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Figure 7: Shared objectives of PFM and health financing96 

 

Source: Cashin et al (2017) 

While health financing is unique to health systems, PFM is applicable to all public 

entities that use public funds to operate.98 As a result, the generic nature of PFM 

rules can sometimes be ill-suited for the health environment. An important 

publication by Cashin et al (2017) has attempted to outline the major issues for PFM 

in the health sector. The most pertinent for the South African health system 

include:96  

- Unpredictable budget ceilings due to ineffective budget planning. 

- Misaligned (or too ambitious) policy goals for the available funding envelope 

or misalignment in the timing of policy goal communication to ministries of 

finance. 

- Budget classification that does not speak to the service delivery or policy goal 

the funding is meant to support. This makes it difficult for health managers to 

gauge the impact of funding on the achievement of health policy goals. 
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- Inflexibility of PFM processes to adapt to strategic purchasing mechanisms, 

which require, for example, innovative models beyond the traditional salaried 

model of payment for health providers. 

As a result of these challenges, an emerging body of research has surfaced that 

aims to investigate ways to better marry PFM to health financing and service 

delivery.96,99,100  

Common findings from these investigations is the inflexibility of PFM processes for 

the ‘unpredictable’ health sector.4,96,99,101 This unpredictability is predominantly 

related to: (1) a seemingly constant introduction of new interventions and policies 

that aim to improve quality and/or shift health systems toward UHC, (2) an increasing 

demand for healthcare as the burden of disease shifts and (3) rising costs of 

providing care due to medical inflation and salary increases above inflation for 

healthcare workers, which constrain the available funds for healthcare resulting in 

the need to regularly re-prioritise spending to maximise value.  

The key consideration for PFM policy is the trade-off between control and flexibility. 

This trade-off hinges on the level of accountability the PFM system needs to 

safeguard public funds (Figure 8). PFM controls remain important, especially in 

LMICs, where issues of corruption, poor governance and weak accountability 

mechanisms are still key challenges for health system functioning.102–104 Quadrant 4 

in Figure 8 is considered best practice, where PFM controls are sufficient to 

safeguard public funds but still allow a moderate degree of flexibility to ensure 

services are able to be responsive to changing needs by re-directing funds when 

needed.105  
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Figure 8: Control vs flexibility quadrant105 

Achieving this balance between flexibility and control has been a constant challenge 

for health systems and remains a primary source of tension and misalignment 

between finance and service delivery in health systems.99 This tension is often 

visible in the relationship between finance and health departments, which is often 

marked by ineffective communication and unproductive discussions given the lack of 

understanding of one another’s context.5,96 This has led to several suggestions of 

how to improve dialogue between these two critical stakeholders, including96: 

- Health managers become more familiar with the PFM regulatory environment 

- Health managers become more engaged in the broader PFM reform context 

and undertake to understand how changes to the PFM system will affect the 

health sector 

- Health managers take a greater interest in communicating the ways in which 

the PFM environment doesn’t serve them and provide treasury’s an 

opportunity to adapt their systems in response.  

- Finance managers become more familiar with the health sector, context, and 

policy environment such that they are able to guide the health sector when 

PFM reforms take place 
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- Finance and health departments shift away from bureaucratic methods of 

reporting on expenditure and develop more responsive ways of managing 

public funds effectively through open communication channels.  

Programmatic budgeting (along with the medium-term expenditure framework) has 

been implemented in many health systems across the globe, South Africa included, 

to try and improve the linkage between health budgets and stated health priorities 

and goals.106 Even within so called programmatic budgeting, spending is often 

categorised by line items that are generic and unresponsive to the particular 

programme within which the money is to be spent. While programmatic budgeting 

has allowed for monitoring of spend at a broad health-programme level, it is still 

insufficiently detailed to support an understanding of how funds are linked to the 

achievement of health outcomes and therefore whether the funding levels are 

appropriate.106 This makes it difficult for service delivery managers to interrogate 

proposed budget allocations from a service delivery perspective, other than being 

able to see whether the overall envelope is more, or less, than previous years. This 

limits their ability to truly participate in resource allocation decision-making, reducing 

service delivery managers’ interest in the process. This lack of interest is sometimes 

interpreted as limited technical understanding of PFM rules and processes, and this 

perception leads finance managers to exclude service delivery managers from 

financial management fora.101 

Value for money (VFM) is sometimes suggested as a method to assess whether 

health spending has yielded improved outcomes, and therefore value (Figure 9).107 

Within the VFM paradigm, value is determined through either a cost-benefit or cost-

effectiveness economic analysis. This entails looking at the input costs and 

comparing them to the intended health outcomes to decide whether the spend 

resulted in the outcomes and whether the spending level was appropriate for the 

level of achievement.107 To conduct a VFM analysis, one needs granular data 

matching spend to the specific intended outcome. The current PFM systems often do 

not support this level of analysis, making it difficult to know whether funds have been 

used most efficiently and effectively.  
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Figure 9: Assessing value for money in health systems107,108 

 

Source: CABRI (2011) adapted from Health Council Canada (2009). 

The inclusion of service delivery managers in budget planning could support a better 

understanding of how health spending is supporting improved health outcomes. 

Allowing service delivery managers to direct and redirect (if priorities have changed 

during the funding cycle) funding decision-making, with support from finance 

managers, may improve the value for money of public health spending.  

The effect of excluding service delivery managers from the budget planning process, 

for example, is that budgets are often unrelated and unresponsive to the way health 

service platforms (primary, secondary and tertiary care) need to adapt in response to 

local needs.101,106 Frequent requests to transfer funds between line items or 

programmes during the year can appear to undermine the value of the PFM process 

of budget planning. However, the attainment of targeted health outcomes and goals 

should drive how the budget is allocated, and therefore shifts between line items, so 

long as they support the service delivery goals, are not necessarily indicative of poor 

planning.  

Because service delivery managers do not have financial delegations, they often 

have to request for a transfer of funds from centrally located finance managers, 

which can result in delays that negatively impact on health system performance. To 

try and remedy this problem, there has been a wide array of attempts to decentralise 

financial management across LMICs, even in the post-NPM era.109–112 Despite 

decentralisation being hailed as a panacea for improved service delivery, given the 

local-level decision-making control it should foster, the results have been 

disappointing110–112 and there are few examples globally of systems with successful 

decentralisation.113  
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The role of PFM in health systems is here to stay and finding ways for PFM to be an 

enabler for service delivery, while still maintaining important financial controls, 

remains a key challenge for public health systems globally.4,114  
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CHAPTER 4. STUDY CONTEXT 

4.1 The South African health system 

Prior to the onset of democracy in 1994, the Apartheid-era government forcibly 

moved Black people out of the urban centres to more remote, rural areas, now 

known as the ‘former homelands’. There were 10 former homelands and the 

Apartheid government attempted to allocate people to a homeland based on their 

ethnicity.115 The population living in these areas were forced to live in close confines, 

with limited access to basic amenities.115 The available public facilities were under-

resourced and far below acceptable standards. 

At the end of Apartheid in 1994, the first democratic government moved to dissolve 

the former homelands and re-include them into the nine provinces. However, the 

legacy of Apartheid and a lack of clear direction from the new government on how 

public institutions should be run and managed, left each province to determine its 

own ways of working.116 Provinces that had to incorporate former homelands were at 

even more of a disadvantage, given the extent of the decline in (and lack of) 

infrastructure and the South African Government’s (SAG) decision to allow some 

former homeland leaders who did not have the requisite skillsets to take up key 

leadership positions in the provincial departments.116  

Despite these challenges, the South African health system has transformed 

substantially since 1994.117 The removal of user fees for primary healthcare services 

and the expansion of the number of public health facilities across the country has 

had a positive impact on access to and availability of health services.118  

The country is now governed through a quasi-federal system, where the national 

sphere of government (National Department of Health for the health sector) is 

responsible for policy making and oversight, and the provincial departments of health 

play the oversight and policy making role for the provincial health system and hold 

the responsibility (and therefore the accountability) for the implementation of health 

services.119 South Africa has 52 health districts120 and these act as the implementing 

arm of their respective PDoHs, ensuring the district health system (DHS) functions 

optimally and according to the policy directives. 
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The DHS, first envisioned in the 1997 White paper entitled ‘Transformation of the 

Health System’121, is meant to be a decentralised function of the PDoH, that 

facilitates autonomy and decision-making power at the local level.122 Each health 

district has its own district health office, complete with a district manager and 

leadership team comprising finance, supply-chain and service delivery (health 

programmes like HIV or primary healthcare) senior managers. This leadership team 

is called the district management team (DMT). Each unit in the district health office 

has representation on the DMT and supporting staff who ensure the functions of the 

units are successfully implemented. The DMT is responsible for managing primary 

healthcare services and the district (level 1) hospital platform.  

The promulgation of the National Health Act (NHA) in 2004 assisted in formally 

establishing the district health system and clearly outlined the roles and 

responsibilities of the national and provincial departments of health.123 Despite this, 

South Africa is struggling to achieve the DHS as envisioned in health policy 

documentation (spanning from 1997-2017).124–126 Most district health systems’ have 

not been given the requisite autonomy or financial delegations to be able to 

effectively manage and run their local health system. This is driven by multiple 

factors including: ineffective governance and leadership at all levels of the health 

system; poor financial management controls that have made PDoHs less inclined to 

decentralise; sub-optimal management systems that make it difficult to monitor 

spending at the local level; poor service delivery performance; and, a lack of 

technical capacity at the district level given its perception as the lowest ranking tier of 

the health system, influencing who chooses to work there.122  

These challenges have resulted in a health system marred by weak governance and 

leadership, centralised control (including of public health finances) at the provincial 

level and poor health outcomes.122,127 Nevertheless, in 2011, South Africa 

announced its intention to pursue universal health coverage (UHC).125 The country 

has called its policy for UHC ‘National Health Insurance’ (NHI), and its key features 

are: its single-purchaser model administered through an NHI Fund; a purchaser-

provider split; and a strong district health system that is able to select providers 

based on quality and need.121,128 Despite ambitious targets, complete with a three-

phased approach for the rollout of the financing and funding mechanism, the country 

has not progressed as quickly as it hoped.129,130 The first phase, which aimed to 
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improve quality and pilot several of the proposed initiatives under NHI (like private-

provider contracting) was evaluated by an external party to the National Department 

of Health. Their report found that there had not been much progress in terms of the 

intended quality improvements nor expansion of services through community-based 

teams such as the District Clinical Specialist Teams (DCST) and the Ward-based 

Primary Health Care Outreach Teams (WBPHCOT).131  

This lack of progress has impacted negatively on public trust of the government’s 

ability to achieve UHC132–134 and the latest NHI Bill (2019) was poorly received as 

unattainable predominantly due to its affordability and because it lacked clarity on 

how the new policy will be enacted, particularly within the current low-quality public 

health environment.127,133,134 

6 below shows some of the key institutions and roles in the South African health 

system to guide the reader on where decisions are made and by whom.  

Table 6: Key institutions and roles in the South African health system  

Institution/role Function 

National 

Department of 

Health 

All health policy making for the country. Oversight of 

performance and responsibility for National Health 

Insurance design, risk pooling and funding. 

Provincial 

Department of 

Health 

Implementation of national policy. Able to adapt policy for 

local context and to design province-specific policy that 

does not contradict national policy. Oversight of provincial 

performance. 

District Health 

Office (DHO) 

Responsible for implementation and for the district heath 

system platform (outreach, primary health care and district 

hospitals) . 

Head of Provincial 

Department of 

Health 

Accounting Officer for the provincial health department, 

responsible for overall financial and health management. 

Chief Financial 

Officer (PDoH) 

Responsible for ensuring the accounting officer is able to 

sign off on accurate financial records. In practice, 

responsible for all financial decision-making in the province.  
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Institution/role Function 

Head: Clinical 

Services (PDoH) 

Responsible for all service delivery in the province, 

coordinates all managers responsible for the primary, 

secondary and tertiary/quaternary level of care. 

District Manager 

(DHO) 

Responsible for the district health system and service 

delivery for primary health care and district hospitals.  

 

4.2 Public financial management in the South African health 

system 

This section provides an overview of what revenue is collected for the provision of 

public sector services and how this revenue is allocated across the provinces and 

sectors. It then provides background into the PFM regulatory space and the 

relationship between the regulatory environment and impact of medical negligence 

claims on the available funding for public health services. The final section outlines 

how South Africa’s available funds for public health services has changed from 1994 

to date, as a result of the available revenue and PFM regulatory environment.  

4.2.1 Revenue mobilisation and resource allocation 

The National Revenue Fund (NRF) is made up of revenue from the national, 

provincial, and local spheres of government. The largest share of funds arises from 

the national government, predominantly through value added tax (VAT), tax, and 

customs duties. The provincial government can generate income from hospital fees 

and other taxes (like excise and gambling), but these are generally very small 

amounts, comparatively.135 Local government receives some funding from property 

rates and surcharges on service fees, but, the national government is responsible 

for the lion’s share of revenue mobilisation in South Africa. 

The process of resource allocation takes place through multiple steps at the national, 

provincial treasury and provincial health level. First, the SAG uses the funds in the 

NRF to pay/service any debts, after which, the SAG must agree on how to divide the 

remaining revenue. This is enacted annually through the ‘Division of Revenue Act’ 

(DoRA). The DoRA contains the decision on how to divide funding vertically across 

the three spheres of government (national, provincial, and local). It also contains the 
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results of the provincial equitable share (PES) formula which determines how much 

to allocate to provincial governments (which is received by the provincial treasury via 

the provincial revenue fund; PRF) - this is referred to as the horizontal allocation.136  

The PES is based on a mathematical formula that attempts to estimate provincial 

resource need and allocate resources more equitably based on this need. The PES 

is intended to have a dual purpose. The first is to direct the NRF on how to allocate 

funds across the provinces. The second is for the PES formula to guide the 

provincial treasuries on how to allocate funds across the health and education 

departments, two of the most critical social services.  

However, the provincial treasuries, unlike the NRF, can go against the PES 

recommendations and allocate provincial funds across the public sector departments 

in their respective provinces as they see fit. The provincial treasuries have 

established an annual medium-term expenditure committee (MTEC) ‘hearing’ 

wherein all provincial public sector departments present their budget needs for 

consideration by the provincial treasury before the final allocations are completed.137 

The final allocations to provincial departments and entities are enacted through the 

Appropriations Act and the funds are thereafter transferred from the provincial 

revenue fund to the respective provincial departments. The lack of regulatory 

guidance/policy on how provincial treasuries should allocate PRF funding has 

established the provincial treasury as a key financial decision-maker for health 

systems.  

4.2.2 Resource allocation within a health department 

All provincial departments of health consist of eight budget programmes. Of the nine, 

three are directly service delivery related (Programme 2: District Health Services 

(DHS), Programme 4: Regional Hospitals and Programme 5: Tertiary/Central 

Hospitals). The DHS programme includes primary healthcare facilities and district 

(level 1) hospitals. Programme 4 includes level 2 hospitals and specialised hospitals 

like mental health facilities. Programme 5 includes level 3 and 4 hospitals.  

South Africa has been trying to move its funding from a hospi-centric model to a 

primary healthcare model- and gradually the share of funds going to programme 2 

has increased from ~35% in 1996/1997 to just under 50% by 2019/20.138 This does, 
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however, include the district hospital spending which somewhat skews the picture of 

the funding going to primary healthcare activities only. 

Generally, resource allocation to the different budget programmes is based on 

historical expenditure. This renders health budgets unresponsive to changing policy 

environments-for example, despite a push toward out-of-facility care, the cadre who 

conduct these visits have no dedicated budget sub-programme and insufficient 

funding to cover their travel and medical equipment requirements. Given the reliance 

of South Africa’s National Health Insurance (NHI) policy on outreach services139, this 

misalignment in the budget programme and funding environment to the policy 

context is likely to impede achievement.  

4.2.3 The PFM regulatory and oversight environment 

The Public Finance Management Act (PFMA) of 1999 brought with it a strengthening 

of the PFM framework and South Africa has been hailed as having one of the best 

PFM systems on the African continent.4,140 However, the PFMA and its supporting 

regulations have also come under criticism for being inflexible and punitive, making 

managers nervous to delegate financial responsibility for fear of being held 

accountable for others’ actions.141 The centralised control of public health funds at 

the provincial health level has been buoyed by this perception of the PFMA as highly 

punitive.141 

Recognising this perverse incentive, in 2013 the National Treasury and the 

Department of Public Service and Administration released a Cabinet memorandum 

that aimed to explain and encourage how to delegate financial management 

responsibly.142 (Delegations can be introduced on their own, or as part of a broader 

decentralisation effort.) The Cabinet memorandum was also explicit that when a 

function is delegated downwards, the original accountable managers should remain 

in close communication, in perpetuity, to safeguard the process.142 This, along with 

the instruction that accountability remains with the original person responsible, 

undermined the memorandum’s message. As a result, PDoH senior managers have 

remained wary to delegate their functions to district-level managers, despite there 

being finance managers at this level of the system to provide technical support.143  

The PFM processes of budget planning, spending, and expenditure monitoring are 

driven by finance teams inside the PDoHs and district health offices. These teams, 
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particularly at the PDoH, interface regularly with their provincial treasury, who 

perform the financial regulatory oversight function. The provincial treasuries play a 

strong oversight role, particularly in provinces where there is a history of financial 

mismanagement, and this has resulted in PDoH finance teams feeling like they 

respond to two ‘masters’, both the head of the provincial health department and the 

provincial treasury. This dual responsibility has contributed to finance teams’ feeling 

separate to the rest of the health system and the organisational siloes within PDoHs.  

Medical negligence claims 

In the South African public health system environment, the rigid PFM environment 

has also contributed to the negative impact of medical negligence claims on 

available health funding. Medical negligence claims occur when a patient 

experiences sub-optimal care (referred to as a patient-safety incident) that they 

believe was due to negligent behaviour by the facility/clinician.144,145 Where a claim is 

successful, compensation is sought from the health system or clinician and this 

compensation is justified in terms of the harm experienced. Many countries have 

begun to explore alternative mechanisms for claim adjudication and payment, to 

support both swifter justice and reduce the financial burden on the health 

system.146,147 It remains a careful balance between safeguarding funds for service 

delivery and quality improvements, while also acknowledging the need to redress 

and compensate patients for negligent care.  

New Zealand and Australia provide useful examples of how this balance can be 

achieved.148,149 They use a ‘no-fault’ system, where any person who has 

experienced a medical injury (irrespective of whether it was the result of negligent 

care), can apply to receive financial compensation, so long as the injury was directly 

caused by the medical intervention. If this causality is proven, the payment is made 

using public funds that sit outside of the health system. The medical professional is 

not liable for any payments but they can still be found to be negligent (in a separate 

process) and tried criminally or undergo disciplinary procedures through their 

professional bodies. This allows the injured person to pursue investigations of 

negligence where they feel it is justified, without having to wait for that process to 

complete before receiving compensation.150   
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South Africa has a rising burden of medical negligence claims.151 While all the 

provinces experience claims to some extent, as can be expected in any health 

system, three of the nine provinces (Eastern Cape, Gauteng and KwaZulu-Natal) 

have a much higher claims burden than the others. South Africa’s current PFM laws 

prevent health systems from being able to budget for potential negligence claims.152 

The PFM laws also currently only allow for ‘once and for all’ payments, wherein the 

full claim must be paid in full, with no room to design more effective payment models, 

particularly for patients who require ongoing medical care.151  

Because provincial departments of health are not allowed to budget for these claims, 

the funds to make claim payments must be taken from the existing, and already 

allocated, health funds. This has a deleterious effect on available funds for service 

delivery, which impacts on the quality of care that can be provided, further making 

the system vulnerable to patient-safety incidents and subsequent claims (as 

discussed in more detail in Paper 1). This, coupled with the rising accruals explained 

further below, have contributed to the precarious financial state in the province 

studied. It therefore arose as a key challenge for both service delivery and finance 

managers in the province and influenced how financial decisions were made. 

4.2.4 Changes in South Africa’s available funding for health  

South Africa is unique on the African continent as its overall total health expenditure 

(THE) is relatively high (~8.5% of GDP).153 However, the THE is almost evenly split 

between the public and private health sectors and public health spending (which 

needs to support ~84% of the population’s healthcare needs) sits at only ~4% of 

GDP in South Africa.153 A study conducted across 48 ‘developing’ countries in 2008 

found that South Africa’s public health spending is lower than many of its LMIC 

counterparts.118 

Since the onset of democracy in 1994, the SAG has made a concerted effort to 

increase funding for the public health sector to improve access and availability of 

health services across the country.118 Over 1,600 public health facilities have been 

constructed or renovated since 1994. Between 1994 and the global recession in 

2008, South Africa showed positive economic growth each year, ranging between 

0.5% and 5%, which supported this additional investment in health infrastructure.154  
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Between 2006 and 2009, the SAG introduced the ‘occupation-specific dispensation’ 

(OSD) for key cadres in the public sector.155 The intention of OSD was to increase 

healthcare workers earnings so as to keep them in the public health system and 

prevent emigration to countries with higher compensation levels for human 

resources for health (HRH).11 The process of introducing OSD took longer than 

anticipated and its rollout continued into the 2012/2013 financial year, adding severe 

pressure to a now-constrained budget environment given the 2008 global 

recession.11 Between 2005/2006 and 2012/2013, the average cost per PDoH 

employee grew by almost 40%.11 By 2019/2020, South Africa’s total HRH 

expenditure comprised ~62% of total provincial health spend nationally, which is 

close to the global average of 65-70%.156 However, the increased cost per employee 

brought on by the OSD policy means that spending at accepted global levels is not 

necessarily buying the right skills mix or number of HRH. For example, while 

Limpopo has the highest proportional spend on HRH (72% of Limpopo’s health 

budget), it has the second lowest ratio of doctors per 10k population uninsured in the 

country.157 

Partly due to the global recession and partly due to mismanagement of public funds 

as a result of ‘state capture’x158, South Africa began to experience a decline in 

economic growth (GDP) in real terms from 2011.159 The health sector needed to find 

ways to reduce spending as the country grappled with the resulting decrease in 

available funding for public services. This proved difficult given that the wage bill had 

just increased dramatically. South Africa is a strongly unionised environment and it is 

difficult for the public sector to retrench staff or to change the nature of employment 

contracts.117 Furthermore, nationally-run wage agreements for public sector servants 

lock all public sector departments into agreed upon wage increases, usually over 

three-year periods.11 These agreements remain in place even if health budgets 

decline in real terms. Non-replacement of vacated posts is one of the only ways that 

provincial departments of health and treasury have at their disposal, within the 

current PFM environment, to control the wage bill. This has resulted in a high 

number of vacant posts in provincial departments of health, which not only creates 

 

x State capture is the term used by most to describe the years presided over by President JG Zuma 

wherein large-scale corruption was systemic to the country through a network of political actors.158 
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critical staffing shortages but also frustrates service delivery managers who attempt 

to advertise and hire when posts that were previously filled become vacant, only to 

be told the post is now ‘frozen’.11,160,161  

The relationship between the political economy of the broader South African context, 

and the South African health system in particular have largely been overlooked when 

analysing health system functioning and the country’s (non)achievement of UHC. 

The relationship between the National Treasury and health department’s displays a 

power imbalance, where treasury can prevent health departments from hiring 

personnel, for example, as a way to curtail public expenditure. A political economy 

analysis would strengthen the understanding of why certain PFM reforms have taken 

place or are more popular, and provide further insight into the relationship between 

the macro political climate and the micro health system environment.162   

It is difficult to control ‘goods and services’ (G&S) expenditure in health systems, too. 

As funding has become more constrained, the sector has tried to safeguard the 

budget for G&S items that directly impact on service delivery. In 2014, the NDoH 

labelled 12 G&S budget items as ‘non-negotiable’ (e.g. medicines, laboratory 

services, blood services, patient food). Identifying the items most critical for 

healthcare as ‘non-negotiables’163 was meant to assist PDoHs in deciding where to 

allocate their limited funds.164 Despite this status, funding for the non-negotiables 

has remained constrained (for a variety of reasons including insufficient G&S budget, 

medical negligence claims and health system inefficiencies). Often, provinces 

procure these items without the requisite funds, and so the payments are deferred, 

generating accrualsxi. Accruals create pressure in the following financial year as they 

must be paid first before resources are further allocated - a vicious cycle.  

The strength of the South African Rand to the US Dollar has also declined over the 

past decade. This has created budgetary pressure particularly for medicines, for 

which materials are imported.165  

The latest budget speech in South Africa (February 2021) shows a real decline in the 

total available funding for public health over the next three years (-5.1% in real terms 

in the 2022/2023 financial year).166 This decrease has been blamed on the COVID-

 

xi Accruals represent all services that have been purchased but not yet paid for.  
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19 pandemic, its effects on the economy and the associated costs of vaccine 

procurement. South Africa is currently trying to pass the new National Health 

Insurance Bill (2019), which will move the country toward a single purchaser for 

healthcare services and includes other related interventions to ready the system for 

universal health coverage.167 This is being widely contested given the economic 

reality in the country and the real decline in health budgets over the next three years. 

South Africa’s health outcomes have remained relatively poor and some may be 

tempted to blame this entirely on the constrained financial environment.161 However, 

research by Hlafa, Sibanda and Hompashe (2019) has shown that it is not only 

available funds that have an impact on health outcomes.161 Health system software 

elements like management and leadership, communication, and trust have been 

shown to improve organisational performance20,161, which in the health sector would 

translate to improved health outcomes and better quality of care. Therefore, 

understanding both the real impact of a declining funding envelope and the 

organisational culture and context within which available funds are spent, is critical 

for a full understanding of health system performance.2,20  
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CHAPTER 5. SUMMARY OF THE RESEARCH METHOD 

5.1 Study design 

This PhD research was qualitative in nature. Qualitative research is suited for studies 

that aim to understand how people make sense of their context and their experience 

of living or working in a particular setting.168 Qualitative research is by nature more 

flexible, allowing the researcher to adjust the data collection tools or sample as new 

information comes to light.168,169 This does not allow the researcher to ‘cherry pick’ a 

preferred narrative, the intention is to ensure that the resulting data are reflective of 

the participants’ experiences rather than the researcher’s assumption or expectation 

of what the data might yield.169 A hallmark of strong qualitative research is the 

identification of diverse or discrepant themes, which do not fit the major thematic 

areas seen.169 This increases the validity of the research by showing that the 

researcher has not been biased or selective in what she chooses to pay attention 

to.170 Awareness of these discrepant themes is supported by constant data analysis 

throughout the data collection period and strong reflexivity practices.171 

There are several well-established qualitative research designs,172 of which four 

were considered during the design phase of this PhD. Grounded theory is inductive 

and data is constantly analysed (using an approach called ‘constant comparative 

analysis’) during collection to inform what further data needs to be collected in order 

to uncover a theory that has arisen (or is grounded from) the data collected.173,174 

Fundamentally, grounded theory is best used for research questions that hope to 

generate new theory from the data collected.175  Phenomenology is best suited for 

research questions that aim to understand the meaning of individuals’ 

experiences.176 It is focused only on the subjects experience of the particular 

‘phenomenon’ being studied and there are several types of phenomenological 

research which are each steeped in a different philosophical paradigm.176 The 

analysis process of this type of research is referred to as ‘explicitation’ and involves 

multiple readings of the data. Between the readings, the researcher uses reflective 

writing to elicit their understanding of the participants’ experiences and then re-reads 

the data to learn more, expand or correct their understanding.176 Phenomenology is 
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inductive and subjective and this approach is most useful when a researcher wants 

to understand an experience from the individual’s perspective. The case study 

approach stands on its own in both quantitative and qualitative research design 

methods.177 As a qualitative methodology, it has come under criticism for being too 

broad, lacking rigour and failing to account for the researcher’s bias and 

assumptions.177,178 Case studies are useful for qualitative research as a mechanism 

to compare discrete cases against one another or as a tool to understand a 

particular case deeply and interpret it fully. Case study research is most useful when 

the researcher already has a theory they would like to develop or expand through the 

study of relevant case(s), it is therefore often paired with another methodology to 

better bring out comparisons across cases.177 

After reviewing these, ethnography was selected as the most appropriate research 

design for this study. Ethnography is valuable for when a researcher would like to 

understand how and why people behave a certain way in a particular setting179, and 

is useful for research that aims to study the culture (such as organisational culture) 

within a group.180 A 2022 special issue in Social Science & Medicine also showcased 

the value of ethnography particularly in understanding how health system’s function 

and the guest editorial introducing the special issue noted the role of ethnography in 

really bringing out the relational and interpersonal characteristics of an 

organisation.181  Ethnography was therefore well suited to this study that aimed to 

understand managers’ experiences relating to one another within the PDoH studied.  

Ethnography uses multiple methods of data collection to allow the researcher to 

compare what she is observing to how participants explain their experiences and 

perceptions.182 Ethnographic methods require a researcher to spend time embedded 

in the study setting, so as to observe participants in their ‘natural setting’. 

In applied health systems research, ethnography is adapted from its more traditional 

approach.183 The approach used often involves the use of accepted ethnographic 

methods like participant-observation, reflexivity and in-depth interviewing, but there 

is not the same expectation of extremely long data collection periods or the same 

level of immersion in the setting that the more traditional ethnographic method 

encourages.179,183 This is partly a practical adaptation, given that many health 

researchers also work within the health systems they study and therefore there is not 

the same distance between participants and researchers. It is also partly an 
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adaptation to ensure that research generated is pragmatic and shaping current 

discussions and praxis around health policy and system management.183 

5.2 Negotiating access 

Gaining sufficient entry into a study setting to allow for ethnographic research can be 

difficult, given that the researcher becomes a part of the setting for the duration of 

the research. The study site was chosen because I had worked with the managers in 

that province in my capacity as a health financing consultant. My consulting work 

was not paid for by the province and I worked on small projects on an ad hoc basis 

over a period of four years (2013-2016). I had visited many of the province’s facilities 

and worked extensively with their service delivery data (utilisation statistics) and 

finance data. Through this, I had developed a level of trust with some of the 

managers and was very familiar with the province and its performance.  

I approached a senior finance manager, whom I had worked with on a hospital-

costing project previously, to discuss the research. This manager then took my 

research protocol (which included proof of ethical approval from the University of 

Witwatersrand and the research office of the province) and discussed it with the 

executive management of the province, who subsequently gave their approval for 

the research. The senior finance manager became the gatekeeper for the study site 

and my primary relationship with the study site. 

After executive management approval, I was invited to attend a meeting to discuss 

the research with managers in the province. I presented the aim and objectives of 

the research and managers were able to ask clarifying questions. This session 

familiarised the managers with the research and what to expect. It also acted as an 

introduction between myself and the managers, to facilitate my asking for interviews 

or to sit in on meetings.  

5.3 Study site 

The setting for this research included the PDoH head office, two of the district health 

offices and four public hospitals. The province studied has both rural and urban 

areas and is well known to be a deprived and impoverished region.184 This province 

has a high multiple-deprivation index185, which has been shown to have a 
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detrimental effect on health186, making this population vulnerable to poor health 

outcomes and in need of a strong public health system.  

The province also struggles with ailing infrastructure. During an audit by the office of 

health standards compliance (OHSC; South Africa’s fledgling health facility 

accreditation body), only two of the initial 25 primary healthcare facilities that were 

assessed in 2015/2016 in the province’s National Health Insurance pilot district met 

the accreditation standards.187 Despite the province having one of the largest 

complements of available human resources for health in the country, an assessment 

in 2015/2016 found that 60% of the primary healthcare facilities did not have a 

dedicated facility manager. Furthermore, a relationship was found between 

accreditation status and availability of a facility manager, with a vacant post being 

correlated to a worse accreditation outcome.188 This is evidence for the role of non-

financial factors on health system performance. 

In 2015, the PDoH hired a new chief financial officer (CFO) who had not previously 

worked in the public sector. The CFO was tasked with turning around the poor 

financial audit outcomes in the province, and the provincial treasury had made it 

clear to the PDoH that if the CFO was not successful, they would undergo financial 

administration. There was immense pressure on the CFO and the PDoH to prevent 

this from happening. 

5.4 Ethics 

Both the University of Witwatersrand’s Human Research Ethics Committee (HREC: 

Medical: M170346) and the provincial research committee (RP45_623) approved the 

research (Appendix 3 and Appendix 4). Informed consent leaflets were used when 

collecting data through observation and interviews (see Appendix 5).  

The study site has been anonymised throughout this thesis and all associated 

publications. Ethics approval was given on the guarantee of anonymity in the 

research findings and confidentiality was assured before any data collection took 

place (irrespective of the data collection tool used). 

Participants were assured of anonymity and this allowed them to be honest and 

authentic in their responses to interview questions and while I was a participant-

observer in meetings. During protocol development, the University of 
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Witwatersrand’s human research ethics committee had asked for the provinces to be 

studied to be placed in the title of the research. However, once data collection was 

completed and I had decided to do more in-depth data collection in only one 

province, it became necessary to change my research title so as to de-identify the 

province and the participants, as had been committed to in my consent leaflets. This 

change was approved by the University of Witwatersrand (Appendix 6) and 

communicated to the ethics committee and the province.  

5.5 Data collection tools 

Participant observation and semi-structured interviews were used to collect data for 

this research. The participant observation was guided by an observation guide 

(Appendix 7). The semi-structured interviews employed a ‘grand tour’ approach (see 

Appendix 8).189 A grand tour approach allows the researcher to set the scope for the 

interview, but the interviewees decide which topics within that they want to focus on. 

It is useful for eliciting a thick description from participants and a particularly valuable 

interview technique for ethnographic research which aims to lessen the researcher’s 

influence on the data collected and encourages the participants to be detailed in their 

responses.190 It facilitates an in-depth interview.  

While one can, and must, prepare for data collection, by its nature ethnographic 

research has to be able to respond to what the researcher is observing and learning, 

rather than her preconceived ideas of what she may find.191 I analysed the data 

during the data collection period to look for emerging themes. I was able to see when 

my interview schedule was not eliciting in-depth enough data and I chose to revise 

the schedule during the study to ensure sufficiently rich data was collected. It also 

made me aware during the data collection period already how the data emanating 

was different from what I had thought would emerge. This allowed me to follow 

unexpected lines of inquiry and discover patterns and ways of working in the PDoH I 

hadn’t anticipated.  

5.6 Data collection 

I collected data over one year (July 2017-June 2018), physically travelling to the 

province. I began by being a participant-observer in several meetings to which my 

gatekeeper had invited me. I then used purposive sampling to identify other 



48 

 

meetings that I thought would be valuable to observe and identified managers who I 

thought would be able to speak to the research question. Documentation from or 

pertaining to these meetings were collected to form additional background 

information on the meeting content and context. These documents included, for 

example, financial data, policy documentation and minutes from previous meetings.  

From there, snowball sampling was used to expand the interview and observation 

pool, using recommendations from interviewees. No one refused to participate, 

however, some managers did not respond to several requests. The interviews were 

one-on-one and mostly took place at the person’s workstation with the door closed 

for privacy. The interviews ranged from 20 to 60 minutes and were audio-recorded 

where permission was granted. Repeat interviews were not conducted but the grand 

tour questions were revised during data collection to accommodate the information 

coming out during data collection.  

By the end of the data collection period, I had been a participant observer in ten 

meetings where a total of 60 individuals agreed to be observed. These ten meetings 

ranged from routine financial management meetings to service delivery planning 

meetings. I also interviewed 30 managers across the study setting (Table 7). With 

my supervisor, I determined when data saturation had been reached by identifying 

when no new information was arising.192 I then concluded the data collection period.  

Table 7: Demographic characteristics of interviewees, by level of management 

and health system143 

Management 

level 
Provincial  District Hospital  

Finance/ 

support 

services 

Clinical Female Total 

Senior  7 3 4 8 6 6 14 

Middle 4 8 0 6 6 10 12 

Junior 0 4 0 4 0 2 4 

Total 11 15 4 18 12 18 30 
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5.7 Data analysis 

Observation notes, financial data, other planning documents (such as annual 

performance plans) and interview transcriptions formed the dataset to analyse. The 

interview recordings were de-identified and transcribed. After data collection was 

completed, the complete dataset was re-analysed. This included multiple readings 

and reflexive journaling of what I felt was emerging.  

Thematic analysis methods were used to analyse the data. The aim of thematic 

analysis is to find patterns and shared meaning across the data to identify key 

themes that answer the research question. Using this method, I identified three high-

level themes, supported by my supervisor, which formed the basis for the three 

papers in this PhD.  

The dataset that fell within each high-level theme was then re-analysed again, using 

deductive methods once a suitable conceptual framework had been found to frame 

the findings.  

5.7.1 Approach to thematic analysis for integrating narrative in the 

thesis 

Ahead of writing the integrating narrative chapter for this thesis, I conducted another 

thematic analysis using the three papers emanating from this research. I did this to 

ensure that the integrating narrative was responsive to the overall findings and 

cross-cutting themes from the research, rather than just a repetition of the findings in 

the papers. I approached the thematic analysis for the integrating narrative section 

as follows: 

1. Several readings of the papers as a cohesive set, testing out the ordering of 

the papers. I determined the order of the papers based on the way they built 

on one another to best answer the research question. The rationale for the 

ordering of the papers was as follows: The medicolegal claims paper (Paper 

1) is about how the province landed up in its constrained financial position, 

and the frustration between clinicians and finance managers that arose as 

they tried to solve for the claims crisis. This partly contributed to the decision 

to centralise financial management - because there was an outpouring of 

service delivery funds to pay claims and the lack of trust in service delivery 
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managers to deal with funds responsibly. The effects of this decision to 

centralise financial management are then discussed in paper 2, explaining the 

impact of this decision on the PDoH’s culture (Paper 2).  The third paper 

discusses how the PDoH can improve its functioning, and what it could do 

differently even within a centralised, and financially constrained environment. 

Therefore, the paper order reflects the chronological order of the PFM 

reforms. 

2. Once I had determined the order, I drew out the key findings from each paper. 

These were determined during the deductive data analysis and write-up 

phase for each paper. I documented these on a mind map, so I could analyse 

all the findings and themes in one place. 

3. I then looked for similarities and overarching thematic areas across the 

papers to determine the high-level themes for the integrating narrative. I did 

this on the mind map, using different colours to represent the different themes 

and arrived at four themes from this PhD research that answered the research 

question and objectives of this research.  

5.8 Engaging with theory 

During protocol development, I had selected an analytical framework for this 

research. As data began to emerge, I realised that the framework chosen was not 

optimal. As a result, I re-engaged with the literature during data collection and 

analysis to find more suitable theory to frame the data within. 

I started with the HPSR Methodology Reader (2012) to further explore the field of 

HPSR, within which this PhD is situated.180 The HPSR body of literature is 

multidisciplinary by nature. The system software and resilience bodies of research 

within HPSR led me to the organisational management literature, as I wanted to 

further understand the social science theory these frameworks were seeded within. 

This afforded me the opportunity to explore several areas of research, strengthening 

my understanding of HPSR theory and allowing me to further contribute to it.  

Using the EBSCOhost multidisciplinary database, I used search terms such as 

organisational management, public management, and institutional theory to identify 

relevant organisational management literature. I linked these terms using boolean 

operators with the systems software components (for example: “organisational 
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management” AND “power”). I also followed references within certain key papers, 

which expanded the range of literature reviewed.  

Given that this research focused on managers’ experiences of public financial 

management, which is a key function of public administration, the literature review 

was expanded to include any relevant public administration theory that may support 

the framing of my data. I used Google Scholar and EBSCOhost with the search 

terms ‘public administration’ and ‘public financial management’ to review the 

pertinent literature. I also linked these terms using boolean operators with the 

systems software components to narrow the boundaries of my search.  

In the end, the frameworks chosen for papers 1 (Veneklasen and Miller’s (2002) 

expression of power framework) and 2 (Mbau and Gilson’s (2018) framework of the 

relationship between organisational culture, practices and policy implementation) 

had been used in HPSR literature before. These frameworks are seeded in the 

power and organisational management social science theory, and my review of 

social science literature strengthened my ability to engage and use these 

frameworks in my research.  

Veneklasen and Miller framework was selected for Paper 1 because of its 

amalgamation of the power frameworks that came before it and because it allowed 

for both positive and negative conceptualisations of power, providing nuance to the 

analysis. Mbau and Gilson’s (2018) framework for analysing the influence of 

organisational culture on health systems was selected to frame Paper 2 given its 

crossover between organisational management and health systems theory.2 The 

drawing together of these two disciplines was novel and was suited to this research 

that also aimed to elicit evidence on the way that organisational culture influenced 

health system functioning.  

The framework used in Paper 3 (Agranoff and McGuire’s (2001) collaborative public 

management framework), to my knowledge, has not been applied in HPSR literature 

before, and is drawn from the public administration body of literature. It was selected 

to allow this research to contribute to the gap in understanding of how to facilitate a 

more collaborative and participatory culture. It also allowed for practical 

recommendations of how to improve health systems functioning, ensuring this 

research contributed not only to theory but also to health system praxis.  All three 
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frameworks have strong relational and systems software components that provide a 

unifying thread through the three papers.  

5.9 Trustworthiness of the research 

In qualitative research, rigour is most often referred to as ‘trustworthiness’. 

Trustworthiness is assessed using four criteria: credibility, transferability, 

dependability, and confirmability.  

5.9.1 Credibility 

Credibility refers to whether others (researchers who have read your data or study 

participants) find the same patterns and themes from the data and agree with the 

interpretations made during analysis.193 In this research I ensured credibility in four 

ways:  

Audit trail 

An audit trail allows another researcher to easily follow the decisions and choices 

made by the primary researcher during the research period.193 Documenting notes, 

interview transcriptions, key decisions during the research process and decisions 

with regard to key themes emerging all form part of the audit trail for qualitative 

research. I used a clear audit trail during this PhD to support credibility.  

Peer debriefing 

My supervisor read and appraised my coding of all the transcriptions. She was not 

present in the interviews, but was familiar with the study setting, and therefore she 

was able to assess whether the interpretation was accurate and fair, given the 

presented data.  

The research (anonymised) was also presented to the head of health at the National 

Treasury, an independent, expert health system researcher and a senior researcher 

at the University of Witwatersrand who has spent substantial time in the province. 

Both were able to confirm that the themes and broad findings accorded with their 

understanding of the challenges managers experiences as a result of PFM reform 

and practice.  
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Prolonged engagement 

By focusing the research on one province, I was able to continue data collection over 

a full year, allowing for deeper immersion and more opportunities for observation 

(participant and non-participant) and interviewing as new information came to light. 

This supported data saturation as well.  

Member-checking 

A member-checking workshop was used to discuss the research findings with the 

PDoH. Everyone within the head office, the two district health offices and the four 

public hospitals studied were invited to the workshop. The workshop was held over 

one day and was interactive, asking participants to engage on the findings and give 

their opinion on the proposed recommendations. The managers supported the 

findings as a true reflection of their contributions and an accurate representation of 

the major challenges for the PDoH within the financial management environment.  

5.9.2 Transferability 

Transferability is intended to support other researchers who may want to use the 

findings from this research and test or apply them in a different setting.193 It is 

facilitated through a ‘thick description’ of the data. Thick description means that the 

researcher gives details on the study setting and provides the context for her 

interpretations and findings. The researcher includes the meaning and motivations 

behind interactions by providing ‘rich’ details of the situation. The three case studies 

in this PhD provide these thick descriptions to facilitate transferability. 

5.9.3 Dependability 

Dependability is difficult to truly achieve in qualitative research, as many have 

argued that the data are ‘frozen in the ethnographic present’, making it difficult for 

anyone else to replicate even with the same participants, study setting and 

questions.194 However, Lincoln and Guba (1985), the founders of the trustworthiness 

criteria for qualitative research suggest that credibility is strongly linked to 

dependability and using multiple methods and triangulation of data is sufficient for 

dependability of qualitative research.195 This research achieved this through the mix 

of data collection methods, including interviewing, observation and document 

analysis. 
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5.9.4 Confirmability 

In qualitative research, confirmability refers to the research being a true reflection of 

the study site and participants’ experiences.  

Reflexivity 

One way to safeguard confirmability is to have a strong reflexivity practice during 

research, where the researcher documents her biases and assumptions during data 

collection that can help to colour or explain her interpretations or perceptions of the 

data during analysis.194  

I kept a reflexive journal during data collection, wherein I documented aspects about 

myself (values, beliefs, my background and relationship to the study site and 

participants) as well as my thoughts during data collection and analysis. In the 

journal entries I identified biases kept notes on the meaning I was making from the 

observations and interviews conducted and described my feelings on the research 

process (ease of entry, engagement with participants and content I was unsure of or 

was different from what I had heard before). During data analysis, I also wrote down 

a short reflection after reading each interview transcription for the first time 

(“memoing”), documenting what I thought had emerged from the interview and any 

notable features of my interview style or the way the interviewee responded during 

the interview. I, with the help of my supervisor as an objective voice, constantly tried 

to interrogate the way my presence was influencing the data being collected (or my 

interpretation of it), particularly given that I was known to many of the participants.196  

5.10 Changes to the original aims and objectives of the 

research: reflecting on the qualitative research journey 

The title, aim, and objectives of this PhD had to be re-worked once data collection 

was complete because the initial conceptual framework I had chosen during my 

protocol development phase (Cloutier et al (2016)55 described in section 3.3) was not 

ideal for the data that emerged. Furthermore, the institutional work theory language 

had been embedded in the aim and objectives framing, requiring rewording to make 

them less specific to that particular analytical framework. However, the research still 

ultimately aimed to answer the same question around how managers across 

different units in the PDoH experienced the tensions between service delivery and 
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financial management and the impact of this on the ways they worked together in the 

organisation. Therefore, the research question and intention of the study remained 

the same, and the data collection tools were not reworked because of the initial 

conceptual framework being dropped. In Box 1, the original aim and objectives of 

this research are documented.  

Box 1: Original PhD title, aim, and objectives as described in protocol 

Original title (de-identified): The impact of institutional work on policy implementation in 

South African Departments of Health, with a focus on financial management, planning, 

and service delivery units.  

Original aim: To describe, explain and compare the practices (“institutions”) occurring 

within financial management and related units, the institutional work being done by middle 

managers and support personnel, and to examine the impact of this on policy 

implementation. 

Original objectives: 

1. To describe the ‘practices’ of financial management and related planning and 

service delivery units within the National DoH, two provincial DoHs and four district 

health offices 

2. To describe, explain and compare, across the different departments of health 

(DoHs) and district health offices (DHO) studied in objective one, the following: 

2.1 How the organisational context (e.g. availability and mix of staffing, 

management style, communication strategies) affects the practices of 

financial management and related units 

2.2 The institutional work (conceptual, structural, operational, and relational) 

taking place in financial management and related planning and service 

delivery units in the implementation of new (e.g. NHI) and existing (e.g. 

PFMA) policies 

2.3 How the institutional work taking place coupled with the organisational 

context impacts policy implementation within financial management and 

related planning and service delivery units  

3 To conduct a literature review of institutional work in public bureaucracies in low- and 

middle-income countries (LMIC) to explore the existing body of knowledge and 

contribute to gaps in understanding through the findings of this PhD. 
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4 To use the findings from objectives 1-3 to build on the existing conceptual framework 

used in this study, to describe how institutional work impacts policy implementation in 

financial management and related units. 

5 To develop recommendations on how DoHs across and within all levels could improve 

their functioning by understanding what institutional work is taking place and how to 

respond to this to improve the success of policy implementation. 

 

At the time of writing the PhD protocol, I had worked for four years at the National 

Department of Health as a secondee from the Clinton Health Access Initiative: South 

Africa. In that role, I joined the policy-coordination and integrated-planning unit for 

the first two years and then moved to the provincial financial management support 

unit, for the last two years. Both units were inside the NDoH and in both roles I 

travelled extensively to public health facilities, district health offices and PDoH head 

offices. I was fortunate enough to be involved in efforts to improve the relationship 

between planning and financial management and in building mathematical ways to 

measure the relationship between finance and service delivery outcomes.  

I decided to start a PhD because I wanted to capture some of the challenges I had 

witnessed that made it hard for finance and service delivery managers to work 

seamlessly together to conduct the business of a department of health. I was 

particularly interested in the health system software theory, best described by Sheik 

et al (2011)13, that provided a lens for me to understand some of the reasons behind 

the fragmented way of working between finance and service delivery-facing teams of 

which I had become acutely aware.  

At the time of writing my protocol, I felt that the institutional work body of literature 

would best capture my findings. The institutional work literature, and particularly 

Cloutier et al’s (2016) contribution, highlighted a firm dependency on ‘relational work’ 

for policy implementation success.55 Therefore, the system software element was 

well-represented. Institutional work focuses on how actors are able to maintain, 

disrupt or transform their institutional structures.197 Given the anticipated rollout the 

National Health Insurance (NHI) in South Africa, and the expected health sector 

reforms that would emanate, Cloutier et al’s (2016)55 use of institutional work to 

understand public sector reform appeared apt for my PhD research. I had anticipated 

being able to use their framework to unpack and understand how existing practices 
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were being disrupted or transformed and how new NHI-related policy was being 

developed and designed. Particularly, because UHC is deeply reliant on an effective 

public financial management system, I expected policy reforms in the name of NHI 

and more broadly, UHC, to create opportunities for examining institutional work 

related to PFM in provincial departments of health. Furthermore, from my work 

across the country, I had anticipated hearing about how staffing and resource 

shortages hampered the PDoHs’ ability to implement policy - expecting to see sound 

policy design fall short in the implementation space. These expectations and 

hypotheses resulted in my five objectives for the PhD.  

I started data collection in one province, with the intention of moving onto a second 

province. However, I never received ethical approval for the second province 

(despite multiple attempts and a conversation wherein they supported the research). 

This presented an opportunity to become deeply embedded in the first province and 

follow the PDoH and its staff over the course of a full year.  

I learned quickly during the data collection period that at a provincial level, fitting 

national policy into provincial contexts was difficult. The rollout of the district clinical 

specialist teams (DCSTs) provides an example. The DCSTs formed part of the 

preparations for NHI and required the PDoH to hire new medical and nursing 

specialists to strengthen district clinical governance. However, in parallel to this, the 

PDoH had begun a process to consolidate their organogram and downsize their 

staffing complement, as per the provincial treasury’s advice to the PDoH to bring its 

employee costs down. While in the beginning, the funding of the DCSTs came from 

NDoH, the expectation was that the province would take this funding over relatively 

soon. The result was a PDoH divided - with a clinical team desperate to attract 

specialists to a rural province and a finance team desperate to decrease the wage 

bill. I found that participants really wanted to talk about how financial management 

centralisation and the narrowing budget for health had fractured the working 

relationship between the finance team in the PDoH and the rest of the health system.  

During data collection I conducted data analysis as data emerged using thematic 

analysis, which allowed me to find patterns and key themes in the data. I allowed my 

preliminary analysis to guide me as I continued data collection and I did not attempt 
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to ‘fit’ my data to the chosen framework. Rather, I continued to observe and interview 

participants, deepening my understanding of their experiences and my findings.  

Once data collection was complete, I re-analysed and engaged with my data. After 

multiple readings, thematic analysis, and sense-making discussions with my 

supervisor, I felt the institutional work body of literature was not the most suitable 

framing. To be richly applied, the framework requires specifics on policy 

implementation from conceptualisation through to the implementation. Given that I 

had come in after centralisation had already been implemented, I was missing 

crucial information on the conceptual and structure institutional work that had taken 

place.  

My research had elicited rich findings on the organisational culture and power 

dynamics of the PDoH and I re-engaged with the social science and HPSR literature 

to situate my findings within the appropriate theoretical body of literature. This 

process of sense-making is not unusual for qualitative research and unwillingness to 

apply an ill-suited framework to your data improves the trustworthiness of the 

findings.195  

Although my process turned out to be more iterative than intended, I feel my findings 

have been enriched, and the trustworthiness of the research strengthened, by my 

final choice of theoretical frameworks.  

 



59 

 

CHAPTER 6. THE STRUGGLE BETWEEN CLINICAL AND 

FINANCE MANAGERS: A QUALITATIVE CASE STUDY OF ONE 

SOUTH AFRICAN DEPARTMENT OF HEALTH’S RESPONSE TO 

ITS MEDICAL NEGLIGENCE CLAIMS CRISIS 

Jodi Wishnia and Jane Goudge  

(Undergoing revisions with the journal)xii 

 

 

 

xii This article is currently in draft as I work through reviewer comments. The version in this thesis is therefore 

not the final published paper.   
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The struggle between clinical and finance managers: A qualitative case study 
of one South African Department of Health’s response to its medical 
negligence claims crisis 

 

ABSTRACT 
 

While many governments in lower- and middle-income countries’ (LMICs) have successfully 
expanded access to services, quality has not improved to the same extent. In most LMICs, 
medical negligence claims go through the ‘fault-based’ civil law process with no payment 
ceilings, and the number and size of claims have grown in the last decade. South Africa, a 
middle-income country, is attempting to improve quality of care in the public health sector as it 
grapples with a high number of negligence claims which divert health funding. A case study 
design with ethnographic methods was used. We show the extent of the negligence claims 
problem at a country level to provide context and then provide a case study from one of the 
affected Provincial Departments of Health (PDoH). We analyse the PDoH’s response to its 
claims crisis, and the underlying power dynamics that determined the success (or not) of the 
chosen strategies. Finance managers had substantial power given the constrained financial 
environment and the shift to financial centralisation. Power struggles between finance and 
clinical managers occurred during the selection, design, and implementation of the chosen 
strategies. A lack of engagement and consensus-building on the strategies between these 
managers resulted in resistance from clinical managers for some of the strategies, further 
weaking the possible positive impact. The exploration of the distribution of power in designing 
the PDoH’s response its claims crisis provides evidence of the importance of a power lens in 
health policy analysis.  
Running head: The struggle between clinical and finance managers in responding to a medical 
negligence claims crisis 

 
 

INTRODUCTION 
The goal of universal health coverage (UHC) is focused on reducing catastrophic health 
expenditure and improving access to quality care.1 While many governments in lower- and 
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middle-income countries’ (LMICs) have successfully expanded access to services, quality has 
not improved to the same extent2,3; the recent Lancet commission found that poor quality in 
LMIC public health systems has become more of an impediment to preventing mortality than a 
lack of access to care.4 The World Health Organization (WHO) estimated that it would cost 
approximately USD923-1,471 billion in additional health funding between 2016-2030 to achieve 
the health related Sustainable Development Goals in 67 LMICs5 and is optimistic about middle-
income countries’ (MIC) ability to fund the necessary improvements.5  

In many high-income countries, a more empowered patient population, aware of their rights to 
quality care, combined with weak regulation for managing malpractice claims, led to a 
substantially higher number, and quantum, of medical negligence claims (for example Australia 
and the United Kingdom).6,7 This led to a shift to a ‘no-fault’ system for dealing with claims in 
some countries, or the establishment of payment ‘ceilings’ to control costs if the ‘fault-based’ 
legal system remained.8–10 

However, in most LMICs, negligence claims go through the ‘fault-based’ legal system with no 
payment ceilings, and claims have continued to grow over the past decade (e.g. Malaysia, 
India, Bangladesh and Nigeria).9,11,12 If the litigation is directed at public health departments 
(rather than individuals), already constrained health budgets can come under pressure, and the 
resources available to make the required improvements in the quality of care are reduced. 
Countries with active legal industries (more common in MICs than LICs) that have become 
aware of the vulnerability of health departments to litigation, are more likely to experience a 
growing number of claims. And so, it is critical to explore ways to mitigate the impact, and 
reduce the number of claims, especially where fault-based legal systems, without payment 
ceilings, remain in place.   

South Africa, a middle income country, is attempting to improve quality of care in the public 
health sector13 despite a narrowing fiscal envelope.14 The number of medical negligence claims 
is high and has continued to rise15 and the country has failed to implement payment ceilings or 
move away from its ‘fault-based’ system. This has created pressure on departments of health to 
determine a strategy for curtailing and managing negligence claims. In this paper, we explore 
the power struggles that took place between finance and clinical managers in one provincial 
department of health (PDoH) while crafting and implementing their negligence claims strategies. 
We examine the influence of these managers’ power using Veneklasen and Miller’s (2002) 
‘expressions of power’16 framework, and its impact on the effectiveness of the chosen 
strategies. 

BACKGROUND 
Poor quality care can result in high levels of mortality (death) and morbidity (disability)17 and can 
expose health authorities to the risk of litigation. Medical negligence is commonly understood as 
actions, or inaction, by a healthcare worker (HCW) that resulted in a patient safety incident 
(PSI). This is referred to as ‘discrete’ negligence. ‘Systemic negligence’, also known as 
‘vicarious liability’ takes into account the systemic challenges in health systems (for example, 
staffing shortages and inadequate medical equipment) that can coalesce to result in a PSI.18,19  

Most countries use one of two main systems for medical negligence claims. The no-fault system 
is where a person is compensated without having to prove negligence through the court system. 
The quantum of payments in a no-fault system are regulated, making them more predictable, 
which allows the government to control the costs better.20 Most importantly, it makes the 
process of claiming easier, with no associated legal fees.10 The fault-based system is where 
patients need to prove negligence, and this is done through the courts, with a heavy reliance on 
lawyers and subsequent legal fees for the claimants and defendants. 
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Medical negligence litigation in South Africa  
In the South African public health sector, claims are levelled at the PDoH (not individual HCWs) 
and are paid from the PDoH’s budget.21 Contingent liabilities are claims that have been made 
against the PDoH but have not yet been settled. The total contingent liability is always higher 
than the actual amount due after settlement, as some of the claims may be false or without 
merit. This is partly driven by the ‘no win, no fee’ strategy introduced by the legal industry which 
both supports case-finding and removes financial barriers to litigationi.22 Once settled, these 
convert to liabilities in the public financial management (PFM) environment. The detail of these 
liabilities are not published by the PDoHs and the amount paid each year is more often a 
function of the PDoH’s available cashflow, rather than what is due. This makes it difficult to 
understand the true impact of claims on the health system. 

In the 2018/2019 financial year, the provinces with the highest contingent liabilities were the 
Eastern Cape (EC), KwaZulu-Natal (KZN), and Mpumalanga (MP) (Figure 1).15 Notably, the EC 
and MP show contingent liabilities greater than half their annual budgets (respectively 134% 
and 72%). In the same year, the EC, Gauteng (GP), and KZN showed a substantially higher 
than average claim value, as compared to the country average (respectively 151%, 48% and 
41% higher). This reflects the lack of standardisation and/or payment ceilings, in claim pay outs. 
The better governed provinces tend to provide higher quality care and have more effective 
medical negligence response teams. This results in lower levels of contingent liabilities, and 
lower average claims, as they are better able to defend themselves. As a result, lawyers submit 
a lower number, and value, of claims. For example, the Western Cape (WC) has established a 
dedicated interdisciplinary (clinical, finance and legal) medical negligence unit that ensures all 
claims are investigated for validity, money is disbursed appropriately and funding is returned 
when the claimant passes away, avoiding unnecessarily high claim pay-outs.23 This stronger 
process is reflected in the province’s relatively low number of contingent liabilities. 

Figure 1: Contingent liabilities as a proportion of provincial health budgets: 2014 – 2020 

 

Data source: Actuarial Society of South Africa’s 2021 report15 

 
i We support patients’ right to justice in the event of medical negligence, however there is a limit to which public 
health systems can pay from their existing budgets and continue to provide quality care. Therefore, in the current 
legal system, there needs to be a balance between justice and affordability, to ensure the public health system can 
still provide quality care for all who are reliant on its services. 
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Three provinces (EC, GP and KZN) have had to pay out the largest share of claim pay outs 
between 2014 and 2020 - an indication of the growth in negligence liabilities in these provinces 
(Figure 2). The EC is a mostly rural province, with ailing infrastructure and poor health 
outcomes; in the past five years the amount paid out in claims has risen to 3% of the total health 
budget, although total negligence liabilities likely represent a far higher proportion. GP, the 
urban heartland, has the largest and fastest growing population and an overstretched public 
health system; it paid 2% of its health budget to settle negligence claims in 2016/2017, but this 
dropped to 1% in 2019/2020.24 KZN has the highest burden of HIV in the country and also has 
rural facilities that require major overhaul. In 2017/2018 it paid just over 1% of its health budget 
toward negligence claims, but this dropped to less than half a percent in 2019/2020.25 All three 
have a history of poor governance.26 The Northern Cape (NC), a sparsely populated, 
predominantly rural province, shows a concerning increase in 2019/2020 (0,1% to 0,8%). This 
could be driven by the relatively small health budget the NCDoH receives, which means that 
large claims have a more profound impact on the health budget.  
 
Figure 2: Amount paid for claims as a proportion of provincial health budgets: 2014-2020  

 

Data source: Actuarial Society of South Africa’s 2021 report15 

Claim payments are most often made from the ‘goods and services’ (G&S) budget (which 
includes, for example, medication, infection control and cleaning supplies). Settled, but unpaid 
claims accrue interest at 10.5% per annum in the PDoH studied, and these late payments 
further increase the PDoHs financial liability and reduce available funding for health services 
and improvements, creating a vicious cycle. 
 
The causes of medical negligence claims in South Africa centre on five broad areas: (1) 
changes to the South African Road Accident Fund that led malpractice lawyers to shift attention 
to medical malpractice cases where there was less scrutiny, (2) a fault-based system that 
situates medical negligence claims within the common law, leading to escalating costs of 
claims, (3) a lack of reform even within the fault based system to impose payment ceilings to 
ensure standardisation across claim types, (4) improved understanding of patient rights and the 
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heavier weighting toward patient autonomy and care evident in South Africa’s legislative 
environment, which leads to more frequent judgments in the patient’s favour and, (5) declining 
quality in the public health sector due to financial constraints, corruption and poor governance 
(which result in systemic negligence).21,27,28 

Since 2012, South Africa has been attempting to reform the way negligence claims are dealt 
with. The State Liability Amendment Bill (tabled in parliament for comment in 2018) suggests 
that PDoHs be allowed to pay for claims using ‘structured payments’, over the period of the 
claimants lifetime, lessening the financial impact in the immediate term and ensuring payments 
intended for care and care-giving continue only for as long as the claimant is alive.22,29,30 In 
2021, the Constitutional Court (the highest court in South Africa) amended two pieces of 
legislation that would allow PDoH’s to pay for claims in tranches rather than in one lump sum 
and would allow for non-financial compensation. These rulings are likely to start impacting on 
the way claims are adjudicated and begin to both lessen the financial impact and ensure victims 
receive compensation in a more timely manner, as the PDoH’s can start the payment process 
without having to have the full amount available upfront.  
  
Despite this recent success, the State Liability Amendment Bill has been returned for further 
work due to concerns that victims would not receive their due compensation because PDoHs 
would not have the sufficient administrative capabilities to make these regular payments 
reliably. The Road Accident Benefit Scheme (RABS) Bill attempted to shift South Africa’s Road 
Accident Fund (from which South Africans are allowed to claim compensation) from a fault-
based to a no-fault based scheme.31 The Bill was unanimously rejected for very similar reasons. 
The experience from both Bills has highlighted the strength of the private legal sector (who 
played a strong lobbying role around citizens’ rights to legal recourse) and the concern that the 
State would be allowed to continue to provide poor quality with no consequences, with many 
believing that the negligence claims were a way to incentivise better behaviour. Citizens and 
associated organisations voiced concerns that the victims would not be able to claim or wouldn’t 
receive due compensation under the no-fault or structured payments environment (without the 
enforcement by the court), impacting on their access to justice, a constitutional right in South 
Africa.  
 
Since the 2008 global recession, the South African Treasuries have been trying to reduce 
spending due to a worsening economic climate as a result of slower economic growth and an 
almost doubling of its debt ratio.32 This has resulted in only small real increases in the health 
budgets per province between 2010 and 2019, and Treasury forecasts a contraction over the 
medium term (2021-2024).14,33 South Africa also experienced a period of ‘state capture’ 
between 2009 to 2018, wherein large-scale corruption was systemic to the country through a 
network of political actors.34 This further reduced available funds for service delivery, impacting 
on both quality and availability of public health services.35 The resulting shortages of clinical and 
support staff and essential goods and services increase the risk of patient safety incidents. The 
political economy of South Africa’s health system has largely been overlooked, and the political 
dynamics that have been illustrated through the emerging ‘state capture’ analysis provides 
insight into how the macro-political environment has influenced health service delivery (policies 
and practices).36 This includes how corrupt practices have made the health system more 
susceptible to negligence claims, both from the perspective of touting lawyers and health 
personnel who may sell confidential health records to lawyers, rendering the department unable 
to defend itself adequately.   
 
In response, PDoHs have begun to overspend on their budgets, generating high levels of 
accruals for services received but not yet paid for. These accruals grow year on year as the 
department has insufficient budget to settle these liabilities in the new financial year (Table 1). A 
proportion of the accruals is for medical negligence claims and the remainder is for services 
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procured (e.g., patient food) but not yet paid for. While GP, Limpopo and Mpumalanga show a 
positive trajectory in reducing their accruals between 2016/2017 and 2019/2020 (-42%, -64%, -
70%), the EC, Free State, NC and WC show the highest growth in accruals (99%, 79%, 71% 
and 71%) respectively. In EC, NC and North West, accruals amount to 10% or more of annual 
expenditure.  
 
Table 1: Growth in unpaid accounts, 2016/17 to 2019/20 (ZAR’000) 

PDoH 2016/17 Unpaid 
accounts 

2019/20 Unpaid 
accounts 

Growth in unpaid 
accounts:  
16/17-19/20 

Accruals as a 
proportion of 19/20 
expenditure 

Eastern Cape 1 914 103  3 808 168  99% 15% 
Free State 375 337               672 292  79% 6% 
Gauteng 7 023 682       4 093 273  -42% 8% 
KwaZulu-Natal 1 306 421            1 585 784  21% 4% 
Limpopo 1 099 444               390 871  -64% 2% 
Mpumalanga 794 682               239 826  -70% 2% 
Northern Cape                294 518               503 672  71% 10% 
North West                751 711  1 240 480  65% 10% 
Western Cape 301 119  515 282  71% 2% 

 Source: South African National Treasury 2020 
 

The South African public health sector has embarked on initiatives to improve quality of care, 

including efforts to accredit public health facilities and standardise quality.13,37 For example, the 

“Ideal Clinic” project aims to ensure all primary healthcare facilities in the country provide the 

same quality care and almost all the public PHC clinics have been assessed and have plans for 

their improvement.37 Another example is the introduction of an electronic system to alert facility 

managers when medicine stock needs replenishing, to avoid stock-outs.38 However, many of 

the negligence claims arise from incidents that happened ten years or more ago22 and so the 

efforts to improve quality today, will only bear fruit in several years’ time. This therefore requires 

retrospective and prospective strategies for medical negligence claims. 

CONCEPTUAL FRAMEWORK 
Improvements in quality and/or the attainment of UHC are intrinsically linked to the quality of 
leadership and management in a health system.5 Leadership that focuses on interpersonal 
relationship building and distributes power more equitably has been shown to be more 
effective.39 Using power analyses in health policy and systems research (HPSR), still relatively 
new40, allows for a greater understanding of how and why decisions are made and by whom, 
and the impact of these decisions.41  

In this paper, we use Veneklasen and Miller’s (2002) ‘expressions of power’16 to understand the 
PDoH’s choice of strategies and their implementation by managers in the health sytem. This 
framework argues for a ‘relational’ view of power, recognising that the way power is expressed 
is intimately linked with a person’s context, relationships and personal interests.41 The four 
expressions of power are power within, power to act, power with and power over. While the 
original framework was developed to support the analysis of power across many different 
stakeholders, in this paper we focus only on two key stakeholders - finance and clinical 
managers in the PDoH. These two groups are critical roleplayers in determining how the claims 
crises affects the health system on a day to day basis.  

 ‘Power over’ is the most commonly analysed form and it relates to the ways in which people 
use their power over one another to exert their will. It is always perceived as negative because it 
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uses hierarchy rather than consensus. ‘Power within’ relates to an individual’s belief in their own 
ability to effect change according to their values. ‘Power to act’ is when an individual has 
sufficient power to be able to do something to effect the change they wish to see and links 
closely to ‘power with’, which describes how people use their alliances with others to achieve 
common goals. We have grouped ‘power to act’ and ‘power with’ for the purposes of this paper 
(Table 2). 

Table 2: Adapted from the expressions of power framework16 

Power type Definition 

Power over  Power over is often seen as the most negative expression of power. 

It is undemocratic in its approach and inherently hierarchical as it is 

most often used by senior managers/leaders. 

Power 

within 

Power within is about an actor’s self-belief that they are capable, 

knowledgeable, and able to effect change.  

Power to act 

and power 

with  

Power to act is when an individual has sufficient power to be able to 

do something to effect the change they wish to see. ‘Power with’ is 

shared power with others to achieve these changes. 

 

METHODS 
Study design  
In this paper, we used a case study design coupled with ethnographic methods. This approach 
is useful when a researcher would like to understand a particular pattern of behaviours and 
actions.42 The research was collected within the participants’ everyday setting. This facilitated a 
deeper understanding of the relationships between actors and how power influenced the 
strategies chosen and their effectiveness.  

Study setting and positionality 
The case study took place in one of the nine PDoH’s in South Africa. JW knew many of the 
senior and middle management in the PDoH from her previous role in the South African 
National Department of Health through which she conducted many oversight visits from a health 
planning and financial management perspective. JW has an in-depth understanding of the 
province’s financial and service delivery performance, and her positive working relationships 
facilitated easy rapport and trust-building during data collection. JW approached a senior 
finance manager (the gatekeeper) about the research and the gatekeeper then sought approval 
from executive management, after which approval was granted. She was able to recruit more 
finance managers than clinical (18 vs 12) given more substantial work in the financial 
management space.  

Both the provincial research committee and the University of Witwatersrand’s Human Research 
Ethics Committee (Medical) approved the research (M170346). Informed consent leaflets were 
used when collecting data, wherein participants were assured of anonymity both individually 
and of the province studied.  
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Participant selection 
The research was conducted at the PDoH head office, two of the district health offices (DHOs) 
and four public hospitals. JW was a participant observer in ten meetings through which 60 
individuals were observed. These ten meetings ranged from routine financial management 
meetings to service delivery planning meetings.  

JW began with purposive sampling, contacting officials who she knew were involved in the 
province’s claims strategy. From there, she used snowball sampling to expand her interview 
pool to other managers working in a clinical or finance team. No one refused to participate, 
however a few managers never responded to several requests. Table 3 shows the demographic 
characteristics of the 30 interviewees.  

Table 3: Demographic characteristics of interviewees, by level of management and health system 

Management 

level 
Provincial  District Hospital  

Finance/ 

support services 

Clinical Female Total 

Senior  7 3 4 8 6 6 14 

Middle 4 8 0 6 6 11 12 

Junior 0 4 0 4 0  4 

Total 11 15 4 18 12 18 30 

 

Data collection 
JW collected data over one-year (July 2017-June 2018). Participant observation, document 
analysis, observation notes and semi-structured interviews were used. The document analysis 
included data that showed the province’s financial standing with respect to claims, published by 
the PDoH and by external sources. For the observations and the interviews, data was collected 
in-person. JW used an observation guide to structure her insights and a semi-structured 
interview guide that employed a ‘grand tour’ approach for her interviews. A grand tour approach 
sets a scope for an interview, but allows the interviewees to decide which topics within the 
scope they want to focus on. It is useful for eliciting a thick description. JW and JG developed a 
set of grand tour questions for each level of the health system. The interviews were one-on-one 
and mostly took place in the person’s office with the door closed. The interviews ranged from 20 
to 60 minutes and were audio-recorded with permission. Only one interviewee refused to be 
recorded; they felt this would allow them to be more open in the interview. Repeat interviews 
were not conducted but the grand tour questions were revised during data collection.  

JW and JG discussed when no new data was emerging and ended data collection when 
saturation had been reached.  

Data analysis 
Observation notes, financial data, policy documents and interview transcriptions made up the 
dataset. The interview recordings were de-identified and transcribed by an external company, 
which JW reviewed afterwards for accuracy.  

During data collection, JW analysed the data using content analysis methods, and manually 
looked for emerging common themes. After data collection, JW and JG re-analysed the data 
and discussed the emergent codes and JW then grouped them into high level themes. Medical 
negligence claims emerged as one of the high-level themes. For this paper, the authors then 
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selected the Veneklasen and Miller (2002) framework. We used DedooseTM to deductively re-
code the data, using the four expressions of power as the codes.  

Participants are anonymised; a ‘p’ denotes the PDoH head office, ‘d’ for the DHO and an ‘h’ for 
a public hospital. Observations informed the analysis and coding of the data.  

A total of 51 people were invited to attend a member checking workshop, all of whom worked at 
either the head office, the two DHOs or one of the four public hospitals studied. The one-day 
workshop was interactive, asking participants to engage on the findings and give their opinion 
on the proposed recommendations. This ensured credibility and confirmability of the findings.  

Reflexivity 
JW wrote down her thoughts and potential biases after every interaction with health system 
actors, documenting her research process.43 She also wrote a reflection after reading each 
interview transcription for the first time, documenting what she thought had emerged and any 
notable features of her interview style or the way the person behaved. JW, with the help of JG, 
constantly interrogated the way her presence was influencing the data being collected, 
particularly given that she was known to many of the participants. These notes and insights 
were used during data analysis to ensure the content analysis was a true reflection of the 
participants’ experience.  

RESULTS 
The province implemented four strategies to try and mitigate the medical negligence claims 

crisis: contracting with a private law firm to reduce the liabilities; financial centralisation to 

contain the financial impact of the claims and generally reduce expenditure where possible; the 

implementation of a priority hospital strategy that redirected funds to the hospitals with the 

highest number of claims; and strengthening clinical audits of patient safety incidents (PSIs) that 

are likely to result in a claim.   

Contracting a private law firm 

Many managers believed that the rising claims in the province were partly due to weaknesses in 
the State Attorney’s office. The province contracted a private law firm to support the State 
Attorney to mediate, settle out of court or defend claims in court. The firm managed to reduce 
the claim amounts due in the first half of 2018/2019 from ZAR1.2 billion (USD80 million) to 
ZAR548 million (USD36.5 million), a 46% reduction, through a mixture of better administrative 
capacity and more effective mediation. There was widespread support for this strategy: “[…] In 
one case, the department paid R90million, but the original legal opinion was that we can 
defend the case! That it was not negligence! We are bullied by the defence lawyers 
about how much it will cost us to hire experts to defend ourselves in courts. […] So, at 
least now we have got someone who knows what they are talking about. They won’t be 
taken advantage of.” [iH30]. Given the extent of agreement on this strategy, finance and 
clinical managers worked together to provide the law firm with the information needed to 
defend the department. 

While clinical and finance managers supported this strategy, they also felt the State Attorney 
was not being held to account for their poor performance and lack of expertise in defending the 
province: “The province has begun auditing all the negligence cases, which is good, 
because they are going to find out what happened. Usually, we just pay the claim! When 
you arrive in a culture where people do not hold each other accountable, I think that's a 
problem.” [iP9]. There was conflict about whether this strategy was cost-efficient, especially in 
the financially constrained environment, given that this function should already be played by the 
State Attorney.  
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Financial management centralisation 

The financial management centralisation strategy was implemented in 2015 due to the 
rising medical negligence claims, constrained funding, and associated poor audit 
outcomes: “When the medical negligence claims started to flow into the Department, I think the 
CFO was under pressure, [he] wanted to monitor all expenditure.” [iP1].  

Centralisation shifted power to the PDoH top management team (consisting of finance and 
clinical managers) who made all expenditure decisions. Because the ‘centralisation committee’ 
was chaired by the chief financial officer (CFO), it also shifted power within the top management 
team to the finance managers: “Sometimes, financial controls override service delivery [needs]. 
That is where I find this [centralisation] not to be working well.” [iP6].  
 
Most clinical managers felt that the finance team, and to some extent all managers at the 
provincial level, were not sufficiently knowledgeable about the service delivery context to be 
making these kinds of decisions: “If you talk with a manager that comes from a facility, or 
the district office, that person would know all the challenges at all the levels of the 
system. But when you talk to someone from the provincial head office, […] you can hear 
that they don’t understand the challenges we are facing.” [iH20].  

District and facility managers regularly told the finance team at province that their biggest 
struggle was not having decision-making power and even finance managers expressed 
concern: “With the financial management centralisation policy, the CFO has taken on a 
responsibility that, I think, is quite risky for him. He's making life and death decisions 
and he’s a CFO; he's not a doctor!” [iP4]. The loss of financial control to the provincial head 
office affected some managers’ perspectives of their own power, with some hospital CEOs 
removing themselves from financial decision-making: “It’s quite scary, a hospital CEO was 
asked a question by a PDoH finance official, and she said: ‘why are you talking to me? I 
am not finance; I am the CEO!’ I was so shocked.” [iH3]. 

Priority hospital strategy 

Clinical managers wanted to increase the finance team’s understanding of how the resource 
constraints effected service delivery: “We are burnt out because we are trying to serve patients 
in a very constrained environment, where you don’t have money on a day-to-day basis. I spend 
my time trying to get money [from the head office] and begging from other hospitals [for 
resources], just to keep the service going!” [iH30]. 
 
They suggested the finance and provincial treasury teams visit the hospitals most affected by 
claims to see the impact. They had hoped this would contextualise the reasons for high claims 
(changing finance and treasury’s perceptions that it was purely discrete negligence) and 
convince treasury of the need for more financial resources across the hospital platform to 
prevent future claims.  
 
During these visits, the provincial treasury was able to see how the resource shortages were 
contributing toward PSIs; however, without understanding that communication and collaboration 
between health care workers played a role in preventing PSIs, the resulting strategy focused 
solely on providing resources to hospitals with a higher number of claims. This strategy set up 
a perverse incentive where the more claims made against a hospital, the more additional 
funding the hospital received, penalising those who, despite inadequate resources, 
managed to have fewer PSIs. ‘Non-priority’ hospital CEOs felt punished for learning how to 
cope with less: “Each and every time I ask [for something], I am told ‘you are not a priority 
hospital’ […] Even when they are procuring medical equipment, they will take the 
equipment to the priority hospitals only, forgetting that there are patients here! It’s very 
frustrating!” [iH20]. While clinical managers and CEOs were unsuccessful in changing the 
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strategy, they did use their power with each other to undermine it: “We gave our 
neighbouring hospital some ECG machines because at least when you receive four and 
there’s someone who has none, you prefer to share.” [iH20]. 
 

Clinical audit strategy 

The last strategy was to conduct clinical audits for every new claim lodged. Clinical audits 
assess whether care is being provided according to clinical protocols.44 Health care facilities 
in South Africa conduct clinical audits in the form of morbidity and mortality (M&M) meetings. 
The M&M team conducts an audit of the patient folder, and any issues are discussed. The team 
then decides whether the PSI was avoidable or not. An avoidable event means that there was 
either clinical (discrete) negligence or systemic negligence (such as not enough staff), rendering 
the health system liable for any losses suffered by the client.   

Despite its name, often only deaths are investigated in the M&Ms, due to time and resource 
constraints that make it difficult to coordinate these meetings regularly. The long lag time 
between the PSI and a claim being lodged means it is difficult to find records, or the involved 
staff, to be able to conduct a comprehensive audit. 

Finance managers expressed a distrust of clinicians’ ability to self-investigate: “We have begun 
auditing all the medical negligence cases, which is good, because they are going to find out 
what exactly happened. […] Consequence management means you should be able to hold 
people to account for their actions, but I don't think the Department is doing that because they 
are coming from the same discipline; they are all doctors!” [iP9]. Clinical managers 
acknowledged that clinicians often did not hold each other to account for negligent behaviour: “I 
think the nursing manager is not performing her duty to manage negligent staff because 
she understands when someone says, ‘I was [too] busy’.” [iH20]. Clinicians supported one 
another to avoid unfair disciplinary action, because they believed that PSIs were more often 
driven by system challenges.  
 
Clinical and finance managers disagreed on the cause of claims in the province. Clinical 
managers felt that PSIs were predominantly driven by resource shortages: “Many times, the 
problems are systems related. It is very rare that you would find that it was because of a 
lack of skill. It’s the resources; human and material.” [iD23]. Finance managers, 
however, did not believe that one could assume this to be the case: “Was it negligence or 
was it a question of [an] under resourced hospital?’ If you don't have that investigation, you are 
going to say you are short-staffed!” [iP9].  
 
As a result, the provincial head office team decided to use the district clinical specialist teams 
(DCST), medical specialists and specialist nurses, to conduct the audits for new negligence 
claims. The DCSTs role in the South African health system is to improve clinical governance at 
the district level and the head office team hoped the DCST-led M&Ms would result in more 
accurate, and actionable, findings. Clinical managers supported this strategy because they 
knew that the DCSTs, who came from clinical backgrounds, were aware of the service delivery 
context. A DCST member gave her perspective on the most common cause for PSIs: 
“Sometimes you find that the flaw is on the clinical side, and that they have not 
adequately done the monitoring. But mostly, you would find that it was with the system. 
Yes, a woman has been in this prolonged labour but there was no ambulance and there 
was no second doctor to do a caesarean section at the hosp ital.” [iD23]. The DCSTs 
were able to ensure that the M&Ms took the systemic challenges into account, 
preventing individual clinicians from being punished for events out of their control : “If we 
feel it was negligence [by a clinician], a report is written and filed. But, if it was not out of 
negligence, if the incident happened because they could not make stones into bread, they did 
what they could, it is treated as such!” [iD23].  
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Clinical managers and DCSTs did also acknowledge that there were avoidable cases that were 
unrelated to the resource shortages: “A client came to maternity already having given birth 
[…]. The nurses, even if they were busy, instead of taking that patient and checking if 
everything had gone well […] they said, ‘oh you’ve delivered, you can go back to your 
clinic.’ The clinic was about twenty kilometres away and when the lady arrived at the 
clinic [the baby] was dead!” [iH20]. A district manager reflected on what options were 
available in cases of individual clinical negligence: “Anybody who has acted negligently 
is put through a disciplinary hearing. We may take them to their health professions 
council where he or she is struck off [the roll] by that register ing council.” [D19]. 
However, often nothing is done: “I don’t want to lie, there’s no consequence 
management. I think that makes things worse, because a person would know that even 
if I do this, there’s nothing that will be done to me.” [iH20].  
 

The role of power in the success of the strategies 

We summarise the expressions of power for the three medical negligence strategies where 
there was some disagreement in Table 4.  

Table 4: Expressions of power observed in each strategy 

Strategy Power over Power within Power to act and power with 

Financial 
management 
centralisation 

• Despite wide-spread 
dissatisfaction with 
centralisation, finance 
managers were able to 
enact and continue this 
reform.  

• This power was assumed 
due to the financial 
constraints being faced in 
the department. This 
illustrated the power 
associated with managing 
public funds in the PDoH. 

• Hospital CEOs lost 
confidence in their ability to 
manage their facility’s 
finances.  

• After the reform, some 
CEOs handed over financial 
decision-making to their 
finance managers.  

• This created the illusion of 
support for the centralisation 
reform from some hospital 
CEOs.  

• Finance mangers felt 
emboldened to make 
service-delivery facing 
decisions under the 
centralisation reform. 

• This strategy left very little 
space for clinical 
managers to adapt or 
resist- lessening power for 
managers below the 
provincial head office.  

Priority hospitals • Provincial treasury and 
PDoH finance exerted power 
over clinical managers by 
designing this strategy 
without consultation. 

• This resulted in the 
unintended consequence of 
penalising those hospitals 
which managed to provide 
quality care despite equally 
constrained budgets.  

• Hospital CEOs believed they 
would be able to convince 
the provincial treasury and 
PDoH head office of the role 
of systemic negligence in the 
rising claims. They were 
therefore open to the site 
visits and expected the result 
of these visits to be 
additional funding for the 
hospitals.  

• Once it became clear that 
only some hospitals would 
benefit from additional 
funding, hospital CEOs 
collaborated to find ways 
to undermine the strategy. 

• This resistance took the 
form of sharing resources 
and equipment between 
priority and non-priority 
hospitals, subverting the 
strategy.  

Clinical audits • The status quo power 
dynamics persisted in the 
system (clinicians protecting 
one another, insufficient 
response to evidence of 
systemic challenges due to 
centralisation), weakening 
the positive impact of this 
strategy. 

• The DCSTs felt well-placed 
to perform this function given 
their clinical governance role 
in the districts. They were 
comfortable running and 
writing up the audits. 

• The DCSTs displayed 
power with both finance 
and clinical teams, which 
lead to their success in 
leading this strategy 

• The DCSTs felt well-
placed to support facilities 
in clinical governance 
improvements arising from 
the clinical audits, but they 
were not given sufficient 
power to act to do so.   
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DISCUSSION 
The PDoH finance team used their power as the holder of the ‘purse strings’ to design the 
province’s response. Where there was little collaborative planning and power was exerted over 
others, strategies were not supported or successful. When service delivery, not an area of 
expertise for the finance team, was directly affected, clinical managers did their best to resist 
the strategies. The centralisation strategy made resistance very difficult, given the revocation of 
power, but there was evidence of resistance and collaboration to undermine the priority hospital 
strategy. The priority hospital strategy only responded to finance-related challenges, missing an 
opportunity to learn from better performing hospitals, weakening its impact in the priority 
hospitals and demotivating staff in the non-priority hospitals. The clinical audits presented 
another opportunity to deepen the provincial head office’s understanding of the reason for 
claims, but insufficient power given to the DCSTs and a lack of remedial action due to poor 
accountability rendered this strategy suboptimal, too.  
 
The financial management centralisation strategy was the most contentious and there was 
evidence of the imbalance of power between finance and clinical managers, given the 
reduction in decision-making and autonomy for clinical managers. The reform was 
successful in improving financial audit outcomes by curtailing over-expenditure, however, 
the strategy showed no success in stemming/mitigating claims, evidenced by the continued 
growth in liabilities. It was also unsuccessful in improving service delivery quality, due to 
both the curtailment of available funds and the shift in decision-making power away from 
the facility-level. The skewed distribution of power that resulted in this strategy contributed 
to its failings. In the pursuit of better managed health systems, centralisation for some activities 
can provide the benefit of expenditure control and economies of scale in procurement. 
Decentralisation, however, has been put forward as the best way to ensure health systems are 
patient-centric, and resources used most effectively for the need- creating some tension 
between financial best practices and health system best practices.45 Where decentralisation has 
been implemented in health systems, it has shown muted success.46,47 One of the reasons put 
forward for this is that the transfer of power has been incomplete- central offices and finance 
managers retain their control with only limited delegations being given to lower level and clinical 
managers.46,48 The sharing of power, whether in a hybrid or fully decentralised environment, has 
been shown to be a key determinant of policy success in health systems.40  

The priority hospital strategy provided ample evidence for the ways in which clinical 
managers resisted the strategies that were created without consultation or collaboration. 
Clinical managers’ power to act against the strategy happened below the level of the 
provincial department, contributing to the gap between policy intention and its actual 
implementation. Furthermore, the lack of consultation resulted in a strategy that embedded 
perverse incentives (the more claims you have, the more additional funding you receive), 
which reduced its effectiveness. The combination of top-down power, that lead to a lack of 
consultation, and bottom-up resistance, which lead to an ‘implementation gap’, undermined 
this strategy. In their interpretive review, Gilson, Schneider and Orgill (2014) suggest that 
one way to prevent the implementation gap is to understand how discretionary power by 
frontline managers during policy implementation takes place.49 They suggest value 
alignment workshops and other consultatory processes to support these managers in 
understanding the policy and tailoring it for their particular context. These processes can 
also be used for clinical managers outside of the facilities (and finance managers, too), 
building more feedback loops and trust between the levels of the health system.49 
 
The finance and clinical managers both supported the clinical audit strategy with its new 
role for DCSTs, making this strategy easier to implement. The finance team intended to 
bring in a more objective third party into the auditing process, expecting that this would 
break-up the power alliances between clinicians and clinical managers. They hoped that 
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this would begin to root out individual clinicians who were providing poor quality care, 
reducing the PDoHs vulnerability to future claims. Because the DCSTs were familiar with 
the clinical context of the PDoH, and aware of the resource constraints, their reports were 
more readily accepted by clinicians and a more accurate representation of both systemic 
and discrete negligence. The DCSTs were able to de-politicise the clinical auditing process, 
increasing the number of M&Ms for PSIs that did not result in death. Freeing the clinical 
audit space from blame and fault-finding, has been shown to greatly improve clinicians 
honesty, which in turn provides more opportunity for learning and improvement.50 One of 
the recommendations to achieve this is to institute a standardised clinical audit structure, to 
ensure cases are comparable and trends in improvements or quality issues are easily 
identifiable.51 Jepkosgai et al (2022) studied the power dynamics in clinical audit (M&M) 
meetings in three hospitals in Kenya. They found power to be a limiting factor in facilitating 
effective clinical audits and suggest that senior managers role model a blame-free culture 
by both supporting open discussion (of both the positive and negative findings) and by 
ensuring the remedial actions are implemented.51 
 
The generalised financial constraints in South Africa have stifled national quality improvement 
activities. South Africa promulgated a new accreditation body (the Office of Health Standards 
Compliance; OHSC) but its work has been limited due to a lack of funds, and no formal process 
established for how to manage or fund quality improvements needed, a common problem in 
accreditation programmes globally.52 Thailand, however, provides a hopeful example of how 
financial incentives and focusing on process improvements, rather than outcomes, at the start of 
the accreditation process, can overcome some of these constraints.53 South Africa’s public 
health system is  also funded predominantly through global budgets, and there is no split 
between purchaser and provider, although this is planned.54 This has limited changes to 
reimbursement mechanisms that can incentivise quality care.  

The recent Lancet Global Health Commission on High Quality Health Systems concluded that 
populations must be more empowered to demand and seek out quality care from the public 
health system.4 This may result in an increase in medical negligence claims, requiring countries 
to find ways to better manage claims, at the same time as improving quality. Electronic record-
keeping (and a linked electronic health record) is one of the core recommendations. It is crucial 
for being able to fully assess what happened after the event and provides regular and 
accessible data that can help highlight gaps in quality across the system or within a particular 
facility. Paper-based record-keeping is often incomplete, hampering clinical audits and making it 
difficult to defend the public health system in negligence court cases (especially when cases 
arise several years after the PSI as is common in South Africa). Mediation has also been shown 
to be an effective method for managing negligence claims, and can coexist in a fault-based 
system without requiring legal reform.55 Mediation can reduce the quantum of the claim, through 
trust-building between claimants and the clinicians, and the exclusion of the courts and their 
associated legal fees.55,56 Mediation is successfully used in many high income countries and its 
use or the exploration of its use has also grown in middle income countries like South Africa57, 
Malaysia56 and Nigeria58 as well, as they grapple with rising claims within a fault-based system. 
 
The case study in this paper provides evidence for the ways in which finance and clinical 
managers can be at odds during periods of crisis, such as the medical negligence context in 
South Africa. This tension can create a battle for power in health systems, such that a gap may 
arise between stated policy and its actual implementation.59 This can be detrimental to health 
system performance, preventing the system from being able to respond effectively to the 
stressor or crisis. Ways to ameliorate these power struggles include fostering a more 
collaborative environment and ensuring more distributed power to allow for localised tailoring 
and decision-making (to prevent resistance from clinical managers at the coalface).49 
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Limitations 
JW was unsuccessful in getting an interview with the State Attorney, who may have been able 
to shed further light on why the PDoH studied had become so vulnerable to claims. JW also did 
not live in the study province, which reduced the time she could spend conducting interviews 
and participant-observations. This was mitigated through longer data collection periods in the 
field and data being collected over a full year.  

CONCLUSION 
In a constrained funding environment, senior finance managers may use centralisation to 
control expenditure, for which they are held accountable. If this choice is made, a collaborative 
environment is particularly important to ensure policy design and its implementation tackle the 
causes, are contextually appropriate and are implemented as intended. Middle income 
countries are likely to see a burgeoning of medical negligence claims, as South Africa has, as 
patients become more aware of their rights and lawyers become more aware of the State’s 
inability to defend itself in a paper-based and weak governance environment. Therefore, MIC 
health systems should start the process of shifting to no-fault systems as soon as possible, 
invest in strong mediation (and medical negligence response) teams and improve on the State’s 
ability to administer complex financing systems as will be necessary under UHC as well to build 
trust in the State’s administrative capacity. 
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ABSTRACT
Introduction  Effective public financial management (PFM) 
ensures public health funds are used to deliver services in 
the best way possible. Given the global call for universal 
health coverage, and concerns about the management 
of public funds in many low-income and middle-income 
countries, PFM has become an important area of research. 
South Africa has a robust PFM framework, that is generally 
adhered to, and yet financial outcomes have remained 
poor. In this paper, we describe how a South African 
provincial department of health tried to strengthen its PFM 
processes by deploying finance managers into service 
delivery units, involving service delivery managers in 
the monthly finance meeting, using a weekly committee 
to review expenditure requests and starting a weekly 
managers’ ‘touch-base’ meeting. We assess whether these 
strategies strengthened collaboration and trust and how 
this impacted on PFM.
Method  This research used a case study design with 
ethnographic methods. Semi-structured interviews (n=30) 
were conducted with participant observations. Thematic 
analysis was used to identify emergent themes and 
collaborative public management theory was then used to 
frame the findings. The authors used reflexive methods, 
and member checking was conducted.
Results  The deployment of staff and touch-base meeting 
illustrated the potential of multidisciplinary teams when 
members share power, and the importance of impartial 
leadership when trying to achieve consensus on how to 
prioritise resource use. However, the service delivery and 
finance managers did not manage to collaborate in the 
monthly finance meeting to develop realistic budgets, or 
to reprioritise expenditure when required. The resulting 
mistrust threatened to derail the other strategies, 
highlighting how critical trust is for collaboration.
Conclusion  Effective PFM requires authentic collaboration 
between service delivery and finance managers; formal 
processes alone will not achieve this. We recommend more 
opportunities for ‘boundary crossing’, embedding finance 
managers in service delivery units and impartial effective 
leadership.

INTRODUCTION
Effective public financial management (PFM) 
ensures public funds are used in the best 
possible way to deliver public services. There 
is no consistent definition of PFM,1 but its 

most broad definition includes four stages of 
PFM, each with associated processes.2 These 
are: (1) budget planning/formulation, with 

Key questions

What is already known?
►► Budget and service delivery planning cycles are of-
ten out of sync with one another, causing a misalign-
ment between the two.

►► Despite the evidence of the benefits, collaborative 
ways of working have remained difficult to imple-
ment in organisations.

►► If service delivery managers are to make best use 
of available resources, and conform to the rules of 
public financial management (PFM), service delivery 
and finance managers need to work closely togeth-
er, matching service delivery plans and available 
resources.

What are the new findings?
►► Public financial management improvement strate-
gies that do not take into account the service deliv-
ery context are unlikely to succeed.

►► Trust (the repair and the building of it) is a critical 
factor for facilitating collaboration.

►► Collaborative public management is a helpful frame-
work for structuring new PFM process reforms.

What do the new findings imply?
►► More opportunities for ‘boundary crossing’ are need-
ed to facilitate a closer working relationship.

►► We recommend a physical shift of finance managers 
into service delivery units as one way to support this.

►► Finance managers need to undergo some training 
in health to support a better understanding of the 
health sector.

►► The leadership of multidisciplinary committees 
needs to be carefully selected to ensure that the 
committee can reach decisions that support the 
strategic goals of the health system, which include 
both quality service delivery and effective public fi-
nancial management.

►► Authentic collaboration requires active effort, espe-
cially where there are historical trust deficits.

►► New strategies need to respond and incorporate 
mechanisms to improve relationships between 
health system actors.
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strategic budgeting and budget preparation processes, 
(2) budget approval, with legislative debate process 
associated, (3) budget execution, with the processes of 
internal control, resource management and accounting 
and reporting associated and lastly (4) budget evaluation, 
which includes the process of external auditing.2 These 
are often consolidated into three broad processes for the 
purpose of clarity: budget planning, budget execution 
and expenditure monitoring and evaluation, and this 
paper follows this approach.3 Given the global call for 
universal health coverage (UHC), and concerns about 
the management of public funds in many low-income 
and middle-income countries (LMICs), strengthening 
PFM has become critical as health sectors attempt this 
large scale reform.3

PFM in the health sector is complex because of the 
unpredictable nature of healthcare needs, its life and 
death consequences and the ever-shifting policies aiming 
to improve health outcomes. PFM processes, often viewed 
as inflexible, can be a barrier to health systems being able 
to respond to changing local circumstances.3 Attempts 
to remedy this have included decentralisation to allow 
local decision-making,4 combined with linking budgets 
to health outcome targets to make the goals of health 
spending clear.5 The rising costs of healthcare, alongside 
constrained budgets, often leads to over expenditure and 
subsequent cash flow problems.6 7 Moreover, compiling 
accurate budgets is a challenge as activities are frequently 
not costed.8 Over time, cash flow constraints, and little or 
no information on the cost of activities, can make plan-
ning seem redundant.

If service delivery managers are to make best use of avail-
able resources, and conform to the rules of PFM, service 
delivery and finance managers need to work closely 
together, matching service delivery plans and available 
resources.9 10 Organisational management and public 
administration literature have advocated for the use of 
collaborative approaches, like participatory decision-
making and collaborative networks, to improve perfor-
mance.11–15 Despite the evidence of the benefits,11 12 
collaborative ways of working have remained difficult to 
implement.16 We used collaborative public management 
(CPM)17 theory to assess strategies used by the PDoH to 
strengthen PFM, and understand why some were more 
successful than others, and the lessons for other LMIC 
settings.

Country context
The South African health system is comprised of a 
National Department of Health (NDoH), nine provin-
cial DoHs and 52 district health offices. The NDoH’s role 
is to create policy and monitor the performance of the 
public health sector.18 PDoHs are responsible for plan-
ning and delivery of health services and are allowed to 
create province-specific policy that aligns to the national 
policy.18–20 The districts are the implementing arm of the 
PDoH.

South Africa’s PFM framework is one of the strongest 
on the continent.3 Public sector departments advocate 
for their resource needs at medium-term expenditure 
committee (MTEC) ‘hearings’ run by provincial trea-
suries. Once departments have received confirmation of 
their budget envelope, they finalise their medium-term 
expenditure framework (MTEF), which links the budget, 
at an aggregate level, to service delivery targets (PDoHs 
are not responsible for revenue mobilisation—all 
funding is received directly from the provincial treasury. 
We have therefore not included revenue mobilisation 
aspects of PFM in this paper.). Finalised finance and 
service delivery documents (Annual Performance Plans, 
Medium Term Strategic Frameworks, etc) are published 
annually, contributing to South Africa’s high scoring on 
budget overview and transparency on the Global Open 
Budget Survey.21 During the year, the monthly finance 
meeting (called the budget advisory committee), manda-
tory according to South Africa’s PFM regulations, enables 
budget planning and execution and expenditure moni-
toring and evaluation; it is a critical space for strategic 
alignment between available resources and operational 
plans.

Despite the strength of the financial management 
framework, there are several problems (in the last 
decade, there has been widespread corruption in the 
South African public sector which has contributed to 
the austerity climate, however, this paper is concerned 
with suboptimal PFM processes, rather than illegal activ-
ities).22 As policy development happens at the national 
and provincial levels, the details of implementation 
are often missing, so the costs are regularly underesti-
mated, and the districts receive unfunded policy direc-
tives. Annual service delivery plans are usually not 
costed either, making it difficult for finance managers to 
compile overall budgets with reasonable estimates for key 
line items.

The districts and PDoHs rely on historical expenditure 
for their planning, which does not reflect the increasing 
cost of delivering care from 1 year to the next. Further-
more, the final provincial budget from national and 
provincial treasuries is provided at the same time as 
the final draft of the annual performance plan is due 
(figure 1), so plans are developed with insufficient knowl-
edge of the funds available.

The province studied often experiences cash flow 
problems (common in other South African provinces) 
relating, first, to large accruals from the previous year. 
The province sometimes has to procure core items 
without the requisite funds, and so the payments are 
deferred, generating accruals. Second, the province has 
to pay out large amounts for medical negligence claims.23 
(In a companion paper to be published elsewhere, we 
describe the strategies used to manage the effect of these 
claims). Both the accruals and the negligence claims can 
cause reductions in the available funds even after yearly 
planning has been completed. Furthermore, austerity 
measures, in place for the health sector since 2012, have 
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resulted in a declining overall budget for health, exacer-
bating funding shortages.24

Centralised control of expenditure (which we described 
in another companion paper25), introduced to deal with 
these problems, helped the province achieve an unqual-
ified audit opinion in 2015—the first time in 12 years. 
(In this paper, we do not analyse the auditing processes 
of PFM as this happens through an external body to 
the PDoH. This paper focuses on the internal control 
processes of PFM that support good audit outcomes.). 
However, the centralisation was not associated with 
improved service delivery. In the same year as the unqual-
ified audit, the maternal mortality ratio (often used as 
an indicator for health system performance) remained 
higher than the national average and the province’s own 
targets for reducing this indicator were not achieved.26

The combination of an uncertain budget ceiling, a 
misaligned planning and budgeting cycle, poor costing 
of service delivery activities, insufficient funds to cover 
core items and centralised financial decision-making 
reduces the value of time spent planning. Service delivery 
managers put little effort into the process, setting PDoHs 
up for suboptimal performance against their own targets. 
This poor planning and performance undermines the 
PDoHs efforts at the MTEC hearings. It also drives the 
misalignment between service delivery and financial 
management, causing distrust between the managers 
involved.

In this paper, we describe how a South African PDoH 
tried to strengthen its PFM processes by: deploying 
finance managers into service delivery units; involving 
service delivery managers in the monthly finance meeting; 
introducing a weekly committee to review expenditure 
requests; and starting a weekly managers’ ‘touch-base’ 
meeting to coordinate activities (table  1). We assess 
whether these strategies strengthened collaboration and 
trust between service delivery and finance managers and 
whether they were able to overcome some of the chal-
lenges of PFM in health systems described above.

CONCEPTUAL FRAMEWORK
Bringing together multiple actors, with different skills 
and responsibilities, is critical for solving intractable 
problems.17 The hallmark of CPM is ‘boundary crossing’, 
which aims to bring differently skilled actors into the 
same space to solve a problem that does not lie purely 
in one domain.27 Given the disjuncture between finance 
and service delivery managers in the health system, and 
the impact of this on health system functioning, we have 
used CPM as a lens through which to analyse efforts to 
improve PFM.

Agranoff and McGuire refer to four processes that are 
required for successful CPM, these are participation, 
establishing ways of working, mobilising support and 
building trust.15 (Agranoff and McGuire use the terms 

Figure 1  Milestones in the provincial budget and planning cycles. APP, annual performance plan.

Table 1  Strategies used in the province to try to improve public financial management

Strategy Purpose Frequency and site

Deploying finance managers into 
service delivery units (‘deployment of 
finance managers’)

To provide provincial service delivery managers with financial 
expertise to support better alignment between budget planning 
and service delivery priorities.

►► Daily
►► PDoH office

Involving service delivery managers 
in the monthly finance meeting 
(‘monthly finance meeting’)

To determine how to allocate the budget according to service 
delivery needs (budget planning); to ensure expenditure matches 
the prioritised service delivery needs (budget execution); to report 
on expenditure during the year so service delivery managers are 
aware of available funds (expenditure monitoring); and, to provide 
strategic direction for the weekly review meeting and the weekly 
touch-base meeting.

►► Monthly
►► District office

Weekly committee to review 
expenditure requests (‘weekly review 
committee’)

To review expenditure requests from facilities to assess whether 
the requests reflect decisions made at the monthly finance 
meeting, and whether there are sufficient funds.

►► Weekly
►► District office

Weekly managers’ ‘touch-base’ 
meeting (‘weekly touch-base 
meeting’)

To ensure alignment of district wide activities for the coming week 
with the broader district strategy and approved resources.

►► Weekly
►► District office
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activation, framing, mobilising and synthesising; we have 
renamed them purely for ease of understanding.) Partic-
ipation refers to selecting people with the most appro-
priate expertise for the problem at hand and who are 
accepted for this role by a range of stakeholders. Estab-
lishing ways of working relates to how the group works 
together, and agreement on the leadership and member 
roles. Mobilising support is about how much support the 
group generates both from inside the group and from 
those who sit outside it but are affected by the decisions 
taken. Lastly, building trust relates to how the group 
members build trust in one another, which, if achieved, 
facilitates better collaboration and so outcomes (table 2).

METHODS
Study design
This research used a case study design with ethnographic 
methods.28 This approach facilitates immersion into the 
local context and a deep understanding of a particular 
problem or context within organisations.28 This study 
design is appropriate when a researcher aims to explain 
‘how’ or ‘why’ something occurred, and the perspec-
tives from those within the system. These methods were 
therefore well suited for understanding how the strate-
gies used to strengthen PFM processes in the provincial 
health system were experienced and why some were more 
successful than others.

Study setting and negotiating access
The PDoH studied has a long history of financial misman-
agement and has both decentralised and recentralised 
financial management processes several times over the 
past decade in attempts to strengthen PFM. The province 
is large and predominantly rural, making it difficult for 
managers across the different districts to come together 
regularly. JW worked with the PDoH in her capacity as 
a health financing consultant periodically between 2013 
and 2016, prior to the start of this research. She was 

familiar with many of the middle-level and senior-level 
managers and this allowed her to reach out to one senior 
finance manager to discuss the possibility of starting this 
research project with the province. After receiving the 
initial gatekeeper’s support for the research, JW shared 
the research protocol with the executive management of 
the province and received approval for the study.

Informed consent was obtained for all observations, 
interviews and audio recordings and assured participants 
that their contributions would be de-identified.

Participant selection
PDoH employees responsible for financial or service 
delivery management at a district office, a public hospital 
or the PDoH office formed the study participants. The 
term service delivery manager includes service delivery 
managers at an administrative and facility level. JW initially 
used purposive sampling to recruit participants for the 
interviews, after which she used snowball sampling either 
through facilitated introductions or through a referral by 
an interviewee. No one explicitly refused to participate 
in the study, however 15 managers never responded to 
several requests for an interview. JW conducted 30 inter-
views (table 3) and attended routine departmental meet-
ings as part of her participant observations.

Data collection
Data collection took place between July 2017 and June 
2018. First, JW attended two 1-day meetings where she 
gave an overview of the research. The first meeting was 
with the top management of the PDoH and the second 
with key personnel from the PDoH and district offices 
where the research would take place. After this, data 
collection began, and all data was collected in-person by 
JW. Participant observations and semi-structured inter-
views were used to collect the data. Most of the observa-
tions and interviews took place either within the PDoH 
office, district office or a public hospital. JW used an 
observation guide29 to make detailed meeting notes.

JW also used a semi-structured interview guide, 
employing a grand tour approach. The grand tour 
approach sets a scope for an interview, but allows the 
participants to decide which topics within the scope 
they want to focus on, this method is valuable for elic-
iting a thick description.30 The authors slightly adapted 
the questions for managers at the different levels of the 
health system. Examples of the questions used include, 
‘tell me about a time where you felt you achieved some-
thing’ and ‘tell me about your experiences of working 
with the head office’.

Interviews lasted between 20 and 60 minutes and only 
JW and the interviewee were present. One participant 
did not consent to being audio recorded, he felt it would 
impede his contribution. The interview still went ahead, 
with JW taking hand-written notes. No one was inter-
viewed more than once, but lessons learnt from prior 
interviews were used to amend the interview guide later 
during the data collection period. When the authors 

Table 2  Processes of collaborative public management14 15

Process Definition

Participation Selecting the most appropriate people for 
the problem at hand and engaging them in 
their area of expertise.

Establishing 
ways of 
working

Developing a shared understanding of the 
roles and responsibilities of the group and 
establishing the leadership structure and a 
‘way of working’.

Mobilising 
support

Mobilising support not only refers to 
generating interest and motivation from 
those within the group but is also about 
generating support from those who are 
directly affected by the decisions made but 
are not within the group.

Building trust How the group builds trust among 
themselves to facilitate working together 
effectively.
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determined that data saturation had been reached, JW 
concluded data collection.

Data analysis
The audio recordings from the interviews were de-iden-
tified and transcribed by an external company. JW subse-
quently checked the transcriptions against the recordings 
for accuracy. JW also had the notes from the observations 
and her own notes on each interview and interaction with 
the PDoH. These data formed the data set for analysis.

The data set was read by both authors and JW coded the 
data into common themes. The authors then discussed 
these themes and re-analysed the dataset and coded the 
data in accordance with the emergent themes. For this 
paper, the authors used the CPM framework, with its four 
processes as the codes, to analyse the data. In the results 
section of this paper, identifiers are used to anonymise 
the verbatim quotations. An ‘i’ indicates data gathered 
via an interview. We also indicate the level at which the 
interviewee works at, either a ‘P’ for PDoH office, ‘D’ 
for district office or ‘H’ for public hospital. Observation 
notes strengthened the analysis, but no direct quotes 
from the notes are used.

The authors conducted member checking through 
a 1 day interactive workshop in the province. Everyone 
who was interviewed, or part of the observations was 
invited, including any other staff who were interested. 
We used heterogeneous small groups during the work-
shops to discuss the three major emergent themes 
from the research and elicited discussion and debate 
from the participants on whether the findings matched 
their understanding and experience. These discussions 
contributed to the final framing of the research findings 
and the development of the recommendations. The first 
author’s prior knowledge and experience of the prov-
ince and the topic, rigorous data analysis methods and 
member checking have contributed to the credibility and 
confirmability of the research findings.

Reflexivity
The first author and primary data collector (JW) is a South 
African woman with a master’s in public health. JW used 
reflexive note taking during data collection and analysis. 
After each interview, JW wrote down her experience of 
the interview and any noteworthy issues about the quality 
of the interview or the behaviour of the interviewee. JG 
also interrogated this data and JW’s findings to ensure 
that they were a true reflection of the data, to minimise 
JW’s own perceptions colouring the interpretation.

Patient and public involvement
No patients or members of the public were involved 
in the research design, analysis nor dissemination of 
the findings. Provincial, district and hospital managers 
contributed to the focus of the study and were involved 
in the interpretation of the findings.

FINDINGS
Deploying finance managers into service delivery units
The finance team deployed finance managers to several 
service delivery teams in the PDoH office: “When you’re 
in the health environment, your non-financial managers 
need urgent [financial] assistance […] I think it is impor-
tant for our service delivery managers to have support 
in relation to financial analysis, financial interpretation 
and remedial measures.” [iP10]. There were high levels 
of support for this strategy: “A lot of times [as a finance 
manager] you’re seen as something different, whereas 
you should be integrated. I think the new structure works 
better.” [iP4].

However, there was little consensus on the role of 
the deployed finance managers. The senior finance 
managers had hoped that it would result in better finan-
cial reporting and a reduction in expenditure. The 
service delivery managers hoped the finance managers’ 
presence would lead to more compelling expenditure 
requests, and so more success in obtaining funds. More-
over, service delivery managers had expected to become 
the deployed finance staff’s new line managers given the 
move into their unit, while the finance team felt their 
staff should remain under their leadership. However, 
the deployed managers became embedded in the service 
delivery teams, creating tension with their finance line 
managers: “It’s a tough one, I’m a sell-out to the finance 
administrators. The objective of the finance guys is to 
make the books look good, but my objective is to ensure 
that service delivery is well resourced. […] I have had 
lots of confrontation. You have to have courage […] 
service delivery managers are looking to you to ensure 
that they’ve got adequate resources.” [iP7].

The lack of consensus on the reporting lines and role 
of the deployed managers left those involved to craft the 
role together: “My role has been to educate my finance 
colleagues […] try to show them the perspective of the 
clinicians. But in the same breath, I also have to educate 
the clinicians. They have to understand that there are 
finance rules that must be upheld, and we need to follow 
those rules.” [iP7].

Table 3  Demographic characteristics of interviewees, by level of management and health system

Management level Provincial District Hospital Finance/support services Service delivery Female Total

Senior 7 3 4 8 6 6 14

Middle 4 8 0 6 6 10 12

Junior 0 4 0 4 0 2 4

Total 11 15 4 18 12 18 30
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Monthly finance meeting
This meeting provides a forum for PFM discussions 
during the year and includes finance and service delivery 
managers at the district and subdistrict level, and more 
recently the district hospital chief executive officers 
(CEOs). The meeting should provide strategic direction 
through planning, responsive PFM and strong oversight 
mechanisms to prevent over-spending. One of the goals 
of the monthly finance meeting is to limit the need to 
shift funds between line items too often during the year, 
by facilitating more realistic plans that are linked to 
service delivery needs.

In both districts studied, the district manager dele-
gated the leadership of the monthly finance meeting to 
the senior finance manager (this position is the same 
rank as the district manager), to give him responsibility 
for his area of work. Because the district manager played 
a very limited role, the focus of the meeting was about 
conforming to finance-related rules rather than ensuring 
the finance function supported service delivery.

Several district finance managers expressed frustra-
tion at the poor-quality budget submissions from district 
hospitals. They believed that the CEOs were not suffi-
ciently in touch with the needs of their facilities, resulting 
in a suboptimal budget planning process: “You’ll find that 
there is medicine in stock, but because the CEO doesn’t 
have a handle on what is happening, they request [more] 
medicines.” [iP2]. The finance managers corrected the 
budgets, citing time constraints (related to the regulatory 
requirements for finalising the MTEF) for why they were 
unable ask the hospital CEOs for input into the correc-
tions. As a result, the final hospital budgets were often 
very different from the original submission, and these 
changes were not communicated prior to finalising the 
budget. The PDoH finance managers were not convinced 
that the service delivery managers had the requisite PFM 
skills to contribute meaningfully to the monthly finance 
meeting: “You first need to empower the CEOs, and the 
district managers. They were given the responsibility to 
itemise their budgets, to avoid the need to shift funds 
during the year […]. But that has not improved, in fact 
it has become worse.” [iP1]. They assumed that the 
remaining high number of requests to shift funds during 
the year was due to service delivery managers’ poor 
understanding of PFM and their own service delivery 
environment, rather than their budgets being finalised 
without them and inappropriate decision-making by the 
district finance managers.

Hospital CEOs reported that they would often only 
hear about decisions after they had been taken. Never-
theless, they were still keen to try and influence decision-
making: “You know if you don’t speak, you’ll regret 
it, at some stage you’ll say: ‘had I have spoken, maybe 
something would have changed’. […] If you give up, 
you won’t enjoy the work.” [iH20]. The finance team 
decided to use ‘average length of in-patient stay’ to deter-
mine district hospital resource allocation (which would 
create an incentive to keep patients in hospital longer to 

obtain more funding). After hearing this, the CEOs were 
able to convince them to change their plan, improving 
finance managers understanding of the service delivery 
environment.

Weekly district expenditure review committee
The role of the weekly review committee was to check the 
expenditure requests against strategic decisions taken 
at the monthly finance meeting, assess requests against 
available funds and ensure compliance with PFM rules, 
before sending them to the PDoH office expenditure 
review committee for approval.

The committee included only finance and supply chain 
managers and was not designed to be interactive: “It’s not 
a meeting […] We only discuss a request when there is 
something that you don’t understand […] that’s the only 
time we interact with each other.” [iD21]. The committee 
did not have a leader, each member reviewed a batch of 
requests to check the forms for completion, compliance 
and against the available budget. This should have worked 
well, given that the monthly finance meeting was in place 
for strategic discussion and consensus building. However, 
the monthly finance meeting did not give clear direction 
and any decisions taken were not communicated, and so 
the weekly review committee was left to prioritise requests 
with their limited view of service delivery needs.

Most finance managers were satisfied that the weekly 
review committee was addressing the previous challenges: 
“Now we are involved, now we are able to work together 
and save [money] for the department.” [iD24]. However, 
the committee created delays and became a source of 
mistrust and tension: “The facilities get cross with you 
[…] If I have submitted your request to provincial office, 
there’s nothing more I can do.” [iD21].

Weekly district ‘touch-base’ meeting
The aim of the touch-base meeting was to ensure weekly 
activities were in line with the district’s strategic plan. 
The district manager chaired the meeting, and managers 
across the different teams actively participated. There 
were high levels of support for this meeting from those 
within and outside of the meeting: “If you are planning 
to visit a certain facility, [you will] hear whether there 
are challenges, or if anyone else is also going […]. It 
allows for continuity and it brings us together as a team.” 
[iD13]. The meeting placed the district finance and 
service delivery managers in regular contact, facilitating a 
shared understanding and building trust: “We are able to 
hear the budget issues and we are able to address district 
issues, so it’s a much-needed meeting.” [iD15].

The district manager’s leadership contributed to the 
success of this strategy, as all participants felt heard and 
participated equally. This sentiment extended to other 
fora where finance and service delivery managers were 
viewed as equal contributors to the meeting: “The district 
is so integrated. A programme is run by clinical staff, but 
you have someone from finance, someone from human 
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resources as part of the team. We do not have what they 
are experiencing at the PDoH office.” [iD15].

However, the lengthy approval processes, in part due 
to the monthly finance team’s inability to facilitate re-pri-
oritisation in light of cash flow constraints, still generated 
tension among team members, as a finance manager 
recounted: “My team received an appointment letter for 

community health workers […] but I found an error, and 
so we sent the forms back. The district manager issued 
an instruction that over-rode my instruction and I felt I 
was not given space to operate in my own office. I was 
called to the District Manager’s office […]. The meeting 
was very bad. The district manager even said we are sabo-
taging the district.” [iD18].

Table 4  Comparison of strategies against collaborative public management framework

Strategy Participation
Establishing ways of 
working Mobilising support Building trust

Deployment 
of finance 
managers

Strong:
►► Service delivery and 
finance managers 
involved.

Moderate:
►► Confusing reporting 
lines.

►► Unclear objectives and 
divided loyalties.

►► Informal ways of 
working established 
by those involved 
supported 
embeddedness.

Moderate:
►► Support across the 
system.

►► Finance managers 
began to understand 
the pressures and were 
motivated to ensure 
resources follow the 
need.

►► Senior finance managers 
concerned that deployed 
managers were too 
embedded.

Strong:
►► High levels of trust 
fostered between 
those involved by 
being part of same 
team.

►► Improved costing 
for provincial 
policies and 
district activities.

Monthly finance 
meeting

Moderate:
►► Finance and service 
delivery managers 
attended, but the latter 
not fully included.

Weak
►► District manager 
delegates chairing to 
finance manager.

►► Service delivery 
managers have limited 
influence.

►► Key opportunity to 
enable service delivery 
and finance managers 
to work together is 
missed.

Moderate:
►► CEOs felt their 
inclusion had improved 
resource allocation 
decision-making.

►► Provincial management 
saw no improvement 
in PFM, reducing their 
support.

Weak:
►► Relationships 
remained strained 
between service 
delivery managers/
CEOs and district 
finance teams due 
to poor leadership.

Weekly review 
meeting

Strong:
►► Only finance managers 
included because it 
is a PFM compliance 
step.

Moderate:
►► Efficient way of working 
for a PFM compliance 
activity.

►► Reliant on strategic 
direction from monthly 
finance meeting which 
was not forthcoming.

►► This has given weekly 
review committee 
undue decision-making 
power.

Moderate:
►► District finance satisfied 
that expenditure 
control has improved; 
acknowledge delays 
which cause frustration.

►► Service delivery 
managers did not support 
the prioritisation role this 
committee landed up 
playing.

Weak:
►► Added to existing 
tensions and trust 
deficits because 
of poor feedback 
and a lack of 
collaboration with 
other strategies.

Weekly touch-
base meeting

Strong:
►► All district managers 
included.

Strong:
►► District manager as 
leader.

►► Roles were clear.

Strong:
►► Support for the meeting 
was evident.

Moderate:
►► Better working 
relationships.

►► Remaining trust 
deficits because 
of the tension 
between PFM 
processes and 
urgency of service 
delivery.

CEOs, chief executive officers; PFM, public financial management.
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In table 4 we summarise how each strategy fared using 
the CPM framework. We use the labels strong, moderate 
or weak to denote the extent to which the requirements 
for each domain were met.

DISCUSSION
In the uncertain financial environment (declining budget 
envelope, accruals and medical negligence claims) the 
monthly finance meeting could have played an impor-
tant feedback, consensus building and prioritisation 
role between service delivery and finance managers. 
The meeting’s failure to do this, especially because the 
service delivery managers were eager to participate, 
eroded trust and reinforced finance managers’ power 
in the system. In contrast, the deployment strategy and 
touch-base meeting illustrated the potential of multidis-
ciplinary spaces and committees when members share 
power equally and feel part of the same team. The touch-
base meeting also revealed the importance of impartial 
leadership. Using the district manager, or any manager 
who can play that strategic role, helped the touch-base 
meeting to decide on actions and use of resources in line 
with the strategic priorities. However, the failure of the 
monthly finance meeting to acknowledge and attempt 
to repair the historical trust deficit impeded efforts to 
build a collaborative decision-making space. This failure 
threatened to derail the other efforts to strengthen PFM, 
highlighting how critical trust is for enabling a collabora-
tive environment.

Rycroft-Malone et al discuss ‘authentic collabora-
tion’—where efforts to be collaborative must facilitate 
real engagement across stakeholders.31 They also empha-
sise that collaboration is not possible without active effort, 
particularly in contexts where there is historical mistrust 
and tension.31 Therefore, strategies that do not acknowl-
edge the extent of the disconnect and relational strain in 
the system, and which do not actively work to repair and 
build trust, will not succeed in achieving authentic collab-
oration. Establishing trust requires moving towards more 
participative methods of leadership, that foreground rela-
tionships and sharing of power.32–34 The monthly finance 
meeting missed opportunities to use this regular meeting 
for real engagement and it was unsuccessful in achieving 
an authentically collaborative environment. This was 
evident in how service delivery managers often described 
PFM as a barrier to service delivery. This perception 
reduced managers’ willingness to work together, further 
polarising finance and service delivery managers.

Finance managers in the health sector are often 
frustrated by what they perceive to be service delivery 
managers’ lack of understanding of the PFM regulatory 
environment. While more recent PFM literature has 
encouraged learning across disciplines and siloes, there 
have been few successful documented examples.35 Addi-
tionally, because other sectors are more predictable and 
easier to budget for, there is more robust evidence on 
how to manage finances for those sectors as compared 

to health.35 36 Therefore, finance managers in the health 
sector need supportive structures to facilitate their 
understanding of the health environment. The value of 
contextual learning and embeddedness was seen in the 
deployment of finance managers strategy. The managers 
involved were able to support one another in ensuring 
optimal use of public funds from a place of shared under-
standing. Recently published research from Kenya has 
shown the positive potential of dedicated health systems 
training for health managers.37 While the Kenyan research 
only included service delivery managers, the value of the 
training programme both in facilitating a better under-
standing of the complexity of the health system and 
in strengthening managers interpersonal skills would 
clearly be useful for finance managers in health systems 
too. This training programme could include a practical 
element, where finance managers are deployed to service 
delivery units for a period to contextualise their learning.

Since the 2008 global recession, austerity and the 
declining health budget that accompanies it, have chal-
lenged health systems to ‘do more with less’.38 The 
COVID-19 pandemic has further exacerbated these 
funding shortages, and threatened to push South Africa, 
and many other LMICs into an even more severe austerity 
environment. The resulting shortages of staff (clin-
ical and support) and critical goods and services place 
patients at risk for poor health outcomes and reduce 
morale among managers.38 If budget ceilings are commu-
nicated more timeously to service delivery managers, 
planning can be better aligned to the (although limited) 
available resources.39 However, the cash flow difficulties 
in the South African setting (and many LMICs) result 
in budgets that are constantly in flux, requiring regular 
re-negotiation of spending priorities during the year. 
Improved communication in the periods between the 
monthly finance meetings could help to keep managers 
up to date on the available funds and the priorities on 
the ground. Therefore, even more so in austerity envi-
ronments, finance and service delivery managers must 
find ways to work more closely together.

PFM can support better service delivery outcomes 
provided the PFM processes are oriented toward infor-
mation sharing and provide flexibility through mecha-
nisms such as decentralised financial management.3 40 41 
Our paper suggests that strategies to improve PFM should 
foreground the repair and building of trust, facilitate 
contextual learning for finance managers and create 
regular opportunities for engagement to solve this intrac-
table problem in health systems (see box 1).

Limitations
The researcher was well known to the province and this 
may have influenced how people reported their experi-
ences. However, this was mitigated by multiple observa-
tions, reflexive note taking and the first author immersing 
herself in the province during the year of data collection. 
The researcher was not based in the province studied and 
had to travel to conduct data collection. This limited how 
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often JW could collect data. This was mitigated by longer 
periods of data collection to ensure the data was suffi-
ciently rich.

CONCLUSION
Improving PFM processes in health systems is reliant 
on better collaboration; however this is difficult given 
the historical trust deficits. The strategies that equalised 
power and brought managers into each other’s physical 
space regularly, showed greater potential for strength-
ening PFM processes. To prevent PFM from being seen 
as a barrier to service delivery, we recommend more 
opportunities for ‘boundary crossing’ and collaborative 
processes across these health system actors are found.
Twitter Jodi Wishnia @jodi_wishnia
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CHAPTER 9. INTEGRATING NARRATIVE 

This chapter serves as the integrating narrative and discussion for this thesis. The 

aim is for the reader to understand how the three papers (in chapters 6-8) answer 

the overall PhD research question and to present the overarching findings from the 

research. The recommendations arising from this PhD are then documented for the 

South African health system and global health system context. In the final section, 

the contribution of this PhD to the health policy and systems research body of 

knowledge is outlined.  

9.1 Framing the findings 

This PhD aimed to understand managers’ experiences of PFM policies and reforms. 

This thesis intended to respond to a gap in knowledge within HPSR of how power, 

organisational culture and trust influence health system functioning, and in particular 

how PFM can inhibit or facilitate functioning. Paper 1 provides the background to the 

financial pressures the PDoH was under, partly due to the medical negligence claims 

crisis. The paper also uncovers the power dynamics in the health system by 

investigating the system’s response to its claims crisis. In Paper 2, the influence of 

financial management centralisation, the largest PFM reform currently in place in the 

PDoH, on organisational culture is analysed. This paper broadens the power 

analysis from Paper 1, examining the distribution of power alongside other 

organisational culture dimensions and practices, to arrive at a holistic assessment of 

how centralisation has influenced the PDoH’s culture and resultant functioning. 

Paper 3 investigates strategies used by managers to ameliorate their experience of 

financial management centralisation and improve the organisational culture and 

ways of working together. It provides practical recommendations for how to improve 

collaboration in health systems and share power more equitably, even in centralised 

health systems. Table 2 in section 2.2 shows which papers are linked to each of the 

PhD’s objectives.  

The thematic analysis described in section 5.7.1 lead to the identification of four 

major themes emanating from this research: power, accountability, trust, and 

collaboration. These four themes, and their corresponding key findings, were then 

used to develop a conceptual framework that illustrates what system software factors 
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can lead to PFM as either a barrier or a support for health system functioning (Figure 

10). The framework shows how concentrated, centralised power results in a large 

power distance and more bureaucratic forms of accountability.  This creates tension 

in the health system, resulting in service delivery and lower-level managers resisting 

the policies and decisions taken centrally, undermining their rollout. In this 

environment, PFM and finance managers are seen as barriers to quality service 

delivery and there is a breakdown of trust between finance and service delivery 

managers. On the other side of the diagram, distributed power is created through a 

participatory leadership style. Trust is built between teams and managers through 

relational accountability mechanisms and time spent working together to solve 

complex problems (for example, how to prioritise activities when funding contracts 

due to an unexpected pay-out of claims). The more opportunities there are for 

authentic collaboration (a shared problem, solved by everyone through equal 

participation), the more managers see the value in each other’s perspectives and 

context, further building trust. This results in PFM and finance managers being seen 

as part of the health system team, and that their role is to enable and support the 

delivery of quality care in the most efficient and effective way.  

This framework and the evidence behind it, both from my research and from similar 

literature, is discussed in the section below.  

Figure 10: Key themes and findings from the research 
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9.2 Discussion 

9.2.1 Power: “Sometimes, financial controls override service 

delivery needs.” xiii 

The research findings showed that in the PDoH studied, power was bestowed on 

finance managers because of their control of the health budget. This was partly due 

to the province’s history of poor audit outcomes, and the effects of a new CFO who 

was tasked with turning around the financial management of the province. This new 

CFO was also new to the public service and therefore was learning about the ‘way 

things work’ from those who had supported his appointment and the broader finance 

team. The choice to centralise financial management in 2015 was not new, as the 

province has a history of vacillating between decentralised and centralised financial 

management.143 Therefore, it is likely that the CFO was also influenced into making 

this decision by others who had been in the province for longer.  

The Alliance for Health Policy and Systems Research (AHPSR) commented on the 

finding that individual leaders in many African countries departments of health show 

traits of authoritarian and bureaucratic leadership styles.198 This has been connected 

with the often constrained financial environment and a culture of hierarchical 

decision-making and centralised power.199 These characteristics were true of the 

CFO and the PDoH studied for this PhD research and have been found to be true for 

other South African PDoH’s, too.200 Both the individual leadership characteristics of 

the new CFO, and the organisational culture he was operating in seemed to buoy 

and further exacerbate the power imbalance within the senior leadership team and 

between finance and service delivery managers. Similar to the findings in Paper 3, 

Doherty, Gilson and Shung-King (2018) recommend leadership training for public 

health managers that foregrounds reflective practises that make managers aware of 

power imbalances, the value of collaborative decision-making and the importance of 

working in teams rather than alone or in siloes.200  

 

xiii Verbatim quote from participant: iP6 
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The finance team’s power was evident in their control of all expenditure decisions.143 

Furthermore, the primary agenda of the top-management team (comprised of 

finance and service delivery managers) was to improve financial audit outcomes and 

decrease the financial pressure on the department as a result of medical negligence 

claims. This agenda permeated the strategies and solutions put forward, allowing the 

provincial treasury and finance managers to conduct the problem-solving and 

policy/strategy-design process without meaningful input from service delivery 

managers and other key stakeholders in the health system (Paper 1). None of the 

medical negligence strategies selected focused on quality improvement (the most 

widely accepted way to reduce patient-safety incidents)95, reinforcing the agenda 

and paradigm from which the strategies had been developed. 

Paper 2 shed further light on the large ‘power distance’ in the province, between 

finance and service delivery managers but also between the head office and lower 

levels of the health system.143 This power distance has influenced how these teams 

interface with one another and allowed a closed, and hierarchical way of working to 

emerge. The research findings from this PhD therefore supported Mbau and Gilson’s 

(2018) framework, used in Paper 2, that shows a relationship between power 

distance and management styles.2 Two examples of this include: the top-down 

decision-making environment demonstrated in the provincial centralisation 

committee (Paper 2) and the finance and provincial treasury teams’ role in shaping 

the PDoH’s medical negligence claims strategies (Paper 1). Managers across the 

system also reflected that the culture of the province’s leadership style was not 

necessarily attached to one particular individual. Many spoke about the inherited role 

top leadership seemed to take on when assuming their duties in the province (Paper 

2). This is evidence of the stability of organisational culture over time and the effort 

required to change (and sustain that change) an organisation’s culture. This 

limitation of organisational change is not adequately address in Mbau and Gilson’s 

(2018) framework (although it is a common refrain in organisational management 

theory from which the framework drew) and this PhD research offers some realism in 

terms of the work needed to change culture. This is particularly relevant for 

organisations with long-standing members and ways of doing things, such as South 

Africa’s health departments.  
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Managers in the health system expressed their power in resistance to what they felt 

were top-down and centrally driven decision-making that thwarted their ability to 

provide quality care (Paper 1). These findings support the existing HPSR literature 

on discretionary power exercised by frontline managers to remake and re-define 

centrally designed policies to make them more applicable for the local context.41 

However, managers’ belief in their own abilities (power within) had been somewhat 

eroded due to the centralisation reform and the other PFM strategies that excluded 

service delivery and lower-level finance managers from decision-making spaces.143 

The erosion of ‘power within’ has not been widely studied in HPSR and points to an 

important potential outcome of a ‘negative’ (bureaucratic, non-collaborative) 

organisational culture. This provides future researchers with an indicator to measure 

the effect of a negative organisational culture using a power lens, further generating 

empirical evidence for the importance of understanding the inter-relationship 

between power and organisational culture.  

In recent years, several researchers have been studying the process of devolution in 

the Kenyan health system. Barasa et al (2016) used the expressions of power 

framework coupled with Long’s (1999) Actor Interface framework to examine the 

resource-allocation process to county hospitals in Kenya.53 They found that senior 

managers, particularly those in charge of the health budget had more decision-

making power than middle managers, in hospitals with weak leadership. 

Furthermore, they found a power distance between hospital administrators and 

clinical managers, where clinical managers (and clinicians) were excluded from 

resource-allocation decision-making spaces. The paper concludes that these power 

differences (between administrators and clinicians) exist in health systems and need 

to be explicitly managed to be overcome. They suggested that administrators are 

taught some of the ‘soft skills’ that would allow them to build trust, motivate staff and 

support more inclusive leadership styles.53 This aligns to the findings of this PhD, 

that the role of financial management can skew power relations, particularly where 

non-finance managers feel undermined (or don’t believe in their own capacity) in 

their ability to contribute meaningfully. Mbau and Gilson’s (2018) framework also 

showcased the dependent relationship between management styles, participation in 

decision-making and communication and feedback practices. This PhD research 

further explained how centralised, bureaucratic styles not only reduced participation 
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but also shut down communication lines between different levels of the health 

system. It therefore provided more evidence in support of the framework.  

The overarching feeling by many managers in the health system was that the 

concentrated power at the head office, and particularly within the finance team, was 

ill-suited and a barrier to effective service delivery. This resulted in resistance, 

manifesting as the use of what little power these managers had with each other and 

in their facilities to adapt or transform ill-fitting policies for their context. Erasmus et al 

(2017) found that implementation was more successful in hospital’s where 

management took the time to build relationships with implementing staff and explain 

how the policy aligned to the organisation’s values – evidence of a participatory 

culture.20 This approach could also be used to build support for new PFM strategies 

and structures. 

In South Africa’s anticipated National Health Insurance (NHI), the purchaser and 

provider roles are intended to be separated. This separation, which can result in 

greater efficiencies201, is likely to create an even larger power distance between 

service delivery and finance managers given the physical separation and the further 

centralisation (to a national level) of finances. Ensuring that service delivery 

managers are given a voice and decision-making power within the purchasing unit 

(referred to as the NHI Fund) will require an intentional effort to build mechanisms for 

feedback and collaboration across the provinces and levels of the health system.  

Given that the NHI Fund will be a new entity, there is the opportunity to create this 

type of organisational culture from its inception. However, the reality of the same 

players being moved across from PDoHs to the Fund presents a risk as they are 

likely to perpetuate the culture they are familiar with. This should factor into the 

selection and training of the NHI Fund management team. The design of the NHI 

Fund organisationally also should accommodate ways of working that support the 

distribution of power. For example, the creation of multidisciplinary NHI Fund 

teams/units, to ensure the service delivery lens is used for financial decision-making. 
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9.2.2 Accountability: “The only way to be accountable, is to have 

delegations.”xiv   

Accountability came up in two main ways in this research. First, a lack of 

accountability was given as one of the primary reasons for the need to centralise 

financial management and use leadership and management styles that were more 

authoritarian and top-down.143 The second was the strong sense of accountability 

the finance managers felt, because of the pressure on them to uphold the PFM 

regulations and respond to the provincial treasury. This was experienced as highly 

punitive.143 Senior PDoH finance managers reported that they felt under scrutiny 

from the provincial treasury, and other finance managers throughout the system felt 

the PDoH senior finance team were unforgiving as a result of the pressure they were 

under from the provincial treasury (Paper 2). In Paper 1, the financial implication of 

the negligence claims crisis makes clear the interconnectedness of service delivery 

and PFM. Given that claim payments are seen as ‘fruitless and wasteful’ in financial 

audits, which reflects badly particularly on the finance team, there was strong 

pressure to try and manage this financial risk. However, the strategies chosen were 

then all from the perspective of how to improve financial management- leaning 

heavily on bureaucratic methods of accountability (audits and annual performance 

management tools, for example). The case study in Paper 1 is critical in illustrating 

the importance of context in the design and development of even finance-related 

policies in public health systems. These findings also lend credence to the need for a 

collaborative management approach, like the one framed by Agranoff and McGuire 

(2001).3 By including the right managers (and requisite skillset) and creating space 

to identify the problem and potential solutions together, a more appropriate strategy 

can be determined. Paper 1 therefore provides evidence of the risks of a non-

collaborative approach to complex problems, particularly where power is skewed to 

one discipline or functional unit in an organisation.  

Nxumalo et al (2018) suggest that relational factors, like the way people speak to 

one another and creating opportunities for constructive feedback are critical for 

supporting accountability.202 The importance of relational-oriented accountability 

arose in this PhD research as well. Service delivery managers believed that finance 

 

xiv Verbatim quote from participant: iP1 
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managers were not sufficiently aware of the context they were working within and 

that this resulted in unrealistic requests to cut activities or requests for resources. 

Similarly, finance managers felt that the service delivery managers did not pay 

attention to the constrained financial environment and requested funding for items 

that were ‘non-essential’. Both felt misunderstood and frustrated by this lack of 

concern for each other’s environment. The real decline in the budget for health over 

the next three years (discussed in section 4.2.4) is likely to create even more tension 

as finance managers attempt to manage an even smaller budget with the same (or 

perhaps even higher) demand for healthcare services.  

The theme of accountability is intimately linked with a health system’s willingness to 

decentralise financial management.203 Papers 1 and 2 showed how the perception of 

a lack of accountability at the lower levels of the health system was a key reason 

given for centralisation.143 However, Liwanag and Wyss (2019) show (building on 

previous work from Bossert (1998)204) that accountability, capacity building and 

decision-space are dimensions of the same dynamic pyramid, and the widening or 

strengthening of one, will also support the strengthening of the other.205 Finance 

managers expressed that they would like to do some capacity building of service 

delivery and facility managers before they decentralised control. However, it is 

difficult to teach someone about accountability in the abstract205 and this approach 

(of capacity building first) is unlikely to ever make the finance managers feel ‘safe’ 

enough to delegate because they will have no way of really knowing until they 

actually decentralise. Therefore, both the literature and managers in this study have 

emphasised the value of learning on the job.113,143,206 Notably, in McCollum et al’s 

(2018) paper, power was transferred to local politicians, rather than technical experts 

and/or service delivery managers, undermining the impact of devolution on health 

service delivery.49 Giving delegations to the right managers is critical to yield the 

desired effect. If there is resistance to sharing power, it is more likely that efforts to 

decentralise will not yield the desired results. This research therefore also 

showcased the importance of using a power lens to understand why decentralisation 

has not been as successful hoped. 

Opportunities for training on the job will be difficult to create if the provincial 

treasuries insist on maintaining their high level of involvement in the day to day 

financial administration of the department. As a result, the decision to delegate and 
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decentralise cannot be made by the PDoH team alone. Treasury and the PDoH 

finance team could experiment with oversight mechanisms, while testing out 

delegations, to determine a safe way to decentralise in the current South African 

climate which is marred by high levels of corruption and maladministration.158 This 

could provide working examples for the future NHI Fund, too. 

It is important to note that the current PFMA-regulated oversight mechanisms, such 

as the in-year management monthly report that PDoHs submit to their provincial 

treasuries have not managed to effectively protect public funds from nefarious 

spending. To date, financial audits are still positioned as the best way of measuring 

PFM performance, however, the high rate of corruption in South Africa shows up the 

audit process in its inability to timeously become aware of, investigate, and penalise 

corrupt activity.207 The lack of accountability for corrupt spending also contributes to 

(honest) finance managers’ fear of delegating financial control.  

The South African National Development Plan (NDP): 2030 outlines the actions the 

country needs to take to achieve the type of State we envision by 2030. An important 

section of the Plan speaks to the need to shift from a political appointment system to 

a merit-based system.117 This issue is one of the critical challenges driving corruption 

and maladministration in the country.116,158,207 The history behind the political 

appointee system is complex, and rooted in the way the Apartheid government used 

leaders of the former homelands to try and legitimise these pseudo-states. The 

Apartheid government ensured that these leaders were given no formal training for 

these public service roles- leaving the nascent public service of South Africa’s 

democracy with very little professional public service employees116.  

In the State’s failure to intentionally redesign and reshape the organisational culture 

and upskill new employees of the public service at the start of democracy, Chipkin 

and Meny-Gibert  (2012) argue that the new government appointees fell into the 

existing ways of doing things and that this further embedded networks of patronage 

and corruption.116 

The NHI provides another opportunity, at least for the health system, to actively 

change the organisational culture and ways of working in the new entities that are 

planned. For example, the 2019 draft NHI Bill envisions the development of 

contracting units for primary healthcare (CuPs). The CuPs are intended to support 
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the NHI Fund in contracting with local healthcare providers.208 To date, however, 

nothing has been written on where they will be housed, what type of professional 

skills one would need in these units and how these units should measure success.133 

The findings from this PhD have illustrated the challenges of a fragmented and 

siloed health system143,209- if the design of the CuPs is not done deliberately, there is 

a risk that these units will merely perpetuate the current ways of working, and use 

the same ineffective bureaucratic accountability mechanisms to performance 

manage the units. The CuPs will then just add another layer of bureaucracy in the 

health system, and are likely to exacerbate the siloes between PFM and service 

delivery, to the detriment of health system functioning. 

There is strong evidence of how transformative relational accountability mechanisms 

can be from the deployment strategy described in Paper 3.209 Despite the dearth of 

trust between finance and service delivery managers143, those involved in the 

deployment strategy were able to restore trust and build a relationship that supported 

a greater understanding of each other’s context and, ultimately, improve PFM.209 

This provides more nuance to Mbau and Gilson’s (2018) framework which looks at 

organisational culture at a macro level. This PhD research shows that there can also 

be micro-cultures within an organisation that can begin to change ways of working at 

a ‘local’ or more granular level. The recommendations in Paper 2 also suggest that a 

distinct set of responsibilities is delegated to district and facility managers and that 

this is used for practical training and capacity building around the regulatory 

requirements for financial reporting and the use of public funds.143 This would widen 

decision space, allow managers to feel more accountable and, through this practical 

experience, learn how to effectively manage their funds in accordance with the PFM 

regulations. This may also improve perceptions of power within for managers, 

improving their willingness to collaborate. It is worth noting that during this transition, 

the head-office team would need to have regular feedback sessions with the 

delegated managers to assist them where necessary to facilitate optimal PFM. As 

the delegated managers become more comfortable, the head-office team can reduce 

their input to strategic oversight - the intended role for PDoHs in health systems.  

However, relational accountability is more difficult in large, rural provinces where 

there is limited technology infrastructure and the distances between the head office 

and district health offices make it difficult for managers to come together in person 
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regularly for support and oversight. This reality requires the health sector to think 

differently about where it places senior finance managers. In the current model, they 

all are employed at the head office and there is not a culture of regular site visits or 

engagements. One solution could be to employ senior finance managers at the 

district level (while still doing regional-level work and oversight), to provide closer on 

the ground support to service delivery units (Paper 3).209  

Ensuring effective oversight while introducing financial management decentralisation 

is a stated priority in South Africa’s NDP: 2030.117 The NDP specifically mentions the 

role of trust- and relationship-building as critical for technical capacity building and 

optimal governance.117(pp426) The findings from this PhD suggest ways to improve 

organisational culture, which can help realise the country’s effective governance 

goals. 

9.2.3 Trust: “We don’t trust them sometimes.”xv 

Trust, and the lack thereof, was a prominent theme in this research. Several finance 

managers alluded to the PDoH’s lack of trust in the lower levels of the health system, 

and these managers’ ability to adequately manage their expenditure. Hospital and 

district managers also expressed a lack of trust in the head office - showing how the 

trust deficit in the health system was bidirectional. This was detrimental to the 

organisational culture and supported Kodish’s (2017) findings that in an organisation 

marked by mistrust, individuals become self-interested and struggle to co-operate 

and collaborate at the organisation-level.210 This self-interest of actors in the health 

system was explored in Paper 2, through the organisational culture dimension of 

‘institutional collectivism’.143 The paper describes how managers were shown to hold 

onto funds, even when others needed them more, because the resource-allocation 

process was found to be opaque and they didn’t trust that funding would be shared 

equitably. If the NHI Fund embeds this same lack of transparency, it is likely that 

trust would be further depleted and managers and service delivery units would 

become even more protective of themselves, to the detriment of overall health 

system functioning.  

 

xv Verbatim quote from participant: iP2 
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Trust was also eroded through the practices of the organisation, particularly in the 

lack of communication and feedback between the head office and the rest of the 

system.143 Paper 3 discussed how efforts to collaborate fell short when feedback 

mechanisms failed.209 Feedback and communication is supported in the literature as 

a key mechanism required for building trust.83 Trust was also shown in this research 

to be dampened by a lack of participation and inclusion in decision-making143, 

supporting other literature that found that higher levels of participation enabled 

greater levels of trust.20,211 Trust has also been linked to power and management 

style, whereby trust is facilitated when power is shared more equitably and the style 

of management is more participatory and approachable.16,18,20  

Trust building is also not a once-off endeavour, and is strengthened through every 

positive interaction (it is similarly weakened by negative experiences, making trust 

building a lifelong endeavour).90 Trust has also been shown to have a direct 

relationship with policy implementation and this PhD research adds to the empirical 

evidence showing that trust is critical for successful collaboration in health 

systems.209 Although implicit, neither Mbau and Gilson’s (2018) framework nor 

Agranoff and McGuire’s (2001) framework explicitly mention trust. This PhD research 

highlights how integral trust is to system functioning and need for these frameworks 

to explicitly name trust as a key dependency.  

Recently, a research team tested a leadership training programme for health 

managers.15 The intention was to support ‘everyday resilience’ in the health system 

by improving the ‘software’ in these systems. The programme had two core focuses, 

the first on health system theory and context and the second on communication and 

emotional competency (the so called ‘soft skills’).15 The second focus area aligns 

closely with systems software theory in its acknowledgment of how important these 

‘soft skills’ are for improving health system performance.13 The soft skills part of the 

training aimed to provide managers with practical skills related to management 

styles, building trust, and forming positive relationships.15 The training programme 

was particularly successful in helping managers to express their own power, 

empowering them to see themselves as ‘change agents’ in their health system.15 

The findings from Paper 3 also support the value of soft skill training in health 

systems and suggests that this training is opened up to finance managers as well, as 

key health systems actors with substantial power.209  
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Currently, South Africa enforces that everyone in a senior management post in the 

public service undergo a management training coursexvi run by South Africa’s 

National School of Government Department. Therefore, there is already precedent 

for some training prior to entry and an opportunity exists to amend this training 

(perhaps even with an additional module specific to the sector the senior manager is 

entering) to account for the soft skills training mentioned above. 

9.2.4 Collaboration: “It brings us together as a team.”xvii 

Collaboration, as defined by Gray (1989) centres on two or more people working 

together to solve a problem they would not/could not solve on their own.212 This PhD 

has focused on the somewhat intractable problem of better aligning PFM to service 

delivery needs, while still safeguarding public funds. Paper 3 allowed for an analysis 

of what collaboration enables and further provides evidence that a collaborative 

approach is possible in public sector organisations.209 This paper also showed how 

centralisation of financial management does not necessarily mean that there can be 

no collaboration. There was clearly interest in finding ways to work better together 

and this was the springboard for some of the strategies analysed in the paper. This 

means that efforts to improve collaboration do not have to wait for decentralisation of 

financial management to take place. 

Tănase (2013) suggests that participatory budgeting methods, that bring in 

managers from outside the finance domain, tend to yield more realistic, achievable 

and appropriate budgets for organisations.213 Others, like Hofstede (1968) have 

gone so far as to suggest that collaborative approaches to budgeting can improve 

the performance of organisations, making a strong case for a more collaborative 

organisational culture in health systems to support this.214 During 2019 and 2020, the 

Nigerian government attempted to improve collaborative budgeting in its ministry of 

health. The findings from this intervention highlighted the role of leadership and 

management in facilitating a collaborative environment and showed real financial 

improvements in health spending when a more collaborative approach was used.215 

Despite the available research and empirical evidence from some contexts, progress 

 

xvi https://www.thensg.gov.za/training-course/sms-pre-entry-programme/ 

xvii Verbatim quote from participant: iD13 
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on participatory budgeting inside health systems remains stunted, and siloed, and 

finance-driven budgeting in health systems is still the norm in most countries.101,216 

Notably, trust is viewed as one of the facilitators of collaboration and this research 

was also able to assess what the impact of a trust deficit was on managers’ ability 

and willingness to work together. This PhD’s findings align to the CPM framework in 

finding trust to be a key facilitator for collaboration and supports similar findings in 

the HPSR literature on the role of trust as a factor in successful policy 

implementation.217 Organisational siloes have also been shown to be detrimental to 

fostering a collaborative environment and one of the suggested remedies is inter-

disciplinary units that can break down these siloes by bringing different managers 

together more regularly to support better communication and sight of one another’s 

contribution to the organisation.86 This is referred to as ‘cross-functional’ teams by 

Dean (2010).86 This aligns to the findings in Papers 2 and 3 that suggest ways to 

bring managers more regularly into one another’s physical space.  

Mash et al (2013) found a relationship between organisational culture and health 

system performance.218 The authors investigated the relationship between 

organisational culture, values, and performance in five community primary 

healthcare (PHC) centres in one province of South Africa. In the PHC centres 

studied, the authors found that the hierarchical and centrally-controlled decision-

making culture (measured through a quantitative tool) was hindering performance.218 

They suggest that management mediate their leadership style to rather foster 

internal collaboration (through open information channels) and shared decision-

making. The authors also link the organisation’s culture strongly to the leadership 

style of its senior managers and recommend leadership and management 

development programmes to support a shift in the organisation’s culture to one that 

is more collaborative.218  

The institutional separation of the purchaser-provider split under the envisioned NHI 

presents a challenge for the health system. If poorly managed, it could remove any 

opportunity for collaboration between local-level service delivery managers and the 

centralised NHI Fund. Although CuPs are described as a bridge between the NHI 

Fund and the local provider units, there is currently not enough detail in the NHI-

related policy and supporting documentation on how the Fund will interact on a day 
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to day basis with the service delivery platform. A single purchaser has some 

efficiency benefits with regards to a larger risk pool and centralised procurement of 

some key goods and services. However, large scale centralisation is out of sync both 

with best practice in other countries with similar systems and with the findings from 

this PhD research that physical separation has a negative impact on authentic 

collaboration. The CuPs need to be given sufficient authority and decision-making 

power rather than just become an extension of the NHI Fund.  

9.3 Implications of the findings 

Power, trust, accountability, and collaboration show interdependencies in this 

research. This PhD provides evidence for how a collaborative management 

approach can transform relationships and support a PFM environment that is an 

enabler for service delivery.  

Figure 11 shows the key findings per theme, as discussed in this section.  

Figure 11: Summary of integrating narrative 

 

Power

The financial 
management role 
can skew power 

relations in health 
systems. (Paper 1)

Centralised 
decision-making 

with a large power 
distance can result 
in ill-suited policies. 

(Paper 2)

Accountability

The provincial 
treasury's strong 
oversight role has 

an influence on the 
organisational 

culture of the PDoH. 
(Paper 2)

Movement of senior 
finance managers 
into district health 
offices can suport 

'on-the-job' training 
for financial 

decentralisation. 
(Paper 2 and 3)

Trust

Trust is a pre-
requisite for 

effective 
collaboration. It can 

be built through 
more effective 
feedback and 

communication 
mechanisms. 

(Paper 3)

The introduction of 
'soft skills' and 
sector-specific 

content training can 
be catalytic in 
improving trust 

between managers 
of different 
disciplinary 

backgrounds. (Paper 
3)

Collaboration

While some effective 
collaboration can take 

place at the micro-
level, building a 

collaborative 
organisational culture 

requires a 
participatory 

leadership style. 
(Paper 1 and 3)

Physical separation of 
finance and service 

delivery units is 
detrimental to 

authentic 
collaboration and risks 
further embedding the 
disconnect between 
these arms of the 

health system. (Paper 
2 and 3)
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The integrating narrative has described why there is tension between finance and 

service delivery managers in health systems. This is largely related to the 

bureaucratic and highly regulated PFM environment which makes finance managers 

reluctant to release control, alongside service delivery managers’ unwillingness to 

grapple with the financial management regulations and requirements. This tension is 

thwarting health system functioning, and future UHC reform, as the organisational 

context and culture is preventing open communication and participatory decision-

making. As a result, the health system is unable to cope with everyday challenges 

(like resource constraints) and acute crises (like the negligence claims context) 

effectively. 

This lack of resilience has resulted in the department being unable to easily adapt or 

respond to adverse events and challenges- with finance managers unwilling to apply 

more flexible finance structures and service delivery managers unable to 

meaningfully improve healthcare quality despite available clinical governance 

expertise. This furthered the trust deficit between finance and service delivery 

managers, which further shut down communication.  

A health system with a skewed power imbalance and a lack of trust was also shown 

to be less effective at designing appropriate policies and strategies, showing the 

practical value of organisations working on their culture- system ‘software’ is not just 

a ‘nice to have’ but a crucial enabler of functioning. This research highlights the need 

for leadership training for all senior managers as well content-specific training such 

that finance and service delivery managers are better able to engage with each 

other’s disciplines. This finding adds to the very recent evidence being generated on 

the potential of ‘soft skill’ training for health managers of all disciplines. Another less 

costly and time-intensive method to support inter-disciplinary learning is by bringing 

managers into the same physical space more often, or by creating posts for finance 

managers inside the service delivery platform. This research is one of the first to 

showcase the value of this physical proximity and to suggest ways of restructuring 

the system to facilitate collaboration.  

9.4 Recommendations 

This section highlights the overarching recommendations from this PhD, pulling 

together key cross-cutting recommendations over and above those outlined in each 
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of the research papers. This research focuses particularly on the way PFM intersects 

with service delivery and provides useful lessons for South Africa while we design 

our approach to UHC, and, in particular, how the purchaser and provider arms of the 

health system should work together once they are split (as it is currently envisioned). 

I have used this lens to decide which recommendations to include in this thesis and I 

have also tried to be mindful of the lessons that may be most valuable for the 

development of South Africa’s National Health Insurance and the associated UHC it 

should facilitate. My hope is that the findings from this research might be used by 

others in the field as we embark on this ambitious set of health system reforms.  

The first set of recommendations are specific to the PDoH studied. The second set 

are relevant for the broader South African context. Qualitative research is not 

generalisable in the same way that quantitative research is, however, there are 

lessons from this PhD which are meaningful for other settings in the country. The 

final set of recommendations relate to the global health systems and policy research 

environment. 

9.4.1 Recommendations specific to the provincial department of 

health studied 

1. Rotate the chair of the centralisation committee between finance and service 

delivery managers, to dilute power concentration and support collaborative 

management. 

2. Invite district level staff to attend the centralisation committee meeting, on a 

voluntary basis, so they can better understand how decisions are made. If 

they are unable to physically travel, they could be accommodated through a 

virtual meeting invitation.  

3. Improved documentation of claims from lodgement, settlement and payment 

is important to protect the department from unnecessary expenditure.  

4. Delegate a discrete list of responsibilities to the lower levels of the health 

system to provide opportunities for capacity building and promote 

accountability. 



120 

 

9.4.2 Recommendations specific to the South African health 

system 

1. Use the multidisciplinary monthly district-level budget advisory committee 

meeting (referred to as the monthly finance meeting in Paper 3) as a space to 

prioritise activities in relation to the available budget. This requires a neutral 

facilitator and space for service delivery managers to engage with the 

materials and participate fully in the meeting and associated decisions. 

2. Move some provincial-level finance managers into service delivery units (or 

facilities) to support relational accountability and improve finance managers 

understanding of the service delivery context. This will also help the finance 

managers to feel safer when delegating financial responsibility to lower levels 

of the health system. 

3. Where financial management centralisation is in place, expenditure review 

committees should rotate their leadership to avoid an over concentration of 

power within the financial management team. 

4. Presently in South Africa, all senior managers in the public sector are required 

to complete training in order to take up their post. This training should be 

expanded to include leadership, management and other ‘soft’ skills which 

would help to shift the culture of PDoHs, over time. For existing management, 

this training could be run by government training centres and managers could 

be given a 3-5 year period in which to complete the training.  

9.4.3  Recommendations for global health systems and policy 

research environment 

1. Building trust between finance and service delivery managers is key to 

improving organisational culture which, in turn, will have a positive impact on 

a health system’s ability to render services.  

2. Health systems should be mindful of the power associated with the financial 

management role and actively find ways to share power and support more 

collaborative management strategies. 

3. Relational accountability is predicated on trust and has been shown to 

improve accountability more so than bureaucratic accountability mechanisms. 

Efforts to support relational accountability, like creating multidisciplinary units 

within the health system, can strengthen PFM and service delivery alike. 
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9.5 Contribution of this PhD  

This PhD has contributed in several ways to the body of knowledge on health 

systems in lower- and middle-income countries. This research question was 

designed, developed, and analysed from a South African perspective. This has 

enriched the findings, ensuring our local context is taken into account when 

analysing and framing the findings and recommendations.   

Firstly, this PhD’s interdisciplinarity provides a strong basis on which to understand 

managers’ experiences of PFM and the way PFM policies influence organisational 

culture and relationships.  

Secondly, exploring trust and organisational culture at the managerial level is an 

under-represented area of research for health systems. In particularly, investigating 

how finance managers influence and shape the culture is novel and important, 

especially as countries talk about moving towards purchaser provider splits which 

could further fragment these two arms of the system. 

Thirdly, this research adds to the growing body of literature showcasing the 

importance of using a power lens in health systems research.  

Lastly, this research has contributed to HPSR praxis for lower- and middle-income 

countries, widening the available empirical evidence for LMICs.  

9.6 Strengths and limitations 

The limitation of not living in the province studied, for ethnographic research in 

particular, is described in each research article. This limitation was mitigated by a 

longer data collection period (a full year) and more frequent data collection visits (6 

visits). Prolonged engagement is a widely accepted strategy to ensure richness in 

qualitative research.219 Some of the visits were also scheduled around important 

points in the budget cycle (such as the preparation period for the MTEC hearings) 

ensuring the data analysed was representative of a full financial year cycle. Another 

limitation was that I was unable to secure interviews with the PDoH Head of 

Department and the State Attorney. While the interviews I did conduct were rich and 

valuable, these two actors could have provided further nuance into the centralisation 

policy and the medical negligence claims environment in the province.  
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A further limitation pertains to the study taking place in only one province. Although 

this allowed for much deeper immersion and a thick description, it would have added 

insight and the ability to draw comparisons across two quite different study sites if 

more than one province was studied. However, the presentation of the research 

findings at local conferences and to national stakeholders was helpful in drawing out 

the recommendations that are applicable to other PDoHs in the country. Given my 

experience through my role at the NDoH, I also had substantial knowledge of the 

other PDoHs that allowed me to note the areas that may be useful and pertinent for 

other South African PDoHs.  

The findings of this PhD were presented to the National Treasury and the two 

stakeholders present stated that the findings aligned with their experience of the 

South African public health system. This lends credence to the findings of this study 

(and its trustworthiness). The member-checking process also strengthened this 

research. Participants were able to contribute to the recommendations from the 

findings and were in support of the overarching findings and key themes that 

emanated from the data.  

Another strength of this research was the level of trust I was able to establish with 

participants and the top leadership. This was supported by my previous work in the 

province. The research topic had the potential to bring tensions and conflict to the 

surface, therefore I needed to be able to garner trust across the disciplines, 

hierarchies, and levels of the health system to generate meaningful data.  

There was only one interview where it was clear that the person did not trust me, nor 

the purpose of the research. I was an observer in a site-visit where the finance team 

from the NDoH came to discuss the hospital’s finances, with the provincial finance 

team. I conducted the interview directly after the site visit and it enabled me to 

recognise that there was a disconnect between the CEO’s demeanour and 

responses from what she had displayed in the meeting. The data from the interview 

were a clear outlier from the rest and were not used in any of the articles.  

9.7 Areas for further research 

Research on the following areas would further strengthen and expand on the 

findings from this research: 
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- A similar study could be conducted in a different province to areas of thematic 

overlap and differences as a result of contextual differences between 

provinces in South Africa 

- A political economy analysis of the province would be invaluable in further 

drawing out the power dynamics at play inside and external to the department 

of health 

- Further research on the relationship between funding and quality of care 

would be valuable in providing more evidence on the contribution of system 

software factors as compared to the impact of resources on quality. This may 

provide some non-financial mechanisms for improvement for the country to 

consider.    
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CHAPTER 10. CONCLUSION 

This PhD aimed to understand managers’ experiences of public financial 

management policies and reforms. Managers experienced the centralisation reform, 

and its implementers, as detrimental to their ability to render services. Managers 

perceived there to be a power imbalance in the health system, favouring the finance 

team and this was seen to be inappropriate. The organisational culture of the PDoH 

was also affected, with managers experiencing the management style as 

authoritarian and the system as having poor feedback and communication 

mechanisms. This further concentrated power centrally and limited opportunities for 

collaboration across disciplinary siloes. The research showed a large trust deficit in 

the PDoH and this impeded on opportunities for authentic collaboration. Ultimately, 

the research found interdependencies between power, accountability, trust, and 

collaboration and how these influence health system functioning. 

This research provides empirical evidence for how a collaborative management 

approach can transform relationships and support the development of a PFM 

environment that is an enabler for service delivery. Changing this dynamic in health 

systems would support improved service delivery and, ultimately, health outcomes. 

The findings from this PhD could, therefore, support South Africa in its design phase 

of the NHI.  
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Appendix 5: Informed consent leaflets 

Participant Observation 

 

Research Title: The impact of institutional work on policy implementation in South 

African Departments of Health, with a focus on financial management, planning and 

service delivery units  

Principal Investigator: Jodi Wishnia 

Date: XX XX 

Dear Colleague, 

Introduction 

I am doing my PhD in Public Health, through the University of the Witwatersrand’s 

Centre for Health Policy. My research aims to better understand how people and 

organisational contexts affect the quality of policy implementation in the South 

African public health sector. Through my work with the National Department of 

Health, I have been able to learn about how the system functions and where 

potential areas for concern lie. I hope that this research could give departments 

valuable insight into possible strategies to improve financial management, based on 

the experiences and knowledge of the many potential participants in this study. 

Invitation to participate 

I would like to invite you to participate in this research study given your position 

within the public health system.  

What is involved in the study?  

I will be observing and writing down thoughts and reflections during key meetings in 

which you may be a part of. My aim is not to influence the meeting in any way but 

rather to observe the way things currently function and use this to understand the 

existing practices and processes in your department. The study will observe 

approximately 50 people per department, depending on who agrees to participate. 

Unique Number: 
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All participants will be employees or consultants in the department of health. There is 

nothing you will need to actively do to participate, as I would like to observe you 

during your everyday work life. 

Risks 

There are no risks to participating in this research. All data will be anonymised so 

that any observations made will not be traceable to the individual concerned.  

Benefits 

There are no financial or other benefits to participating in this research. The findings 

of the study will be shared with all departments and all participants in the hope that 

the findings may help improve policy implementation.  

May you withdraw from the study?  

Certainly, you may do this at any time without having to give a reason. Participating 

in this research is completely voluntary. Not taking part in it, or withdrawing from it, 

carries no negative consequence of any sort. 

Reimbursements 

Should there be any cost to the participant, the researcher will reimburse him/her, 

however this is unlikely given that the research will be conducted during work hours 

in the participant’s work environment. 

Confidentiality 

The researcher will anonymise all information so that it is not possible to trace who 

the individual participants or departments were that took part in the study. The data 

will be kept in password protected files on the researcher’s computer.  

Who to call for more information? 

You are welcome to call me on 076 862 3221 or email on jodiwishnia@gmail.com 

You are also welcome to call the Research Ethics Committee administrator and chair 

Ms Zanele Ndlovu on 011 717 1252/2700/1234/2656 or email on 

zanele.ndlovu@wits.ac.za to report any complaints / problems. 

mailto:jwishnia@clintonhealthaccessinitiative.org
mailto:zanele.ndlovu@wits.ac.za
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Informed Consent 

Please circle your choice 

I hereby consent/do not consent to the researcher observing me and taking notes 

during meetings that I am in: 

 

Name and Surname  

Department and rank  

Date  

Signature  
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Interviews 

 

Research Title: The impact of institutional work on policy implementation in South 

African Departments of Health, with a focus on financial management, planning and 

service delivery units  

Principal Investigator: Jodi Wishnia 

Date: XX XX 

Dear Colleague, 

Introduction 

I am doing my PhD in Public Health, through the University of the Witwatersrand’s 

Centre for Health Policy. My research aims to better understand how people and 

organisational contexts affect the quality of policy implementation in the South 

African public health sector. Through my work with the National Department of 

Health, I have been able to learn about how the system functions and where 

potential areas for concern lie. I hope that this research could give departments 

valuable insight into possible strategies to improve financial management, based on 

the experiences and knowledge of the many potential participants in this study. 

Invitation to participate 

I would like to invite you to participate in this research study given your position 

within the public health system.  

What is involved in the study?  

I would like to interview you to gain a greater understanding of your experience of 

working in the public health sector. The interview will not have set questions. I will 

explain what I would like to try and understand and then allow you to speak freely on 

the topic. It is therefore not possible to give you the questions that will be asked 

beforehand, however you will be able to speak only about issues you feel 

comfortable sharing. If possible, I would like to audio record the interviews so that I 

can ensure all the information is captured but this is not compulsory and can be 

Unique Number: 
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agreed upon when scheduling the interview. A separate consent form will be made 

available should you agree to be audio-recorded. 

Risks 

There are no risks to participating in this research. All data will be anonymised so 

that any observations made will not be traceable to the individual concerned.  

Benefits 

There are no financial or other benefits to participating in this research. The findings 

of the study will be shared with all departments and all participants in the hope that 

the findings may help improve policy implementation.  

May you withdraw from the study?  

Certainly, you may do this at any time without having to give a reason. Participating 

in this research is completely voluntary. Not taking part in it, or withdrawing from it, 

carries no negative consequence of any sort. 

Reimbursements 

Should there be any cost to the participant, the researcher will reimburse him/her, 

however this is unlikely given that the research will be conducted during work hours 

in the participant’s work environment. 

Confidentiality 

The researcher will anonymise all information so that it is not possible to trace who 

the individual participants or departments were that took part in the study. The data 

will be kept in password protected files on the researcher’s computer.  

Who to call for more information? 

You are welcome to call me on 076 862 3221 or email on jodiwishnia@gmail.com 

You are also welcome to call the Research Ethics Committee administrator and chair 

Ms Zanele Ndlovu on 011 717 1252/2700/1234/2656 or email on 

zanele.ndlovu@wits.ac.za to report any complaints / problems. 

 

mailto:jwishnia@clintonhealthaccessinitiative.org
mailto:zanele.ndlovu@wits.ac.za
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Informed Consent 

Please circle your choice 

I hereby consent/do not consent to the researcher interviewing me.  

Name and Surname  

Department and rank  

Date  

Signature  
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Permission to Audio-Record Interviews 

 

Research Title: The impact of institutional work on policy implementation in South 

African Departments of Health, with a focus on financial management, planning and 

service delivery units  

Principal Investigator: Jodi Wishnia 

Date: XX XX 

Dear Colleague, 

Thank you for agreeing to be interviewed for this study.  

In order to capture our conversation as accurately as possible, it would be helpful to 

be able to audio-record our discussion.  

Please circle your choice below with regards to being audio-recorded and sign this 

form.  

I hereby consent/do not consent to be audio-recorded during my interview with the 

researcher. 

Name and Surname  

Department and rank  

Date  

 

Signature  

 

 

Unique Number: 



158 

 

Appendix 6: Faculty approval for change of thesis title 
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Appendix 7: Observation guide 

 

 

Adapted from: Trent Focus for Research and Development in Primary Health Care: How to Use Observations in a Research 

Project 220 

 

To fill in prior to observation 

Date:  

Department of Health:  

Name of Meeting:  

Stated purpose of Meeting:  

Stated aim of meeting (if any):   

Meeting type: Routine/ Ad hoc/ emergency 

/ special / other (elaborate) 

 

Name of Chair:  

Occupation/Position of Chair:  

 

To focus on during observation 

Participants 

• Units from which the members originate 

• Number per unit 

• Which unit is ‘owner’ of the meeting (is it the same unit as chair is from, or 

different) 

• Does one participant/unit dominate 

Preparing for Observation

Determine the purpose of observation as 
per the research objectives

Determine the people to be observed 
(individuals/groups)

Gain entry into the context

Select key dates for observation

Prepare for how you will explain research, 
given that you are a participant in the 

setting too

Plan how notes will be taken

During Observation

See observation tool

Take notes of all observations - these can 
be refined/excluded later as necessary

After Observation

Write up and expand notes every evening 
after observation to ensure no data is lost

Use reflexive journalling as a means to 
understand researcher influence, bias, 

position and understanding of experience
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Actions 

• Time of arrival versus start time of meeting 

• Seating arrangement 

o Do colleagues sit in groups 

o At the table or removed 

• Which colleagues participate in the meeting (measured by talking, lack of 

distractions, body language and non-verbal communication) 

o How many  

o From which unit 

Behaviour 

• Behaviour of meeting chair 

o Authoritative/engaged/relaxed/disinterested/rushed etc 

• Response of attendees to chair 

o Engaged/bored/frustrated 

o On cell phone/laptop/distracted by work or non-work (social media etc) 

• Body language during meeting (engaged, busy, frustrated) 

• Tone of voice during participation 

Content of Meeting 

• Did the meeting achieve its aim? 

• What are the resolutions? 

• How is consensus reached? 

o Chair decides 

o Members vote 

o Imposed/dictated 

o No consensus 

• How do members respond to resolution decisions? 

o Indifference, frustration, anger 

o Satisfied/pleased/invested 

• Who/which unit is responsible for the next steps? 

• Are their dates associated to assigned tasks? 

• Who will follow up? 
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• Are there consequences to non-performance? (Can be observed in the next 

meeting as well) 
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Appendix 8: Grand Tour Interviews 

Target audience: Provincial Managers 

My research is focusing on the experience of working within the department of 

health. I am particularly interested in your day-to-day life and how you cope with 

challenges of working within this organisation. I would like to hear your experience of 

working in your current role. I am particularly interested to hear how and when you 

interact with other managers from different units within the head office as well as the 

district health offices or facility managers. 

I have a few standard questions I will ask throughout the interview, but please also 

feel free to tell me anything else that seems relevant.  

a) Can you take me through your average day/week- what are your daily tasks 

and how do you manage them? 

b) How do you see your role? What are your core functions both in the head office 

and in the greater health system of the province? 

c) Say you need to change the way something is currently being done, how would 

you go about doing that? Who are the people you would talk to and what actions 

would you take to make the change happen? 

d) How often do you interact with other managers from different units within the 

head office and what are some of the main reasons you hear from them? 

e) If you are told of a new policy initiative, what is the usual process for designing 

the policy for your province? Take me through the process from the moment 

you hear about the policy, to how you plan for it (who you talk to, what you 

prepare etc.) and how you communicate the policy down the health system 

f) Can you tell me a story of when you were trying to do your job, and something 

stopped you from being able to do it to your best ability? 

g) What do you think is the reason for the high numbers of medicolegal cases in 

the province? 

i. If you could design a medicolegal strategy to improve the high number 

of claims in the province, what would be your first actions? 
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Target audience: District Managers 

My research is focusing on the experience of working within the department of health. 

I am particularly interested in your day-to-day life and how you cope with challenges 

of working within this organisation. The district office can be viewed as the 

implementing arm of head office and I would like to hear your experience of this role. 

I am particularly interested to hear how and when you interact with head office and 

whether this support is valuable to you. I am also interested in how you have 

approached your role as district manager and what processes you have in place to 

manage the district office.  

I have a few standard questions I will ask throughout the interview, but please also 

feel free to tell me anything else that seems relevant.  

h) Can you take me through your average day/week- what are your daily tasks 

and how do you manage them? 

i) How do you see your role as district manager? What are your core functions 

both in the district and in the greater health system of the province? 

j) Say you need to change the way something is currently being done, how would 

you go about doing that? Who are the people you would talk to and what actions 

would you take to make the change happen? 

k) How often do you interact with head office and what are some of the main 

reasons you hear from them? 

i. Do you ever initiate contact with the head office and what are some of 

the main reasons for doing so? 

l) If you are told of a new policy initiative, how do you go about implementing it? 

Take me through the process from the moment you hear about the policy, to 

how you plan and implement it (who you talk to, what you prepare etc.) 

m) Can you tell me a story of when you were trying to do your job, and something 

stopped you from being able to do it to your best ability? 

n) What do you think is the reason for the high numbers of medicolegal cases in 

the province? 

i. Do you think the district office plays a role in any way? 

ii. If you could design the strategy to improve it, what would be your first 

actions? 



164 

 

 

Target audience: District level staff 

My research is focusing on the experience of working within the department of health. 

I am particularly interested in your day-to-day life and how you cope with challenges 

of working within this organisation. The district office can be viewed as the 

implementing arm of head office and I would like to hear your experience of this role. 

I am particularly interested to hear how and when you interact with head office and 

whether this support is valuable to you.  

I have a few standard questions I will ask throughout the interview, but please also 

feel free to tell me anything else that seems relevant.  

a) What is your role in the district? 

b) Can you take me through your average day/week- what are your daily tasks 

and how do you manage them? 

i. What are your core functions in the district? 

ii. Is your work mostly routine or mostly unplanned (why?) 

c) How often do you interact with head office and what are some of the main 

reasons you hear from them? 

i. Do you ever initiate contact with the head office and what are some of 

the main reasons for doing so? 

d) Can you tell me a story of when you were trying to do your job, and something 

stopped you from being able to do it to your best ability? 

e) Now, think about when something happened, or someone did something, that 

helped you to perform your job better. Can you tell me more about it? 

f) If you are told of a new policy initiative, how do you go about implementing it? 

Take me through the process from the moment you hear about the policy, to 

how you plan and implement it (who you talk to, what you prepare etc.) 

g) How do you experience the way resources (financial and technical) are 

allocated in the province?  

i. Can you think of any examples to help me understand your experiences? 
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Target audience: Hospital CEO 

My research is focusing on the experience of working within the department of 

health. I am particularly interested in your day-to-day life and how you cope with 

challenges of working within this organisation. Hospital CEOs are expected to be 

managers who have clinical, financial, HR and many other skills. Therefore, it will be 

valuable to understand how you manage your role and how you experience both the 

support you get from the district or head office and how you give support to the 

clinics and CHCs underneath you. Please also take me through the process of 

planning and budgeting for your facility and how this may need to adapt in-year.  

I have a few standard questions I will ask throughout the interview, but please also 

feel free to tell me anything else that seems relevant.  

a) Can you take me through your average day/week- what are your daily tasks 

and how do you manage them? 

b) How do you see your role as CEO? What are your core functions both in the 

hospital and in the greater health system of the province? 

c) Say you need to change the way something is currently being done, how would 

you go about doing that? Who are the people you would talk to and what actions 

would you take to make the change happen? 

d) Can you tell me a story of when you were trying to do your job, and something 

stopped you from being able to do it to your best ability? 

e) Can you tell me the story of a time when you interacted with PDoH 

managers/colleagues and how that affected your ability to do your job? 

f) Now, think about when something happened, or someone did something, that 

helped you to perform your job better. Can you tell me more about it? 

g) If you are told of a new policy initiative, how do you go about implementing it? 

Take me through the process from the moment you hear about the policy, to 

how you plan and implement it (who you talk to, what you prepare etc.) 

h) Do you have delegations (financial or HR) 

i. if yes, how have you experienced managing these 

ii. if no, how does this effect your ability to manage, what are some of the 

practical effects of not having delegations as a hospital manager 

i) Has your hospital experience medicolegal claims in the last 5 years? 
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i. If yes, why do you think these happened? What do you think is the root 

cause and how could you/the PDoH improve these? 

ii. If no, why do you think this is the case? Do you think your hospital is 

managing differently from others to achieve this positive result? 

 

Target audience: District Clinical Specialist Team member  

My research is focusing on the experience of working within the department of health. 

I am particularly interested in your day-to-day life and how you cope with challenges 

of working within this organisation. As one of the new NHI policy initiatives, I would 

like to hear some of your stories and experiences of being part of the DCST and what 

has made building the programme easy or more difficult. I also would like to hear how 

you interact with the district health office and the provincial department of health and 

whether the current engagement is optimal.  

I have a few standard questions I will ask throughout the interview, but please also 

feel free to tell me anything else that seems relevant.  

a. Please describe your role and responsibilities in the team 

b. Can you take me through your average day/week- what are your daily tasks 

and how do you manage them? 

c. Say you need to change the way something is currently being done, how would 

you go about doing that? Who are the people you would talk to and what actions 

would you take to make the change happen? 

d. Can you tell me a story of when you were trying to do your job, and something 

stopped you from being able to do it to your best ability? 

e. In your role as a DCST member, you probably sometimes have to give advice 

to facility to district staff. How would you do this (practical steps)? What 

approach would you take?  

f. Can you tell me the story of a time when you interacted with PDoH 

managers/colleagues and how that affected your ability to do your job? 

g. Now, think about when something happened, or someone did something (within 

provincial, district office or in the facilities), that helped you to perform your job 

better. Can you tell me more about it? 
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h. From your perspective, what do you see as some of the major challenges of 

the department at the moment? 

i. How do you see your role in relation to the medico-legal strategy in the PDoH? 

Is the DCST being used to improve medico-legal cases at all? 
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