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Abstract

Background
Decentralised and evidence-informed health systems rely on managers and practitioners at all levels
having su�cient ‘decision space’ to make timely locally informed and locally relevant decisions. Our
objectives were to: (a) understand decision spaces in terms of constraints and enablers (using a
framework focused on authority, accountability and capacity and the interrelationships between these
domains); and (b) outline opportunities through which to expand and enhance them in an understudied
rural context in South Africa.

Methods
This study examined decision spaces within Mpumalanga Province, using data and insights generated
through a participatory action research process with local communities and health system stakeholders
since 2015, which was triangulated with published documents and research team participant observation
to produce �ndings on the three core domains at three levels of the health system.

Results
There is signi�cant capacity in the system, which is delivering on many of its goals, with areas of high
achievement. While lines of authority are generally well-de�ned, personal networks take on an important
dimension in how stakeholders can act. This is expressed through marked ingenuity and a range of
informal coping strategies built on local relationships. There are constraints in terms of limited formal
external accountability to communities and internal accountability which is weak in places for individuals
and focused more on meeting performance targets set at higher levels and less on enabling effective
local leadership. More generally, political and personal factors are clearly identi�ed at higher levels of the
system, whereas at sub-district and facility levels, the dominant theme was constrained capacity,
affecting all health system components.

Conclusions
Decision space can be opened up through supporting leadership and organisational culture changes. In
this scenario, the real resources in the system, which are human, technical and �nancial, can be
empowered to realise potential more fully. The article adds to existing literature by applying a decision
space lens at multiple levels of a decentralised health care system, focusing on a broad range of
capacities, and providing future directions to support and expand existing capacity.

Introduction
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Decentralisation is a widely adopted and promoted strategy as a means towards health sector reform (1).
In South Africa, the health system has been decentralised since 1994 to provincial level, consistent with
the overall policy for government in the South African Constitution (2). In Mpumalanga province, South
Africa, the VAPAR project has aimed, since 2015, to create collaborative spaces for evidence
coproduction, action and learning from action to address health policy-implementation gaps. By
engaging community, health systems and other governmental and non-governmental stakeholders in the
co-creation of knowledge about determinants of health and barriers to health care access, it aims to
support action and learning to address these at community level, but also within public systems for
health and other relevant sectors.

On the health system side, this approach relies on there being decision space, meaning decision-making
power which can be exercised by managers (3), within public administrations to act on better
understanding of community challenges and priorities. The aim of this article is to examine this in
practice at multiple levels in one province in South Africa, using VAPAR project data and insights,
participant-observation by team members, public documents and public data. Its objective is to
understand constraints on decision space but also opportunities to expand and enhance it, with a
particular focus on the role of evidence and co-production. It focuses on child health as a tracer condition
with which we have engaged, although many of the features highlighted are cross-cutting to other
programme areas. The article adds to existing literature by using a decision space lens at multiple levels
of a decentralised system and focusing on a broad range of capacities, some of which (such as
infrastructure and information) have been relatively neglected in the literature to date (4).

De�nitions and framework
Decision space is de�ned as “the range of effective choice that is allowed by the central authorities to be
utilised by local authorities” (3) and represents the degree of decentralisation granted to an individual or
organisation. This space can be formally de�ned by laws and regulations, or informally by lack of
enforcement of these formal de�nitions that allows lower level o�cials at each level to ‘bend the rules’.
The assumption is that with increased decision space, managers can make decisions that are more
innovative, e�cient and responsive to local conditions and that this will improve the quality of service
delivery (4).

The paper adopts a conceptual framework (5) which sees decision space as an emergent property of the
authority, capacity and accountability within an organisation, as well as the context in which it operates.
Authority provides the de jure decision space by de�ning roles and responsibilities which enable
managers and staff to take action. However, while it is necessary, it is not su�cient, if other features
(capacities and accountability) are missing or misaligned. When authority is unclear or fragmented, as is
commonly the case, accountability can be undermined (5).

Capacity is what enables the organisation to function (6), and includes administrative, technical,
organisational, �nancial and human resources. Some of these capacities are inputs, such as �nance and
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staff, but they also include the capacity to manage inputs well. Resources (inputs) are necessary but not
su�cient without management capacity, with which they are interdependent (5). Without resource
capacities to ensure organizational functioning, management capacities could also be redundant.
Capacity and authority also need to go in step if resources are to be used well. Limited evidence suggests
that where resource capacities fall short of what is required for organizational functioning, managers
may resort to informal decision-making strategies to ful�l responsibilities and mitigate bureaucratic
constraints, choosing to stretch the boundaries of the formal decision space granted to them (4).

Desirable features of capacities link closely to standards for strong health systems generally. For
example, �nancial capacity would be assessed according to adequacy, regularity, �exibility and
predictability (7). For human resources, control over hiring, payment, performance assessment and
management, and motivation would be key. For management, technical skills such as planning and
management of staff, medicines and supplies and infrastructure are important, as well as having access
to relevant information and the ability to use it effectively.

Health management information systems produce large amounts of data, yet data are rarely used in local
decision-making (8). In addition, leadership capacity is critical – the ability to create and share
organisational vision and motivate staff to adopt it, for example (9). According to Gilson et al., 2014,
Primary Health Care (PHC) will only become a lived reality within the South African health system when
front line staff are able to make sense of policy intentions and incorporate them into everyday routines
and practices. This requires a leadership of sensemaking that enables front line staff to exercise
collective discretionary power to deal with particular contextual needs at the front line of policy delivery.

Accountability refers to answering for decisions or actions, often with the purpose of reducing abuse and
improving system performance. It can refer both to the mechanisms for being held responsible for doing
the right things and doing them effectively (5, 6), but also the outcome of these. Commonly, a distinction
is drawn between bureaucratic and external accountability (11) – the former indicating vertical systems
within an organisation, such as planning, target setting, supervision, monitoring, reporting and audits,
while the latter is most commonly enacted in the health system through formal community participation
mechanisms such as health facility committees and hospital boards. Accountability affects decision
space (positively and negatively) and helps to direct its use (4).

Community accountability (12) is an approach to strengthening public accountability through direct
involvement of clients, users or the general public in health service delivery. Different measures to
enhance community accountability, linked to peripheral facilities, include clinic committees and health
interest groups, public report cards and patients’ rights charters. A recent literature review highlighted the
way in which bureaucratic accountability mechanisms often constrain the functioning of external
accountability mechanisms. Front line managers and providers may be constrained from responding to
patient and population priorities due to organizational cultures characterised by supervision and
management systems focused on compliance to centrally de�ned outputs and targets (11). This may be
driven by the need to control misuse of resources, lack of con�dence in managers’ capacities, or both.
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This bureaucratic accountability can crowd out community accountability (13), creating a ‘compliance
culture’ which focuses more on tasks than outcomes.

The context
The role of context is also widely recognised as important in relation to these domains and their impact
on decision space. Socio-cultural and political factors in�uence all these relationships, which together
affect roles and responsibilities in the health system, its responsiveness and how resources are used (5).

In post-apartheid South Africa, there was a constitutional commitment to the right to health and
community participation for PHC (14). Today, signi�cant pro-poor, equity-oriented reforms include:
National Health Insurance (14, 15); PHC Re-engineering (16), which includes the development of Ward-
Based Primary Healthcare Outreach Teams decentralising PHC to community level; and the Ideal Clinic
initiative, which provides a national quality framework within PHC Re-engineering. Successive national
annual performance plans also address workforce development and planning with initiatives on
a�rmative student recruitment, �nancial incentives, foreign recruitment and compulsory post training
service as well as commitments to strengthen the public health workforce through National Health
Insurance and the National Development Plan (17).

While policy development is progressive and inclusive, signi�cant gaps exist between policy and
implementation in a system characterized by chronic underinvestment, human resource crises,
widespread corruption, poor stewardship and deteriorating infrastructure (18, 19). Health systems also
faces a complex ‘quadruple’ burden of socially patterned mortality comprising chronic infectious
diseases (HIV/AIDS and TB), non–communicable conditions, maternal and child mortality, and mortality
owing to injury and violence (20, 21) (20, 22, 23). The burden of HIV is high and highly unequal.
Prevalence in black populations is 40–50 times that of white and in adolescents, risks are eight times
higher in females than males (18). South Africa’s child poverty rate is relatively high and its Gini
coe�cient at 63 is the highest globally, with the majority black population remaining disadvantaged (24).

Mpumalanga is one of nine provinces in the country, with a population of 4.7 million (7.9% of the national
population (25). More than half the population is rural (26), while nationally it is around one third (24). In
2019, provincial unemployment was 35%, with 51% living in poverty (Stats SA, 2019). In 2015, life
expectancy for males and females was 50 and 53 years respectively, lower than the national average of
60 and 67 years, and under-5 mortality was 41 deaths per 1,000 live births in 2012, which is comparable
nationally (28–30).

Mpumalanga Department of Health (DoH) has responsibility to deliver need-based services through an
integrated health system covering three districts and 17 sub-districts (28, 31), which include 279 clinics
and 33 hospitals (32). The Mpumalanga DoH structure includes �ve strategic directorates: HIV/AIDS,
sexually transmitted infections and TB Control; communicable disease control; non-communicable
diseases; maternal, child, women and youth health and nutrition (MCWYH&N); and research and
epidemiology.
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Verbal autopsy (VA) data from MRC/Wits-Agincourt Unit’s health and socio-demographic surveillance
system (HDSS) in Mpumalanga shows child mortality to have recently declined to similar levels as in the
early 1990s. Although this may not seem like a major achievement, on closer examination it clearly has
been so, in terms of reversing the disastrous effects of the HIV epidemic on mortality patterns during a
period of emerging democracy following decades of apartheid. While this can be seen as a “successful
failure” in terms of Millennium Development Goal targets (33), the proportion of deaths at home has not
declined. Analysis from 2000-15 has shown virtually no change in the proportion of under-5 deaths
occurring at home (approx. 50%) despite care seeking in the �nal illness (34). Home deaths have been
associated with low socio-economic position, speci�cally low maternal education, large household size
(> 15 people), and being of Mozambican descent (following in-migration in the era of the Mozambican
civil war). There are a number of national policies targeting child health, such as the Child Healthcare
Problem Identi�cation Programme, which uses child death audits to identify and address immediate and
root causes, and the Integrated School Health Policy advancing integrated, holistic approaches to school
health (D’Ambruoso, Abbot and van der Merwe, 2019). Further progress towards Sustainable
Development Goal targets will require widespread improvements in socio-economic conditions and health
systems functionality, with national and local leadership commitment.

Within Mpumalanga, we have focused on Ehlanzeni district and Bushbuckridge sub-district, as these are
the sites within which the HDSS is located. Ehlanzeni district has a population of an estimated 1.7 million
(in 2016), of whom only some 12% have medical scheme coverage (36).

Methods
This paper has an exploratory case study design, drawing on analysis of mixed data sources developed
from 2015 to 2019. The �rst strand draws from the VAPAR programme, which is a partnership of the
MRC/Wits-Agincourt Research Unit, Mpumalanga DoH, and collaborating researchers dating back to
2015, to connect community-generated evidence to practitioners, planners and managers through a
coproduction, action research process. The second strand draws from data from experiences of VAPAR
team members, and the third from reports and documents on health service delivery in the province.

The VAPAR process combines VA, a method to determine levels and causes of death in settings where
deaths go unrecorded, and PAR, a process in which different stakeholders organise evidence for action.
The overarching theory of change is that embedding a system of knowledge production and exchange in
the local health system will support service improvement and outcomes for vulnerable groups with
potential for wider learning, uptake and sustainability. Rooted in health policy and systems research, the
design centralises the need evidence of practical relevance embracing systems and complexity,
strengthening preventative and promotive community-based responses in PHC through participatory
health institutions. We undertook a process of working with community and DoH stakeholders to co-
design an iterative action-learning process conferring power and control towards community
stakeholders through a sequence of identifying and problematising priority health issues, developing and
implementing joint action plans, and re�ecting on and adapting the process.
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A pilot followed by a the �rst of a series of cycles of participatory action research was progressed,
comprising observation, analysis, planning and action stages, these steps are described in more detail
below.

Community stakeholders were engaged in the initial observation stage from three rural villages, with total
populations of between 4,000 and 6,500, within the MRC/Wits-Agincourt Unit’s HDSS study area (37).
Participatory methodologies were used to systematise subjective perspectives into collective forms of
knowledge on the relationships between social conditions and health for action and learning on action,
with health equity and social justice as core principles and goals (38). Accordingly, relationships with
community stakeholder groups were developed through a series of community-based workshops in
which we coproduced new knowledge on under-5 deaths, alcohol and drugs, and water using methods
such as ranking, diagramming, stakeholder mapping and participatory photography (39). We used PAR
tools to systematise subjective experiences into shared accounts of the problem and action to address it.
Community stakeholders also collected and interrogated visual evidence using participatory photography.
A total of 48 community stakeholders participated from three purposively selected villages (40). In
addition, data from the Agincourt HDSS, including VA data on causes and circumstances of death, were
integrated into the process being shared with and further veri�ed and ampli�ed by community
stakeholders (41).

To analyse VA and PAR data and plan feasible action, we held a series of further workshops engaging
broadly with government departments, non-governmental agencies and community stakeholders.
Following initial organisation and analysis of VA and PAR data, we re-convened Mpumalanga DoH and
other relevant government, non-government and community stakeholders to analyse and interpret the
data and formulate recommendations for action. We convened o�cials from the province and district,
including PHC, MCWYH&N, and Non-communicable disease programmes, Department of Cooperative
Governance and Traditional Affairs, Department for Social Development, Department of Basic Education
and Department of Culture, Sport and Recreation. In the workshops, investigators and stakeholders
worked together to analyse and interpret the VA and PAR data with reference to local policy and planning
environments. Through facilitated discussion and group work, we used group model building to de�ne
the focus and boundaries of the problem, formulated problem statements and considered strategies to
address these, and appraised policy and implementation contexts in which interventions could be
introduced. We also developed mappings of the micro-level system and identi�ed actions, timescales and
implementing partners, culminating in a joint Local Action Plan that all participants committed to. We
collected data in presentations, registers, minutes, observational notes and re�ective journal data to
develop accounts of the process as well as substantive interpretations and proposed responses.

In the �nal phase of the cycle, actions were monitored, with cooperative re�ection and learning feeding
into the following (second of three) cycle. Those who had committed to speci�c action items were visited
by the researchers at venues of their choice to discuss progress. A structured tool captured mechanisms
of change. Follow-up visits were responsive to participant feedback, and progressed at different
intensities. The researchers collated data and re�ected weekly on the extents, bene�ts and risks of action,
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and on the process and its acceptability. At the end of the monitoring period, the researchers assigned
categories of achievement for each action item, supplemented with detailed narratives. The process
culminated with a collective re�ection. Using rapid, participatory methods, we conducted interviews with
participants from local communities, government departments and parastatals, NGOs, and held two
workshops with health systems actors. One workshop was held at provincial level with programme and
directorate managers (PHC, MCWYH&N; HIV/AIDS and TB; and community-based services), and one at
national level, with health programme and policy specialists. We sought perspectives on whether and
how impacts had been achieved; acceptability and utility of the process; levels and mechanisms for
integration into the health system; and future linkages. The �ndings were collated into a revised theory of
change (42).

In addition to VAPAR data, this paper draws from team discussions which re�ected on and elicited the
experiences of team members, many of whom have extensive experience of working with and in deeply
embedded research environments and different levels and sections of the health system, ranging from
community and facility to sub-district, district and provincial over a number of years, and whose
engagement in the VAPAR process has allowed for insights into the receptivity of the system to research
evidence as well as insider/outsider perspective on systems functioning.

We also draw on public documents such as provincial and district plans, expenditure reports, other
relevant evidence generated by the MRC/Wits-Agincourt Unit and relevant recent reports on the health
system in Mpumalanga produced by other organisations which addressed topics related to our
framework.

Analysis was undertaken using the decision space framework and integrating data from the three strands
by the research team, initially in a workshop in 2019, and subsequently through iterations of the paper.

Ethical considerations
This article draws from the PAR data. For the PAR, informed consent was sought from all participants, all
identi�able data were anonymised, and approvals were obtained from the authors’ institutes and from the
provincial health authority.

Results
In the �ndings, we examine the extent and inter-relationship of authority, accountability and capacity in
the local levels of the health system (facility, district and subdistrict). This is followed by a provincial
account of constraints and enablers to decision space.

Facility level

Authority
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Key roles are clearly de�ned in facilities. These include, in hospitals, the Chief Executive O�cer and a
Management team, including a Clinical Manager and Nursing Manager, which is the in-charge in
hospitals, alongside (mainly in tertiary and regional hospitals) specialist staff dealing with child health,
such as hospital-based paediatricians. Within clinics, Operational Managers (usually professional nurses)
are in-charge. There is no longer a direct supervisory link between district hospitals and the Community
Health Centres or clinics, which are supervised by PHC supervisors, based in the sub-district.

Accountability
At hospital level, the Chief Executive O�cer (CEO) and hospital management team report to hospital
boards which oversee the work of the facility. The equivalent is the community health centre or clinic
committee at PHC level. Committees should be made up of elected community representatives and
health professionals to allow community concerns to be heard and addressed. Hospital boards have
power (including to go to provincial leadership with problems) but tend not to use these mechanisms and
are often focused on political priorities. Although hospital boards do receive �nancial reports, very few
take authority over or responsibility for hospital �nancial matters. As a result, Boards can lack capacity
(see below). The Portfolio Committee report 2017/18 reports constraints to functionality in some hospital
boards and that community protests have resulted in the removal of some CEOs, indicating a form of
informal accountability claimed by communities (32).

As noted above, litigation is becoming more common as a strategy by families (and lawyers) to hold the
DoH to account for failures, though this mainly has consequences for provincial budgets more than for
individual facilities or practitioners. In 2017/18, there were 61 legal cases outstanding, mostly relating to
maternal deaths (32). At a clinical level, audits and adverse event reporting and committees are part of
the quality assurance process, although these committees vary in degrees of activity and effectiveness.

Various mechanisms are prescribed to support engagement with and feedback from communities,
including complaints systems, satisfaction surveys and waiting times reporting, but these are not seen as
comprehensive. In addition, clinics are required to hold Open Days as part of the Ideal Clinic initiative,
however from our participant observation these have limited attendance and substance, mainly as
communities are generally already aware of services rendered by clinics. While home-based carers,
community health workers, and Ward-based PHC Outreach Teams are visible links between communities
and facilities, they face many demands, limited recognition in the system, and no additional resources to
support a rapidly expanding mandate. In this context, clients tend to use direct action such as protests or
the media (including increasingly social media) rather than formal channels to address grievances. These
are problematic, imposing system costs and do not represent balanced or constructive input from the
community.

Capacities

Sta�ng
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Re�ecting on challenges in relation to under-�ve mortality, VAPAR participants highlighted insu�cient and
absent health workers, de�cits in competencies (e.g. gaps in Integrated Management of Childhood Illness
training, or in management of severely malnourished children and health education), support and
motivation as contributory factors in under-5 deaths, and which collectively limit quality and foster poor
attitudes more generally (41). Responding to shortages, some staff act outside their mandated
professional scope. Examples of strong personal commitment are seen in some cases, as well as poor
management of patients (40, 43, 44)

A recent assessment in nine clinics in the study area identi�ed issues with staff vacancies, with 55%
reporting one or more vacancy, and some services affected by staff action over remuneration (45).
Nevertheless, in the same study, providers were highly satis�ed with the nature of their work and generally
with relationships with colleagues, but reported dissatisfaction with working conditions in terms of
sta�ng, supplies and space. Staff also raised concerns about frequent absences of colleagues, lack of
support staff, poor motivation, as well as infrequent and demotivating supervision and trainings which
distract from clinical care. Additionally, some providers were less satis�ed with opportunities for and
quality of training and supervision and an average of 42% of providers (8–81% by clinic) reported plans
to leave in the next two years.

Infrastructure and supplies
Inadequate service organisation and infrastructure were further challenges identi�ed by VAPAR
participants. Speci�c issues included overcrowding, especially during morning clinics, exacerbating
sta�ng problems and causing long waiting times and delayed or postponed consultations. Lack of
consulting rooms and water outages were also cited: many clinic buildings date back to when the area
was a homeland and signi�cantly smaller populations were provided with limited and poor quality
services. Public facilities now cater for much larger populations and are competing for infrastructure
budget with other projects, resulting in higher throughput than is manageable.

The clinic quality assessment also identi�ed long waiting times (e.g. median wait of 122 minutes for
antenatal care, for a consultation lasting around 8 minutes on average (45)). However, there were wide
variations by clinic: the best-performing facility had only 16% waiting over 2 hours, while the worst had
half of all patients waiting over 2 hours. These data highlight signi�cant potential in local management
and organization to improve waiting times for patients.

Maintenance failures and a lack of maintenance planning exacerbate this situation. Facility maintenance
is not within the control of Mpumalanga DoH and involves the Department of Public Works, Roads and
Transport at provincial level. The centralised health budget makes even minor upkeep expenses di�cult
to access (46). The clinic quality assessment supports these infrastructure concerns. For example,
functional internet was absent in 88% of facilities, electronic medical records were absent in 78%, and
functional fans were absent in 55% (45). Patient scores were generally high but, re�ecting these issues,
were low for cleanliness in particular.
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Shortages of ambulances and interrupted supplies of medicine are a further critical challenge (47)
re�ecting the lack of autonomy on purchasing, while the Portfolio Committee 2017/18 also highlights
challenges in relation to infrastructure, drug supplies, equipment, clinical sta�ng and referrals (32).
These issues also affect Ward-based PHC Outreach Teams work as nurses cannot reach communities to
support Community Health Workers in the absence of transport (41). Re�ecting the issues described
above, only 8% of clinics in Ehlanzeni met Ideal Clinic standards in 2017/18, compared to a national
average of 43.5% (36).

For tracer medicines, 94% of clinics had more than 90% availability, slightly above the national average.
This may re�ect informal coping strategies to manage shortfalls, such as: sharing supplies across clinics;
shortening the length of prescriptions; or ordering more supplies than may be warranted based on patient
load owing to regularly receiving less than is ordered (45).

Information systems
The situation may be further compounded by the District Health Information System (DHIS). While the
system is widely used and tracks facility data, including child deaths, limited information is provided on
cause of death and there are concerns about completeness, as well as lack of information on critical
limiting events outside the health system (29). The Portfolio Committee report for 2017/18 (32) notes
that patient �le management in hospitals and clinics remains a problem and that responsibility for
implementation of the Health Management Information System has been moved from provincial to
National DoH. A National Health Patient Registration System and web-based DHIS-2 are being rolled out
(32).

Governance
Otherwise and in general, VAPAR participants perceive policies, programmes, audits and other initiatives
prescribed from higher levels as well-intentioned but lacking local relevance. Furthermore, many parallel
initiatives were described as having an overall destabilising effect on over-burdened health workers,
compounding problems in an already constrained system. As a result, objectives are often not achieved
and results are manipulated to show progress. This was described as ‘changing numbers rather than
really affecting change’ (41).

District and sub-district levels

Authority
The district is the focus of service delivery coordination, led by the District Health Management Team.
Within that team, the Primary Health Care Director is responsible for a number of programmes, including
child health, which sits under the MCWYH programme coordinator. As with facility level, district and sub-
district roles are clearly de�ned, although the MCWYH coordinator has responsibility for a wide range of
priority programmes.
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In addition, District Clinical Specialist Teams were established in 2012 as part of the national PHC re-
engineering strategy to improve quality of care, particularly for mothers and children. Each district team
should include a paediatrician, for example, and teams should have autonomy to improve clinical
governance. In practice, however, there may be confusion over mandates especially regarding how these
teams relate to routine clinical governance at district and sub-district levels, including the work of PHC
coordinators and facility in-charges (48).

Sub-districts focus on operational support to hospitals and health centres in local areas. At this level, the
PHC Manager supervises implementation of priority initiatives, such as Ideal Clinics, while the MCWYH
programme coordinator gives technical guidance and supervision to facility staff in areas such as child
health. As described above, while roles are clearly de�ned and understood, there is some potential for
duplication.

Accountability
In the district, there is clear upward accountability through quarterly reviews and annual reports against
district health plan targets, though feedback from above tends to be focused on problems, more than
identifying, understanding, supporting and enabling local leadership, supervision and innovation (such as
the coping strategies around medication shortages described above). The main accountability of the
MCWYH programme coordinator is to the District Health Management Team, rather than to technical
leads at provincial level. Downward accountability links to facilities are limited, and vertical
communication often depends on personal relationships. In work to date at district level, the VAPAR
learning platform was seen as valuable in terms of provision of opportunities for improved vertical
communication between district and provincial levels, which was identi�ed as a major gap, as well as
encouraging constructive dialogue on problems and response strategies (Van der Merwe et al., in press).

Capacities
At district level, annual planning re�ects divergent themes of optimism about achieving set targets while
acknowledging the reality of an under-resourced and dysfunctional system. Human resources challenges
are highlighted in the most 2018 Ehlanzeni district health plan. These include staff shortages (including
support staff), high staff turnover, absenteeism, poor alignment with organisational structure and lack of
outreach (46). Hiring was decentralised to district level but then recentralised due to irregular
appointments being made by district managers and CEOs. This has, however, created operational issues
at district level, according to participant observation, with long delays hiring even basic support staff.

Austerity measures have been implemented annually since 2012 to improve e�ciency and curb
expenses. Formal and informal centralisation of procurement of goods and human resource functions
has effectively limited capacity among district o�cials to perform duties, however (e.g. travelling,
telephone and cell phone costs, accommodation when travelling), which is re�ected in operational plans
(46). No allocation of equitable share towards goods and services was made to programmes at district
and sub-district level, and with decreasing allocations at provincial level (49). Vital equipment is reported
as unavailable in some facilities, especially PHC facilities, due to budgetary constraints. Infrastructure
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maintenance has been failing due to centralisation of the maintenance budget, which is expensive and to
access and unreliable. Support services, such as supply chain management are slow and the competency
of staff is questioned; the net effect is delays in procurement.

The sub-district is under-supplied with insu�cient and poorly distributed community health centres (there
are four when there should be 12 to serve a population of this size). Operational limitations include
shortened service hours in some districts due to staff shortages, lack of equipment and transportation,
and poor infrastructure. For example, lack of maintenance and ageing equipment is common that is
insu�cient in number and distribution. These are all seen as contributing to a skewed utilisation of health
services between PHC and secondary levels (46). Staff also report concerns over of lack of safety, both in
terms of personal protection against attacks but also related to poor working environments (50).

The local health system situation needs to be situated within the wider provincial context. In order to
contextualise the local �ndings presented above, we present an account of constraints and enablers at
provincial level, drawing on experiences across the country to re�ect broader in�uences.

Provincial situation

Authority
As reported at lower levels, roles and responsibilities are clearly and formally de�ned and widely
understood. However, real and stated sta�ng do not always align and organograms often remain in draft
for extended period and/or are outdated (Mpumalanga Department of Health, 2018). Nationwide,
vacancies exist in programmes and posts for extended periods, and staff are widely called upon to
informally �ll vacant positions. Acting roles are often taken on in addition to formal roles and without
delegated responsibility or remuneration (52). The situation can contribute to authority vacuums, where
staff do not feel empowered to take required decisions. At the same time, however, oversta�ng of some
senior management positions occurs, for example with non-performing senior staff taking up roles at
provincial level, while staff positions at service delivery are neglected. Fluidity in roles and responsibilities
is reported as a result, with post holders’ status in�uenced by personal networks, as well as insecurity for
staff, waste and instability.

Accountability
Formal structures exist for planning, budget-setting and performance targets in the Annual Performance
Plan (APP) and for enforcing collective responsibility, as laid down in the Public Finance Management
Act (PFMA) 1999 (53). This sets out national standards, including the need for �nancial statements to be
audited and made public by the national Auditor General (Fourie, 2001). The national Department of
Planning, Monitoring and Evaluation provides cross-sectoral oversight, reporting to the President. There
are a range of structures and processes in provinces: annual reviews, oversight by the Standing
Committee on Public Accounts, and the Portfolio Committee on Health and Social Development under the
O�ce of the Premier that are reported to have the power to call o�cials and department to account if key
targets are missed.



Page 14/26

Nevertheless, upward accountability to national level (or technical support from it) are seen as limited,
given that health service delivery is constitutionally the responsibility of provinces, unless programmes
are recipients of a national conditional grant, which only applies to HIV/AIDS, sexually transmitted
infections and TB, or issues that are in the media for some reason. Other programmes rely on annual
distribution according to the provincial APP from ‘equitable funds’ which are allocated from the national
level to the province.

There is divergence between theory and practice regarding downward linkages and accountability. While
planning is designed to be bottom-up, with district plans feeding into provincial plans (54), the reverse is
observed to be the case in practice. Provinces generally set priorities (including for maternal and child
health) with targets divided between districts. As a result, districts lack ownership of targets and
accountability is limited as performance differences are lost in aggregated provincial reporting (as long
as average targets are met, individual variation is not necessarily probed). Equally, budgets are supposed
to be set bottom up, according to plans, but in reality they are set top-down with managers given ceilings
to work within.

Moreover, programme budgets can be reallocated to different and shifting priorities (even politically
driven) arising in-year, with better-connected managers often relatively protected from such variance. This
undermines both performance and accountability. While there are mechanisms for enforcing collective
accountability, as highlighted above, individual accountability is less strong. The performance
management and development system in the province is not functioning as intended, which means that,
at an individual level, rewards for merit and sanctions for poor performance are selective. Resources do
exist in the system in the form of motivated staff, committed to public service, however they are often not
supported. Similarly, sanctions are perceived as limited. For example, staff who are suspended pending
investigation of malpractice have been reported to continue to draw salaries and bene�t from housing
over considerable periods, while others are moved to new positions.

The Auditor General’s 2013/14 PFMA report (52) on health in the province re�ects these issues, citing a
lack of consequences for poor management or transgressions against the Act, poor response in
addressing the root causes of poor audit outcomes, and an overall lack of key controls.

Disconnects between lower levels realities and higher level policies are widely documented in the country
over sustained periods and in areas not limited to child health (55). The VAPAR process has also
identi�ed hierarchical governance as failing to account for signi�cant local innovation, responsiveness
and resilience at lower levels. Indeed, provincial participants in the VAPAR process are positive about
cooperative learning processes that enable and encourage bottom-up, appreciative and reality-based
learning and exchange (41).

Capacities
Accountability is closely linked to capacities, which include resources of various kinds as well as their
management. Budgets, for example, which are key to enabling action, exist but are frequently reallocated



Page 15/26

towards political priorities, such as building projects, which, without adjusted performance targets,
frustrates service delivery.

Cuts also re�ect signi�cant resource shortfalls. Mpumalanga had growth in PHC expenditure per capita in
2017/18, but is the third lowest spending province at R1,011 per capita; R144 below the national average
(36). Misappropriation is also reported to play a role by the National Treasury, which reports �scal risks
and high accruals. Improved infrastructure, capacity enhancement, and better planning and project
execution are sought to reduce under-spending, especially of conditional grants. The most recent report
also refers to irregular expenditure and medico-legal claims in health–litigation against the state in
relation to health services being a growing (but unbudgeted) expenditure (32)

Annual budget increases are not aligned with population growth, extended service delivery priorities or
policy directives. Priority initiatives such as Ideal Clinics, for example, have not come with additional
funding. Moreover, unequal expenditure per population is reported across districts and sub-districts,
highlighting the need to review budget allocations to re�ect equity (49).

Regarding sta�ng, appointments are often not seen to be based on merit or expertise, but rather on
personal networks and years in service (participant observation). Trade unions also play a major role in
the appointments process. These contribute to competency shortfalls, undermining managers’ decision
space. Organograms are highly contested and while there are estimates of required workforce, these are
not matched by funding or by actual distribution of staff (49).

Recruitment has shifted between centralised (provincial) to decentralised and back again, owing to
recognition of preferential practices. There have also been hiring freezes (46), with brief moratoria during
which there are hectic attempts to �ll posts. Gaps remain, especially in previously disadvantaged areas,
which is also true for facility distribution. Problems with staff morale and capacity are noted as
contributing to the rise in medical litigation (mostly at hospitals and often in relation to maternity care) in
the most recent Portfolio Committee report (32).

Although vacancy rates in critical occupations (as de�ned in the APP, relating to essential services) were
only around 8%, there are signi�cant challenges, given misalignment of o�cial posts, those actually �lled
and those who are on payroll (28, 49). Specialist doctors at referral hospitals were particularly lacking. 6%
of employees left employment in the year covered by that report, of which a large proportion (32%) was
resignations. More speci�cally, provincial health management is described as existing in a state of ‘crisis
control’, with, for example, dates for meetings set but not followed when something more urgent occurs
(56).

Information �ows are based on the DHIS and periodic surveys, but gaps exist, notably from the
community level. In Mpumalanga speci�cally, a provincial health research o�ce was established in 2016,
maintaining a database of research in the province (32). While it does not as yet actively guide or
coordinate research, there are intentions to develop more input to and control over research in the
province, and drawing on the VAPAR process where necessary and relevant. Mpumalanga has a relatively
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new university, which intend to address key health needs in future, and also hosts the MRC/Wits Rural
Public Health and Health Transitions Research Unit (of which the HDSS is a core element)

In relation to supplies, some tenders (for example, for food supplies) are overseen by the Provincial
Treasury, with the ‘end users’ in each Department responsible for drafting speci�cations, as well as
evaluating the bids received, which can be a source of distortion, with reports of mark-ups on the cost of
goods and shortfalls in provision across the provincial health system, as well as poor quality goods (46).

Re�ecting the issues described above, the Auditor General’s PFMA report 2017/18 was quali�ed, with
�ndings, which has been the case for the past �ve years (57). Citing direct consequences on service
organisation and delivery, it reported R310 million of irregular expenditure in 2017/18, with mutually-
reinforcing capacity de�cits:

"Health, with the second largest budget, had signi�cant �ndings relating to poor storage and stock
management practices, staff shortages, insu�cient training, and medical equipment that was not in a
good working condition. These issues contributed to the poor health services in the province. The main
drivers of the shortcomings were poor project management together with staff vacancies and instability."

Discussion
Application of the decision space framework revealed system-wide patterns, in which lines of authority
are generally well-de�ned in principle, however with personal networks taking on an important dimension
in how stakeholders can act, and particularly when it comes to being accountable. The framework also
enabled identi�cation and description of signi�cant informal ingenuity and capacity. The in�uence of
political and personal factors is more clearly identi�ed at higher system levels, across provinces and at
district level, whereas at sub-district and facility level, the dominant theme is capacity, which affects all
health system components. The emergent decision space is therefore characterised by personal networks
and qualities, at higher levels, and on informal coping strategies between facilities and groups of staff at
lower levels.

Accountability has some force collectively, in that there is real attention to meeting performance targets
as set out in the APP and transparency in reporting. However, on an individual level for managers and
staff, accountability is less robust and tends to be punitive and systematically screening out local
innovation. For communities, direct action (often negative, in the form of protests, media stories or
litigation) is perceived as more effective to enforce accountability than using the formal structures within
the health system, and as documented in other sectors (58).

Although many challenges have been highlighted for decision space, which enables health managers and
staff to respond �exibly and appropriately to local contexts, assets within the system remain rich. These
include many committed staff, expertise, �nancial resources, well designed national policies, and
willingness and ability to �nd informal coalitions and ways to negotiate constraints (as shown in the
example of drug-sharing between clinics to avoid stock outs). Recent achievements in addressing severe
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acute malnutrition in the province also indicate what can be done by bringing leadership and using local
data to identify priority issues and build coalitions to address them (59). This testi�es to resilience in the
system and indicates how much more would be possible if current limits to decision space were
addressed. The enabling of bottom-up, appreciative and reality-based learning and exchange are
therefore important routes to further understand and develop decision space.

It is also important to understand some of the contextual factors which in�uence the health system.
Provinces are still struggling with the legacy of apartheid and associated socioeconomic injustices (19).
Communities were systematically exploited to provide cheap labour to bene�t a white minority, explicitly
economically marginalised and deprived of a decent standard of living through denial of access to well-
paid work, and displaced, forced to live in 13% of the land, called Bantustans (or euphemistically
homelands), most of which was agriculturally unproductive and better suited to cattle and game farming
(60). While the regime was dismantled 25 years hence, deepening social and health inequalities along the
lines of race gender and economic status are widely documented (61). Unemployment is further key
contextual factor. At 35% overall, and higher among youth, it not only adds to challenges for communities
in promoting health and accessing health care, but also puts pressure on the public health employment
market (62).

Added to this is an organisational culture of low trust, related to perceptions of higher level distortions
and state capture, but which creates a highly controlling and disabling environment for staff at mid- and
lower levels. Development has been hampered by patrimonialism, deployment of cadres (former anti-
apartheid activists) and corruption within the ruling party (63). Beresford describes how ‘gatekeeper
politics’ ensure that those in power stay in power, and in rural areas these are predominantly elected ward
councillors. Consequently, those most disenfranchised are turning to struggle actions as developed
during the �ght against Apartheid, such as service delivery strikes.

Re�ecting on how our case study complements the existing decision space literature, we make novel
contributions to discussions about how sub-optimal resourcing can lead to informal coping strategies
(both positive and negative) (4, 64). Our �ndings are also consistent with studies which show the impact
of resource uncertainty on narrowing decision space (65). The difference between responsibility and
�nancial resources to enact those responsibilities is also a common strand in the literature (4), and one
which we identify in the current case study. Our case study also adds examples of the importance of
infrastructure and information as enabling organisational capacities.

Wider literature (4) suggests that bureaucratic accountability may reduce decision space in some
contexts, which we also �nd in this setting. The perceived lack of decision-space may also have impacted
on community engagement, as was documented in India (66), quoted in (4). In the other direction,
politicised community participation may have reduced real accountability in our context.

Many studies �nd unclear authority as a limiting factor for decision space and accountability (4) however
in this context, roles and responsibilities were relatively clear and not a major constraint. Unlike in Ghana,
where incomplete political and �scal decentralization ensured that the balance of power in the health
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system remained at national level (65), in Mpumalanga, there is delegation of authority through the
Constitution and resources (through equalisation grants) to provincial level. However, the dynamics we
document converge to squeeze decision space at lower system levels. The study is consistent with wider
literature on decentralisation, �nding that district teams have insu�cient management skills or resources
to effectively implement the health programmes they oversee (67).

The study draws on mixed sources to examine a transect through the system, but faces limitations of
generalisability. However, other studies from South Africa suggest that while Mpumalanga faces some
speci�c contextual challenges, it is broadly similar to other areas. Health district managers in
Johannesburg, for example, highlighted poor leadership and planning with an under-resourced
centralised approach, as well as poor communication – internally within the service and externally with
the community – and poor integration of health strategies and programmes (68). Complexity of tasks,
competing demands and lack of support for front line managers and staff within a hierarchical
organisational culture is also documented in other parts of the South African health system (55). Limited
capacity, inadequate operational resources and irregular monthly supervision visits have been seen to
limit stewardship and poor management, with concerns about effectiveness of Ward-based PHC
Outreach Teams documented in other provinces ((69–71). Further, Coovadia et al. highlight widespread
challenges of gaps in competence and lack of effective leadership, stewardship and personal
accountability, rooted in historical legacies of colonialism and apartheid. A recent study also found
growing corruption in the health sector in South Africa, with the largest number of reports focussing on
the provincial level (72).

The recent South African Quality of Care Commission’s �rst recommendation focuses on ethical and
effective leadership, while its second is on strengthening community structures for engagement and
accountability (73). Research conducted in Mpumalanga, Gauteng and Western Cape also highlighted the
lack of accountability to patients, and tendency to focus on upward accountability instead, which
supports abusive relationships with patients but is also driven in part by lack of support for staff (74).
While many quality improvement initiatives are focused at facility level, these will struggle to be effective
and be sustained without more meso and macro level changes (75).

Some express concern that the compliance culture in the public sector as a whole – deepened by recent
anti-corruption measures - is crowding out innovation, developmental, non-hierarchical and cross-
departmental approaches and responsiveness to users:

"Protests happen every day, but o�cials worry more about what the Auditor-General will say, or whether
politicians will throw them under the bus, than what the people think of them"

Debate concerns whether new political windows of opportunity are opening in South Africa currently,
which can combat corruption, challenge the culture of cover up and open up decision spaces for
committed and skilled managers at all levels of the health (and wider public) system.
While these factors are amenable to change, it is important to acknowledge the deep structural in�uences
from social, historical and health systems contexts and organisational cultures. Our analysis above
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indicates that it will take time and commitment to motivate staff and provide meaningful, distributed
leadership. Support for informal leadership development strategies may also be an important element in
building capacity at lower system levels to expand and use decision space (76), along with a greater
focus on system ‘software’, such as building trusting relationships, improved communication and
dialogue skills. Better communication and direct contact between government o�cials and citizens are
also key (77). A review of the VAPAR process to date suggests that willingness and commitment for
cooperative re�ection and action exists within the local health system, evidenced in both sustained
engagement and participation in the process and formalised partnerships for health systems (42). This
cooperative action, including across sectors, has been in evidence in the recent effort to tackle COVID in
the province.

Conclusions
In the context of a participatory action research programme, we set out to establish what the margins for
reform and for coproducing and responding to evidence were across the health system in a rural South
African province. We used a decision space framework, which focused on the relationships between
authority, accountability and capacities in shaping the power to decide and act of local health managers
and staff.

We �nd that there is signi�cant capacity in the system, which is delivering on many of its goals, with
areas of high achievement. While lines of authority are generally well-de�ned, personal networks take on
an important dimension in how stakeholders can act. This is expressed through marked ingenuity and a
range of informal coping strategies built on local relationships. There are constraints in terms of limited
formal external accountability to communities and internal accountability which is weak in places for
individuals and focused more on meeting higher level performance targets and less on enabling local
leadership. More generally, political and personal factors are clearly identi�ed at higher levels of the
system whereas at sub-district and facility levels, the dominant theme was capacity, affecting all health
system components.

Decision space can be opened up through supporting leadership and organisational culture changes and
may also be galvanised by shocks such as COVID, although this remains a story to be followed. In this
scenario, the main resources in the system, which are human, technical and �nancial, can be energised to
realise potential more fully.
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