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Abstract 
Increasingly international and national policies are being directed at actions for the 
social determinants of health and for an integrated approach to health care provision, 
not only in terms of institutional co-operation but also stakeholder involvement. A 
key component of both these policies is the development of good governance prin-
ciples in all health care agencies and organizations. A neglected dimension in these 
debates has been the role of the public hospital which remains a vital and expensive 
dimension of service provision. In a case study of a public hospital in South Africa, 
this paper charts the readiness of its management principles and activities to provide 
quality health care linked to population health and to contribute to the non-medical 
determinant of health. Using Taylor’s principles of good governance, we conclude 
that there is a mixture of good and not so good governance activity. The paper con-
cludes by examining the external constraints on the public hospital and by providing 
suggestions for future activities. 
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1. Introduction 

The purpose of this paper is to examine the significance of governance structures and 
processes in a public hospital in South Africa and its relationship to the actions neces-
sary to further population health in the most unequal society in the world. Health care 
delivery, especially hospitals, has become the Cinderella determinant. This is the case in 
South Africa where significant inequities in population health exist. Despite social 
transfers, income inequality has hardly changed and remains high partly because the 
number of jobs created over the past 20 years barely kept pace with growth in the la-
bour force [1]. Benatar notes that neo-liberal and globalizing trends have exacerbated 
the inequities of the apartheid era [2]. As Ataguba et al. note, in South Africa, poverty, 
inequality in socio-economic status and inequality in access to basic social services be-
tween population groups, provinces, and socio-economic groups are typical and exten-
sive [3], remaining in place for over three decades [4]. In 2009, the World Health Or-
ganization (WHO) pointed to the importance of the environmental, psychosocial and 
structural determinants of health since taken up by many researchers in low and middle 
income countries. Ataguba et al. comment that “globally, it is recognized that health 
and health outcomes are not only affected by healthcare or access to health services. 
They result from multidimensional and complex factors linked to the social determi-
nants of health, which include a range of social, political, economic, environmental and 
cultural factors, including human rights and gender equality” [5] [6]. In the 2003 ver-
sion of the solid facts about the determinants of health, Wilkinson and Marmot set up 
this complexity but note that: “universal access to medical care is clearly one of the so-
cial determinants of health” [7]. Yet medical care is not one of their identified determi-
nants. Documents of this access seem mainly discussed for disadvantaged populations 
[8]. Unmet medical need has been seen as a challenge among US African-American 
men [9]. Restricting access to care for refugees in Germany affected their abilities to 
benefit from care [10]. 

There can be no doubt about the unmet need and poor access to care among signifi-
cant groups in the South African population, largely across racial, class and geographic 
lines with blacks, poor and rural citizens most likely to have poor health and poor ac-
cess to health care [11]. So, access to and the distribution of medical services remains 
key. And this is particularly important for those who gain access to care through the 
public system, which is totally 84 percent of the population in South Africa [12]. In 
2009, the South African Human Rights Commission reported that the public health 
care system was in a “lamentable state”, exacerbated by the huge burden of HIV/AIDS, 
high income inequality and the gap between public and private health that affected af-
fordability and quality of service [13]. This has become a reasonably well-researched 
issue, especially for district and clinic services but less so for hospitals despite their 
dominance of the health care budget. Not only is there interest in clinical competencies 
in hospitals and their involvement in non-medical determinants of health but also 
technical and managerial functionality. In the case of South Africa, expenditure on dis-
trict hospitals alone has increased by 70% in real terms since 2005/06, accounting for 
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about 37% of district health services in 2014/15 [14]. It is also reported that public sec-
tor hospitals consume about R70 billion of the health budget1, which stood at R36.46 
billion for the 2015/2016 financial year and R33.95 billion for the 2014/2015 financial 
year [15]. 

Thus the interest in clinical competencies in hospitals and their involvement in 
non-medical determinants of health as well as the technical and managerial functional-
ity [16] has been noted. Slipicevic and Masic note four managerial areas of significance, 
namely interpersonal, information management, analytic and action skills [17]. For 
South Africa, Pillay notes that public sector managers reported that they felt most 
competent in planning, self-management and leading and least competent in terms of 
legal/ethical competencies and their specific health care skills [18]. He concludes that 
“the fact that public sector managers have rated themselves as at least ‘reasonably com-
petent but not good’ in all of the competencies suggests that they lack confidence in 
their ability either because they don’t possess the requisite management skills or be-
cause they more generally lack self-belief [18]. Either way, this is a potential hindrance 
to the reconceptualization of the public sector into a more customer-oriented service 
and suggests that public sector managers need more training in management skills” 
[18]. Furthermore, Von Holdt showed that large sections of the South African state in-
cluding public hospitals are institutionally ineffective and dysfunctional [19]. Thus 
public hospitals in South Africa are reportedly both dysfunctional and highly stressed 
institutions [20] [21]. Dysfunctional organizational structures within the hospitals un-
dermine effective management [19]. Lack of management capacity can exacerbate 
management failures preventing the integrated management of operations, paralyzing 
initiative and preventing accountability, leading to a pervasive disempowerment of 
managers and an experience of managerial vacuum on the part of staff [21]. Schneider 
et al. noted that on-going and worsening staff shortages, particularly of skilled health 
workers have placed additional strain on the health system, especially the public hospi-
tals [22]. “Demoralized and demotivated are common descriptors of health care pro-
viders and many are thus making use of opportunities to leave the public health sys-
tem” [22]. This may generate a state of frustration and conflict within occupational 
categories, between occupational categories, within management, and between staff and 
management [21]. 

Managerial competence is vital for complex institutions like hospitals which have to 
deal not only with external actors (funders, competency auditors) but also with im-
plementing-action skill-plans internally, given constraints of budget and resources 
[23]. The South African government has recognized the needs for reform and much 
attention has been paid to primary health care and regulatory compliance as seen 
through the program for National Health Insurance [24] and the National Develop-
ment Plan [25]. But we argue thatthe efficient and effective governance of the public 

 

 

1Press statement by the Minister of Health, Dr Aaron Motsoaledi on orientation program for newly appointed 
CEOs at the Birchwood Hotel, Johannesburg on February 4, 2013. Last accessed on November 16, 2015.  
http://www.gov.za/press-statement-minister-health-dr-aaron-motsoaledi-orientation-programme-newly-app
ointed-ceos 

http://www.gov.za/press-statement-minister-health-dr-aaron-motsoaledi-orientation-programme-newly-appointed-ceos
http://www.gov.za/press-statement-minister-health-dr-aaron-motsoaledi-orientation-programme-newly-appointed-ceos
http://www.gov.za/press-statement-minister-health-dr-aaron-motsoaledi-orientation-programme-newly-appointed-ceos
http://www.gov.za/press-statement-minister-health-dr-aaron-motsoaledi-orientation-programme-newly-appointed-ceos
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hospital sector is vital to improve patient and population health and enshrine their 
role in enhancing the determinants of health, medical and non-medical. The Health 
System Trust in 2012 noted that public hospitals performed poorly in positive and 
caring attitudes, and performed relatively well on waiting times and intermediately on 
patient safety, cleanliness and availability of medications [26]. Managers are often not 
allowed to manage. The Development Bank of Southern Africa (DBSA) in 2011 also 
reported that many of the traditional functional roles of CEOs are housed within the 
administrative chain above the CEO, including finance, Human Resources and stra-
tegic matters. In the strictest sense, the CEO’s role is often reduced to managing the 
day to day running of a hospital [27]. Hospitals are a minor part of the NHI reforms 
with their being required to provide services based on their category of hospital. Oth-
ers are linking to private providers in public-private partnerships to maintain benefit 
and lower cost [28]. Perhaps the most important development is the creation of the 
Academy for Leadership and Management in Health Care, established by the Health 
Minister, to overhaul dysfunctional and often inept leadership at public hospitals. In 
an op-ed, written after many CEO meetings across the country, Bateman noted that 
“the most valuable (and loudest) feedback from the national CEO group was that their 
success relies on having appropriately qualified, properly appointed managers below 
them, and the leadership and management chain above them being competent and 
functional” [29] [30]. Jacobs [Academy Chair] summarized: “They asked us to make 
sure that the nature and competencies of all managers in the system were aligned with 
their qualifications—and to look at the line going up to provincial and national le-
vels—and also the teams within these institutions. Other critical issues they wanted 
addressed were on-the-job support and mentoring, peer networking and a clear de-
termination of their own ‘delegations’ [job descriptions]” [30]. This provides a solid 
start for ensuring two of the core health competencies, leadership and corporate gov-
ernance and operational management [31]. 

Governance and Its Principles 

Hospitals are not only important institutions for medical care but their role in helping 
recognize the salience of the social determinants of health is increasingly noted. Thus 
the Canadian Institute of Health Information (CIHI) identifies the role of population 
characteristics, such as level of education, proportion of disadvantaged populations, in 
shaping the efficiency of hospital performance [32]. Hadad et al. identify the impor-
tance of the same issues in nine OECD countries [33]. The New York Health Founda-
tion (NYHF) comments that hospital “involvement in programs impacting community 
non-medical health determinants is not widespread, owing to a perceived lack of incen-
tives and resources for such programs. Nevertheless, some hospitals have developed 
programs addressing non-medical health determinants—such as access to healthy foods 
and parks, housing, and employment—by partnering with community organizations 
and local government. These programs require relatively little investment; they leverage 
the hospital’s key role and relationships in the community to catalyze change [34]”. 



A. Fusheini et al. 
 

1292 

Furthermore, in their action framework for the social determinants of health, WHO 
strongly advocates the need for new governance models. All sectors must be coordi-
nated to ensure progress to better health and development [35]. Good governance for 
health is required for good governance in general because of health being a macro- 
economic factor [36]. Hospital governance matters in this too, especially if they operate 
on principles of social responsibility such as abstention of harm to the environment, the 
protection of the interests of all the stakeholders enrolled in the delivery of health care 
and adequate corporate governance and corporate strategy [37]. Indeed some 40 years 
ago and in the context of NHI plans in the US, Hiatt noted the importance of social 
priorities for hospitals [38]. Yet policymakers are still grappling with the question of 
what constitutes good hospital governance, how to improve it, and how it contributes 
to better health systems [39]. In this study, hospital governance is defined as:  

A set of processes and tools related to decision-making in steering the totality of 
institutional activity, influencing most major aspects of organizational behavior 
and recognizing the complex relationships between multiple stakeholders. Its 
scope ranges from normative values (equity, ethics) to access, quality, patient re-
sponsiveness, and patient safety dimensions. It also incorporates political, finan-
cial, managerial as well as daily operational issues [40]. 

This governance process is orchestrated by boards and executive managers consti-
tuting the axis of “hospital governance” [41] [42]. But Eeckloo and Abor et al. consider 
that hospital boards and managers are challenged by several major developments in 
health care and health care policy including the importance of considering the role of 
political and social actors in service delivery. In South Africa, as we have noted, public 
hospitals have undergone reforms since 2012 concerning leadership and management 
to ensure that the management of hospitals is underpinned by the principles of equity, 
efficiency, effectiveness, transparency and openness [43]. The role of these contexts has 
been noted in Central and Eastern Europe (CEE) and the Former Soviet Union where 
the combined influence of the external environment and organizational structure con-
stitutes a significant determinant of hospital performance [44]. Moreover, both internal 
and external accountability factors including persistent ineffective accountability me-
chanisms have created an inconsistent incentive environment, where rewards and sanc-
tions are not related to performance. Consequently, hospital management often lacks 
autonomy to make changes needed to improve productivity and efficiency [44]. In this 
paper we drill down to the internal governance picture to comment on the propensity 
of a hospital to be able to be accountable to stakeholders and address the non-medical 
determinants of health in partnership with others. 

We use Taylor’s nine principles of good governance [45], which he argued could be 
applied to health care management. Since his conceptualization, the principles have 
been applied and cited in fifty-nine other studies on governance in various fields. Se-
venteen of these specifically focused on health and healthcare with seven previous re-
search focusing on hospital governance in New Zealand and the Czech Republic [41]; 
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Ghana [46]; the Netherlands [47]; Portugal [48]; and Indonesia [49]. In South Africa, 
reference has been made to Taylor’s principles in a study analyzing improved methods 
for funding public hospitals [50]. But this paper is the first to use them to investigate 
good governance and management implications in South Africa. Table 1 is a summary 
of the principles and implications. 
 
Table 1. D. W. Taylor’s Principles of good governance. 

Principle Application 

1) Knowing what governance is. 

CEO is responsible to board for implementing its plans and strategic 
direction. Board is responsible for developing corporate policies and 
plans; monitoring and measuring organizational performance against 
those policies and plans; and acting as the voice of the ownership of 
the hospital. Board’s governance responsibilities are to provide a 
linkage between the hospital and its moral ownership; monitor the 
performance of the CEO; and develop an explicit statement of values 
for the hospital. 

2) Achievement of Strategic ends. 
To be effective by providing the right service, at the right place, at the 
right time and at an affordable cost. 

3) Board-CEO Relationship. 

Relationship is typified by a high level of mutual trust and confidence 
throughout the organization and particularly between the board of 
directors and CEO. Governance viewed as a solemn partnership 
between the board and CEO. Board members and the CEO are 
equals, colleagues. Organizations should be conceived of as a number 
of concentric circles with clients in the uttermost circle and the CEO 
in the inner circle. 

4) Unity of Direction. 
The CEO and Board should function as a common body to pursue a 
common end. There should be only one board of governance, one 
CEO, one strategic plan, mission or vision, at any one time. 

5) Unity of command. 
Orders should be received from one superior only. Decision making 
authority should flow in a straight line from the top to the bottom of 
the organization. 

6) Unity of accountability and  
responsibility. 

Authority is derivative of responsibility. Every employee, including 
the CEO, must be held accountable for the exercise of authority in 
executing his/her responsibilities. 

7) Ownership needs. 
A hospital board’s ultimate accountability is to the organization’s 
ownership. 

8) Self-improvement and quality  
management. 

Continuous improvement should be part of an organizational  
philosophy and should permeate all aspects of hospital management 
and governance practice. 

9) Understanding the cost of  
governance. 

Understanding cost of governance is about board members personal 
opportunity costs, direct board meeting expenses, the costs of staff 
supporting board activities, the costs associated with errors made by 
the boards, and costs of ineffectively structured governance-manage- 
ment-organization relationships. 

Source: [41] [45] [46]. 
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According to the guidelines of the policy on public hospital management, hospital 
management uses an accountability framework that encompasses the interests of all 
stakeholders such as the community, the state, service providers, hospital boards and 
management in the public health care environment. Accountability is broadly defined 
in the policy to include community participation and involvement in the management 
of hospitals. What does the application of Taylor’s principles show in a South African 
public hospital? 

2. Methodology 
Design, Study Setting, Sampling and Data Collection 

Our study is based on a case study design aimed at providing in-depth understanding, 
through an exploratory qualitative inquiry on the governance system in place in a me-
dium size district hospital in the North West province of South Africa. As Yin argued, 
case study methods are being rediscovered in health services research and have been 
applied to numerous studies of single facilities such as health centers, hospitals, and 
community mental health centers [51] (e.g., Bellin, Geiger, and Gibson, 1969; cited in 
Yin, 1999: p. 1210). This was, therefore, more appropriate as our objective was to inves-
tigate the governance structures and processes in detail. Also, as our aim was to explore 
and analyze the governance structures and processes so as to produce findings derived 
from real world settings [52], a qualitative case study approach was the most appropri-
ate. We sought the “voices of participants” [53] in order to build a clear picture of the 
governance structures and processes. Qualitative research of this type is premised on 
the assumption that the interviewer will record testimonies which contain a mixture of 
verifiable fact and opinion which can only be understood through cross referencing of 
differing versions of the issues under discussion [54]. The versions of the executive 
management, middle management and operational management provide these differ-
ing accounts. 

The study was conducted in only one district hospital in a sub-district. Its population 
consists of over 1.5 million people in half-million households. Mining, tourism, agri-
culture, enterprise development, manufacturing utilities, infrastructure and construc-
tion, and finance make up the main economic sectors [55]. According to the 2013/14 
District Health Barometer (DHB), the majority of the population (68.3%) is aged 15 to 
64 years. The district has estimated medical scheme coverage2 of 13.1%. The district it-
self is in the mid socio-economic quintile and as recorded in the District Health Infor-
mation system (DHIS) Software, there are four district hospitals and one regional hos-
pital [55]. 

Fifteen managers comprising executive management, middle and operational level 
managers were involved in the in-depth interviews. Participants were purposefully se-
lected following a review of public hospitals organograms and later the specific organo-
gram of hospital X. Participants included the CEO, the Clinical Manager, the deputy 
director, Corporate Services and the Deputy Director for Nursing Services making up 

 

 

2Private health insurance protection. 
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the Executive management. The middle level managers comprised the assistant director 
in charge of Finance and supply chain management, the acting human resources man-
ager, the human resources development manager, assistant director, technical and 
support services, pharmacy manager, acting assistant director, quality assurance, who 
also doubles as senior administration officer, occupational health and safety, and the 
senior information services manager. At the operational level, participants included the 
manager responsible for the Outpatients Department (OPD), for theatre, for com-
plaints and step-down3, and for the medical ward. The inclusion of the selected partici-
pants was based on their roles and responsibilities in the day to day management of the 
hospital. Nonetheless, while the views of service objects of hospitals-patients are im-
portant to a full understanding of good governance in hospitals concerning how the 
hospitals function; we took an internal view of good hospital governance in relation to 
the social determinants of health. Thus, patients’ views were outside the scope of this 
study. This is, however, an important area for further investigation. Indeed, the reflec-
tions of patients could promote good governance ideals in all health care agencies and 
organizations, of which hospitals are part. 

In terms of socio-demographic and clinical characteristics of the participants, the age 
range is between twenty and sixty years with majority being in the forty to fifty year age 
bracket. With regards to gender distribution across the three levels in the management 
of the hospital, female managers dominate. Out of the fifteen participants interviewed, 
ten were females and male males. Perhaps, the CEO argument that men are not good 
nurturers could explain this. Diverse fields of education were witnessed in the qualifica-
tion of the managers. While educational qualifications range between Matric (Second-
ary Education) and MBA, fields of education vary. There’s dominance of nursing quali-
fications among Operational and senior managers while public administration, finan-
cial management, B.Com in Administration and law characterize corporate manage-
ment. The Senior and Operational managers’ field of education, particularly, of the 
nursing profession is in line with the Policy on the Management of Public Hospitals, 
which requires CEOs, for instance, and other managers to have a health background. 

All the interviews took place at secured locations in the work places or offices of the 
participants, mostly during working hours. Questions were specifically adapted for each 
category of managers and aimed to discover their roles and responsibilities in the man-
agement of the hospital. Questions also centered on the governance system and 
processes in the hospital; the skills and competencies required to functioning effectively 
within the governance framework; and the challenges encountered in the management 
of the hospital. Other areas that interview questions covered were major governance 
issues they have had to deal with over the years; the management culture and practices 
and whether these are changing over the years; board and management meetings and 
frequency and what can be done to improve the governance of the hospital. In order to 
avoid the potentials of participants leaning towards possible questions of health care in 

 

 

3Step-down is about an intermediate level of nursing care for patients with requirements in-between the gen-
eral ward and the intensive care unit. 
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view of their clinical or health background, we adopted the “grand-tour” approach 
where respondents were steered toward a small number of key interview destination 
issues but also encouraged to talk in terms that came naturally to them [56]. This en-
sured interview subjects stayed within the scope of the study objectives. 

Each interview lasted between 30 - 60 minutes with the exception of four that went 
beyond an hour. Originally, the intention was to include the board chair and other 
board members in the interviews as the board is an important element of Taylor’s 
framework, which has been adopted as a guide and in the overall governance structure 
of the hospital. However, at the time of the study, it was reported that the hospital had 
no duly constituted and functioning board as it had been dissolved the previous year 
due to political reasons. We attempted to contact the past Board chair who refused to 
be interviewed. This is a limitation that we duly acknowledged in this study. We also 
acknowledged the fact that the study was conducted in one medium-size district public 
hospital and hence findings cannot be generalized about all similar size public hospitals 
in South Africa due to different local contextual factors. The first author conducted all 
the interviews in English in March 2015. 

After the interviews were transcribed, a coding scheme was developed using NVivo 
10 software, which involved placing extracts from the data in a thematic grouping pro-
cedure. Themes, derived from recurring interview content, included the governance 
structure as it exists in the hospital, roles and responsibilities of the different categories 
of managers, policies, rules and regulations by which units and departments are ma-
naged. The themes are presented and analyzed in line with Taylor’s framework. 

The study received ethics approval from the University of the Witwatersrand Re-
search Ethics (Medical) Committee and from the North West Department of Health. 
Respondents were provided with information sheet about the study. 

3. Results 
3.1. Mission and Vision Statements, Values and Goals 

Hospital X has clear vision and mission statements, and core values are displayed on 
notice boards of the hospital. The vision of the hospital is to “collaborate with com-
munities and all stakeholders in Local Municipality for better health for all”. Its mission 
is to be in “partnership with its catchment communities to render a quality, compre-
hensive and integrated Primary Health Care (PHC) services within the limitations of 
the law, culture of the clients and within available resources”. Its mission statement 
thus highlights community participation and indirectly the non-medical determinants 
of health. The core values of the hospital were referred to as PRIDE: professionalism/ 
privacy, Respect, Integrity, Diversity/Dependability and Empathy. Although the hospit-
al had no functioning board at the time of the study, it was revealed that in terms of 
membership, the board consists of eighteen members, of whom three are hospital staff 
with no voting rights, effectively leaving the board with fifteen decision-making mem-
bers. Representation on the board is according to various interests of the area including 
the local municipality, youth, the disabled, the district council and a representative of 
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sub-district health council. If the Board does not exist, how were the CEO and execu-
tive management appointed? The CEO was appointed by the Deputy Director- General 
for Health in the province without reference to local stakeholders.Usually the political 
Member of Executive Council (MEC) and the Head of Department (HOD) of the indi-
vidual province appoint the CEO. Thus the Hospital X appointment contravened both 
Taylor’s principles and the present practice in South Africa. 

Evidence from the interviews suggests that the hospital board was dissolved because 
of issues of “knowing what governance is”. 

Then another governance issue was the relationship between the Board and the 
CEO. The Board said: “we fired the CEO” and I was like what? They said “and you 
must look at us… we will make sure we mobilize the community”. Then I got to 
know that the Board had cancelled interviews on recruitment to fill posts in the 
hospital if they were not invited to sit in on such interviews (CEO). 
Board members tend to forget the reason why they have been appointed. They ac-
tually bring politics, because most of them are politicians… bring politics into the 
Institution, not focusing on health care, and the reason why they have been ap-
pointed (Finance and Supply Chain Manager). 
We had some shortcomings before, more especially, in terms of governance. The 
hospital board was really holding the institution to ransom. How do you put in a 
board member into the shortlisting of candidates for the hospital? For instance, 
even tuck shop for the hospital, they want to get favors… they interfere too much 
in the administration (management). They even organized some of the marches to 
come and march against the hospital management (Corporate services manager). 

Thus the board seemed to fail to perform its non-delegatable responsibility of pro-
viding a linkage between the hospital and its moral owners (community). It became a 
local political agency for self-interest by interfering in the work of management and the 
production of good governance. Thus as noted by Lee et al., the board failed to identify 
the hospital’s values, formulate policies, and shape strategic choices made by executives 
[57]. 

However, executive, middle and operational management appear to understand 
“what governance is”. The CEO defines her role and responsibilities thus: 

I’m a strategic manager who has to make sure that the hospital uses its resources 
effectively, it’s able to have goals and objectives that are in line with national and 
the province and in so doing make sure that we are able to have the outcomes that 
have been agreed upon by the Minister and the President in Parliament (CEO). 

Internal relations are vital for good governance. The CEO sees one role as dealing 
with the problems created by other managers below her. 

I’m a cleaner. People make a mess, I clean up. The MEC would go and talk to the 
community and promise them things. Then he would obviously make over- 
promises and you have to clean up. The doctors will mess up, they will cut this leg 
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instead of that leg, and then you clean up (CEO). 

For the clinical manager,  

My job, broadly, can be seen as being two-fold. I’m involved in fashioning a stra-
tegic pathway of the hospital and the District, as a whole. On the other hand, I 
have to see to patient’s issues, within the hospital, on a day-to-day basis (Clinical 
manager). 

Management involves this linkage to the district with its community perspective. 
Other middle level and operational managers explained their roles and responsibilities 
in the governance framework of the hospital. 

I do all the data management in the hospital. We have got policies that we have to 
work accordingly, so all the database gets captured at clinic ward levels, pro-
gramme levels. All that data get on a paper based format sent to us on a monthly 
basis (Senior Information Officer). 
I supervise nurses. I ensure that all the nurses do their duties. I delegate them. I 
make off-duties for them. I teach them conditions; see to it that they report to duty 
on time. That is to see that they conduct all their duties as supposed to (Opera-
tional Manager, Medical Ward). 

3.2. Resources and Achievement of Strategic Ends 

Nearly all respondents at all levels of management complained of budgetary constraints 
as a militating factor against achieving the core mandate of the hospital: 

We also have budgetary constraints. We rely on how much of a cake did health get 
given in Parliament and provincially and to the institution (CEO). 
Budget is a huge problem. Why I said budget is a huge problem is that, for in-
stance, the maintenance budget is centralized, it is at a district office… (Assistant 
Director, Technical and Support Services). 

A major consequence of these budgetary constraints is shortage of staff, especially, 
clinical staff leading to increasing workload, stressed staff, long waiting times for pa-
tients. This has also resulted in using less qualified personnel in functional areas, re-
sulting in task-shifting [58], which is common in South Africa, but may not provide ef-
fective care. It also means that many managers are not trained as such and are at a dis-
advantage of providing principled governance. 

3.3. Lack of Leadership Team at Hospital X 

In hospital X there is little evidence of a leadership team involving the board and CEO. 
As indicated earlier, the board claimed to have fired the CEO and mobilized the com-
munity against hospital management. It also cancelled interviews to recruit staff to fill 
vacancies if they (the Board) were not invited to be part of the interview panel. This 
view was corroborated by other members of the executive management: 
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The hospital board was really holding the institution to ransom. The way they 
were operating the first time I came here, … we were doing shortlisting and ac-
cording to them they are part of the shortlisting and of the interview. You find that 
the person coming cannot even write his name as a hospital board member or the 
knowledge is just not there (Deputy Director, Corporate Services). 

The board sought to interfere in many aspects of management including procure-
ment. The interviewee lamented: “just tuck shop for the hospital they interfere, they 
want to get favors”. The interviewee concluded strongly that “there was no good rela-
tionship with the community and the hospital because of the hospital board”. This situ-
ation undermined mutual trust and confidence within the hospital. In effect, there was 
no unity of direction between the board and the CEO/management. The board was not 
functioning to ensure good, respectful hospital governance as the question remains as 
to how the board could fire the CEO as its role does not include this appointment. Fur-
thermore, the board also affected the external relations of the hospital, especially, in 
that the board did not enhance the organization’s reputation, establish external contacts 
and advice and counsel the CEO to deal with population health needs. 

3.4. Common and Direct Reporting Lines 

Participants explained that there are direct reporting lines in the governance structure, 
reflecting Taylor’s principle of unity of command.  

There are direct reporting lines, you know, from the National Department of 
Health, down to the Provincial offices, down to the District. At the District level 
we have our Directors there, our Chief Directors, who liaise directly with our Chief 
Executive Officers and then when you look at that, then you will come into the 
organogram of the institution itself. I report directly to the Chief Executive Officer 
of the hospital (Clinical Manager).  

There was clear indication of this kind of unity of command in the hospital itself. 
While this principle requires the CEO to directly report to the board, there is evidence 
that sometimes CEOs deal directly with the MEC for health at the provincial level.  

“The MEC said to me, no I know about your Board, we are disbanding it. He asked 
do you have a problem and I said no, take it out. They took out the Board” (CEO).  

Unity of command in the hospital is seen in operational units which lead to the effec-
tive provision of services. Nurses report directly to their operational managers in the 
various units, who in turn report to the deputy director of nursing services, clinicians 
report to the clinical manager, while administrative staff report to their middle level 
managers who then report to the deputy director for corporate services. There are also 
instances where middle level managers report directly to the CEO instead of their im-
mediate superiors. 

As I am acting quality assurance I’m reporting to the CEO. But when I’m doing 
my Senior Admin job, I’m reporting to Quality Assurance (Quality Assurance and 
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Occupational Health and Safety). 

3.5. Accountability and Responsibility 

Accountability and responsibility are key in the governance structures of the hospital. 
All participants made reference to the performance management system in place and 
employees’ responsibility and accountability and supervisors’ responsibility for ensur-
ing these are achieved: 

We call it public service performance management. The managers sit down with 
those under them to agree on the Key Performance Areas (KPAs). They will then 
have a performance contract for the year (CEO). 
Like I mentioned, the Public Management Development System (PMDS); which is 
a performance management tool that we use a lot in the public sector and it ap-
plies to all the employees. The PMDS is a well-structured tool and what it does is 
for employees to periodically go through a kind of a formal assessment process. 
Are you really delivering the goods and so on?” These are key performance areas 
with key performance indicators (Clinical Manager). 

From the perspectives of executive management, the performance management sys-
tem ensures both superiors and subordinates have unity of responsibility and accoun-
tability; as it involves monitoring responsibilities of employees. These views were cor-
roborated by both middle and operational level managers. 

We’ve got what is called a performance management development program, where 
on quarterly basis there is a review of your performance between you and your 
supervisor… what is expected from you as an individual (Acting Assistant Direc-
tor, Quality Assurance and Occupational Health and Safety). 

References were made to the fact that approval of appointments and budget is carried 
at the provincial level, limiting the ability of managers to staff the institution. Political-
ly, therefore, decision space and authority for CEOs is restricted due to hierarchical 
control and centralization at the provincial level. The role of the external partner, the 
province, in determining budget level and remit must be underscored. Another impor-
tant aspect of accountability concerns patients and their communities. It was revealed 
in hospital X that managing the expectations of clients has been difficult. 

Our ability to service the clients, and then we also have problems of attitude, 
managing the expectation of our clients. It’s a hospital and people out there ac-
tually come in with different expectations of what they feel the institution should 
be able to do for them. Then often you find out that those expectations are not well 
aligned with what we can really deliver as a hospital (Clinical Manager).  

Thus, delivering the best services possible with available resources and at the same 
time being accountable to the province, national office of health standards compliance 
and the community provides the context for the hospital being answerable to all these 
stakeholders. Hospital X may not be at the best starting point to responding to popula-
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tion health needs: 

When you analyze it further you would then see that on average, most of the de-
partments are functioning at 50%. It’s just unfortunate that OT is at 0%; and it is 
OT, speech and physio that are dragging the percentage because if you would take 
those out, you would see that possibly the percentage would improve (CEO).  

The community is not always onside and the CEO noted that: “some bad episodes 
and the community’s perception about the hospital based on hearsay have really led to 
loss of trust in the hospital as an organization”; often times with community members 
sometimes “throwing stones at us”. This in turn, has affected the ability of the hospital 
to be accountable to the community. This, notwithstanding, within the management of 
the hospital, unity of accountability and responsibility apparently permeates the mana-
gerial structure as seen in the performance management system. 

3.6. Continuous Self-Improvement 

This principle permeates the hospital management as interviewees reported various 
training programs both at the hospital level and outside the hospital: 

We have in-service training. We also have trainings that are organized by NGO’s 
on behalf of National Department of Health and I think it is not the lack that we 
are having a problem with (CEO). 
We do an induction with them. The hospital does an official one, so that they 
know how the hospital functions, the protocols, procedures, leaves, and that sort of 
thing, and then I always have a pharmacy induction also (Pharmacy manager). 

Besides, self-improvement is continuous to update staff on current hospital man-
agement and practices: 

We have continuous training on or about supervision and then even in-service 
trainings, on procedures that are done here, just to remind us (Operations Man-
ager, Theatre).  

However, continuous self-improvement program is lop-sided and discriminatory in 
favor of clinical and allied health professionals.  

To tell you the truth, the plumber resigned now and one of his reasons was he 
wanted to go study further on and he knows we will not be able to send him. So, 
training is a huge problem (AD, Technical and support Services). 

This was confirmed by the Human Resources Development manager, who is in 
charge of training and development in the hospital: “there’s a perception that we con-
centrate on particular field, we take in nurses to study at college”. It is, therefore, fru-
strating to the administrative staff leading to resignations or moving to the private sec-
tor, where opportunities for further self-development are available. This confirms ear-
lier studies that a state of frustration and conflict can be generated within occupational 
categories, between occupational categories, within management, and between staff and 
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management [58]. Management training opportunities are therefore sparse, meaning 
that the same applies to learning about good governance. This affects the ability of the 
hospital to function effectively as a unit. Again, it also came across that self-improve- 
ment of administrative staff comes in areas that are not, particularly, relevant to their 
work functions: 

When it comes to do a code of conduct training, they go for that, but the relevant 
training for them, for example, let’s say I want to send an electrician for air con 
training that is relevant to the work, it is not happening, because of the problems 
of budget (AD, Technical and Support Services). 

4. Conclusions and Implications 

In this study, we examined the governance structures and processes in a South African 
public hospital in relation to the role of hospitals and hospital governance in contri-
buting to enhancing the social determinants of health. Good governance is vital not 
only for service delivery but also for community needs assessments and interventions. 
The hospital provides the centre—along with the clinic—where these activities do and 
can take place. Hospitals are major investments and must conform to the new policy 
environments being created nationally and internationally. We used Taylor’s nine prin-
ciples of good governance, many of which were found, including knowing what gover-
nance is, understanding the cost of governance, self-improvement, unity of responsibil-
ity/accountability, and unity of command. However, the principles of board-CEO/ 
management relationships, unity of direction, and achievement of strategic ends appear 
problematic. This is consistent with earlier studies on hospital governance in New 
Zealand and Czech Republic [41] and Ghana [46], but accountable strategies and plans 
as well as community involvement are vital for new governance models. 

What are the implications of this case study? The role of politics is crucial in consti-
tuting and truncating the life of the board. Politics, an unshakeable facet of all life in 
South Africa, must be channeled to ensure hospital management has freedom to ex-
ecute its policies and plans as WHO and national policies point to health care integra-
tion and stakeholder participation. We assert that the role of the board must also be 
made more functional than normative as is the current case in South Africa. 

Other external accountabilities must be recognized. Province is influential. It devel-
ops corporate policies and plans. It provides the budget. The national department of 
health provides operational guidelines. Yet most of them appear as impositions on hos-
pitals bringing into question the extent to which the various stakeholders know what 
governance is and their role in attaining it. There is an argument for a greater partner-
ship between province and its institutions to ensure clarity on the local impacts of poli-
cy decisions. 

There are other implications: good hospital structures and processes can shape lea-
dership practices and the achievement of hospitals’ strategic ends. This observation is 
consistent with Jakab et al. conclusion that well designed hospital organizational struc-
tures and performance are interlinked [44]. However, in a study of the degree of hos-
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pital governance orientation towards quality and performance, Botje et al. establish that 
while hospital governance is important, it does not occur in a vacuum [47]. All hospi-
tals are part of a wider health care system and of state social protection more generally. 
If hospital X is an indication, hospitals are moving toward good governance internally 
with attention paid to leadership and performance appraisal but much needs to be done 
for it to contribute to the non-medical determinants of health and development more 
generally. 
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