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ABSTRACT
District health managers (DHMs) lead and manage Ministry of Health
programmes and system performance. We report on the acceptability and
feasibility of inter-related activities to increase the agency of DHMs in
Kenya, Nigeria, South Africa and Uganda using a cross-sectional rapid
appraisal with 372 DHMs employing structured questionnaires. We found
differences and similarities between the countries, in particular, who
becomes a DHM. The opportunity to provide leadership and effect change
and being part of a team were reported as rewarding aspects of DHMs’
work. Demotivating factors included limited resources, bureaucracy, staff
shortages, lack of support from leadership and inadequate delegation of
authority. District managers ranked the acceptability of the inter-related
activities similarly despite differences between contexts. Activities highly
ranked by DHMs were to employ someone to support primary care staff to
compile and analyse district-level data; to undertake study tours to well-
functioning districts; and joining an African Regional DHM Association.
DHMs rated these activities as feasible to implement. This study confirms
that DHMs are in support of a process to promote bottom-up, data-driven,
context-specific actions that can promote self-actualisation, recognises the
roles DHMs play, provides opportunities for peer learning and can
potentially improve quality of care.
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Introduction

Transforming health service delivery is critical to achieving improved health outcomes for twenty-
first century Africa. While progress has been made in the last 10 years through the adoption and
resourcing of activities aimed to achieve the Millennium Development Goals, a recent Lancet Com-
mission described the slow pace of achieving improved quality of health care in Africa as ‘a recipe
for failure’ (Agyepong et al., 2017). African governments have committed themselves to Universal
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Health Coverage (UHC) in order to improve health outcomes, but UHC is dependent on moder-
nised health systems that support primary health care (PHC) as the cornerstone of UHC (Binag-
waho & Ghebreyesus, 2019). Essential to achieving change are: African-elaborated approaches
that focus on people-centred health systems, PHC and public health (including prevention),
which include a skilled workforce and improved research capacity that incorporates local gener-
ation and use of innovations (Agyepong et al., 2017). While the importance of leadership and man-
agement at all levels of health systems has been reaffirmed repeatedly (Bonenberger et al., 2015;
Bradley et al., 2015; WHO, 2007), it is district health management teams (DHMTs) who are respon-
sible for the implementation, administration and oversight of PHC programmes such as vacci-
nation and antenatal services, treatment of HIV, TB and more recently NCDs. District health
managers (DHMs) are expected to lead and manage staff and engage with external partners to
achieve results under complex conditions (Daire & Gilson, 2014; Kawonga et al., 2016; Ndavi
et al., 2009). The district level is where implementation occurs and where multiple PHC pro-
grammes intersect with health workers, health infrastructure, management style and the population
served.

Importantly DHMs need the authority to be able to lead and to test innovations in service deliv-
ery in a context-sensitive manner. Decentralisation, which in theory included devolution of auth-
ority, was meant to achieve this and has been adopted in many African countries over the last 20
years. The motivation for decentralisation was that context-specific decision-making would
improve allocative efficiency in service delivery and allow greater accountability and responsiveness
to the local population. The evidence of the impact of decentralisation on health outcomes is incon-
clusive, however, due to variability of accountability structures, the complexity of relationships and
contexts and poor data quality for comparative analyses (Dwicaksono & Fox, 2018). Inadequate
resources, lack of management training, poor team-work and absence of job descriptions are
some of the barriers described which impede improved health outcomes (Egger & Ollier, 2006;
Filerman, 2003; Muchekeza et al., 2012; Ndavi et al., 2009). Rigid hierarchical structures which pre-
vent local health systems (districts) from acting on their insights have also been described (Tetui
et al., 2018). These are areas for more enquiry and research.

DHMs, often a doctor, senior nurse or an administrator, usually head a DHMT (Egger & Ollier,
2006; Kawonga et al., 2016; Ndavi et al., 2009; Nzinga et al., 2013). The skills needed to do so are not
articulated and the management training required is not standard across low- and middle-income
countries (LMICs). Filerman (2003) distinguishes between public health competencies necessary for
programme planning and evaluation, and managerial competencies related to control of and account-
ability for resources, effective management of personnel and assuring results. Both are essential and
complementary, but ‘public health competence without a firm foundation of management skills
does not produce successful results’ (Filerman, 2003, p. 2). This coincideswithwhat others have argued:
that management skills such as strategic problem-solving, human resource management, financial
management and operations management are fundamental to health system strengthening (Fetene
et al., 2019).Moreover, improvedmanagement arises through a complex interplay of factors at different
levels, as complex adaptive systems, rather than from building individual skills and technical capacity
alone (Heerdegen et al., 2020; Kwamie et al., 2014). Yetmany health professionals take onmanagement
positions without any prior management training and may get further training after appointment to
improve their credibility (Loh, 2015). Doctors are often appointed to district leadership positions
after only one year of work experience while nurses may have more experience when they become lea-
ders but rarely go through specialised training (Nzinga et al., 2013).

Further frustrating DHMs’ efficacy is a tendency for nationally determined programmes, often
inserted as vertical interventions, to dominate. These vertical programmes often by-pass district lea-
dership, are centrally planned and narrowly targeted, encouraged by donors, funded and managed
separately from routine health services. Vertical programme managers are frequently accountable
directly to national programme directors or international donors, rather than to DHMs and
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DHMTs. They often receive targeted investments (e.g. additional training and resources like trans-
port) in preference to and bypassing DHMs (Henriksson et al., 2017; Kawonga et al., 2013; Kawonga
et al., 2016).

While district health information systems generate large amounts of data that could be used for
local decision-making, priority-setting, resource allocation and the planning and evaluation of dis-
trict services to make them more responsive to local population health needs, they are not used in
that manner (Nzinga et al., 2013; Wickremasinghe et al., 2016). Health data are often collected and
collated at the district level, taking up a significant proportion of the working time of DHMs (Bone-
nberger et al., 2015), but are often not used locally by DHMs for decision-making (Kawonga et al.,
2012; Wickremasinghe et al., 2016). In Uganda, district-specific evidence enabled DHMTs to draw
up work plans related to articulated priorities, but they lacked autonomy and had limited decision
and fiscal space to implement their ideas. Heavy dependence on funding from donor agencies with
their own priorities, undermined the DHMTs’ ability to respond to their own perceived district
health needs and plans (Henriksson et al., 2019).

Writing from a US perspective, Birken et al. (2012) suggest that the role of middle managers has
been neglected in the growing literature on healthcare innovation implementation, yet they play a
crucial role in synthesising and diffusing information, mediating between strategy and day-to-day
activities, and promoting innovative implementation (Birken et al., 2012). We argue that the same
applies in Africa and that agency – the ability and willingness to act on issues they feel are impor-
tant – among DHMs is an important ingredient in managers’ ability to effect change, implement
innovations and improve quality. Along with other authors, we also stress that contextual factors,
political, social and economic, in addition to individual managers’ knowledge and skills, are impor-
tant in understanding the limitations that DHMs experience in LMICs (Heerdegen et al., 2020).
Research has shown that decentralisation fails unless DHMs are given the power they need to
deal with their challenges (Aberese-Ako et al., 2018). Central to enhancing the impact that
DHMs could have is to provide them with an enabling environment in which they are acknowl-
edged for the skills and experience they have (WHO, 2007).

A multi-country research collaboration seeking to develop methods to improve the efficacy of
human resources for health involving senior researchers from Kenya, Nigeria, South Africa and
Uganda was initiated. The research was developed in phases. The research consortium organised
and met at several workshops. At the first workshop, the research consortium identified common
human resource problems; at the second workshop data from document reviews, key informant
interviews and group discussions with care providers and managers in each country was reviewed.
We used these data and information from the scientific literature in this field to diagnose part of the
problem. Our collective experiences of working in public health institutions in these and other
countries (for some of us this included working in the past as DHMs) contributed significantly
to our understanding of the context. We noted that DHMs operated in an environment that did
not enable them to generate and implement locally developed innovations. We posited a compen-
dium of possible activities that could increase knowledge-sharing, analytical capability, confidence
and willingness of DHMs to exercise their agency. We hypothesised that these activities in combi-
nation could be useful in promoting bottom-up, data-driven, context-specific actions that promote
self-actualisation, recognise the roles that DHMs play, provide an opportunity for peer learning and
can potentially improve quality of care and health outcomes in the long term. To ensure we were
not imposing ideas from the outside we wanted to test our ideas first. To do this, we developed data
collections tools to test our hypothesis and then later met to refine our data entry and to write up
our results.

The logic of the compendium of activities we developed and how they may promote agency in
DHMs has been published elsewhere (Fonn et al., 2011) but is described briefly here. We noted that
DHMs as a category were not recognised, though they had particular experiences and problems,
and had implemented solutions in some instances that, if they had a forum, could be shared for
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horizontal cross-learning. The activities we proposed would fill a need that has more recently also
been identified by others: a need for on-going reflective iterative, complex and dynamic capacity-
building (Kwamie et al., 2014; Tetui et al., 2016).

The compendium of activities included providing some form of recognition for DHMs such as
an autonomous recognised professional association. Importantly, the association should include a
forum where local research undertaken by DHMs can be presented. We envisaged that DHMs
would use the district health information they already collect to review their own services,
implement changes as required and monitor the impact of such changes. This would provide
opportunities for peer learning and encourage local research to produce bottom-up data on
which to plan or assess local initiatives. We noted that technical support at the district level to ana-
lyse local data may be required so we included this support in the compendium of activities. We
postulated that DHMs study tours to well-functioning districts would provide for peer learning
and would validate the work undertaken by DHMs. Our research, presented in this paper, tested
the acceptability and feasibility of these activities.

The purpose of this paper is to document the opinions of DHMs in four countries in Africa
regarding the acceptability and feasibility of a set of inter-related activities that could enable
them to develop greater agency and innovation in their work to improve the quality of healthcare.
We also collected data on DHMs’ perceptions of their work environment in order to describe the
various contexts in which they work and the relevance of such interventions in each context. The
study presented here was conducted in Kenya, Nigeria, South Africa and Uganda. These countries
were chosen based on an existing collaboration amongst researchers from these countries, and
because they represent Western, Eastern and Southern Africa where there has been a range of
experiences in district health services.

The analyses presented here are of data collected in 2010, which is a limitation of this study.
However, the activities we tested in this study aim to address problems that resonate with cur-
rent discussions and give attention to gaps that are reported to persist in health systems in Sub-
Saharan Africa now. It is still reported that DHMs need the space to be more innovative,
engaged and motivated to improve the quality of care for their populations, and for them to
be recognised for the important role they play (Aberese-Ako et al., 2018; Tetui et al., 2018).
There are two reasons why the findings presented here are still relevant. Firstly interventions
similar to the inter-related activities tested in this study have, subsequent to our study,
shown some success at national levels such as through health leadership and management
courses and mentorship (Edwards et al., 2015; Mutale et al., 2017). There are also examples
where the strong leadership capacity of mid-level managers led to innovations and flexibility
in ensuring essential services continued (Mccollum et al., 2018). These findings show that
opportunities where DHMs can learn from each other are relevant and could be scaled up
for greater impact, as we propose. Secondly, while the context in each country has changed
since our data were collected; similar limits to DHMs’ decision-making space exist even
now, for example, in Uganda, as described earlier (Henriksson et al., 2019). Kenya changed
from a mainly centralised health service to a devolved one in 2013, with expectations of greater
efficiency, equity and expansion of UHC and improved service delivery. Despite these changes,
considerable variations have been found in priority-setting in health planning and budgeting by
key decision-makers at the county (district) level. In South Africa, the White Paper on the new
National Health Insurance Scheme, the vehicle chosen by the government for achieving UHC,
was only published in 2017 (South African National Department of Health, 2017). However, it
has been noted that disparities between districts, including differences in a district management
capacity, may frustrate implementation (Fusheini & Eyles, 2016). More recently, it has been
reported that the quality of primary care provided across districts is very variable (Muthathi
& Rispel, 2020) and that considerable attention is needed to establish decentralised structures
such as districts (Blecher et al., 2019).

4 S. FONN ET AL.



Materials and methods

This exploratory cross-sectional rapid appraisal was carried out simultaneously in Kenya, Nigeria,
South Africa and Uganda by the locally based research groups who were members of our research
consortium. DHMs from urban and rural government district health facilities were interviewed in
these four countries using structured questionnaires which were either self- or interviewer-adminis-
tered. Where self-administered the researchers were present to answer questions either in person or
by telephone. The questionnaire included open-ended and closed questions on demographic
characteristics, job satisfaction, what they liked and disliked about being a DHM, what prevented
the provision of quality of care in their districts, and factors that impeded them from doing their
work well. Some questions required DHMs to choose between a set of options and rank which
most affected them. DHMs were asked to rank the top five factors affecting their performance at
work; they were also asked to choose and rank interventions they thought were most desirable
to increase their effectiveness as managers. The individual rankings were aggregated using two
different methods. First, we analysed the proportion of DHMs selecting each factor as the most
important factor. Second, the full rankings were analysed using a form of the Borda count method
(Black, 1976) where first choices score 5, second choices score 4, etc., and the sum of these scores for
each factor is then used to rank them. The acceptability and feasibility of particular activities to
improve district management were tested by asking DHMs to rank the desirability of the compen-
dium of activities and indicate if they thought them feasible.

Data from the questionnaires were entered in Epi-Info and analysed using Stata v14. Country
data were collated and a single combined data set was created. Open-ended questions were
coded using the entire data set to get uniformity across all sites.

Study sample

Kenya comprises eight provinces. Nairobi was excluded as this large urban area is not run on a dis-
trict model. For the remaining 7 provinces, 92 DHMs were conveniently selected from across 46
districts based on where district managers were available because district meetings or training ses-
sions were taking place, making interviewing logistically possible.

In Nigeria, the equivalent of a DHM is the PHC coordinator in the Local Government Area
(LGA), who is usually a Community Health Officer (CHO). The CHOs are usually nurses or mid-
wives who have undergone an additional 2-year training programme which includes some manage-
ment skills. LGAs in each state were listed and every third LGA was selected giving 240 LGAs. The
response rate was 92% with 222 PHC coordinators participating.

South Africa has 52 designated districts. All DHMs were invited to participate. Repeated calls to
each DHM were made to arrange face-to-face interviews in the first instance. If unsuccessful, tele-
phone interviews were conducted with the DHMs who received the interview schedules in advance
of the phone call. After many attempts, 31 DHMs (60% response rate) were successfully
interviewed.

In Uganda, 27 districts were randomly selected from a total of 77 after stratifying by region
(south-west, western, northwest, northern, eastern, central and Kampala), urban and rural and bet-
ter and worse functioning districts based on available health indicators and outcomes. All district
managers from the selected districts were interviewed.

Ethical approval was obtained in each country by the lead institution in that country as follows:
in Kenya from the Institutional Research and Ethics Committee of Moi University and Moi Teach-
ing and Referral Hospital, Eldoret (FAN:IREC 000423), and district health management at all
involved facilities; in Nigeria from the Research and Ethics Committee of the Oyo State Ministry
of Health, Ibadan and Ethics Review Committee of Zamfara State, Gusau; in South Africa from
the University of the Witwatersrand Human Research Ethics Committee (Medical) (M090674),
from relevant ethical review bodies of each province, and from the National Department of Health;
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in Uganda from the Makerere University Faculty of Medicine Research Ethics Committee
(REF_2009_134) and the Uganda National Council of Science and Technology.

Results

The characteristics of the 372 DHMs interviewed are shown in Table 1. The managers were mostly
men, except for South Africa where just over half the managers were women. They were younger in
Nigeria and Kenya than in Uganda and South Africa. In Uganda and Nigeria DHMs were in their
positions longer than in Kenya and SA. In Uganda, South Africa and Kenya the majority of DHMs
reported having a higher qualification (post-school certificate, diploma or degree) compared to only
10% in Nigeria. Roughly 50% of managers in Kenya and 70% in Uganda were doctors (with a medi-
cal degree or a specialist Masters in Medicine qualification) compared to 1% in Nigeria and 16% in
SA. South African DHMs reported the highest number of MPH or MSc degrees, almost 39% com-
pared to just under 10% in Kenya, 7.4% in Uganda and 0.5% in Nigeria. Over 80% of DHMs inter-
viewed in all four countries were members of a professional association.

As the countries differ it was important to understand how DHMs perceived their own jobs. We,
therefore, explored DHMs’ job satisfaction using a 5-part Likert scale. This is presented as an aver-
age out of five (five being very satisfied) in Table 2. Respondents were asked to rate their degree of
satisfaction with their job overall, their salary, their current working conditions, their supervisor (to
whom they report), their relationship with their colleagues and their profession independent of
their present job. The question on satisfaction with salary was excluded in error from the question-
naire in Uganda. In both Kenya and Nigeria, DHMs reported their relationship with colleagues as
satisfactory and rated it the highest, followed by being satisfied with their profession; they were least
satisfied with their salaries. This was similar in Uganda in that they too rated their relationship with
their colleagues and their profession as most satisfying, but they were least satisfied with their cur-
rent working conditions. In South Africa, DHMs rated their job in general and their relationship
with their colleagues the highest and their salary and current working conditions were rated the
least satisfying. There were similarities across the four countries where relationships with colleagues
and their profession and or job being satisfying.

Again, to explore if there was any homogeneity among DHMs, they were asked what they found
most rewarding and most demotivating about their jobs (Table 2). Responses to these open-ended
questions were coded after the data were collated. This provided an opportunity to understand,
within each national context, the factors that motivate and discourage DHMs who are important
linchpins in health system functioning in many African countries. The percentages show the pro-
portion of DHMs in each country that spontaneously mentioned each factor. Across all four
countries, the opportunity to provide leadership and effect change emerged as the most (or second
most in Nigeria) rewarding. In Uganda, 100% of DHMs reported this spontaneously while in Kenya

Table 1. Characteristics of district managers interviewed in each country.

Kenya South Africa Uganda Nigeria

Number of respondents 92 31 27 222
% Male 79.4 45.2 92.6 72.4
Age: mean (sd) 39.1 (7.3) 51.9 (6.5) 46.5 (6.5) 33.2 (7.0)
Years in current position: mean (sd) 4.3 (4.9) 3.6 (3.2) 9.1 (6.9) 8.4 (4.7)
% with higher qualification 91.1 100.0 100.0 10.4
Certificate 0.0 0.0 0.0 1.4
Diploma 26.1 16.1 22.2 5.0
Bachelors 1.1 29.0 0.0 0.0
Masters (MPH, MSc only) 9.8 38.7 7.4 0.5
MBChB 30.4 12.9 59.3 0.9
MBChB + MMed 19.6 3.2 11.1 0.0
Other 2.2 0.0 0.0 0.0

Member of a professional association (%) 87.0 80.7 92.6 86.3
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85% and in South Africa 74% reported this as motivating. In Nigeria, ‘being part of a team’was what
DHMs enjoyed the most about their jobs, with just under 67% giving this response. In Nigeria, this
was followed by leadership and the opportunity to effect change and ‘benefitting and working with
communities’ with 44.4% reporting this as motivating. ‘Being part of the team’ was also the second
most rewarding part of the job in both Kenya and Uganda. In South Africa, the space to innovate
was the second most important motivating factor for DHMs followed by benefitting and working
with communities at just under 52% and 42% respectively. There were thus some similarities in
what DHMs found motivating.

The factors that demotivate DHMs (Table 2) were more varied across the countries than the fac-
tors that motivate them. Kenyan DHMs reported the greatest range of issues though limited finan-
cial resources were mentioned most often (by 82% of respondents) followed by staff shortages
mentioned by 28% of respondents. In Nigeria, three factors that demotivated DHMs were men-
tioned: lack of support from leadership (69.2% of respondents), bureaucracy (31%) and limited
financial resources (23%). South African DHMs also reported a range of demotivating factors.
The most frequently reported was lack of support from leadership reported by 53% of DHMs, fol-
lowed by limited financial resources (43%), while the degree of delegation of authority was demo-
tivating for 30% of respondents. In Uganda, limited financial resources was the most reported
demotivating factor (73%) followed by staff shortages (27%).

To assess the commonality between the experience of the DHMs in our survey with other DHMs
in other LMICs, DHMs were presented with fifteen different options (listed in Table 3) that have
been reported to affect the work performance of DHMs. They were asked to choose the top five
factors that affected them and to rank these five from the most to least important. Table 3 presents
the weighted average of their cumulative ranked top five choices with 1 being the most important
obstacle and 15 being the least important. Too much work featured in the top three for all four
countries. Inadequate salary was the top choice in Kenya and Uganda but ranked as fourth and
seventh for Nigeria and South Africa, respectively. Inadequate physical infrastructure ranked as
the top obstacle in South Africa and was ranked second in Kenya and Uganda but ranked only
14th in Nigeria. Nigerian managers ranked inadequate training as the most important obstacle.

Table 2. District health managers’ assessment of their jobs.

Kenya South Africa Uganda Nigeria

DHM job satisfaction (average of 5-part Likert scale from 1 = very dissatisfied to 5 = very satisfied)
Satisfaction with:
Job in general 3.4 4.0 3.6 3.5
Salary 2.1 3.0 − 3.1
Current working conditions 2.7 3.0 2.8 3.3
Supervisor 3.4 3.1 3.7 3.3
Relationship with colleagues 4.0 4.0 4.2 4.3
Profession 3.8 3.8 4.2 3.8

What DHMs enjoyed about their jobs (% of respondents)a

Leadership and effecting change 84.9 74.2 100.0 44.4
Being part of a team 39.7 32.2 26.9 66.7
Managing people 12.3 12.9 19.2 11.1
Space to be innovative 15.1 51.6 15.4 0.0
Benefitting and working with communities 11.0 41.9 3.9 44.4

What DMs found demotivating about their jobs? (% of respondents)a

Limited financial resources 82.1 43.3 73.1 23.1
Lack of support from leadership 14.1 53.3 11.5 69.2
Staff shortages 28.2 3.3 26.9 15.4
Having to manage and discipline staff 15.4 10.0 15.4 0.0
Bureaucracy 3.9 26.7 3.9 30.8
Career stagnation 14.1 0.0 19.2 0.0
Delegated level of authority 2.6 30.0 0.0 0.0
Limited impact on health outcomes 3.4 10.0 0.0 0.0

aRespondents could give more than one response.
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A major aim of this study was to assess the relevance of a set of activities to improve agency
among DHM. The DHMs surveyed were asked to select and rank their top five activities from a
list. Additional options, outside of those that we specifically wanted to test, were included in the
survey and we also provided an opportunity for DHMs to include other interventions. In Table
4, we present the weighted ranks of the activities chosen by the DHMs. For Nigeria, South Africa
and Uganda, the highest-ranked activity was to employ someone to support primary care staff with
record reviews by compiling and analysing monthly statistics. Undertaking a study tour to under-
stand how another district worked was highly ranked; first choice for Kenya, second choice for
South African and Uganda, and third choice for Nigeria. DHMs in all four countries ranked joining
an African Regional District Health Managers’ Association in their top five.

We asked DHMs for their views on the feasibility of carrying out the proposed activities that they
ranked highly (their first five choices). The results are summarised in Table 5 where the data are
summarised as impossible (I), possible (P) or easy (E) to implement. Very few of the activities
seemed impossible to DHMs to implement, except for spending a year getting a post-graduate man-
agement degree in Uganda where one third of DHMs categorised this as impossible. This activity
was considered easy to implement by over 50% of DHMs in South Africa and Nigeria, and 27% in

Table 3. Rank of factors affecting performance at work by country.

Factor Kenya South Africa Uganda Nigeria

Poor salary 1 7 1 4
Too much work 3 3 3 3
Inadequate training 7 9 10 1
Inadequate physical infrastructure 2 1 2 14
Equipment not available 4 5 5 9
Inadequate support from senior managers 5 2 7 6
Little recognition from managers 11 11 10 2
Weak health information systems 9 3 6 7
Drugs not available 6 6 4 10
Limited career path 7 12 9 13
Work is boring 13 13 8 8
Little continuing professional development 12 8 12 10
No opportunities for promotion 10 15 14 12
Poor relationships with colleagues 14 13 12 5
Little recognition from community 15 10 14 15

Table 4. District manager’s scoring (sum of ranks) of activities they would like to undertake to improve job satisfaction and
patient care (1 = highest rank).

Activities Kenya
South
Africaa Ugandaa Nigeria

Employ someone in the district to visit MLW on a regular basis to assist them
to conduct record reviews and compile monthly statistics

7 1 1 1

Undertake a study tour for 1 month to another district in Africa to compare
District Management systems

1 2 2 3

Join a regional African DM association where research is presented 4 3 4 4
Work with others to define indicators of system functioning and collect these
data an on-going basis

6 4 5 9

Host a DM from another district in another region for a month for the person
to learn from my DMS

8 5 7 2

Meet with other DM to discuss common issues you face at work 2 5 6 8
Spend a year getting a PG management degree 3 7 7 5
Conduct a review of an aspect of your district & present this at a DM
association meeting

5 8 3 6

Move to a more urban district 10 9 10 7
Move out of the health sector 9 9 9 10
aSome ranked scores were identical thus giving some interventions the same ranking; options in bold reflect those that we pos-
tulate can promote bottom-up, data-driven, context-specific interventions and/or recognise the work district managers do and/
or promote peer learning.
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Kenya. The activities thought to be most feasible to implement were hosting a DHM from another
district, meeting with other DHMs to discuss common issues faced at work, and conducting a
review of an aspect of the district to present at a DHM association meeting.

In Figure 1, we pooled the data from all four countries addressing only those activities that we
hypothesised would recognise and motivate DHM to give an estimate of the collective rather than
country-specific views on the feasibility of the inter-related activities. The data suggest that a Sub-

Table 5. Percentage of DHMs agreeing that proposed activities are Impossible (I), Possible (P) or Easy (E).

Activities

Kenya South Africa Uganda Nigeria

I P E I P E I P E I P E

Employ someone in the district to visit CO
on a regular basis to assist them to
conduct record reviews and compile
monthly statistics

4.9 56.1 39.0 12.0 40.0 48.0 0.0 33.3 66.7 7.8 47.9 44.3

Have the opportunity to undertake a study
tour for 1 month to another district in the
Africa to compare District Mx system

13.2 69.1 17.7 18.2 31.8 50.0 17.7 58.8 23.5 6.3 53.6 40.2

Host a DM from another district in another
region for a month for the person to
learn from my DMS

13.3 56.7 30.0 0.0 11.1 88.9 0.0 16.7 83.3 6.2 52.3 41.5

Join a regional African DM association
where research is presented

16.4 54.1 29.5 14.3 38.1 47.6 12.5 43.8 43.8 8.3 54.2 37.5

Conduct a review of an aspect of your
district & present this at a DM association
meeting

8.0 34.0 58.0 0.0 17.7 82.4 0.0 33.3 66.7 9.5 51.4 39.1

Spend a year getting a PG management
degree

14.3 59.2 26.5 15.4 30.8 53.9 33.3 33.3 33.3 3.7 44.4 51.9

Meet with other DM to discuss common
issues you face at work

10.3 44.8 44.8 0.0 15.8 84.2 0.0 25.0 75.0 12.3 41.5 46.2

Work with others to define indicators of
system functioning and collect these
data on on-going basis

6.1 40.8 53.1 0.0 35.0 65.0 0.0 44.4 55.6 9.9 54.9 35.2

Figure 1. Combined perception about the feasibility of proposed activities to improve district managers’ effect, all four countries.
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Saharan Africa initiative to improve the performance of DHMs in decentralised health systems
would be possible.

Discussion

This study investigated the acceptability and feasibility of a set of inter-related regional African
activities to promote agency among DHMs. Figure 2 provides a conceptual framework showing lin-
kages between the factors influencing the performance of DHMs as leaders and proposed activities
for change.

For regional activities to be relevant they need to be acceptable and feasible in diverse contexts
and to a range of DHMs.We tested this in four countries in Africa that have different characteristics
in how their health services are organised and in who becomes a DHM. It is vital to avoid imposing
a one-size-fits-all solution to the variety of experiences in different contexts. Instead, the responses
that DHMs would generate through the processes proposed here exploits the various circumstances
across the region and enables DHMs to share learning with each other. This proposed approach
specifically recognises that diversity and enhances the richness of experience. The concept of dis-
tricts and DHMs varied amongst the four countries. The Nigerian respondents were to some extent
outliers in that they were younger, with less training and fewer higher qualifications; only 10% of the
Nigerian sample had a post-secondary education qualification. However, Nigerian CHOs, as well as
being nurses or midwives, have two years of additional training which includes management train-
ing though we were not able to document the degree to which the training included management
skills. In addition, this training is not certificated. In the other countries included in this study,
almost all DHMs had some post-secondary degree. All DHMs in Uganda are now required to
have an MPH, which many study for after appointment (Egger & Ollier, 2006). Apart from
those with a Masters in Public Health (MPH) that may or may not include health management
skills, it is not clear that they received any management training. Even if there is some management
training included in these qualifications or additional training, it is not clear that it adequately
equips DHMs with the skills required to manage health services that are fraught with urgent, com-
peting demands. Other differences included the poor representation of women as DHMs except in
South Africa, that they were predominantly doctors in Uganda and Kenya but nurses in South
Africa and CHOs in Nigeria. Their average age and period of service as DHMs also differed

Figure 2. Conceptual framework showing the linkage between factors influencing teh performance of DHMs and proposed
activities for change.
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somewhat. Nonetheless, all those interviewed played management and oversight roles in health ser-
vice delivery in a defined geographical area – in other words, they would be eligible and appropriate
to participate in the activities we were testing.

There were also commonalities amongst them. The DHMs included in this study said they were
motivated by being able to innovate, leading and effecting change. They identified health system
inadequacies, lack of planning and leadership, bureaucracy, financial and staff shortages as holding
them back and compromising their ability to develop and lead initiatives to improve health system
functioning. Thus, in spite of differences between the various countries, there were similarities in
what motivated and frustrated them and they ranked the possible interventions similarly enough
and considered a regional intervention to be feasible. We argue that running this at a regional
level will elevate the status of DHMs and allow for inter-country learning.

Participants were offered a set of possible activities which included those we wanted to test plus
others as well as allowing for additional suggestions that they could generate themselves. Our aim
here was to attempt to offer a range of possible activities so that we did not bias them towards our
suggestions, albeit that they were based on formative research in each country.

The highest rank was given to a solution to better manage district health information by employ-
ing someone to visit facilities regularly to assist health staff with record reviews and analysis of
monitoring statistics to allow for the local understanding of performance, challenges and outcomes.
This has the potential to enhance context-specific solutions and innovation, promote local owner-
ship of health interventions and potentially increase motivation to implement changes. DHMs also
proposed working with others to define indicators of health system functioning for which data
would be collected on an on-going basis. These activities would require capacity development of
decision-makers to use the data, such as the use of decision support tools, analysis and presentation
of data at research meetings, and peer exchange (Henriksson et al., 2017; Kawonga et al., 2013;
Wickremasinghe et al., 2016). Our envisaged African Regional District Health Managers Associ-
ation meeting would provide such a forum.

The top five inter-related activities identified by DHMs included learning tours to other districts,
exchange visits between districts and joining a regional African DHM association where locally gen-
erated district research is presented at an annual meeting. Discussion of common issues with other
DHMs also had some support. Learnerships and exchanges could be organised for DHMs to visit
identified well-functioning districts and centres of excellence in the same or different countries.
Such ‘sabbaticals’ provide opportunities for enquiry, reflection and rejuvenation which could
improve the motivation and confidence of DHMs, learning from peers, observing good practices
and promoting cross-fertilisation of ideas. The aim of this activity would be to validate local knowl-
edge and innovation and to counter the notion that solutions are mainly found outside Africa.
DHMs would learn how to identify those aspects of successful health systems that could be adapted
for their own context, and motivate them to exercise agency by taking action to implement learning
once they return. The aim of learning visits would be to observe good practice and management
rather than providing services, so logistical problems related to professional registration should
not arise.

Participants ranked highly the development of a regional African DHM association that held an
annual meeting at which DHMs would present operational research projects, successful problem-
solving exercises and clinical audits, thereby demonstrating local use of district health data.
Through these meetings, the attributes that make some districts successful in achieving their
goals and provide high-quality care to communities would be publicised and celebrated. The associ-
ation would give recognition to district management and promote professionalisation of the man-
agement process. While this may be similar to the Institute of Healthcare Managers in South Africa,
functioning since 2003, which offers a possible example, its membership is mainly from the private
sector and it is not clear to what extent it promotes these concepts of professionalism (Egger &
Ollier, 2006).
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While upstream factors such as the degree of authority delegated to DHMs still has to change,
nonetheless, there are examples where DHMs have successfully led changes that offer experiences
and lessons to share. Ad-hoc learning visits and learning networks have featured in other research
projects and have been successful in getting district staff to advocate for change in some settings
(Egger & Ollier, 2006). In Mozambique, teams of mentors were deployed to build capacity for
DHMs by equipping them with skills in planning, priority-setting and problem-solving. Indicators
of success were that more district mentoring visits took place, there was greater transparency in dis-
trict spending and more of the workforce achieved advanced career development (Edwards et al.,
2015). In Tanzania, researchers noted that the success of a community-based health finance scheme
depended on the personal initiatives of DHMs. They recommended that an arrangement where
well-performing districts shared good practices with other districts may improve overall uptake
of the scheme and emphasised the importance of horizontal relationships and networking in decen-
tralised health systems (Kigume & Maluka, 2019; Maluka, 2013).

DHMs who can demonstrate their ability to lead may inspire confidence and force change from
the bottom-up. The leadership role required of DHMs is to create a conducive environment for
learning, change and innovation implementation, through the motivation of frontline health
workers, and mediating between strategic goals and day-to-day activities (Birken et al., 2012;
Nzinga et al., 2013). Peer learning between DHMs presents an opportunity to develop this. Motiva-
tional systems to encourage managers to be competent in their jobs, peer feedback, mentoring and
coaching and sharing interventions to improve quality have demonstrated positive outcomes
(Egger & Ollier, 2006; Nzinga et al., 2013). Management-led quality improvements through a struc-
tured system of engagement of managers have also improved quality (Birken et al., 2012).

The proposed multi-faceted inter-related activities tested in this study include a regional DHMs
annual research meeting using local district data and study tours across the continent where DHMs
could visit a well-functioning district for learning purposes. Providing a space for DHMs and
DHMTs collectively to analyse and review what they do and how they do it may improve
DHMs’ confidence and ability to act as change agents within their districts. Using the local health
systems data generated by district staff could facilitate self-reflection and prompt local problem-sol-
ving and action – that is, evidence-based agency. They would be enabled to exercise their decision
space, defined as the extent to which DHMs can make choices or exercise authority over health sys-
tem functions currently constrained by central level priority-setting (Bossert & Beauvais, 2002;
Henriksson et al., 2017).

The activities tested in this study would benefit DHMTs and other health cadres as well as DHMs
and promote health systems development more generally. It would recognise management of health
services as a significant, distinct and valued task, providing opportunities for professionals with man-
agement expertise to provide training relevant to DHMs in Africa. Management training that is prac-
tical and oriented to problem-solving approaches could be provided through a range of in-service
activities such as exchange visits and short courses run through a regional DHM association or
offered at the proposed annual regional meetings. While attending further training and getting a
higher degree such as a DrPH (Doctorate in Public Health) may be desirable for some DHMs and
can be pursued, many African DHMs would not qualify for such a course (Agyepong et al., 2018).
A system-wide, rather than an individual-oriented approach, that facilitates tacit and peer learning
and that can reach a greater number of DHMs may have a greater impact on health care services.

Limitations and reflection

The data presented here was collected in 2010. There have been significant changes in the policy
environment since then especially in Kenya and South Africa. In this paper, we argue that despite
these improvements, the pace of change has been slow and uneven and that processes that enable
DHMs from diverse contexts to develop their own interventions will lead to more sustainable and
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enhanced quality of care. We, therefore, assert that our analysis based on this data is still relevant
and useful.

It is reasonable to ask how this set of inter-related activities differs from the imposed outsider
top-down health systems interventions that we criticise in the introduction of this paper. While
none of us was district managers at the time this research was conducted, we are all African resi-
dents working in Africa in African health systems. We do not see our proposal as an intervention
with a set of actions that need to be followed by DHMs. Rather we are proposing a process that
could incentivise district managers to use and analyse their own data. We believe that by using
their own data they will generate various, varied and appropriate interventions and that, by
definition, these interventions would be generated from the bottom-up. Because such interventions
would be based on local data generated by people working in districts, they would be context-
specific and more sustainable. This is fundamentally different from programmes imposed by
national or international players commented on here.

Conclusions

Investments that incentivise DHMs to use and analyse their own data to present at regional meet-
ings, where they would actively participate in an adult learning environment, will facilitate bottom-
up decision-making and allow context-specific interventions to emerge from African DHMs.
Donors and national governments indicate that they want to build sustainable, good quality health
systems in Africa, especially if these interventions are evidence-based and will lead to stewardship at
all levels in the health system. They should be encouraged to fund processes that enable DHMs to
decide for themselves and to learn from each other. The activities proposed here could potentially
facilitate such district-lead country-level achievements. This should be tested and monitored for
impact to promote universal access to quality care within diverse environments and structures.
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