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9 Abstract

10 Background: Strong management capacity is essential for effective primary healthcare (PHC) service 

11 delivery and health system strengthening [1]. The AURUM Management Development Programme (MDP) 

12 was implemented to strengthen district and PHC leadership in the Western Cape province of South Africa. 

13 This study explored the contextual barriers and enabling conditions influencing the scalability of the 

14 programme within district health systems.

15 Methods: This study employed a qualitative exploratory design to investigate barriers and enablers 

16 associated with scaling the MDP. In-depth interviews were conducted with purposively selected district 

17 health managers from three Western Cape districts. Interviews were audio-recorded, transcribed 

18 verbatim, and analysed thematically using NVivo 14. The study explored perceptions regarding 

19 programme adaptability, district readiness, implementation challenges, and enabling conditions for 

20 sustainability and scale-up.

21 Results: Twenty participants (7 males and 13 females) from the Cape Winelands, Garden Route, and Cape 

22 Town Metro district health offices were interviewed. The MDP was viewed as relevant, practical, and 

23 adaptable to district health system contexts. District readiness for implementation emerged as an 

24 important determinant of perceived programme success. High readiness was characterised by clear team 

25 roles, strong management structures, decentralised decision-making, digital tool utilisation, ongoing 

26 mentorship systems, and prior exposure to PHC reforms such as the Ideal Clinic Realisation and 

27 Maintenance (ICRM) programme. Lower readiness was associated with staff shortages, operational 

28 pressures, limited leadership support, and partially functional health systems. Key enabling factors 
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29 included integration with existing training structures, visible improvements in service delivery, mentorship 

30 support, and active engagement from district leadership.

31 Conclusion: The MDP demonstrates potential for scalability within South Africa’s public health system. 

32 However, successful scale-up depends on district-level readiness, supportive leadership structures, 

33 integration into existing training and management systems, and sustained mentorship and 

34 implementation support.

35 Keywords: Leadership development; Health systems strengthening; District health management; Primary 

36 health care; Scalability; Qualitative research; South Africa.

37 Introduction

38 Effective leadership development within health systems is increasingly recognised as essential for 

39 strengthening primary health care (PHC) and supporting health sector reforms, particularly in low- and 

40 middle-income countries (LMICs) [1-4]. In South Africa (SA), ongoing decentralisation of health services 

41 and the implementation of Universal Health Coverage (UHC) through initiatives such as the National 

42 Health Insurance (NHI) underscore the importance of capacitated district management teams [5]. The 

43 AURUM Management Development Programme (MDP) was implemented to equip middle and senior 

44 health managers with the leadership and operational skills required to navigate complex health system 

45 reforms and improve service delivery.

46 Improving management capacity in PHC is recognised globally as a critical strategy for enhancing health 

47 system performance [6, 7]. However, PHC managers in SA often operate within complex environments 

48 characterised by workforce shortages, fragmented services, resource constraints, and limited formal 

49 leadership training [3, 8-12]. Previous initiatives in the Western Cape, including bottom-up district 

50 management innovations and the Appointment System Learnings Initiative (ASLI), demonstrated the 

51 value of distributed leadership, organisational learning, and adaptive management approaches in 

52 strengthening health system resilience [5, 13].

53 Despite these advances, limited evidence exists regarding the conditions required to successfully scale 

54 leadership development programmes within district health systems. Sustainable scale-up requires 

55 alignment with existing organisational structures, supportive supervision systems, and broader health 

56 system priorities [13-15]. Middle-level managers are uniquely positioned to bridge top-down policy 
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57 directives and frontline implementation, provided they are supported with appropriate leadership 

58 training and institutional support[9, 11].

59 This study explores the perspectives of district managers from three districts in the Western Cape 

60 regarding the scalability of the AURUM MDP. Through qualitative analysis, the study identifies the 

61 contextual barriers and enabling conditions influencing the broader rollout and sustainability of 

62 leadership development initiatives within district health systems in South Africa

63 Methodology 

64 Study design and setting

65 This study employed a qualitative exploratory design to examine barriers, enablers, and perceived 

66 feasibility of scaling the AURUM Management Development Programme (MDP) across district health 

67 systems in the Western Cape Province of South Africa. The study was conducted across three purposively 

68 selected health districts representing diverse geographic and service delivery contexts: Cape Winelands 

69 (rural), Garden Route (peri-urban), and Cape Town Metro (urban). District health managers were recruited 

70 using snowball sampling based on their involvement in primary health care management and engagement 

71 with the MDP implementation process.

72 Data collection 

73  This study employed a retrospective qualitative data collection approach. Twenty in-depth interviews 

74 were conducted between January and June 2025 with district health managers from three health districts 

75 in the Western Cape Province. Participants were selected using snowball sampling based on their direct 

76 involvement in primary health care oversight and exposure to the MDP. All interviews were conducted 

77 virtually in English and lasted between 30 and 60 minutes. All the written consent forms were signed 

78 before the interviews.

79 Data analysis

80 All interviews were audio-recorded and transcribed verbatim in English. To ensure accuracy and 

81 intercoder reliability, a second researcher cross-checked the transcripts. To enhance the rigor of the 

82 analysis, a subset of two transcripts was independently coded by four researchers. They subsequently 
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83 convened to reconcile discrepancies and build a consensus-based approach to coding through an iterative 

84 process.

85 A rigorous inductive thematic analysis, informed by principles of grounded theory, was applied to the 

86 data. Emergent themes were derived directly from the participant narratives rather than from a pre-

87 defined conceptual framework. As new patterns were identified, additional codes were created, and 

88 earlier transcripts were revisited to ensure consistency. A structured codebook was then developed from 

89 these themes and aligned with the study's conceptual framework. All qualitative data were managed using 

90 NVivo 14 software. Data saturation was considered achieved when no new themes emerged from the 

91 final interviews. The key dimensions for analysis included programme adaptability, financial and resource 

92 constraints, district-level readiness and support, and operational challenges and enabling factors.

93 Although a separate economic evaluation of the MDP was conducted within the broader project, this 

94 paper does not present formal costing or cost-effectiveness analyses. Instead, district managers’ 

95 reflections on budgeting constraints, resource requirements, and financial feasibility are explored 

96 qualitatively to understand the programme's scalability within routine health system structures.

97 Ethical approval

98 To maintain confidentiality and anonymity, all identifiers were removed from the final analytic data in 

99 compliance with regulatory requirements and ethical guidelines for research with human subjects in SA 

100 and institutional policies (ICH Good Clinical Practice). This study was approved by the Witwatersrand 

101 Human Research Ethics Committee (HREC) of the University of the Witwatersrand (ETHICS REFERENCE 

102 NO: 240713).

103 Results

104 The stakeholder group comprised 20 key informants representing a diverse cross-section of health system 

105 leadership and specialised clinical support across three districts. As detailed in Table 2, participants held 

106 strategic and operational roles, including District Directors, Assistant Managers, and leads for specialised 

107 units such as Finance and Supply Chain, HIV/AIDS (HAST), and Violence Prevention.  Geographically, half 

108 of the participants were drawn from the Cape Winelands (n=10), followed by the Cape Town Metro (n=6) 

109 and Garden Route (n=4). Demographically, the cohort was predominantly female (65%), though gender 

110 distribution varied by district, ranging from a 70% female majority in Cape Winelands to an even gender 
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111 split in the Garden Route (Table 3). This multidisciplinary composition ensured that the qualitative 

112 evaluation captured a broad range of perspectives from both administrative and clinical governance 

113 levels. 

114 Table 2. Stakeholder’s Occupations

District Positions N = 20

Cape 

Winelands

Occupational Therapist, Assistant Managers (x2), Director – CHS, Finance & SC 

Manager, Manager – EMS, Support to DM Office, DD – VPU, Drakenstein 

Manager, Oversees PHC

10

Garden 

Route

Assistant Manager of Nursing, DD – CHS, DD – F&SC, Regional HR Manager 4

Cape Town 

Metro

Director – M&E, Director – SPC, HAST Manager, HOD Physio, Missing 6

115 *CHS- Comprehensive Health Services, DD – Deputy Director, FSC – Finance and Supply Chain, VPU – Violence Prevention Unit, 

116 PHC- Public Health Centre, DM-Direct Manager, HR – Human Resource, M&E – Monitoring and Evaluation, HAST - HIV/AIDS, STIs 

117 and Tuberculosis, SPC - Service Priority Coordination, HO – Head of Department.

118

Table 3. Key Informant Interview Participants' Demographic Characteristics  

Gender Cape Winelands Garden Route Cape Town Metro Total

Female 7 (70.0%) 2 (50.0%) 4(66.7%) 13(65.0%)

Male 3 (30.0%) 2 (50.0%) 2 (33.3%) 7 (35.0%)

Total 10(50.0%) 4(20.0%) 6(30.0%) 20 (100%)

119

120 Table 4. Themes, definitions and quotes

Themes Definition Sub-themes Illustrative Quotes
1. Programme 

Adaptability
How well the MDP can 
be adjusted to fit other 
districts and provinces 
without losing its core 
purpose or 
effectiveness

Strong district-level 
support structures 

“They [managers] submit their work plans 
where we monitor them online” 
(CT1001_004, CT).

“I think in general we have quite good 
higher-level systems and we're happy 
with that. (CR1001-001, CW).
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Prior exposure to PHC 
reforms 

“MDP speaks directly to the ideal clinic 
and also it speaks to what we have South 
Africa Nursing Council…and what they 
were looking for was exactly what has 
been learned in the MDP ”GR1001-001, 
GR)

Established training 
coordination units 

“There is a departmental management 
training program for personnel in finance 
and supply chain and for other managers 
that they can follow. So, it is available and 
it's through our training coordinator that 
normally we send out twice annually” 
(GR1001-002, GR)

2. Affordability and 
Resource 
Constraints 

The financial feasibility 
of a programme for 
both the health system 
and the individuals 
accessing it.

“The money is there and I know it's all 
also there to keep us safe and to protect 
the money that it's no misuse, but I think 
the balance is not always there. So that is 
the frustration” (CR1001-002, CW).

3. District-Level 
Readiness and 
Support 

The capacity, systems, 
and resources 
available at the district 
health management 
level to effectively 
implement, sustain, 
and scale programmes

Procurement and 
logistics challenges

“I think there was a lot of emphasis on 
decentralized management because if you 
centralized it yet the district level, it's far 
from the facility 200 kilometres or 100 
kilometres from you. But if it's close to the 
facility and there's better”. (CR1001-002, 
CW)

Logistical bottlenecks “I mean we really struggle with effective 
implementation. Sometimes it's resource 
constraints, sometimes it's about just 
historically, let's say, resistance to change 
is another factor” (CR1001-001, CW).

“We are still working with papers and 
things really. I mean there's pick and pay. 
you click, then the trolley, there goes the 
things here” (CR1001-005, CW).

4. Barriers to 
scalability

The challenges that 
limit a programme’s 
ability to expand 
beyond pilot or small-
scale implementation 
to reach wider 
populations.

‘We don't get the feedback that's needed. 
So those are the lines of communication 
and I think if we could get a better future 
communication type of system” (CR1001-
008, CW)
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5. Facilitators and 
opportunities

       

The supportive factors 
that make it possible 
for a programme to 
expand successfully to 
a wider scale

“Structure program in terms of a clear 
identification of goals that you want this 
person to achieve and then systematically 
working at achieving or addressing those 
goals” (CR1001-006, CW)
“So, we have continuous checking 
monitoring and then each one it will 
become back to accountability and 
responsibility”. (CR1001-008, CW)

121

122 1.  Programme Adaptability

123 Analysis of the qualitative revealed two central findings regarding the scalability of the AURUM MDP. First, 

124 the programme's focus on foundational, universally applicable leadership skills, such as problem-solving 

125 and team management, makes it inherently adaptable to diverse healthcare contexts in SA. Second, the 

126 effective implementation of the MDP is not uniform and is dependent upon the actual pre-existing 

127 operational systems in place as well as the support structures within each district. The results presented 

128 in this section detail how districts with robust management frameworks more readily integrated the 

129 programme, while those with less strong systems faced distinct barriers to successful scale-up, 

130 highlighting the critical role of local context in sustainable expansion.

131 Strong district-level support structures 

132 Some respondents indicated that the strong support provided through the mentorship component of the 

133 MDP significantly enhanced their existing work structures. The effective integration of MDP content into 

134 their routine operations was reflected in the presence of clearly defined team roles and a flattened 

135 management structure with more decentralized responsibilities. This was further enabled by the high 

136 levels of professionally qualified staff that were part of the system.

137 “I think it's working in the sense that our primary healthcare managers are mainly 

138 qualified nursing staff. And also, assistant primary care managers. And then we've also 

139 got family physicians. So, we're really flattening the structure in the things that we 

140 decentralize the responsibilities to the sub-district level. So, I think it works in the sense 

141 that the roles are very clear.” (CR1001-001, Cape Winelands).
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142 Furthermore, the successful integration of the MDP was supported by robust feedback mechanisms, 

143 progress tracking, and effective internal communication systems. Formal feedback loops and team 

144 engagement were beneficial in providing managers with actionable insights into their leadership styles 

145 and programme implementation efforts. The ability to track progress and visualize improvements in key 

146 performance indicators enhanced accountability, whilst also providing tangible evidence of the 

147 programme’s value, reinforcing its adoption into routine practice. Finally, effective internal 

148 communication systems were crucial for building up a shared understanding of programme goals and 

149 successes, facilitating knowledge exchange and promoting of continuous improvement across the 

150 districts.

151 “So, we have on a regular basis every quarter feedback from our different funded 

152 organizations on progress and so I've heard the MDP group also presenting information 

153 on work that they've done to help us improve” (CR1001-001, CW).

154 “We have a dashboard which is based on our census figures.  So, there are set targets 

155 that against which our performance is monitored and it's the same type of dashboard 

156 that we use to manage our own performance and they use the same thing to hold us 

157 accountable” (CR1001-006, CW).

158 “We use Microsoft Teams in the province for meetings…we also use online platforms for 

159 training and our training component has a number of courses which people can take in 

160 their own time. They can do it after hours if they can't do it during the week because the 

161 course has been made online. So, we definitely use online platforms” (CR1001-001, CW).

162 Additionally, the district’s existing digital infrastructure and internal support services were found to work 

163 seamlessly with the MDP’s materials. This includes the integration of programme-specific policies into 

164 workflow. The easily available resource mechanism serves to improve the functioning of higher-level 

165 systems.

166 “We've got a lot of policies in the Western Cape for the delivery of corporate services as 

167 well as strategic support services. So, we also have an intranet that you can go to and get 

168 a policy available for the pack guideline. Then there are a lot of policies that structure and 

169 give you guidance on how to do HR policies” (CR1001=003, CW).
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170 “There's such a lot of policies available as a facility manager that you can go into the 

171 internet and get everything is there, and also SharePoint is available for documents” 

172 (CR1001=003, CW).

173 “We do have that system where we have all our policies on the internet where and you 

174 can scroll. Nobody needs to send you updates via the mail. You have an internal system 

175 that is connected to everybody in the whole Western Cape” (CR1001-00, CW).

176 Participants also noted that a key enabling factor was the ability to directly link the outcomes of the MDP 

177 to improvements in service delivery and operational challenges. For example, applying programme 

178 principles to solve issues such as inventory management allowed managers to see the immediate value 

179 of the training. This practical application of knowledge not only enhanced their problem-solving abilities 

180 but also reinforced the relevance of the programme within their day-to-day responsibilities, encouraging 

181 sustained engagement and buy-in.

182 “We support the district in terms of how they can improve, especially at the clinic level on 

183 how they can improve their inventory management, how to manage their stock, and how 

184 to take care of their assets” (CR1001- 012, CW).

185 “They check the items in the store for expiring dates, so that we don't throw those items 

186 away and have fruitful and wasteful expenditure…The ones that did the Aurum training, 

187 they still stick to the practice of standardizing on the products and to look at the quantity 

188 of items in their stores that store that they don't waste money” (GR1001-002, GR).

189 “With the data, it seems like they understand the data better and with the quality 

190 improvement definitely because quality improved.   The other thing is all these documents 

191 that the MDP is implementing or that can be implemented are also in line with the office 

192 of health standards” (GR1001-001, GR).

193 “The disaster plans. I mean, it's one of the challenges that the subdistrict struggles with 

194 now that the MDP disaster plan tool is excellent” (GR1001-001, GR) 

195 However, participants also reported impactful operational constraints that limited their ability to fully 

196 implement and also engage with the MDP content. A key barrier was the systemic issue of staff shortages. 
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197 Managers explained that the persistent understaffing at health facilities created a highly pressured 

198 environment with competing demands, which often left them with insufficient time and capacity to fully 

199 participate in training, mentorship, and the application of new skills. This operational impediment often 

200 mitigated full engagement with the programme, as managers were required to prioritize immediate 

201 service delivery needs and crisis management over strategic development and long-term planning. 

202 “I do know there was maybe challenges to get the staff out of services due to staff 

203 shortages” (CR1001_004, CT)

204 “The mentoring after the course the follow-up… it doesn't have to be for a year but 

205 somebody that just go to these students where they're working and support them with the 

206 implementation process… because with a shortage of staff and with everybody they're so 

207 positive after completing the course and you don't want them to lose. Yeah. if they can just 

208 a mentor to support them in practically, that will be excellent” (GR1001-001, GR).

209 “With a shortage of staff, they begin to shift services between the clinics. So, they will 

210 actually at one clinic they will do outreach services like physio and OT and that kind of 

211 stuff and then at the smaller clinics they will only do uh dispensing of chronic medicine” 

212 (GR1001-002, GR).

213 Prior exposure to PHC reforms e.g., Ideal Clinic Realisation and Maintenance (ICRM) 

214 implementation

215 Several participants highlighted that their prior involvement in national primary health care (PHC) 

216 reforms, such as the ICRM programme, contributed to creating an enabling environment for scaling the 

217 MDP by fostering integration and system-level thinking.

218 “So, the support is quite well and I think our substructure they always try to involve the 

219 other programs because of the holistic approach that we will, and because we work in the 

220 2030 healthcare plan to make it a one-stop integrating service, especially with our ARVs 

221 and our women's health” (CR1001- 010, CT).

222 “We standardize the list and we also standardize on the type of equipment that we use in 

223 the clinics and the hospitals to make it easier for them, so that if they procure, they can 

224 procure centrally” (GR1001-002, GR).
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225 While broader reforms, such as the National Health Insurance (NHI), were still in the early stages of 

226 implementation, initiatives like the Ideal Clinic had already laid important groundwork by fostering a 

227 shared understanding of performance standards.

228 “We have the Ideal clinic. So, I think IDEAL clinic has become and then obviously we know that the 

229 president approved the national health insurance act when that's going to happen but yeah it was 

230 just a nice thing to approve it but implementation I have no idea when that's going to happen” 

231 (CR1001- 010, CT)

232 Beyond the formal MDP curriculum, districts also reported the presence of pre-existing support structures 

233 for comprehensive health services that were well-aligned with the programme's objectives. These 

234 structures, such as established mentoring networks and inter-disciplinary teams, provided a fertile ground 

235 for the application of skills learned in the MDP. For instance, participants were able to immediately apply 

236 problem-solving and team management techniques to their routine work within these existing 

237 frameworks, reinforcing the training and ensuring its practical relevance. This highlights that a key enabler 

238 for successful scalability is the ability of an intervention to leverage and integrate with a district's 

239 established organizational ecosystem.

240 “The support structure for the PHC managers is that um we have a component um specifically, um 

241 for comprehensive health services and under comprehensive health services” (GR1001-003, GR).

242 Established training coordination units 

243 Participants emphasized that established training coordination structures, such as the People 

244 Development Centre (PDC), play a critical role in supporting both the implementation and potential 

245 sustainability of the AURUM MDP. Centralized coordination through entities like the PDC was seen as 

246 essential for ensuring alignment with provincial priorities and promoting the long-term integration of the 

247 programme.

248 “All our training has been managed centrally by the People Development Centre (PDC), so that 

249 was where I linked mostly with AURUM. Because of this training for sustainability, we need to 

250 ensure that when AURUM exits that we can continue this program. So that is where we linked a 

251 prior career with PDC so that we can see how we can in the future, ensure that this is a sustainable 

252 program to continue with” (CT1001_004, CT).
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253 Beyond centralized structures, participants highlighted that existing district and sub-district mechanisms 

254 are crucial for building capacity. These mechanisms, such as mentorship programmes, workshops, and 

255 team-based support, were identified as key components that complement formal training initiatives like 

256 the MDP. Respondents emphasized that integrating new leadership skills into routine practice is most 

257 effective when it is reinforced by an established support network. This finding indicates that for a 

258 programme to be truly scalable, it must be designed to leverage and strengthen these existing, 

259 decentralized support structures rather than operating as a standalone intervention.

260 “We work in an integrated way. so, for between district and sub-district there's mentoring, there's 

261 training, there's meetings, there's workshops, so on different levels to support the staff on ground 

262 level” (CT1001_004, CT).

263 Access to a variety of online and in-person courses, particularly those focusing on health systems 

264 management and finance, was also identified as an important factor in creating a supportive training 

265 environment. Participants noted that these additional training opportunities complemented the MDP by 

266 providing additional knowledge and reinforcing of key concepts. This supplementary education helped in 

267 building up a more comprehensive skillset, allowing managers to better understand the context in which 

268 they operate. 

269 “There are also other online courses available that are specifically designed for the Department of 

270 Health and the systems that we use… There are also courses available for an introduction to 

271 finance management for non-financial managers. We provided access, there's a budget for that” 

272 (CT1001_011, CT).

273 Finally, while participants acknowledged past training experiences, the AURUM MDP was often viewed as 

274 more practical and applicable to real-world district challenges: “

275 “So, for me, I did previously a management course, nursing management. We did cover some of 

276 the things or basically most of the things but in the MDP it was much more practical” (CT1001-001 

277 001, CT).

278 2. Affordability and Resource Constraints 
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279 District managers described several financial and budgeting challenges that may influence the scalability 

280 and long-term sustainability of the MDP within the public health system. Participants consistently 

281 highlighted that budgeting processes are highly centralised and largely informed by historical expenditure 

282 patterns, leaving limited flexibility for introducing new leadership development initiatives. As one 

283 manager explained, “It’s mainly historical budgeting, so what you spent last year really informs what the 

284 budget is for the next year” (CR1001-001, CW). While district and facility managers may contribute to 

285 budget discussions, participants perceived that final financial decision-making authority remains 

286 concentrated at provincial level, limiting local discretion to prioritise leadership development. Participants 

287 further described budgeting systems as rigid and heavily focused on core service delivery demands, 

288 particularly personnel expenditure, medicines, and consumables. One participant noted that “The budget 

289 for staff employment… is running at about between 70 and 80%” (GR1001-002, GR), leaving little flexibility 

290 for additional investments such as management training. Conditional grants were also described as 

291 restrictive, with one manager explaining that “If you received a fund for HIV and TB, then I cannot fund 

292 training from that” (CR1001-008, CW). Within this constrained environment, leadership development 

293 initiatives were often perceived as competing with immediate operational and service delivery priorities.

294 Taken together, these findings suggest that the financial feasibility of scaling the MDP is influenced not 

295 only by available resources, but also by broader structural and governance factors within the public health 

296 system. Participants described constrained and highly regulated budgeting environments, limited district-

297 level financial autonomy, and competing service delivery priorities as important barriers affecting 

298 sustained investment in leadership development initiatives. Despite these challenges, district managers 

299 consistently recognised the value of management training and its potential contribution to strengthening 

300 health system performance. As one participant reflected, “The priority areas always take precedence, even 

301 when you know management training would help in the long run” (CR1001-009, CT). These accounts 

302 highlight the tension between immediate operational demands and longer-term investments in 

303 leadership development within district health systems.

304 3. District-Level Readiness and Support 

305 In the context of scaling the MDP training, readiness refers to the extent to which a health system, 

306 particularly at the district level. It has the necessary structures, resources, leadership support, and 

307 organizational capacity in place to adopt, implement, and sustain the programme effectively.
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308 Findings from this study revealed varied levels of district readiness and preparedness that could 

309 potentially impact scalability:

310 Procurement and Logistics Challenges:

311 Participants consistently highlighted significant and systemic challenges in procurement and logistics, 

312 which negatively impact service delivery and resource management. A key concern was the frequent 

313 stockouts of essential medicines and consumables, which were attributed to weak procurement planning 

314 and inadequate forecasting. One participant explained:

315 “We really struggle with effective implementation; sometimes it's resource constraints, sometimes 

316 it's about…resistance to change” (CR1001-001, CW).

317 Participants also pointed to limited control over tender processes and the complexity of upstream and 

318 downstream procurement decisions. As one manager explained:

319 “Sometimes you're not directly in charge of the tenders,” and “there's a lot of upstream and 

320 downstream factors…some of it is within your hands that you can change” (CR1001-003, CW). 

321 There was often a lack of coordination between supply chain staff and the teams providing services, which 

322 disrupted the smooth running of programmes. Participants explained that poor communication and 

323 unclear roles sometimes led to delays, duplication of tasks, or missed opportunities to apply what they 

324 had learned in the MDP training. It also makes it difficult for managers to fully apply the planning and 

325 problem-solving skills gained through the MDP.

326 “You're dealing there with people who are not directly involved with the service…you'll find that 

327 the priorities differ and the sense of urgency will be different” (CR1001-006, CW). 

328 Delays were made worse by all the paperwork and complicated admin processes, with participants 

329 describing how the heavy reliance on paper files slowed things down, created backlogs, and left both staff 

330 and clients feeling frustrated.: 

331 “It’s paperwork and the system…then it's to the supply chain, then only on the computer, then 

332 when you book it out” (CR1001-005, CW).
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333 Logistical Bottlenecks 

334 Several logistical challenges were raised across all three districts, including transport difficulties and 

335 insufficient administrative support, all of which could affect the smooth implementation and potential 

336 scaling of the MDP. A common barrier was the lack of accountability and unclear roles in procurement 

337 processes, which led to delays:

338 “Employees don’t take responsibility… they don’t timely sign off documents,” and … There’s 

339 always a lack of understanding of what will be expected when someone is appointed.” 

340 (CR001-011, CT)

341 In rural areas, geographic isolation posed additional constraints. One participant expressed frustration 

342 about the need to travel long distances for training:

343 “I don’t like to drive around to Cape Town for a week or two weeks for training.” (GR1001-

344 002, GR)

345-        Additionally, the district has a constrained budget and limited flexibility. This highlights the financial 

346 limitations at the district level, where there are no dedicated funds for management training logistics. This 

347 gap is often addressed through reliance on donor-supported or externally funded programs, such as 

348 AURUM. One participant noted: 

349 “All the controls that are put in place…are there for a reason, but it does result sometimes in a 

350 delay…limited budgets and budget cuts within a financial year” (CR001-011, CT). 

351 While monitoring and evaluation (M&E) are in place within the health system, they are often underutilised 

352 when it comes to tracking its outcomes. Participants highlighted that although trainings are delivered and 

353 new policies introduced, there is a limited follow-up to assess whether these initiatives translate into 

354 meaningful change in practice. One participant said: 

355 “You can do training, have a new policy, you can do anything, but how do you know if things have 

356 changed? Are people implementing their new skills? Are they following through in terms of 

357 implementing the policy? I don't think we do that effectively enough” (CR001-001, CW)

358 4. Barriers to Scaling
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359 Several key barriers to scaling the MDP emerged, highlighting challenges within the health system that 

360 limit a programme’s ability to expand beyond pilot to other districts or provinces. These include the costs 

361 and financial constraints of implementing the programme, human resource constraints, including staff 

362 shortages and staff resistance to change, as well as structural issues such as a lack of leadership support 

363 and limited integration of the programme into existing health system processes.  A major barrier was the 

364 perception of the MDP’s cost in relation to its formal accreditation and return on investment.

365 “This is still work in progress to see how we can integrate this into our training of the province. 

366 And I think the concern regarding this training at this stage in its format is that if you compare 

367 value for money the NQF level is very low. and it's a very expensive course” (CR1001- 004, CT).

368 Health managers frequently reported that day-to-day service delivery responsibilities limited their 

369 capacity to engage meaningfully with the programme.  This means the routine demands such as staff 

370 supervision, patient care, managing procurements and responding to urgent operational challenges often 

371 took precedence over leadership development activities and skills gained through the programme:

372 “I must be honest with you.  I battle to find the time to do the post-training work, which is very 

373 important because people have this training in the back of their heads but it's not finding 

374 practical expression on a day-to-day basis” (CR1001-006, CW)  

375 “It addresses a lot of important issues but they don't find time to do that because of human 

376 resource allocation. It was quite tough because there were a lot of assignments that they battled 

377 with.  It was practical things that they could do to improve existing problems. But it does need 

378 follow-up because we are dealing here with people who have their fingers in a lot of pieces at one 

379 time” (CR1001- 006, CW)

380 Participants reported that resistance to change and difficulty shifting mindsets among some managers 

381 were seen as ongoing challenges to full adoption of MDP principles. While the programme introduced 

382 new ways of thinking about leadership, planning and accountability, participants reported that some 

383 managers are reluctant to to embrace adaptive leadership styles preferring old traditional approaches:

384 “Sometimes it takes three or four meetings just to get a mind change. Yes, it's a change 

385 management thing. I can't drive and I can't ask and I can't plead and I can't beg and I can't push 

 . CC-BY 4.0 International licenseIt is made available under a 
 is the author/funder, who has granted medRxiv a license to display the preprint in perpetuity. (which was not certified by peer review)

The copyright holder for this preprint this version posted June 1, 2026. ; https://doi.org/10.64898/2026.05.28.26354359doi: medRxiv preprint 

https://doi.org/10.64898/2026.05.28.26354359
http://creativecommons.org/licenses/by/4.0/


386 you and I try to pull you. It is a very difficult situation there, I don't want to say it's not training 

387 that's going to change them, training is not the solution for everything” (CR001-009, CW).

388 Participants noted that the impact of training was limited when the post-training environments did not 

389 provide opportunities to apply new skills. They highlighted that without supportive supervision, access to 

390 resources, the knowledge and skills gained during training were often underutilized, reducing the overall 

391 effectiveness of the MDP :

392 “If you can be trained in how to do the recruitment selection process but if nobody allows you to 

393 do it and give you the chance to develop in it for you, you will forget you need to practice certain 

394 things” (CR001-009, CW).

395 5. Facilitators and Opportunities

396 Several factors were identified as supportive of MDP scale-up, particularly those that facilitated 

397 integration, accessibility, and post-training continuity. Mentorship was consistently cited as a critical 

398 element to support implementation:

399 “I will say that the mentoring after the course, the follow-up. The mentoring…it doesn't have to be 

400 for a year but somebody that just goes to these students where they're working and supports them 

401 with the implementation process…because with a shortage of staff… Because it's such a good 

402 course and I mean you actually want it to be implemented properly” ( GR1001-001, GR).

403 Participants also suggested the programme’s long-term viability could be strengthened by embedding it 

404 within existing training structures. By integrating the programme into established systems rather than 

405 running it as a separate could reduce administrative and logistical costs for the government:

406 “I want to say that this training package needs to be linked with PDC to see how they can absorb 

407 it. That's important for the province. So, whatever is the context and the way they are currently 

408 doing it PDC needs to absorb this and…” (CR1001- 004, CT).

409 Participants also mentioned that training offered within sub-districts will serve as a facilitator. This 

410 allowed more staff to participate as it minimized the need for long-distance travel and time away from 

411 routine duties. Participants noted that local delivery reduced logistical burdens such as arranging 

412 transportation, accommodation:
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413 “What helps a lot is the fact that with the one training was within the sub-district, so we could 

414 send more people” (CR1001- 005, CW).

415 Finally, strong advocacy from leadership and recognition of the programme’s value were seen as essential. 

416 Participants emphasized that when senior managers actively endorsed the programme, highlighted its 

417 benefits, and acknowledged staff achievements, it motivated wider engagement and fostered a culture 

418 of learning:

419   “Advocacy would be key because personally, I know that you would get much better gains. So 

420 that I think is something that we advocate on our side and advocacy from people like yourself who 

421 are actually hearing and understanding the impact that the program can actually assist us…” 

422 (CR1001-006, CW).

423 Discussion

424 Findings from this study indicate that the AURUM MDP has inherent qualities that make it a highly scalable 

425 and adaptable intervention across different healthcare settings in South Africa (SA). The programme’s 

426 focus on fundamental leadership skills, including problem-solving, strategic planning, and effective team 

427 management, offers a universally applicable toolkit for middle and senior health managers [7]. These core 

428 competencies are not limited to a single operational environment but are relevant to a wide range of 

429 challenges faced within the public health system [3]. Findings from Orgill et al show how bottom-up 

430 leadership initiatives depend on existing structures, roles, and processes [11, 16]. 

431 The findings suggest that scalability is shaped less by the intervention itself and more by the contextual 

432 readiness of district health systems to absorb and sustain leadership development initiatives. Districts 

433 with stronger management systems, established accountability structures, supportive supervision, and 

434 existing cultures of organisational learning appeared better positioned to integrate the MDP into routine 

435 practice.

436 However, the programme's adaptability is not uniform and is heavily influenced by the existing 

437 operational systems and support structures within a given district. Our analysis reveals that the effective 

438 integration of the MDP is contingent upon pre-existing management frameworks, established 

439 communication channels, and the presence of a supportive leadership culture. In districts with robust 

440 foundational systems, the MDP was more readily adopted and its principles were more easily embedded 
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441 into routine practice. Conversely, in settings with weaker systems, programme implementation faced 

442 additional barriers, suggesting that successful scale-up requires a nuanced understanding of, and 

443 adaptation to, local context. This aligns with findings from mentorship and coaching interventions 

444 indicating that adapting to local leadership, having clear monitoring systems, and stakeholder 

445 engagement from the beginning are vital for sustainability and scale [17].

446

447 There was an indication that the strong support provided through the mentorship component of the MDP 

448 significantly enhanced their existing work structures. This finding suggests that the mentorship provided 

449 within the programme not only builds individual leadership skills but also serves as a catalyst for systemic 

450 improvements at the team and facility level. Similar systemic effects were observed in sub-Saharan Africa 

451 interventions where mentorship/coaching improved data use, leadership culture, and accountability in 

452 addition to clinical quality [17]. 

453 A prominent barrier was the systemic issue of staff shortages. This operational impediment often 

454 mitigated full engagement with the programme, as managers were required to prioritize immediate 

455 service delivery needs and crisis management over strategic development and long-term planning. These 

456 findings underscore that even a well-designed leadership programme can face implementation challenges 

457 when confronted with pre-existing, deeply rooted systemic issues. Evidence from SA shows that health 

458 worker shortages undermine quality service delivery, increase workloads, and reduce managers’ ability to 

459 engage in strategic tasks [18, 19].

460

461 The findings further highlight the importance of embedding leadership development within broader 

462 systems of continuous professional learning. Participants described how existing online platforms, 

463 mentoring structures, and district support systems strengthened implementation by reinforcing newly 

464 acquired skills and facilitating ongoing engagement beyond formal training sessions. These findings align 

465 with broader literature emphasizing that sustainable leadership development requires continuous 

466 learning environments rather than isolated training interventions [20, 21].

467

468 Conclusion 

469 The AURUM MDP demonstrates strong potential for scalability within South Africa’s public health system, 

470 particularly in districts with supportive leadership structures, established accountability systems, and 

471 existing organisational capacity for continuous learning. The findings highlight that successful scale-up 

 . CC-BY 4.0 International licenseIt is made available under a 
 is the author/funder, who has granted medRxiv a license to display the preprint in perpetuity. (which was not certified by peer review)

The copyright holder for this preprint this version posted June 1, 2026. ; https://doi.org/10.64898/2026.05.28.26354359doi: medRxiv preprint 

https://doi.org/10.64898/2026.05.28.26354359
http://creativecommons.org/licenses/by/4.0/


472 depends not only on the programme itself, but also on the readiness of district health systems to integrate 

473 and sustain leadership development initiatives within routine practice. Mentorship, decentralised 

474 implementation approaches, and alignment with existing provincial training structures were identified as 

475 important enabling factors for long-term sustainability. However, operational pressures, workforce 

476 shortages, and constrained budgeting systems remain important barriers that may limit broader 

477 implementation. These findings provide important insights for future leadership development initiatives 

478 aimed at strengthening district health systems in low- and middle-income settings.

479 List of abbreviations

480 ASLI - Appointment System Learnings Initiative 

481 CT - Cape Town

482 CW - Cape Winelands 

483 GCP - Good Clinical Practice 

484 GR - Garden Route 

485 HREC - Human Research Ethics Committee 

486 ICH - Good Clinical Practice

487 ICRM - Ideal Clinic Realisation and Maintenance 

488 ICH - International Council for Harmonisation's 

489 LMICs - Low- and middle-income countries 

490 MDP - AURUM Management Development Programme 

491 M&E – Monitoring and Evaluation

492 NHI- National Health Insurance 

493 PDC - People Development Centre 

494 PHC - Primary health care  

495 SA - South Africa

496  UHC - Universal health coverage

497 WC - Western Cape 

498 WHO - World Health Organization

499 ZAR – South African Rand

500 Consent for publication

501 Not applicable

 . CC-BY 4.0 International licenseIt is made available under a 
 is the author/funder, who has granted medRxiv a license to display the preprint in perpetuity. (which was not certified by peer review)

The copyright holder for this preprint this version posted June 1, 2026. ; https://doi.org/10.64898/2026.05.28.26354359doi: medRxiv preprint 

https://doi.org/10.64898/2026.05.28.26354359
http://creativecommons.org/licenses/by/4.0/


502 Availability of data and materials

503 The datasets used and/or analysed during the current study are available from the corresponding author 

504 upon reasonable request.

505 Competing interests

506 The authors declare no competing interests

507 Funding statement

508 The Bill & Melinda Gates Foundation funded this research. INV-064789 Onoya (PI) 2024-2026. The 

509 contents herein are the responsibility of the authors and do not necessarily reflect the views of the Gates 

510 Foundation. Evaluation of the Aurum Management Development Programme in the Western Cape 

511 Province, South Africa

512 Authors’ contributions

513 D. Onoya conceptualised the study, developed the research methodology, provided overall supervision 

514 and served as a principal investigator. C. Mongwenyana-Makhutle managed the study, collected the data, 

515 drafted the original manuscript and contributed to the interpretation of results. A. Moolla conducted the 

516 data analysis, contributed to the preparation of the manuscript and assisted with supervision. D. Hongoro 

517 performed the costing analysis and contributed to the drafting of the manuscript. T. Sineke, K. Shumba, 

518 and J. Miot contributed to the interpretation of results and provided a critical review of the manuscript. 

519 All authors reviewed and approved the final manuscript.

520 Acknowledgments

521 We are particularly grateful to all the study participants for the time and information they shared with us. 

522 We thank the Western Cape Department of Health for their support and collaboration.

523 References

524 1. Daire, J., L. Gilson, and S. Cleary, Developing leadership and management competencies 
525 in low and middle-income country health systems: a review of the literature. Cape Town: 
526 Resilient and Responsive Health Systems (RESYST), 2014: p. 1-12.

 . CC-BY 4.0 International licenseIt is made available under a 
 is the author/funder, who has granted medRxiv a license to display the preprint in perpetuity. (which was not certified by peer review)

The copyright holder for this preprint this version posted June 1, 2026. ; https://doi.org/10.64898/2026.05.28.26354359doi: medRxiv preprint 

https://doi.org/10.64898/2026.05.28.26354359
http://creativecommons.org/licenses/by/4.0/


527 2. Edmonstone, J., Leadership development in health care in low and middle‐income 
528 countries: is there another way? The International journal of health planning and 
529 management, 2018. 33(4): p. e1193-e1199.
530 3. Gilson, L. and I.A. Agyepong, Strengthening health system leadership for better 
531 governance: what does it take? 2018, Oxford University Press. p. ii1-ii4.
532 4. Organization, W.H., Consolidated guidelines on the use of antiretroviral drugs for treating 
533 and preventing HIV infection: recommendations for a public health approach. 2016: World 
534 Health Organization.
535 5. Orgill, M., et al., A qualitative study of the dissemination and diffusion of innovations: 
536 bottom up experiences of senior managers in three health districts in South Africa. 
537 International journal for equity in health, 2019. 18(1): p. 53.
538 6. Gilson, L., et al., Examining sustained sub-national health system development: 
539 experience from the Western Cape Province, South Africa, 1994–2016. Health policy and 
540 planning, 2024. 39(10): p. 1087-1098.
541 7. Mukinda, F.K., S. Van Belle, and H. Schneider, Perceptions and experiences of frontline 
542 health managers and providers on accountability in a South African health district. 
543 International journal for equity in health, 2020. 19(1): p. 110.
544 8. Moosa, S., A. Derese, and W. Peersman, Insights of health district managers on the 
545 implementation of primary health care outreach teams in Johannesburg, South Africa: a 
546 descriptive study with focus group discussions. Human resources for health, 2017. 15(1): 
547 p. 7.
548 9. Motshweneng, O.S., Barriers and enablers to the emergence of distributed leadership in 
549 a Western Cape Government Health and Wellness district hospital. 2025.
550 10. Naledi, T., P. Barron, and H. Schneider, Primary health care in SA since 1994 and 
551 implications of the new vision for PHC re-engineering. South African health review, 2011. 
552 2011(1): p. 17-28.
553 11. Orgill, M., Strengthening district management as a key lever in health system 
554 strengthening: bottom up innovation in two district health systems in South Africa. 2025.
555 12. Serapelwane, M.G. and E.M. Manyedi, Operational managers’ experiences regarding 
556 supportive supervision at primary healthcare facilities in the North West Province, South 
557 Africa. Africa Journal of Nursing and Midwifery, 2020. 22(2): p. 18 pages-18 pages.
558 13. Walmisley, U., U. Lehmann, and M. Lembani, ‘You need to keep on looking to see how to 
559 improve it.’Lessons from a learning initiative in primary healthcare facilities in Cape Town, 
560 South Africa. Southern African Journal of Public Health incorporating Strengthening 
561 Health Systems, 2022. 5(2): p. 51-59.
562 14. Kaswa, R. and K. Von Pressentin, Primary health care strengthening through the lens of 
563 healthcare system thinking. South African Family Practice, 2025. 67(1): p. 6039.
564 15. Schneider, H. and S. Mianda, District and sub-district stewardship of quality and health 
565 outcomes: roles, systems and strategies. University of the Western Cape, 2022.
566 16. Sutherns, T., Exploring mechanisms for receiving and responding to citizen feedback in 
567 LMIC health system: a mixed methods evidence mapping of the Western Cape Province 
568 of South Africa. 2020.
569 17. Manzi, A., et al., Mentorship and coaching to support strengthening healthcare systems: 
570 lessons learned across the five Population Health Implementation and Training 
571 partnership projects in sub-Saharan Africa. BMC health services research, 2017. 17(Suppl 
572 3): p. 831.
573 18. Malematja, D.N., E.M. Nkosi, and S.E. Nene, The impact of insufficient resources on the 
574 quality-of-service delivery at a primary healthcare clinic in Limpopo. curationis, 2025. 
575 48(1): p. 2696.

 . CC-BY 4.0 International licenseIt is made available under a 
 is the author/funder, who has granted medRxiv a license to display the preprint in perpetuity. (which was not certified by peer review)

The copyright holder for this preprint this version posted June 1, 2026. ; https://doi.org/10.64898/2026.05.28.26354359doi: medRxiv preprint 

https://doi.org/10.64898/2026.05.28.26354359
http://creativecommons.org/licenses/by/4.0/


576 19. Matseke, M.G., Taking stock of the healthcare workforce in the public health sector of 
577 South Africa during COVID-19: Implications for future pandemics. Africa Journal of Public 
578 Sector Development and Governance, 2023. 6(1): p. 59-76.
579 20. Avolio, B.J. and S.T. Hannah, Developmental readiness: Accelerating leader 
580 development. Consulting Psychology Journal: Practice and Research, 2008. 60(4): p. 331.
581 21. McCauley, C.D., et al., Experience-driven leader development: Models, tools, best 
582 practices, and advice for on-the-job development. 2013: John Wiley & Sons.

583

 . CC-BY 4.0 International licenseIt is made available under a 
 is the author/funder, who has granted medRxiv a license to display the preprint in perpetuity. (which was not certified by peer review)

The copyright holder for this preprint this version posted June 1, 2026. ; https://doi.org/10.64898/2026.05.28.26354359doi: medRxiv preprint 

https://doi.org/10.64898/2026.05.28.26354359
http://creativecommons.org/licenses/by/4.0/

