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13 Abstract

14 Performance management, primarily developmental-oriented, improves individual and 

15 organisational performance as key enablers of improved services. Accomplishing performance 

16 management’s objectives are critical in the current global challenges of the shortage of 

17 healthcare workers and providing equitable, quality healthcare for all. The weakened South 

18 African district-based primary healthcare system is strongly linked to poor leadership and 

19 governance. This study aims to understand how doctors in primary health care experience the 

20 performance management and development system. The objectives explored what medical 

21 officers know about it and their experiences. Emerging themes could provide insights into 

22 improving its implementation. The study used a qualitative, interpretive phenomenological 

23 research design. Data was collected through Focus Group Discussions with semi-structured 

24 interview guide. Stratified purposive sampling was used, and thematic analysis was performed. 

25 The overarching theme was Performance Management and Development System, a necessary 

26 evil with benefits and challenges. The subthemes included understanding its multiple 

27 components, understanding clinic systems to improve service outcomes, promoting employee-

28 supervisor interactions and interconnectedness, creating a performance and learning culture, 

29 and personal and professional growth. Effective and efficient implementation of the 

30 Performance Management and Development System at the coalface demands that managers 

31 and supervisors drive this process in an informed and strategic manner. Managers and 

32 supervisors entrusted with clinical governance should invest time in personal development to 

33 understand the process and creatively consider a fit-for-purpose implementation tool.

34

35 Keywords: staff, performance management, health, healthcare workers, transformation and 

36 scale up, District Health System, and Primary Health Care, South Africa.
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37 Introduction

38 Performance Management (PM) is how work is done and organised.1 The Performance 

39 Management and Development System (PMDS) framework enshrines activities that influence 

40 continuous and progressive quality services through personnel and organisational reflection, 

41 correction, development, and inter-connectedness. Leadership and governance contribute to 

42 the health system’s (HS) framework and building blocks to strengthen performance and 

43 achieve health outcomes.2 PM is a means to an end if organisational performance links to 

44 individual staff performance.3 PM has become an approach to an organisation's shared vision 

45 of purpose and aims. This is because it measures and monitors overall performance and 

46 mutually benefits employees and employers by driving staff job satisfaction and commitment 

47 to organisational goals.3 PMDS, if well implemented, creates an environment of "high 

48 performance, trust, and mutual understanding by defining roles, responsibilities, and 

49 accountabilities, communicating clear expectations and standards within required 

50 competencies and the expected behaviours, and establishing achievable key result areas and 

51 performance indicators.”4

52 Within the South African HS, Primary Health Care (PHC), a vehicle to deliver comprehensive, 

53 equitable, quality, integrated, patient-centred and area-based care, relies on a solid base of the 

54 District Health System (DHS).5 Despite the gains of PHC, such as access to health and equity, 

55 PHC performance in SA could be better. This has been attributed to structural deficiencies 

56 (weak DHS) and poor regulatory framework (lack of accountability).6 Leadership and 

57 governance are among the World Health Organisation’s (WHO) six health system building 

58 blocks,6 and could address the weakened DHS. The PMDS is a tool for leadership and 

59 governance which helps improve and maintain high standards.7 In South Africa (SA), Family 

60 physicians, “a doctor working as a medical generalist in the DHS and registered as a specialist 
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61 in family medicine”8 have been entrusted with ensuring and maintaining clinical governance 

62 to strengthen DHS.5

63 According to the Department of Public Service and Administration (DPSA) policy of 2007, 

64 PMDS has determined objectives such as ensuring employees know and understand their 

65 expected job outcomes, establishing a performance and learning culture in public service, 

66 improving service delivery, promoting employee-supervisor interactions, and identifying, 

67 managing, and promoting growth in staff by addressing each individual's developmental 

68 needs.9 The South African PMDS framework hinges on two dimensions: first, the Key Result 

69 Areas (KRAs) describe the broad area of staff roles and responsibilities, that is, the work that 

70 must be performed. Particular attention is given to measurable outputs - tasks, actions, and 

71 activities - that will assist the unit in effectively contributing to achieving the departmental 

72 strategic goals and objectives. The KRAs, thus, will reflect the main areas of focus of the 

73 employee from the different departmental programmes. Indicators measure the employee’s 

74 achievement of the expected outputs. Further, “the KRAs should preferably not exceed five or 

75 six substantive outputs”.1 Second, the Generic Assessment Factors (GAFs) are a list of generic 

76 management competencies that consider knowledge, skills, and attributes relevant to the 

77 employee's work. Resource requirements, personnel number, job title, post grade, and the main 

78 objectives of the employees' job complete this framework. The KRAs are weighted in 

79 percentage according to their importance level and impact on service delivery, with a minimum 

80 weight of 10% and a maximum of 30%, respectively, and should sum up to 100%. The GAFs 

81 relevant to the staff's work area are integrated and assessed with the KRAs.1,10,11

82 Since 2018, PMDS for all government employees has been done at the mid - and end of the 

83 financial year. Assessment is scored using a four-point Likert scale against a previously agreed 

84 upon standard, performance agreement (PA) or contract. A score of one is not effective 

85 (expected standards have not been met), two is partially effective (some expected standards 
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86 have been met), three is fully effective (expected standards have been met in all areas of the 

87 job), and four is highly effective (performance far exceeds expected standard). Participating in 

88 the annual PMDS ensures pay progression, while a score of four attracts cash rewards. Further, 

89 employees who score a four will submit a supporting portfolio of evidence with motivation. 

90 Appointed members of the moderation committee ascertain that the performance assessment 

91 has been done in a realistic, consistent, and fair manner that ensures the same standard is 

92 applied across the department.9,10

93 Family Medicine Ekurhuleni health district, in keeping with the DPSA directives, develops its 

94 annual departmental-specific PA or contract for doctors (Appendix I), informed by the National 

95 Development Plan (NDP) and mid-term strategic goals (MTSG) and other relevant strategic 

96 documents.4,10 Family Medicine Department Northern Ekurhuleni Subdistrict 1 (NSDR1), in 

97 addition, translates the expected outputs contained in the contract for doctors into a monthly 

98 practice self-assessed performance and management tool (MPST) (Appendix II) to enable each 

99 medical officer (MO) to plan, provide service, and manage practice (deployed clinic) and 

100 processes. The MPST consists of output indicators measured by auditing patient clinical 

101 records, analysing program outcomes and educational/clinical governance activities, 

102 identifying gaps, reporting successes and challenges, and creating an action plan for the next 

103 quarter. Performance is discussed individually, and best practices are shared at the unit 

104 meetings. This makes the doctor an active collaborator and driver of their performance, 

105 assessment, and areas of improvement and development.

106

107 Problem statement

108 Despite over four decades of implementation of PMDS in SA1, it is “one of the most contested 

109 systems in the South African Public service”.9,12 The South African literature around PMDS 
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110 has belaboured challenges around its acceptance, unfairness, unrealistic, not uniformly applied, 

111 weak accountability, favouritism, and overemphasis on its financial incentives undermine the 

112 developmental goals.12,13

113 Doctors fall within the category of middle management services and participate in PMDS. In 

114 the context of the negative discourse around PMDS and the need to strengthen DHS, one could 

115 question if the MPST influences how the doctors based at PHC experience PMDS and thus 

116 contribute positively to the DHS. This study aims to explore how MOs deployed at NSDR1 

117 experience the PMDS. No similar research has been done in the researcher’s context. The 

118 objectives explored how MOs - “a doctor employed as a medical generalist in the DHS and not 

119 registered as a specialist in family medicine”8 - deployed to NSDR1 understand PMDS and 

120 their experiences. This study could shed light on the extent of the negative discourse/challenges 

121 in this group of professionals practising in a PHC setting. The emerging themes and insights 

122 could crystalise its benefits and argue the place for effective PMDS implementation strategies 

123 at the coalface.

124

125 Materials and Methods

126 Study design

127 A qualitative interpretive phenomenological research design was appropriate for this study 

128 because it is all about searching for meaning in how participants experience the PMDS and 

129 accurately presenting their experiences.14,15 Participants, MOs who experienced the 

130 phenomenon under study (PMDS assessments), were the units of analysis. The researcher not 

131 only described but interpreted the meaning of the phenomenon.14,15 The researcher was the 
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132 primary data collection and analysis instrument, employing an inductive strategy to build 

133 meanings from the participants' direct experiences.14,15,16

134

135 Research Setting

136 The research was done in NSDR1, which spans the geographic regions of Tembisa, Kempton 

137 Park, and Northern Boksburg, Gauteng, South Africa. Twenty government clinics - two 

138 community health centres (CHCs) and 18 PHCs - are supervised by two Specialist Family 

139 Physicians (SFP) based at each CHC. Each clinic has at least one MO deployed to work there, 

140 and the clinic is considered his/her practice. Where more than one MO is deployed, such as the 

141 CHC, there is joint practice management. Comprehensive PHC services are provided in all 

142 clinics.

143 Primary healthcare facilities, comprising of PHC clinics and CHCs, serve as gatekeepers to 

144 higher levels of care (hospitals) and, therefore, are the first point of contact between the 

145 community and healthcare.17 Currently, the PHC and CHCs are organised and function guided 

146 by the Ideal Clinic Framework (ICF) launched in 2014 through Operation Phakisa. The ICF 

147 has a double aim: address deficiencies in primary-level care and systematically transform it to 

148 conform to the National Health Insurance (NHI) standards. An ideal clinic is a “clinic with 

149 good infrastructure, adequate staff, adequate medicine and supplies, good administrative 

150 processes and adequate bulk supplies that use applicable clinical policies, protocols, guidelines 

151 as well as partner and stakeholder support, to ensure the provision of quality health services to 

152 the community.”17 The ICF proposed a comprehensive package of healthcare services from 

153 pre-birth to death, health promotion to palliative care, and a level of care from the community 

154 to the district hospital. Integrated Clinical Services Management (ICSM) became the key focus 

155 within the ideal clinic. ICSM is organising the clinics so that “people get the care they need, 
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156 when they need it, in ways that are user friendly, achieve the desired results and provide value 

157 for money.”17 ICSM should be a seamless integration of services. All services are offered daily 

158 and organised in four streams - chronic, acute or walk-ins/emergency, mother/child and sexual 

159 reproductive health, and therapeutic services - according to set standards to achieve patient 

160 satisfaction. All streams except acute/emergency services are planned with scheduled 

161 appointments. Monitoring and evaluation to maintain ideal clinic standards use a dashboard of 

162 components (10), sub-components (32) and indicators (273).17

163 A CHC, like the research setting, differs from a PHC because it provides 24-hour services, 

164 including a midwife-obstetric unit and additional services such as a secondary psychiatric clinic 

165 run by the psychiatrist and MOs in the team, dental clinic and radiology services. The 

166 workforce at the CHC and PHC is multidisciplinary, consisting of doctors, nurses, and assistant 

167 pharmacists. Doctors and nurses dispense medications from the consulting rooms because it is 

168 outside the scope of practice of the assistant pharmacist. The therapeutic services professionals 

169 include physiotherapists, occupational and speech therapists, audiologists, podiatrists, 

170 dietitians, clinical psychologists, and social workers outreach on different days of the week to 

171 the CHC and PHC.

172 Further, this region has only one hospital, which, although upgraded to a tertiary level, still 

173 functions as a district, provincial, and tertiary hospital. Doctors employed at the CHC and PHC 

174 are of different grades of MOs (Grades 1 to III), community service medical officers (CMOs), 

175 and medical interns rotating bimonthly during the two months of Family Medicine rotation in 

176 the PHC and CHC. The MO consults all patients referred by nurses from any of the streams in 

177 the clinic and refers difficult cases to the SFP / hospital when necessary. In addition, stable 

178 patients are booked for chronic care and antenatal visits by the doctor. The expected role of the 

179 MO mimics those of the SFP - a clinician; clinical trainer of other junior doctors, nurses and 
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180 community health workers; some level of clinical governance; and a team player in 

181 community-oriented primary care (COPC).8

182

183 Population and sampling

184 Seven community service and 14 full-time MOs were the staff complement of doctors in 

185 NSDR1 during the study period. Eighteen out of 21 MOs working at NSDR1 who met the 

186 selection criteria participated in the study. The inclusion criteria were at least one year of 

187 employment in the unit and participation in the mid-year and annual PMDS of 2022-23. One 

188 year is the minimum time frame to participate in the annual PMDS, which includes submitting 

189 a portfolio of evidence if the employee scores four.

190 Stratified purposeful sampling was used, and selected participants were grouped into four strata 

191 according to the duration of their employment in the unit: one year, one to two years, two to 

192 three years, and above three years. Participants were contacted telephonically. Four MOs did 

193 not fulfil the selection criteria because they had been employed for less than one year and had 

194 only participated in the mid-year PMDS assessment. Ethics approval and permission to collect 

195 data were obtained before data collection.

196 Information leaflets and consent forms were forwarded to all MOs (18) who met the selection 

197 criteria and gave verbal consent. Participants signed a written consent after perusing the 

198 information leaflet and before data collection. Focus Group Discussions (FGD) were held 

199 between October to December 2023.

200
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201 Data collection

202 A semi-structured interview guide (Appendix III) was appropriate for exploring participants’ 

203 lived experiences. The guide was piloted and validated by conducting an individual interview. 

204 No changes were made in the wording after the piloting was completed, confirming its accuracy 

205 and clarity. Results from the individual interview have not been included to ensure anonymity.

206 Four FGDs of two to six participants were conducted. The number of participants in the FGD 

207 was determined by the number of years of employment in NSDR1, the criteria for inclusion in 

208 the strata. The purpose of stratification was to elicit divergences in how this phenomenon was 

209 lived. Using a semi-structured interview guide, the researcher conducted the FGDs at the 

210 participants’ convenient time and comfortable venue. The aim of the research was explained 

211 once again. The researcher encouraged participants to express themselves freely and sincerely 

212 as each lived the experience. Participants were cognisant of the importance of respecting each 

213 other. The questions were not asked sequentially but were determined by issues raised from 

214 the preceding discussion point. The researcher is one of the SFPs in the unit. A research 

215 assistant (RA) was trained in the event of a power dynamic, which did not arise. Data was 

216 collected until saturation was attained with the last group discussion.15,18

217

218 Data analysis

219 The researcher transcribed the FGDs verbatim using the Descript AI software. Subsequently, 

220 the researcher listened to the audio repeatedly while correcting and completing the transcripts 

221 to ensure authenticity. Thematic analysis was done using the ATLAS.ti software. Thematic 

222 analysis was preceded by repeatedly listening to the audio, re-reading and reviewing the 

223 transcript for corrections and meaning, described as “getting the sense of the whole”.14 

224 Subsequently, the transcripts were imported into the ATLAS.ti software where recurring 
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225 words, phrases or sentences describing participants’ experiences were initially coded as the 

226 first step in thematic analysis.14,18,19 This has been described as the “meaning unit”.14 Meaning 

227 units or generated codes were categorised as the second step,14 then sub-themes, and finally, 

228 themes emerged as the last step of thematic analysis.14,18,19 The researcher is familiar with 

229 thematic analysis from previous research experience. In addition, codes and themes generated 

230 were contrasted with peer review.

231

232 Ethical considerations

233 Permission for this study was granted by the National Health Research Database 

234 (GP_202309_001) and Ekurhuleni Ethics Committee (10/07/2023/01). The University of 

235 Pretoria Health Sciences ethics committee granted ethical clearance to conduct this study (No. 

236 458/2023).

237

238 Trustworthiness19-23

239 Trustworthiness refers to qualitative research's "quality, authenticity, and truthfulness."20 

240 Lincoln and Guba described credibility, dependability, conformability and transferability as 

241 the four pillars of trustworthiness. Credibility means the congruence of the findings with 

242 participants’ lived experiences. The researcher achieved this through triangulation, using 

243 multiple information sources such as repeated reading of transcripts and member checking of 

244 data and its interpretation with participants to establish identifiable patterns. Transferability 

245 concerns how applicable the findings are to a new context. This was achieved in this study by 

246 providing a detailed description of participants and the research process (study context, 

247 sampling, demographics, selection criteria, interview guide, and analytical steps), and data 
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248 collection continued until saturation. By the end of the fourth FGD, data saturation was deemed 

249 attained because FGDs, transcriptions and analysis ran concurrently, and no new information 

250 or theme emerged. Dependability, which looks at consistency, was achieved by peer debriefing 

251 and keeping the researcher's experience and interpretations (bracketing) at bay. Conformability 

252 means neutrality to ensure that findings are grounded in the data. This was ensured in this study 

253 by keeping a tight audit trail for data collection, analysis, and interpretation.

254

255 Reflexibility20,22,23

256 The researcher, one of the SFPs employed at NSDR1, has experience in qualitative research. 

257 The researcher has no interest in PMDS and participates in and implements it. Given the human 

258 resources department’s tenacious effort to ensure PMDS is completed annually, the researcher 

259 has self-interrogated its benefits, challenges, and shortfalls. The researcher actively engaged in 

260 critical self-reflection on potential biases and pre-conceived ideas that might influence data 

261 collection, analysis and interpretation. The researcher did not share feelings or perceptions 

262 during data collection because the researcher did not in any way express or insinuate the 

263 personal lived experiences regarding PMDS. Also, the researcher focused on participants' lived 

264 experiences during analysis and interpretation by drawing out meanings expressed by 

265 participants, and therefore, was non-judgemental and non-directive. There was a research 

266 assistant should power dynamics arise. Participants showed honesty, transparency, and 

267 openness while sharing their feelings, perceptions, and experiences. The research results were 

268 provided to participants for scrutiny, corrections and amendment as deemed necessary.

269
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270 Results 

271 Participants Characteristics

272 The demographic non-personalised information of age, gender, duration of employment with 

273 the Department of Health (DoH) and Ekurhuleni Health District, and the number of years 

274 participating in PMDS cycles were collected from participants. Seventeen MOs were 

275 interviewed - (community service, four [23,5%]; full-time, 13 [72.22%); and four (23,5%) were 

276 males, while females were 13 (72.22%) with a mean age of 41 years.  In their first employment 

277 as independent practitioners, CMOs, comprising most FGD1 participants, were the least 

278 exposed to the PMDS process (4 [23,5%]). PMDS experience was not parallel to most 

279 participants’ years of employment with the DoH. Table 1 shows participants’ de-identified 

280 demographic characteristics.

281

282 Table 1. Table on the Participants’ De-identified Characteristics.

GROUP MEAN 
AGE

MEAN 
EMPLOYMENT 

DURATION 
(*GDoH)
(YEARS)

MEAN 
EMPLOYMENT 

DURATION 
(**NSDR1)
(YEARS)

MEAN 
PMDS 

CYCLES IN 
(*GDoH)
(YEARS)

FGD1 
(6 participants) 30 3.6 1 1

FGD2 
(5 participants) 59.2 16.6 14.2 6

FGD3 
(2 participants) 31 5.5 2 2

FGD4
(4 participants) 40.25 7.75 3 3
*GDoH, Gauteng Department of Health

**NSDR1, Family Medicine Department Northern Subdistrict 1 Ekurhuleni Health

283
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284 Themes and Sub-themes

285
286 Fig 1. Themes and Sub-themes.
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PMDS creates 
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culture

          

          a. Self-empowerment through being a reflective practitioner
                i) Self-introspection
               ii) Avoids complacency
              iii) Continuous improvement
              iv) Learning
           b. Build collaorations
                 i) Team work
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               iii) Holistic and quality patient care and services
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improve service 
outcomes

             

             a. A part of the whole
             b. Advocacy
                 i) Clinical trainer
                ii) Patient advocate
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             c. Feedback 
             d. Non-monetary rewards

Personal and 
professional 

growth

           

            a. Roles identification
            b. Sense of direction
            c. Meaning and purpose to work
            d. Broadened horizon of care
                 i) More humane
                ii) Innovative
               iii) Improved professional skills
               iv) Holistic patient care 
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288 1. PMDS, a necessary evil

289 Overall, participants expressed depth in their knowledge and understanding of the PMDS. 

290 PMDS, “a necessary evil,” was the insightful overarching theme articulated by FGD2 of 

291 PMDS-experienced participants. Generally, participants elucidated PMDS’s multiple 

292 components, experiential benefits, and undeniable challenges.

293

294 1.1 Benefits

295 1.1.1. PMDS’s multi-dimensionality

296 a. Specifies expectations, guides, a tool to identify gaps, and create opportunities to excel

297 The participants from all FGDs highlighted that the contract within PMDS is a tool that guides, 

298 assesses, and measures the employee's compliance or alignment with expected outputs. 

299 Although arduous, progressive learning by doing clarified PMDS’ necessity and usefulness 

300 because the contract outlines what is expected of the doctor, especially for doctors new to 

301 primary health care and young doctors. Participants highlighted the importance of guiding a 

302 doctor’s job expectations in the primary care setting, which tends to present as a novel work 

303 environment because medical training is mostly hospicentric.

304

305 FGD2: “Maybe for us it's obvious, our roles, because we have been for a long time in this 

306 business. But for the new doctors, the person that comes first to work in the clinic, to work in 

307 primary care, they won’t know if they don’t have something to guide them on what to do.”

308
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309 The PMDS, as a tool and guide, has output activities regarding what patient care entails in 

310 practice. It allows the doctor to strive for and attain the expected clinical targets and standards 

311 of care.

312

313 FGD1: “It helped me to, in terms of how I should see my patients. I know I need to do my 

314 annual eye exam, foot exam, that's how they should be seen; that's the standard that you are 

315 setting. It gives you a sort of a guideline. I think it helped me in that sense to have a PMDS and 

316 not feel lost in the system as well.”

317

318 b. Measures work alignment to expected outputs and appreciates hard work

319 PMDS assesses and measures employee alignment with expected outputs, appreciates hard 

320 work, and improves the quality of patient care. The MPST included output indicators with set 

321 targets for each quarter. These targets guide the doctor in gauging what needs to be done, how, 

322 and when. It provided an efficient and effective monitoring, evaluation, and implementation 

323 tool at the coalface. The result was mutual benefits for patients and employees.

324

325 FGD4: “...It's lovely tool (MPST). it keeps us in line. It encourages us...to do better; to do 

326 more; be reviewing and be checking what we've done, if it has benefited us in the way that we 

327 wanted to benefit. Again, if there are gaps…, keeping us abreast with our gaps. Where were 

328 your challenges? What have you done to try and mitigate those challenges? It's a tool that is 

329 guiding…where we are going in terms of how we are performing, trying to close all the other 

330 gaps that we sometimes encounter in our workplaces.”

331
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332 All participants clearly expressed the linearity between meeting expected outcomes and cash 

333 reward according to the DPSA policy, which is a good reason to ensure that contract activities 

334 align with the expected outcome. For participants, this meant working in a directed and 

335 effective way and sometimes working under pressure to get things right. Some participants also 

336 expressed that it is an assurance that the work was not done in vain.

337

338 FGD3: “...linking it up with the contract, we have certain specifications on what we are 

339 expected to do. The PMDS is just sort of a measure to make sure that we are in line with that 

340 so that we are able to identify it (gaps) or not, then we can find ways to sort of improve on that. 

341 And if you're performing, …get compensated for the performance.”

342

343 FGD4: “...my understanding with regard to PMDS is that it is a tool that is used by the 

344 employer to try and assess performance of all the employees. But before that is done, there's 

345 always a baseline that is given in terms of the duties that one has to fulfil. Based on that, you 

346 check yourself more, you weigh yourself according to what is put for your baseline and what 

347 you have actually achieved at the end of the day. So just to encourage people to perform, that's 

348 number one. But also is a means to ensure that you appreciate those that have performed 

349 beyond what is just given. It's more like an encouragement because at the end of the day, it’s 

350 got some monetary, …awards or rewards that will actually motivate employees to always go 

351 above and beyond what they're supposed to give in order to achieve the goals?”

352
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353 1.1.2. Performance and learning culture

354 a. Self-empowerment through reflections

355 For the junior doctors who are PMDS inexperienced, the contract activities and expected output 

356 meant a lot of work. They were exposed to clinical practice differently. Becoming a reflective 

357 practitioner involves self-introspection, avoiding complacencies, taking the easy way out, and 

358 being aware of the need to improve and learn continuously. Reflecting was critical to self-

359 empowerment.

360

361 FGD1: “…It has helped me understand the way I work and revealed areas that I needed to 

362 improve on, like being more organised and consistent. I’ve also had to work under pressure 

363 and put in extra effort, take work home, interpret and make sense of a lot of new information; 

364 that was a stretch for me but I tried my best to get things right so I guess I am open to continuous 

365 learning and new challenges. …The assessment exposed me to a lot of things, so I’ve had to 

366 step up, empower myself through learning and adjust quickly. Work became less stressful, and 

367 I’ve become more comfortable and efficient.”

368

369 FGD2: “In terms of self-introspection, how do you do a holistic approach to your patients?...”

370

371 FGD3: “The one is that I think it stops people from being complacent. Because I think when 

372 you don't assess people, then people can just do, like not even the daily amount. They'll just do 

373 whatever …as long as they get paid. So, I think it picks up on that.”

374

 . CC-BY 4.0 International licenseIt is made available under a 
perpetuity. 

 is the author/funder, who has granted medRxiv a license to display the preprint in(which was not certified by peer review)preprint 
The copyright holder for thisthis version posted January 10, 2025. ; https://doi.org/10.1101/2025.01.08.25320233doi: medRxiv preprint 

https://doi.org/10.1101/2025.01.08.25320233
http://creativecommons.org/licenses/by/4.0/


19

375 Participating in the PMDS meant examining what and how they do their work and striving to 

376 give their best. The result is a continued willingness to learn, get out of one’s comfort zone, 

377 and improve oneself and one’s work.

378

379 FGD4: “…I would say, at first, I was petrified because I come from… setting, and it was only 

380 one department I was assisting.  Now it was like all the departments.…When I arrived, the very 

381 first time, it was like more serious you know…As time goes on,…I get to know that I learn from 

382 it, and I got to know that I have duties, I have to follow the job description…To know what's 

383 happening in your clinic…Because if it was not for the PMDS,…I'll probably not be involved 

384 with certain things like knowing what's happening in data room, and the statistics and how 

385 they do things.”

386

387 b. Build collaborations through relationships to improve patient care and services

388 Learning is enhanced in a collaborative environment. All participants emphasised the 

389 importance of teamwork and building relationships, expressed as a bond. The synergy between 

390 doctors and clinic teams enhanced intra-facility communication and referrals.

391

392 FGD4:”. Like,… Phuthuma, viral loads, and they know that I'm also interested in knowing, 

393 and….they must be on their toes. I need to know what’s going on. If a patient is not suppressed, 

394 they must immediately refer to me and also those tracing the patients…So they know that they 

395 have to be on their toes. And also the elderly patients…being seen by WBOT, they know that 

396 they must report to me; it’s not just them doing their thing.”

397
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398 Holistic and quality patient care and services can only be realised through professionals 

399 working together to improve health outcomes through shared ideas and knowledge. This 

400 includes working in teams and harnessing knowledge and skills from colleagues and other 

401 professionals, which provides positive performance and a learning culture. Participants 

402 admitted to understanding how each team within the clinic worked and learning new skills 

403 from them.

404

405 FGD1: "I also realised that it takes teamwork to complete PMDS because everyone in the 

406 clinic contributes to the statistics in one way or the other. I've had to work with different teams 

407 in the clinic like the WBOT, ANC and MOU team, TB team… And with each team 

408 understanding how they work e.g TIER.NET; HAST; how we are doing as a clinic; what gaps 

409 are there, and ways in which we can improve e.g ESMOE drills and personally also learning 

410 new skills.”

411

412 1.1.3. Understanding clinic systems improve service outcomes

413 a. Being part of the whole

414 All participants alluded to seeing the bigger picture of the whole facility and realising that 

415 contributing to it helps appreciate one's work. In different ways, participants expressed feeling 

416 that their medical training and work were focused on clinical stuff. However, with PMDS, they 

417 recognised that patient care works through a system that needs to be in place and functional, 

418 like ensuring the availability of medical stock in the pharmacy and, when there are stock-outs, 

419 what processes should be followed. By working with clinic teams, one is also informed about 

420 what is happening in the clinic's other services.

421
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422 FGD3: “…it (PMDS) helps me to see the whole clinic or where I'm working in a bigger picture; 

423 that this is going on, this is happening there. You have a better understanding of what's going 

424 on in the whole facility…. It helps you to understand the institution as a whole, and then it gets 

425 much easy for you to work when you know that, when I need this, I need to go there… How is 

426 the service going...”

427

428 For the participants, being part of a whole also meant experiencing firsthand how clinical 

429 activities at the coalface contribute to global health data, which inspires and appreciates one’s 

430 work.

431

432 FGD1: “…It helped me realise that I can contribute to the statistics and that all we do 

433 contributes to us as a country, meeting targets set out in the sustainable development goals. 

434 Realising this contribution made me more appreciative of my work and its contribution.”

435

436 b. Advocacy

437 Advocacy becomes a consequence of acknowledging one's role in a system. PMDS-

438 experienced participants recognise that their roles as clinical trainers of junior doctors, nurses, 

439 and other healthcare professionals, patient advocates, and resource managers impact the health 

440 system and the quality of services. Educating other team members empowers them and creates 

441 a joint vision in clinical care using limited resources.

442

443 FGD2: …”And your role as well, to be the advocate of government's resources.”

444

 . CC-BY 4.0 International licenseIt is made available under a 
perpetuity. 

 is the author/funder, who has granted medRxiv a license to display the preprint in(which was not certified by peer review)preprint 
The copyright holder for thisthis version posted January 10, 2025. ; https://doi.org/10.1101/2025.01.08.25320233doi: medRxiv preprint 

https://doi.org/10.1101/2025.01.08.25320233
http://creativecommons.org/licenses/by/4.0/


22

445 FGD2: “I now make Wednesday topics that is about medicines that usually we prescribe. I 

446 start with Lanzoloc. I already did prednisone. Because I have one or two sisters who order 

447 prednisone for flu or for arthritis… I said, every Wednesday we're gonna talk about different 

448 medications that are wrongly prescribed.”

449

450 Exercising a patient advocacy role meant the doctor ensured patients accessed the appropriate 

451 level of care and awakened responsibility and accountability among other clinicians and 

452 colleagues.

453

454 FGD2: “…I sent a patient with COPD, a very severe COPD to General OPD. This patient 

455 was just seen and given Asthavent and was not given even any date. I phoned…, I said, ‘ah, 

456 this is unacceptable.’ The sister said, ‘no, no, the doctor who saw this patient is usually very 

457 thorough’…I said,... ‘I want something written down, and I want something to come back.’ 

458 Hey, he (the patient) destroyed his life and everything…But now, let's just prolong his life a 

459 little bit, with dignity and quality of life.’ When I said that, it's like, ‘who are you? Where are 

460 you phoning from?’...‘Okay, doctor, I will ask the doctor to see the patient’… They saw the 

461 patient again. And the patient came back. Now he comes to collect the Symbicort.

462 He is improved, guys. He's improved.”

463

464 c. Improved patient experience of care through effective systems

465 Participants indicated the usefulness of clinical audits included in the MPST with varied 

466 examples, prompting the active use of internal resources, interconnectedness, and effective 

467 strategies. Good patient care, especially chronic care, is achieved and sustained through on-
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468 going monitoring of patient progress. Improved professional skills through upskilling oneself 

469 and thinking outside the box positively affect patient care experience.

470

471 FGD2: “…I was looking at the fact that, during COVID, a lot of patients were taken out of the 

472 system and either put on CCMDD without even seeing doctors. Those patients had never seen 

473 doctors. So you find them, like, once in a while…What the PMDS has done, it has brought into 

474 my thinking, I've had to think outside the box of what to do with those patients… What I then 

475 devised was a plan,…I go into WBOT and actively call…all those patients and see what I can 

476 do for them. And because of that, I've seen so much improvement…”

477

478 FGD1: “... it also pointed out the shortfalls. If we didn’t do a PMDS, I wouldn’t know where 

479 my shortfalls are. For me, the referral system was heavily short-falled. It took a while, but 

480 eventually,..having to tell the sisters to call even if I am not duty on that day. Call me and 

481 discuss a patient that you want to refer. Cause sometimes you find that it doesn't need to be 

482 referred, you can actually manage it yourself.”

483

484 Participants articulated that improving the patient’s care experience entails paying attention to 

485 little things in clinical practice that might not require much effort but are meaningful for the 

486 patient. The biopsychosocial approach - taking time to talk to patients about their psycho-

487 socioeconomic situations, screening and health promotion, and educating patients on lifestyle 

488 changes, empowers them to be responsible for their health; thus, patient satisfaction is assured.

489

490 FGD1: ..."I think the greatest win for me this year was realising how merely screening for 

491 mental health, which is often the big elephant in the room, changes a lot of things. I have 
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492 definitely shifted my style of consultation and have been appreciative of having witnessed its 

493 impact on a patient’s life, their attitude towards treatment, and their response to treatment.”

494

495 Improved patient care experience was described as individualising patient care to address 

496 differing needs from a biopsychosocial approach and developing clinical care tools such as 

497 diabetic diet charts to enhance patient care. Participants became more cognizant of the social 

498 determinants of health and how they could impact patients' adherence to treatment goals if not 

499 considered.

500

501 FGD2: “…if we talk about chronic patients,…the first thing that it (PMDS) has improved me 

502 is to individualise every patient... Even the ones that are doing well, I must take them as 

503 individuals. I… write SOPs. I've designed my own charts for my diabetics…I have got a way 

504 of talking to my patients. The approach is not always the same with every patient. Psychosocial 

505 has been my main thing that I use with my patients - the state of their poverty, the state of their 

506 wealth, the state of their families, and economics. Without PMDS, I don't think I would have 

507 looked. I would just have gone through a patient, and as long as the next is coming. Now, I 

508 don't look at the patient as a burden, as someone who is kind of, oh, what is he going to say 

509 today?”

510

511 1.1.4. Promoting employee-supervisor interactions and interconnectedness

512 Participants agreed that PMDS makes sense and is possible if the supervisor provides training, 

513 guidance, and tools to make it understandable and meaningful. Training on the MPST at the 

514 beginning of the year, especially for junior or new doctors, guided practice, and the feedback 

515 loop enhanced employee-supervisor interconnectedness.
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516

517 FGD1: “…while I was working on my first PMDS…I was still trying to figure things out. I only 

518 realised what was expected of me when I was handing in my first PMDS assessment. There 

519 were things I needed to correct and data that I had to interpret differently. That's when I was 

520 guided through the process and had a better understanding. The meeting we had about PMDS 

521 also cleared a lot of things."

522

523 FGD4: “To me, PMDS, as a junior medical officer,…when I…was introduced to it, it was 

524 something new. So, it was a lot of work…But with more understanding and being in the system, 

525 and understanding how the system works, then it started making sense.”

526

527 An employee wants to improve and make a difference if the goal is clear and the process makes 

528 sense. The training and follow-up meeting also provided a platform for benchmarking and 

529 learning from other colleagues.

530

531 FGD1: “I feel like PMDS does make sense as a doctor. I am not sure if being a community 

532 service doctor really entails PMDS. But definitely, after that (meetings), it makes more sense 

533 because, at the same time, you are improving yourself as well as the standards of the clinic, 

534 and at the end of the day, all we want is better patient care.”

535

536 Participants in FGD2 and FGD4 described non-monetary rewards such as certificates of 

537 appreciation, feedback, and patient appreciation as boosting staff morale. More value was 
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538 attached to professional prestige and growth, patient respect and feedback, and patient 

539 satisfaction with services received than monetary compensation.

540

541 FGD2: “…It's not about the money. And I've always said…it's not about the money. It's about 

542 how I manage my patients. And the feedback that I get…I feel so good when I get feedback 

543 from my patients…”

544

545 Participants in FGD4 also acknowledged that non-monetary forms of appreciating employees’ 

546 commitment and dedication will drive ethical and professional practice.

547

548 FGD4: “…I think it (PMDS) should be..put up nicely because it sometimes tends to promise 

549 what…the department cannot really do for the employees. It just should be used as a tool and 

550 not promise any type of reward other than certificates, not the monetary one. Because that 

551 one..makes people..cut corners in order to achieve your best scoring because…they want the 

552 money. Rather than…being given money, can we then get.... certificates where you’re 

553 appreciated for the work that has been done? …It will take away some of the issues that 

554 we've…observed…what people will do to try and get money… when they have not done justice 

555 in terms of what their job description is.”

556

557 1.1.5. Personal and Professional Growth

558 a. Roles identification, sense of direction, meaning and purpose

559 Personal and professional growth was welcomed as an uncomfortable aspect of growth 

560 triggered by doing the PMDS. These were driven by role identification, a sense of direction, 
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561 and finding meaning and purpose to work. Although PMDS with the MPST put much pressure 

562 at work due to the many new things one had to learn, it changed one’s attitude toward work 

563 and made work meaningful, motivating, and satisfying. Participants allude to learning to 

564 prioritise and set work goals and identify and develop technical skills such as becoming 

565 computer literate.

566

567 FGD3: “…It helped me identify that I…have a bigger role than I initially thought. Because 

568 with the previous place where I worked, I used to just…be a clinician on the ground, do my 

569 work, see patients, and go…As soon as we got here and did the PMDS, then we started 

570 recognising that….there are some things that needs to be done in the clinic and that progress 

571 requires us (doctors) to…do them and plan..and move them forward..Like..planning on 

572 drills,..educating other team members, that rely on us…We saw that we are the ones who 

573 actually can do it. …Things like implementing BMI, which we didn't have before, it was a 

574 matter of..talking to the staff members..to say that the equipment is there, so let us get working 

575 so we can..start implementing and doing better on PMDS.”

576

577 FGD4: …”yes, it has helped in terms of putting priorities at work…according to how your 

578 performance was on the previous assessment in order to cover for the gaps…”

579

580 FGD4“PMDS actually sets goals for you…. it helps you plan your daily work on a daily 

581 basis and then achieve what you need to achieve.”

582

583 FGD4“…it has helped me, where you are limited,… and then what you need to really 

584 improve on things like…, being computer literate...”
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585

586 Participants in each FGD explained that identifying one's bigger role as a doctor and planning, 

587 supervising, and implementing changes with team effort becomes a game changer in approach 

588 and reason to work. Although daunting to a young doctor, with support, it drives creativity and 

589 growth.

590

591 FGD4: “This one (PMDS) is quite new. How do I even meet people who are senior to me and 

592 give feedback and say, guys, here we are not doing well. So... (PMDS) also helped with being 

593 in the front line and supervising everyone, and that's one thing that I was lacking - being a 

594 supervisor to interns, nurses,.. guiding everyone. And I’m still young…it’s one of my roles, my 

595 duties, and I really need to help all these other healthcare workers.”

596

597 In another FGD, participants described some negative experiences of lacking meaning in work 

598 as boredom, disappointment, and feeling bad about going to work.

599

600 FGD2: “… the fact that if you go to the clinic - and I have had that experience from years 

601 before - if you go to the clinic to kill the queue, to finish a thing, you feel so bad going to work 

602 like that. You feel bored, you feel disappointed, and you don't like your work, you want to do 

603 other things...”

604

605 b. Broadened horizon of care

606 There is reciprocity between personal and professional growth because PMDS makes one more 

607 humane and innovative, improves professional skills, and results in holistic patient care. 
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608 Professional prestige and respect draw from professional and personal growth. For the 

609 participants in FGD2, broadened care horizons include empathy, seeing the patient as a person, 

610 and seeking health information and innovative ways to engage the patient and improve care.

611 FGD2: “PMDS has improved me as a human being as well, to be empathetic,… not 

612 sympathetic…We must never be sympathetic to our patients…”

613

614 FGD2: “…you find yourself looking for information, and you find a lot of things that you would 

615 never be informed because it was maybe discussed at another level…For instance, …there is 

616 a program that is ‘welcome back patients to care’. That is, never reject the patients... The 

617 patients are our team. Just welcome them back…. ‘Thank you for coming;’ ‘I'm happy that 

618 you’ve come;’ ‘You didn't come, let's see the reasons’. …It's changing the approach to the 

619 patient…I learned that because I was looking for how to improve this thing (defaulters). 

620 Because we were having a lot of defaulters. So, it makes you look for information to improve 

621 your treatment, your management as well.”

622

623 As alluded to in all FGD, one not only becomes a manager but acquires visionary leadership 

624 because one goes ahead of the team, foresees, plans, influences, and effects changes. 

625 Performing PMDS helped participants understand their roles and responsibilities, which extend 

626 beyond the doctor's consultation room. It broadened the horizons of care and practice.

627

628 FGD1: “It has helped me see things beyond just being a clinician. I’ve had to learn about the 

629 social issues people face and understand the impact they have on patients’ health and 

630 wellbeing and correlate it with the statistics we have on different outcomes. I’ve had to learn 

631 about leadership,… different factors that contribute to service delivery and my role in all of 
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632 that. I also identified things I enjoyed more at work like women reproductive health and 

633 PMTCT. Having to do different things broadened my understanding of my role as a doctor at 

634 a PHC level.”

635 1.2. Challenges

636 Participants did acknowledge that despite PMDS's multiple benefits, there are challenges to its 

637 efficient and effective implementation that managers could mitigate.

638

639 1.2.1. Lack of capacity

640 Managers in some units appear to lack the capacity to implement PMDS due to a lack of 

641 understanding and ability to do so. As participants in two FGDs alluded to, sometimes PMDS 

642 scores are ‘cooked’ or made up solely to get monetary rewards. The consequence could be that 

643 PMDS does not reflect employees' actual performance but becomes mere compliance.

644

645 FGD4: “As a junior medical officer,… I never even thought of completing PMDS. But where 

646 I was at the time, we had an option of not completing. It means that our managers at that point 

647 in time did not understand what the purpose of PMDS was. And then from there, as I grew.. in 

648 the career,..they would complete it for us and just let us sign…It was more of a tool just to 

649 comply with what the employers wanted..We just go and sign. No proofs..They'll just give you 

650 a ‘3’, and you’ll be content with some satisfaction because you do not want to go beyond what 

651 you are supposed to do…I think most of the attitudes developed from that going forward.”

652 Participants expressed that the managers’ lack of capacity to manage PMDS is evident in 

653 employees’ scores beyond objective performance, which are misaligned with clinic 

654 performance.
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655

656 FGD1: “PMDS should be a true reflection of what’s happening in the clinic. There should be 

657 accountability and evidence for scores that are given, and people should have an 

658 understanding of what different scores mean. The statistics should correlate throughout the 

659 year and with any significant change, be it a drop of improvement. There should be factors 

660 identified that contributed to that, and somehow, that should make sense. What’s on paper 

661 should be what’s on the ground.”

662

663 1.2.2. Bottom-up approach

664 Participants in FGD1 questioned what informs the PA targets because they sometimes exceed 

665 the reality of a particular facility, such as its patient population or socioeconomic status. In 

666 some instances, a bottom-up approach to setting contextualised, realistic, and feasible PA 

667 standards involving the employees on the ground could make targets more plausible.

668

669 FGD1: “It is a good way, but performance assessment can’t be one-size-fits-all because 

670 working conditions are not the same for everyone. For some people, given the resource 

671 constraints they face or socioeconomic factors affecting the populations they serve, it may be 

672 difficult to reach the set target, which means no matter how hard they work, they may never 

673 reach the targets and may never get remunerated.”

674

675 1.2.3. Ambiguity in fairness

676 Participants highlighted factors out of their control, such as lack of resources (equipment and 

677 staff shortages) necessary for the work to be done well and patients’ non-adherence to clinical 
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678 care targets. Lack of team effort because quality patient care is multidisciplinary, resulting in a 

679 low PMDS score, reflects the team not working together despite the individual employees' 

680 efforts. Power dynamics between facility managers, the clinic administrative managers, and 

681 the doctors tasked with clinical governance make it challenging to bring about change to attain 

682 set standards. All these factors create a questionable situation of ambiguity in fairness.

683

684 FGD3: “.. it makes sense why it's (PMDS) there, but I feel like for our work environment and 

685 the resources that we've been given, and then the targets that we are given, it's not 

686 fair...because…we're basically almost making a plan every day for most patients...”

687

688 FGD2: “…For instance,… my clinic…because the manager retired,... we don't have a 

689 manager…So, we don't have good evaluations in the ideal clinic…I've been trying to help them 

690 and tell them, let's do quality meetings, but it's not in my power... I believe that doctors need to 

691 have a little bit of more power in the decisions made in the clinic. They have to consult us and 

692 ask us things... Because they do their own things, and doctors do their own thing."

693

694 FGD1: “…some areas that are not fully reliant on you as a clinician…It's teamwork, and 

695 sometimes you have people that no matter how much you tell them,... they still don't do it, and... 

696 you… score lower.  Then it's not a reflection on you, it's a reflection on the group…”

697

698 Staff absenteeism and the non-replacement of retired managers create a management vacuum 

699 that increases the workload. Consequently, the clinic doctor adapts daily set work plans to 

700 compensate for the staff shortage.
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701

702 FGD2: “…It's just that the situations in our clinics,… are not ideal, in the sense that it's 

703 overwhelming, the work that we do…Like we were talking about absenteeism. On a day, 

704 sometimes, you have to intervene and help out, even beyond the number of patients that you've 

705 been booked for. Because, in any case, patients have to be serviced. They are here now. And 

706 there's only one chronic sister. Such things, then you get… derailed… in whatever you want to 

707 do….”

708

709 Summary of Key Findings

710 PMDS, a necessary evil, was the overarching theme in this study. The challenges of the 

711 manager’s lack of capacity to implement the PMDS, the need for a bottom-up approach to set 

712 performance agreement output targets, and ambiguity in the fairness of who gets rewarded were 

713 indisputable in this group of professionals and primarily out of their control. However, PMDS's 

714 outstanding benefits articulated by participants seem to support its role in helping public 

715 servants be responsible and accountable, grow as individuals and professionals, and contribute 

716 to the organisation’s goals.

717

718 Discussion

719 PMDS’s multidimensional benefits in this study align with the DPSA’s9 goals of the PMDS. 

720 Although factors may be beyond one's control, PMDS implementation strategies could 

721 positively impact employees' experiences, job satisfaction, and development.

722
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723 Training with support provides knowledge and appreciation of the 

724 PMDS

725 Participants expressed an in-depth understanding of the PMDS. They appreciated the unique 

726 place of having a PA or contract that outlines agreed-upon activities directed towards expected 

727 outputs. Training and guided practice enabled participants to articulate the why and purpose of 

728 PMDS, in keeping with some definitions of PM by Aguinis as a continuous process of 

729 identifying, measuring, and developing the performance of individuals and teams and aligning 

730 performance with the organisation's strategic goals.24

731 MPST guided participants on the expected output indicators. Training at the beginning of the 

732 financial year, quarterly submissions of MPST reports, and meetings to share best practices 

733 enhanced its use. The MPST enabled participants to self-assess, monitor, continuously correct, 

734 and implement changes. Studies have highlighted the critical role of training, which informs 

735 and empowers managers and employees but is often lacking.25,26 Training on the PMDS 

736 becomes effective if there is practice guidance. Lockwood argued that employees are more 

737 productive if they have the necessary knowledge, training and development to do their jobs.27 

738 An eight-point managerial PMDS implementation strategy described by Sambo and van der 

739 Walt still leaves a vacuum in its practical translation at the coalface.28 The positive impact of 

740 the MPST is significant because Melnyk et al.29 indicated that PM could adversely impact 

741 performance when misalignment exists between what the organisation wants to achieve and 

742 what is being measured.

743 Participants accentuated the ongoing nature of PM, which is opposed to performance appraisal, 

744 a reductionist approach to the essence of what PMDS is supposed to achieve. Smither and 

745 London30 punctuated that managers who lack this understanding make PM a mere tick-box 

746 exercise. Also, for Aguinis, evaluations done twice a year without constant coaching and 
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747 feedback to the employee are just performance appraisals and not management.24 The fact is 

748 that performance appraisal should form part of PM.24,31 In the study by Govender and Bussin,32 

749 performance appraisals were confused with PM, which resulted in poor strategic focus.  In 

750 Mboweni and Makhado,33 nurses only submitted appraisals for the entire quarter during the 

751 annual PMDS; there was no opportunity for feedback or continuous monitoring. The Gallup 

752 Group study concluded that knowing what is expected and the necessary tools to perform the 

753 job drives employee performance.34

754 Effective PMDS implementation tools depend on how seriously employees and managers use 

755 them.35 Therefore, managers/supervisors and employees must be trained,35,36 be proactive, 

756 familiar with the PMDS policy, and creatively think about PMDS’s effective implementation.

757

758 Opportunities for collaboration and growth drive job satisfaction 

759 and achievement of the organisation's goals

760 Building an employee engagement (EE)32 culture will leverage and drive performance.33 An 

761 engaged employee works positively to change behaviour and improve operational 

762 performance. Gruman and Saks highlighted the growing popularity of EE as the key to an 

763 organisation's success.37 According to Robinson et al.38, EE is a positive attitude towards the 

764 organisation and its value. An engaged employee knows the business context and works with 

765 colleagues to improve job performance for the organisation's benefit. The organisation must 

766 work to develop and nurture engagement, which requires a two-way relationship between 

767 employer and employee. An engaged employee is more than a nice thing; it has become a 

768 must.38 The MPST enabled employees' engagement with the departmental strategic goals 

769 through inter-professional collaborations and learning, resulting in professional development 

770 and personal growth.
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771 Schaufeli et al.39 explained that engaged employees can deal with demanding jobs and are 

772 connected to their work activities. In this study, although the participants experienced an initial 

773 sense of increased workload with the PMDS, its guided practice (MPST) added value, meaning, 

774 and purpose to work, triggering discomfort that resulted in professional and personal growth. 

775 This is unlike other studies13,33,40 in which employees developed negative feelings from 

776 favouritism, tension, competition amongst colleagues, a lack of meaning, and no opportunities 

777 to develop themselves. PMDS is perceived as punitive.13 The Public Service Commission 

778 toolkit 2007 for managing poor performance highlighted the primary orientation of PM as 

779 developmental.12 The MPST facilitated staff introspection, reflection, and identification of 

780 gaps, improved professional skills, innovation, collaboration with colleagues and other 

781 professionals, learning, and growth.

782 The unique experience of participants in this study was that working together among doctors 

783 and other healthcare professionals created a learning culture and improved the intra-facility 

784 referral system. The MPST provided guided self-directed learning and development, 

785 motivating participants. Robertson-Smith41 maintains that engaged employees feel empowered 

786 and grow in confidence in their ability to do their jobs. Collaboration among teams improves 

787 health outcomes, although it requires hard work. The lack of team effort in some studies13, 33, 

788 40 was a significant barrier to PMDS implementation.

789 The MPST, an ongoing self-monitoring tool, allows employees to measure, identify gaps, and 

790 make decisions to correct and implement changes. This is cognisance with Menon’s42 

791 descriptions, but unlike Lutwama et al.43 The Gallup Group identified critical employee 

792 expectations for engagement as employees wanting to know what is expected from them and 

793 the necessary tools to perform their jobs. They want to use their skills and talents and want 

794 recognition. It was vital that they feel valued. Feedback on their performance was necessary; 

795 they wanted learning opportunities and good relationships with their co-workers.34
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796 Khan described that engaged employees express themselves physically, cognitively, and 

797 emotionally during role performances.44 Some participants expressed being more humane and 

798 empathetic, incorporating behaviour change that contributed to the patient's positive care 

799 experience. Unlike this study, the lack of adequately prepared and skilled supervisors - 

800 managers merely complied - created a vacuum of meaning and purpose for the PMDS. 

801 Consequently, employees are not trained, PMDS is implemented with no goal-oriented 

802 strategies, and accountability is not enforced.13

803

804 Authentic Leadership

805 Gruman and Saks37 linked the success and effectiveness of PM to the quality of leadership that 

806 engages, provides support, challenges, coaches, gives constructive feedback and includes 

807 employees in the organisation's activities. As a clinical leader entrusted with governance, the 

808 SFP can aptly harness entrusted MOs’ abilities and broaden their knowledge and practice 

809 horizons through clear role identifications, support, and strategic tools. This is unlike the study 

810 by Govender and Bussin,32 where a lack of management and quality leadership negatively 

811 affected performance. Nxumalo et al. concluded that PMDS implementation at the local level 

812 depends on the ability of deployed managers to perform in a transforming and complex 

813 environment.13 This entails developing hard skills of planning, coordinating, monitoring, and 

814 soft skills in relationships and communication that promote collaborative and shared 

815 management.

816 The findings in this research regarding the meaning and purpose of work agree with 

817 Lockwood's description of the benefits of a workplace culture that provides employees with a 

818 sense of meaning and purpose in their jobs.27 Work-role fit and support connect leaders and 

819 employees to shared beliefs and to attain organisational goals.
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820

821 Challenges

822 Bourne et al. described employees’ perception of the PM system as poor and likened it to the 

823 ‘big stick’ because they are not involved in the PA goal setting.45 This study resonates with 

824 what Madlabana et al.25 described regarding setting realistic goals with the staff at the coalface 

825 to ensure the standard of care is not compromised. Participants in this research stated their 

826 desire to be involved in setting achievable output targets that fit the context. This calls for self-

827 introspection by managers.

828 Participants also accentuated other non-monetary rewards, such as certificates of appreciation. 

829 In the study by Govender and Bussin32, non-monetary recognition of the employees’ good work 

830 intrinsically motivates and boosts employees' morale.33 Participants referred to ambiguity in 

831 the fairness of PMDS and monetary remuneration because they are aware of other units where 

832 employee scores do not equate to deserved performance, reflecting the manager’s lack of 

833 understanding of the PMDS. Also, some employees are driven by monetary rewards,33,34, and 

834 the PMDS lacks fairness, openness, and transparency and is subjective with unclear 

835 guidelines.32,33 It creates tension and competition amongst employees because rewards are not 

836 equally received, thus ruining relationships.40 Managers are fearful of giving unfavourable 

837 feedback and low scores.13

838

839 Strength and limitations

840 This study provided broadened insights into the PMDS experiences of an unresearched cadre 

841 of healthcare professionals working in the PHC setting. An exploratory interpretive qualitative 

842 approach enabled participants to narrate and interpret their lived experiences. Introducing a 
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843 monthly practice self-assessed performance and management tool could have influenced how 

844 this group of professionals experienced PMDS. Also, a stratified purposive sampling permitted 

845 the researcher to select all participants who lived the phenomenon studied and could provide 

846 rich, in-depth information. Seventeen MOs participated in this study, and saturation was 

847 attained because no new theme or information emerged with the fourth FGD. This study was 

848 done among MOs deployed to a particular region in the district. As a result, the findings may 

849 not represent other regions, districts, or low-middle-income countries. Further, the potential for 

850 social desirability bias may have been present because the researcher who conducted the FGDs 

851 was one of the two supervisors. To overcome this limitation, a research assistant was trained 

852 in the event of a power dynamic, which did not arise.

853

854 Implications/recommendations

855 PMDS implementation tools, such as the MPST, with training and support for its use, were 

856 essential for participants to understand, value and make sense of the PMDS. A fit-for-purpose 

857 PMDS implementation tool will engage employees positively if used seriously by employees 

858 and managers/supervisors.

859 Professional and personal growth and job satisfaction were driven by being reflective 

860 clinicians, having a sense of meaning and purpose in work, and feeling that one contributes to 

861 the whole. Managers, who are leaders, are pivotal to leading clinical governance activities in 

862 the DHS. SFPs are tasked to lead and inspire managers and other clinicians in the district-based 

863 PHC health system to attain expected standards. Leadership and governance have been 

864 incorporated as learning outcomes for Family Physicians in training. The creation of posts and 

865 appointment of SFPs in the CHC and district hospitals will strengthen the DHS.
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866 In the South African context of public-private disparity in the distribution of doctors, SFPs 

867 would play a significant role in attracting and retaining the right skills mix in doctors deployed 

868 to the PHC setting.

869 Participants propose management strategies, such as non-monetary awards or recognition of 

870 staff performance, that managers and supervisors should consider.

871

872 Conclusion

873 This is the first study on doctors’ PMDS experiences in the researcher’s setting. The 

874 experiences of this cadre of healthcare professionals confirm some challenges faced by the 

875 South African PMDS. Moreover, participants’ experiences provided an in-depth and rich 

876 understanding of the how and benefits of PMDS implementation in a PHC setting with complex 

877 networks and relationships. The necessity of an implementation tool and clear leadership 

878 cannot be overlooked.

879
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