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ABSTRACT
Background: Leadership skills are essential for middle-level healthcare manager efficacy. 
Capacity-building efforts may attempt behavioural change by filling ‘knowledge gaps’ while 
neglecting a sustainable application of that knowledge. Sustainable application of that 
knowledge, or implementation know-how, must resonate with local cultural patterns. When 
it is neglected, root issues like unclear decision-making space and local authority to interpret 
policy during implementation remain unaddressed. Particularly in decentralized healthcare 
systems, the impact can appear in implementation challenges, subjective decision-making, 
poor teamwork, and an absence of disseminating best practices.
Objectives: The SEARCH-IPT trial led a series of mini-collaborative meetings, which provided 
business leadership and management training for an intervention group of mid-level health
care system managers in rural Eastern, East-Central, and Southwestern Uganda to see 
whether this would increase uptake of isoniazid-prevention therapy (IPT) for people living 
with HIV (PLHIV) in intervention districts. IPT is known to reduce active tuberculosis (TB), 
a leading cause of death among PLHIV, by 40–60%.
Methods: We performed a thematic analysis of six focus-group discussions from this intervention 
(held in May 2019, January 2020, September 2021) and 23 key informant interviews with control 
group participants (between February and August 2019 and September and December 2020).
Results: Analysis revealed five implementation skill sets District Health Officers (DHOs) and 
District Tuberculosis and Leprosy Supervisors (DTLSs) deployed to achieve sustainable imple
mentation and realize their decision-making space. The five practices were as follows: data- 
based decision-making, root-cause analysis, quality assurance, evidence-based empower
ment, and sharing best practices with colleagues.
Conclusion: These practices reached beyond outcome measures to address root problems around 
the DHO’s range of authority and elicit buy-in from district health workers. For successful capacity 
building at the mid-manager level, focusing on core practices as part of competency is objectively 
implementable and measurable at the system level and does not rely on DHO self-assessments.

PAPER CONTEXT
● Main findings: District Health Officers and District Tuberculosis and Leprosy Supervisors 

deployed five implementation skill sets to achieve sustainable implementation and clarify 
ambiguous decision-making space: data-based decision-making, root-cause analysis, qual
ity assurance, evidence-based empowerment, and sharing best practices with colleagues, 
thereby reaching beyond outcome measures to address root problems around the District 
Health Officer’s range of authority and obtain buy-in from district health workers.

● Added knowledge: Horizontal accountability, in which mid-level health system managers 
share their experiences implementing core practices, has made concrete and demonstrably 
sustainable implementation changes at the district level, suggesting that capacity building 
at the mid-manager level must reach further than identifying knowledge gaps and instead 
additionally show people how to implement knowledge they may already possess.

● Global health impact for policy and action: Focusing on core practices – rather than 
competencies – is objectively implementable and measurable at the system level and does 
not rely on self-assessments of knowledge or pre/post-training skill sets that have been 
shown to be unreliable in predicting the sustainability of training lessons.
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Background

Leadership involves galvanizing and guiding 
change; management concerns itself with perfor
mance oversight [1]. Leadership development is 
an upstream intervention in health systems, 
mediated by downstream system factors like staff 
motivation and resource allocation that require 
management and performance oversight before 
directly impacting patients [1]. Both leadership 
and management skills are fundamental for mid- 
level manager efficacy in decentralized healthcare 
systems. In decentralized contexts, mid-level man
agers like Uganda’s District Health Officers 
(DHOs) sit at the intersection of overseeing the 
implementation of Ministry of Health (MoH) 
directives while directing locally deployed, commu
nity-tailored programmes [2]. However, unlike in 
the private sector, many mid-level healthcare man
agers do not attend business schools or take 
courses to develop these skills [3].

For DHOs to effectively wield the authority trans
ferred to them from the MoH, they must have both 
management capacities to oversee staff implementa
tion and adequate decision-making space to lead 
effectively [4]. Although leadership development is 
one component of capacity building at the middle- 
management level, efforts sometimes attempt to 
effect behavioural change by filling ‘knowledge 
gaps’ to foster management efficacy and promote 
leadership – while neglecting implementation know- 
how as a central component in core competency 
training [5,6]. By ‘implementation know-how’, we 
mean the sustainable application of core practices 
in localized leadership contexts where sharing effec
tive practices enhances competencies. In certain 
decentralized contexts, unclear boundaries around 
‘decision-making space’ – the degree to which mid- 
level managers, as local authorities, are empowered 
by official policy to interpret policy locally or make 
decisions for that locale – further complicate the 
situation [2,7–10]. The impact of limited skills train
ing and unclear system-level range of authority for 
mid-level managers can lead to implementation 
challenges, non-evidence-based decision-making, 
poor teamwork, and limited dissemination of best 
practices [8,11].

These capacity gaps have detrimental effects on 
health outcomes for people living with HIV 
(PLHIV). For example, the WHO has recommended 
Isoniazid preventative therapy (IPT) to reduce the 
risk of active tuberculosis in PLHIV [12,13]. Despite 
this recommendation, IPT uptake remains low across 
sub-Saharan Africa [14]. In Uganda, a high TB bur
den country, less than 2% of PLHIV had received IPT 
by 2018. Yet in contrast to other countries, Uganda 
has otherwise been an exceptionally successful case of 

decentralisation, so what might explain this lack of 
uptake [15]? Because of Uganda’s decentralized 
healthcare structure, district health leaders are 
responsible for implementing IPT within the country. 
That decentralization, however, means that each dis
trict leader is left to his or her own devices and 
learning curve, which can vary depending on the 
leader’s existing social capital or network strength 
[4,16]. Studies have shown that Uganda has a fairly 
collectivist culture, with a short-term orientation and 
high uncertainty avoidance, both of which influence 
managerial styles and conflict resolution [17,18]. 
Examining what culture-specific leadership and man
agement styles make the decentralisation process 
more or less successful is thus an open area of 
inquiry, in Uganda and Africa more generally [1].

Efforts to tailor interventions to specific cultural or 
community contexts have been aided by the two-part 
PRECEDE–PROCEED model [19,20]. In the first 
portion (PRECEDE), policymakers establish commu
nity-prompted, desired results; they then set priorities 
for removing obstacles or attaining the goal, identify 
predisposing factors that affect those priorities, and 
examine the administrative or policy constraints 
which influence what can be implemented. The 
PROCEED portion of the model then encompasses 
implementation and subsequent intervention evalua
tions around process, impact, and outcome. How 
such interventions can be sustained within a given 
cultural or geographic context by reporting identifi
able and contextually specific implementation skills 
after the intervention ends, however, is less often 
reported.

The NIH-funded SEARCH-IPT trial, taking a cue 
from the PRECEDE model, identified three barriers 
to IPT uptake at the district level: lack of knowledge 
about the efficacy of IPT, a system already operating 
at capacity due to existing financial and personnel 
constraints, and diluted managerial efficacy due to 
poor infrastructure. To address these challenges, 
SEARCH-IPT led a series of mini-collaborative meet
ings, which provided business leadership and man
agement training for an intervention group of mid- 
level healthcare system managers in rural Eastern, 
East-Central, and Southwestern Uganda. The inter
vention sought to increase needed collaboration 
between districts through skills training and capacity 
building within the decentralized healthcare context 
to address disease spillover between districts and 
increase uptake of IPT for tuberculosis among 
PLHIV.

Notably, the SEARCH intervention overlapped 
with a national, centralized push to scale up IPT. 
Quantitative results demonstrated that the interven
tion districts evinced greater ‘staying power’ after that 
push ended, sustaining high levels of IPT initiation 
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compared to both control districts and other districts 
in the country – not only after the national push 
ended but also during the COVID-19 pandemic 
[21]. These results suggest the intervention addressed 
certain public health challenges that had previously 
remained intractable.

This paper reports identifiable, contextually speci
fic implementation skills that appear to have pro
moted that sustainability. We suggest that the 
mechanism behind the intervention’s sustainability 
lies in five core skills the intervention participants 
identified as most useful for teaching the know-how 
of implementation, and highlight their relation to two 
addressable root issues mid-level health managers 
may face in a decentralized national healthcare 
context.

Methods

Context

In 2017 and 2018, the SEARCH-IPT trial was deployed 
across 82 rural Ugandan health districts (out of 135 
districts total) in preparation for the intervention period 
(2019–2021). Cluster-randomisation allocated 39 to the 
control arm and 43 to the intervention. In the interven
tion arm, we convened groups to disseminate knowledge 
about IPT, and we provided comparative data to the 
DHOs on IPT uptake in their and neighbouring inter
vention districts. The primary outcome was increased 
IPT initiation for adults with HIV and integration of 
IPT as standard of care. We included qualitative inter
views as part of the process, impact, and outcome evalua
tions. A detailed description of the quantitative methods 
and primary statistical outcomes has been published 
elsewhere; briefly, while both arms showed increased 
initiation of IPT during a Ministry of Health-led national 
campaign, the intervention arms maintained their levels 
of initiation one year after the campaign ended, 
while control arm districts did not [21].

Qualitative data

The qualitative portion of the study employed six 
focus group discussions (FGDs) following a semi- 
structured question format among intervention-site 
DHOs and DTLS participants over the three-year 
study period (May 2019, January 2020, 
September 2021). Following each meeting, we invited 
all mini-collaborative participants to participate in 
the FGDs (lasting an average of 111 minutes). As 
described elsewhere, the number of participants at 
each FGD varied between 7 and 11 people; all but 
two participants were male, reflecting the overall 
gender distribution among health district leadership 
in Uganda [21–23]. Most participants were middle- 
aged and had held their positions for more than two 

years. The FGD guides prompted discussion around 
participant perspectives on the intervention content 
and the changes it effected. Additionally, we asked 
participants about changes in communication styles, 
resource management, relations with policymakers 
and stakeholder engagement more generally. A team 
of trained qualitative researchers, CA, FA, RB, HI, 
moderated the FGDs and participated in the data 
collection activities.

We paired the FGD data with 23 in-depth, semi- 
structured key informant interviews (KIIs) with con
trol group DHO or DTLS participants, conducted in 
private and convenient locations, between February 
and August 2019 and September and December 2020. 
Each lasted an average of 37 minutes; all participants 
were male. Like the FGDs, only one KIIs participant 
was in his 30s, and only one had held their position 
for less than two years; the rest were more mature in 
both age and experience in their role. FGD partici
pants received transportation reimbursement, while 
researchers travelled to the KII sites. All participants 
provided written informed consent. Both FGDs and 
KIIs were recorded, transcribed, and then analyzed.

Analysis

The first author and primary qualitative analyst for 
this paper, JJP, was trained in qualitative methods 
via an MPhil degree in Medical Anthropology 
(Oxon). Blinded to both the statistical outcomes 
and the language used in the training, he used 
a Rigorous and Accelerated Data Reduction 
(RADaR) technique, a variant of framework analy
sis, to reduce data and identify main themes [24]. 
(Figure 1) The main research question focused on 
perspectives towards top-down approaches to IPT 
scale-up compared to intervention methods, and 
self-reflection on changes in district management’s 
leadership skills. Although we conducted a total of 6 
FGDs and 23 KIIs, we reached data saturation after 
an initial RADaR analysis of the first 4 FGDs and 12 
KIIs representing each region, which we confirmed 
by reading the remaining FGD and KII transcripts.

The first author uncovered preliminary thematic 
groups divisible into management, health system 
structure, and socio-geographical context [22]. To 
identify what the intervention may have inadvertently 
engendered, further reduction of the ‘management’ 
thematic group focused specifically on changes to the 
status quo introduced by the intervention training. 
Still blinded, JJP then organized these themes around 
five main practices the intervention districts imple
mented and that were mostly absent in the control 
group interviews. Within each section, the authors 
have subsequently attempted to retain reports of 
both challenges and, especially from intervention par
ticipants, solutions to those challenges.
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Results

We present the results by first describing the five core 
intervention practices that our participants repeatedly 
returned to as addressing what turned out to be two 
underlying concerns, which we present second. As 
mentioned in the Methods section, these core prac
tices do not necessarily coincide with the training 
materials; rather, they were derived from inductive 
thematic analysis. The five core practices were as 
follows: data-based decision-making, root-cause ana
lysis, quality assurance, evidence-based empower
ment, and sharing best practices with colleagues. 
We contrast the results from the intervention groups 
with observations offered by control group partici
pants to highlight how those five core practices 
reached beyond outcome measures to suggest two 
root problems – a lack of clarity around the DHO’s 
range of authority (a leadership issue) and challenges 
in getting buy-in from the district health workers (a 
management challenge) – that consistently con
fronted our participants, suggesting why the interven
tion participants valued those five practices. In the 
discussion, we elaborate how the core practices and 
root issues intersect in light of emerging challenges in 
decentralized healthcare settings.

Data-based decision-making: addressing high 
uncertainty avoidance through tacit consensus 
and horizontal accountability

During the trial, SEARCH-IPT held regular meetings 
where a range of data on IPT uptake was shared with 
the teams. Using that data became central to 

decision-making in the intervention arm. Objective 
decision-making based on data clarified the decision- 
making space, while sharing it gave a sense of collec
tive action to those who implemented decisions based 
on that data:

For me as a manager, . . . I found <the data and pro
gress report> to be a handy tool, to realign my work
force and to keep telling them that this is the target, 
and that we are way below; or I give them a pat on the 
shoulder that, “you see, we are now at 95%, keep it 
there because that is what we want to be.” You see, 
having data is very important and when you use it, you 
become a very objective manager. You cease leading 
impulsively or from a sentimental approach, you are 
more objective. DHO Intervention, Southwest 

While DHOs did meet outside SEARCH in some
what didactic, top-down meetings concerned with 
MoH-directed priorities, one intervention DHO 
noted that ‘before the start of this project, data on 
IPT was very negligible; that is why the health work
ers seemed not to focus so much on the part of 
IPT . . . ’ (DHO Intervention, East). Generally, out
side of SEARCH-IPT, the source of IPT-specific data 
was gained either from Implementation Partners 
(IPs), which varied by district, or more commonly, 
from district league tables accessible to all districts. 
As one DTLS aptly put it, ‘When you perform well 
and motivated you will look at doing work better. ’ 
(DTLS Control, East)

Thus, while having comparative data motivated 
managers, when the manager’s ability to make objec
tive, rather than apparently subjective decisions, 
became visible, a sense of ownership and recognition 
of rationale were returned by the team and led to 

Figure 1. Qualitative analysis process. Acronyms are as follows – FGD: focus group discussion; KII: key informant interview; DHO: 
District Health Officer; DTLS: District Tuberculosis and Leprosy Supervisor; QA: quality assurance.
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managers’ greater self-confidence in their manage
ment style. Visible data-based decision-making 
seemed to be the most essential of the five practices 
in building solidarity and project buy-in among the 
district teams and is interrelated with the next two 
core practices we detail.

Root-cause analysis through network 
segmentation led the DHOs to greater 
engagement with the full team, activating 
culturally valued collectivity

Managers used the IPT uptake rankings to identify 
the potential sources of poor or improved perfor
mance through network segmentation of the data 
[25–27]. Upon seeing how his district was doing, 
one intervention DTLS said, ‘When you see you are 
performing badly, you become more vigilant to sort 
of analyse the root cause of the problem, and you try 
to do something in order to improve.’ (DTLS 
Intervention, East) Another DHO specifically named 
segments within the care flow that might need to be 
addressed after he saw his dashboard standing 
decline:

It keeps us on our toes. Every time you look at the 
dashboard, you are like, “eeh, now I am declining, 
I am going to 60; I am going to 50; what has gone 
wrong? Is it the data reporting, is it the recruitment 
of new clients on INH or is it the completion?” So, 
you keep looking out for those things that are mak
ing you perform poorly. DHO Intervention Southwest 

For this to work, two parameters in a data set are 
needed: comparative with other teams, and full, local 
accessibility. Discussing these elements with local 
teams helped develop a collective sense of engage
ment, as reports understood how that data helped the 
manager make better decisions:

On my side, the presentation was an eye opener 
because the use of data has been missing in our 
planning meetings, and this data opened up my 
mind and helped me to engage the team members 
so that we could discuss and see where the problem 
is arising from. It is like doing a quality improve
ment project, so it helps you to identify the gaps, and 
eventually, you see some improvement – because 
I remember in our first presentation, we were 
doing badly, but in our second presentation, we 
realized some improvement, which really encouraged 
me. It has given me strength to base on for decision 
making. DHO Intervention, East 

Data plus knowledge of the network of team actors 
delineated the decision-making space where the data- 
informed decisions would have their effect; problem 
identification showed where team sensitization was 
needed. Together, they helped managers identify why 
their standing was either declining or improving and 
take steps to address the drivers of that change.

Data and skills improvement addressed the 
tendency to short-term orientation by presenting 
the bigger picture and lengthening the outcome 
terms

The segmentation process often uncovered poor 
quality data collection, specifically with under- 
reporting and skills gaps in areas such as budgeting 
and time-management. Data under-reporting came 
in the form of the register being ticked for the sake 
of ticking, without any real understanding of its 
downstream utility (or even its correspondence to 
the actual situation), while in control groups, data 
seemed under-reported because of a lack of funding:

P3: We also have issues of documentation. Some 
health workers would prescribe INH, but when you 
go to the IPT register, there is nothing, and that has 
been letting down our data. We have identified all 
those gaps; it is not that easy, but we have done so. 
For example, we have put specific people to ensure 
that the documentation is done. DHO Intervention, 
Southwest 

You see those measures are not consistent because 
when we have the funds to go and do the contact 
tracing and follow up, we do it. HC-IV Control, 
Southwest 

Participants reported that under-reporting was some
times also tied to a lack of ownership over the data. 
Ownership improved with the intervention arm, 
partly because the data was shared widely with the 
team and partly because they trained personnel to 
understand that poor quality data collection compro
mises service delivery; data collection is more than 
a mere formality. As a result, this process affected 
how the teams approached other potential projects. 
One participant reiterated this point at two separate 
times during the same FGD:

I think IPT is now one of the indicators of TB that is 
being tracked . . . That propels us to engage our 
frontline health workers that the data must be cap
tured because it is an indicator that shows how we 
are doing in regard to TB. <Later:> We are moving 
away from the register being ticked for the sake of 
ticking because you know we are going to introduce 
another intervention. If the intervention is to be 
effective, your client must be screened to ensure 
that he does not have TB disease in case you are to 
enrol this person for IPT DHO Intervention, East 

DHOs explained to their teams why data collection is 
necessary and showed people how it is used; this 
helped get buy-in and produce robust results, and 
motivated frontline workers as they prepared for 
new projects. Beyond engaging the frontline workers, 
the intervention districts also incorporated regular 
data-cleaning updates into their team meetings:

We now have monthly review meetings where we 
even speak about performance in IPT. We have 
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quarterly data cleaning exercises where we also talk 
about our data. And then of recent, we have intro
duced at the health centre IV departmental meetings 
where every Monday of every week, we are supposed 
to report on our performance where IPT is also 
inclusive. So, it is integrated into our other reporting 
opportunities. DTLS Intervention, East 

Communicating data findings and needs kept every
one involved by highlighting their contributions 
while soliciting ideas for further improvement. This 
helped inculcate a culture focused on the long-term 
vision. It also kept the decision space from growing 
stagnant due to a posture of mere receptivity and 
instead encouraged local innovation that could be 
disseminated more broadly.

In addition to data improvement, intervention 
teams targeted budgeting and time-management 
skills to develop:

What I have learnt specifically is to draw a work plan 
on how to implement IPT whereby we look at what 
you can do in a specific duration of time. You look at 
things you can implement either within a quarter or 
within some few weeks. DTLS Intervention, East 

For our participants, implementing these skills clar
ified how decisions get carried out, by whom, and 
their limits (in terms of time and finances), thereby 
framing the decision-making space within long-term 
objectives.

Self-reliance and empowerment directly 
promoted movement away from a tendency 
towards uncertainty avoidance

Empowerment is a feeling that comes from sense of 
self-efficacy – that one’s actions have a concrete effect 
in the real world – and moves beyond fulfilled expec
tations. Initially, the intervention did not match the 
expectations participants had, as reported in two dif
ferent FGDs:

I thought that we were going to have activities and 
there would be a budget and facilitation, there would 
be fuel. I felt disheartened a bit, but then what is 
interesting is that for us coming here, we discuss and 
then agree that this is the action plan, and we go 
back and do it, and it works. DHO Intervention 
Southwest 

For those of us who were in the study and what we 
are now, at least there is a very big difference that is, 
the accessibility of our clients has improved, <and> 
our capacity to use our own data improves every 
other time we meet for the collaborative meetings 
because we have the trigger. DHO Intervention, East 

The evidence before their own eyes about the efficacy 
of the process, feeling a sense of responsibility for 
action plans they created, and seeing the effect of 
using their own data, gave DHOs a sense of 

empowerment, motivating them to continue despite 
the initial mismatch between the expected and the 
experienced. By allowing personnel to use that data to 
create their own action plans and likewise see the 
results for themselves, DHOs and DTLSs were able 
to increase team-wide ownership of the data, tighten
ing workflows:

We also at the same time do data validation when 
they are bringing their reports and you also look at 
their reports for IPT and the reporting for other TB 
activities. And there you let them come up with their 
action plan on what they should do next specifically 
for IPT since they are not reporting. DTLS 
Intervention, East 

The other thing is the sharing is also evidence-based; 
it is guided by data. We are talking about the activ
ities that we set out to do. We had a work plan, and 
there were targets. Given the targets, how much were 
we able to achieve? – and everybody presents. It is 
the data now to judge and I find that very informa
tive. DHO Intervention, Southwest 

By developing a sense of movement within the pro
ject through the combination of data ownership and 
consequent search to identify the root causes of per
formance issues, teams became more creative at pro
blem-solving, making effective use of resources in the 
Ugandan healthcare ecosystem as a whole:

We start to ask ourselves questions like; how can we 
work with IPs? How can we work to ensure that the 
stocks of INH are there to serve the people, how can 
we make our health facilities qualified to have the 
stocks that INH has; so you find that a person uses 
his/her own resources, the knowledge in terms of the 
gap and you find that you can add a step and do 
better. DHO Intervention, East 

A sense of collective creativity motivated personnel to 
make the decisions necessary to carry out policy 
effectively while building their own resources by per
suading others, such as Implementation Partners, to 
join the project. Evidence that data can be used to 
create one’s own action plans to achieve MoH poli
cies, and the collaboration involved in identifying 
root problems led to a palpable sense of empower
ment among participants. Three respondents in the 
FGD responded in sequence about the empowerment 
they felt after the meetings:

P8: To me I can say that it is motivational because 
you can identify the problem yourself. It motivates 
you to actually look at the problem yourself and put 
in place strategies. 

P7: And you take the charge, you become responsi
ble, you feel it is yours. 

P2: And actually more so to that: you find that your 
colleagues share best experiences of how they have 
carried out an activity. There is a way it motivates 
you to say, ‘I can also do it. If a certain district can 
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perform to this level, then I can also improve.’” DHO 
Intervention, Southwest 

Empowerment generates movement and enthusiasm. 
Decisions are known through their execution, which 
is defined by movement; buy-in is defined by creative 
problem-solving in the process of deploying those 
skills to find partners and identify resources (or 
resource gaps). For the intervention participants, 
these skills ultimately rested on the segmentation 
and root-cause analysis practices becoming habitual 
practices in the institutional culture.

Sharing best practices: fostered the collective 
consensus necessary to alleviate uncertainty 
avoidance and promote uptake of exemplary 
models

As P2 noted in the quote above, the prior four prac
tices were consolidated through the requirement that 
groups present their experiences to colleagues as 
a way to develop and share best practices. Two parti
cipants reported that:

P6: We would share in groups what we decided to do 
and be able to identify which aspects can lead to 
progress and see why some interventions did not 
work and then come up with some solutions. DHO 
Intervention, Southwest 

P4: We look at those that have done very well, but 
there are also strugglers. Then we share those experi
ences: for those who are doing well, what have we 
done? Why is it working for you, and <why> is it not 
working elsewhere? Those that are struggling, what 
support would you like to get from those that are 
getting on well? DHO Intervention, Southwest 

Group sharing gave districts an opportunity to solicit 
ideas around better practices. Creating a culture of 
getting buy-in, of listening, and of adapting policies 
to local contexts primed the presenters to be receptive 
to other district suggestions. Sharing in groups 
showed others what decision-making spaces other 
districts operated within, while putting into place 
the persuasive skills necessary to increase collective 
action as local teams.

Participants were universally receptive to learning 
how they could improve, especially in the context of 
a friendly rivalry with other districts. As one DTLS 
noted, ‘ . . . when you share best practices from the 
different districts it makes some of us to adopt them 
and we also use them to succeed in the way we 
operate’ (DTLS Intervention, East).

The overall result of the intervention training, as 
described by the participants and repeated in many 
variations, was not only that seeing is believing but 
also that believing means coming up with your own 
answers to meet the obstacles you see.

At the beginning, we were not sure whether it was 
going to work . . . it works and now we are looking 
for ways to ensure that it expands to other health 
facilities and also ensure to enrol more, because 
those that need to be enrolled are there . . . We see 
a lot of gaps in the health centres as we are operating. 
DHO Intervention, Southwest 

Seeing action plans succeed gave DHOs and teams 
a sense of confidence and empowerment, which 
encouraged them to share these practices. By showing 
others how their districts solved common problems, 
they addressed the second root issue, the lack of 
clarity around the parameters of one’s power to inter
pret policy implementation in ways which work for 
the particulars of each district’s unique situation. If 
one or several other districts were taking a certain 
approach, that approach could potentially be done or 
adapted to one‘s own district.

Root challenges
Managers know what to do; but they don’t always 
know how to do it in culturally appropriate ways.

The control group informants highlighted two 
fundamental challenges. The first is an incomplete 
sense of the range of a DHO’s authority to interpret 
the implementation of policy (sometimes called ‘deci
sion-making space’). DHOs understood that their 
role was to implement policy, that this policy came 
generally from the MoH, and that they were respon
sible for seeing its uptake in their own districts. 
However, participants did not have a clear sense of 
how much they could bring to this role:

The policy is a final document and when it is there, 
you implement it. So, policy changes are passed from 
elsewhere and us, we are just implementers, we are 
not policymakers. DHO Control, Southwest 

This first issue, therefore, concerned a lack of clarity 
around when policy implementation shades into pol
icymaking, as when a DHO sets up new protocols to 
achieve health policy ends.

The second challenge concerned getting buy-in 
that results in sustained change. While the former 
challenge is a leadership challenge, this latter is 
a managerial issue:

The demotivating bit on my side in particular is that 
regardless of the fact that we go there <to a local 
health centre> twice for supervision, it is not 
enough – because the moment you go there 
<the> second time, you find that some things have 
not changed. The supervision has to be continuous 
to make sure that the health workers take on the 
practices Health Centre-IV Control, Southwest 

A lack of ownership and buy-in, shown by the need 
for continuous supervision, seemed to result when 
mid-level managers were not able to express fully 
the rationale of a new policy. When health workers 
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understand both the big picture and see improvement 
in the granular data around retention and cure rates, 
workers are motivated to sustain the work them
selves. This concrete connexion to the patients 
involved is the final element connecting policy 
through the person on the ground to the community 
and was shared by both intervention and control 
groups. One control DTLS described how this moti
vates his work, saying,

It’s the passion-the love for what I do, if for instance 
a patient comes to the facility and misses a service it 
would haunt me because I would be the one respon
sible for the welfare of that patient. It is my respon
sibility to have everything in place, but the scenario 
of a patient bouncing back makes me feel bad. DTLS 
Control, West 

A control DHO also concurred, explaining further 
that,

Once we have diagnosed the patient we would want 
to have that patient take the treatment. So the num
ber of patients who finish treatment is very impor
tant to me. They shouldn’t only just finish treatment, 
but they should get cured. So the cure rate is also 
something that – actually, it is these indicators that 
really motivate me to ensure that things work . . . 
DHO Control, East 

Yet although this connexion was important to both 
groups, intervention districts saw sustained change 
six months after the finish of the national IPT 
campaign in contrast to the control groups. This 
suggests that the key practices expressed in the 
intervention FGDs addressed the root causes at 
issue by leveraging metric-based decision-making 
and data on IPT initiation in order to connect 
those team management elements to the health 
outcomes of individual patients [21]. The mechan
ism was succinctly framed by an intervention 
discussant:

There is a difference between you knowing and it is 
a completely different thing to implement what you 
know. So, what this collaboration improved was the 
implementation and the running and the facilitation 
of the teams, the sharing of information, the sharing 
of the burden. . . . It was those links and intricacies 
that we discussed in those groups as colleagues DHO 
Intervention, Southwest 

Discussion

The findings from this qualitative analysis of FGD 
and KII with intervention and control groups scaling 
up IPT in Uganda move beyond a discussion of goal 
setting and training objectives to look at the culturally 
influenced ways participants adopted and applied 
specific skills to address previously intractable chal
lenges within a decentralized healthcare system. 
Health system decentralisation has come with mixed 

results because the complexity of processes involved 
creates distinct implementation challenges at differ
ent levels; generally, decentralisation sees better 
results at primary and secondary levels rather than 
tertiary levels like frontline care delivery and disease 
prevention [28]. This study documents that lack of 
know-how for implementing skills, and not lack of 
knowledge per se, was the missing link in earlier 
capacity-building efforts. The common questions par
ticipants had coming into the meetings – ‘How do 
DHOs engage their team?’ ‘Why aren’t the frontline 
health workers taking up the practices?’ ‘What else 
can we do?’ and ‘What components are being over
looked?’ – originated first in the lack of clarity sur
rounding how to implement policy, and second, in 
the unsettled parameters of district authority by 
which policy implementation occurs, themes identi
fied in previous studies [29,30].

Intervention sites answered the ‘how’ portion of 
the above questions by adopting data-based decision- 
making, which was both motivating and boosted 
a sense of psychological capability since it caused 
DHOs to appear more objective as managers and 
helped them gain team buy-in: they could present 
data for all to see as a starting point for solving 
district challenges. This confirms previous findings 
that wider decision space results from ‘learning by 
doing’ [31] and works well in a culture of high 
uncertainty avoidance, in which people are averse to 
unknown or unpredictable situations [18,32]. 
Participants were also motivated by the mini- 
collaboratives, importantly not through individualis
tic social pressure but through collegial and suppor
tive competitiveness, which functions well in 
collectivist societies.

District leadership recognized that for their deci
sions to be sound, the data had to be reliable, and so 
they implemented processes to clean and validate the 
data. They also learned to drill down to the specific 
area where the data showed gaps. Root-cause analysis 
to pinpoint a problem’s source resulted in teams 
drawing up workplans, action agendas, and budgets 
to guide their efforts, all of which seemed to be the 
missing links in the skill’s know-how. In other words, 
the mini-collaboratives fostered the skills necessary to 
recognize capability within the opportunities at hand 
in a culturally appropriate manner.

Although communication skills are often men
tioned as a target skill to improve, our participants 
discussed not communication so much as empower
ment, which resulted from improved communication 
and downward-oriented trust [33,34]. Rather than 
communication per se, the overlooked element may 
be the combination of framing a common task and 
then supporting personnel to see it through in a way 
where everyone can see the results, i.e. by giving 
people the responsibility of creating and sharing 
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their own pathways to accomplish that task. If cap
ability and opportunity influence the relation 
between motivation and behaviour [6], this sense of 
a common task also appealed to cultural values of 
collective action; agency, in this case, is collective. 
When district teams created action plans together, 
implemented them, and saw that they worked, the 
team was encouraged to trust the manager’s leader
ship capability. We argue this is also how leadership 
functions in context, answering a previously open 
question [1,35] and illustrating the power of local 
responsiveness to address local challenges [36].

In addition to increased team engagement, sharing 
best practices allowed districts to evaluate what was 
going to work in their particular setting, correspond
ing to findings from other studies [36,37]. DHOs 
need authority to draw up and test plans – even 
when they lack financial capacity and limited deci
sion-making space [2]. The mini-collaborations 
allowed participants to share the process of discovery 
and receive feedback from other district members, 
which has also been shown to improve individual 
skills and consolidate lessons learned from experience 
[38]. Ultimately, the intervention increased a sense of 
confidence in meeting the responsibilities of that aim 
for all participants involved. The result was not only 
a competitive but also a cooperative enterprise 
because the participants shared the common aim of 
improving the health of their districts and the popu
lation as a whole. This is a relation between psycho
logical capability and reflexive motivation – 
motivation derived from planning and evaluation – 
a relation not clearly expressed previously [5,6].

Limitations

This paper has three principal limitations. First, we 
avoided the management/leadership distinction to 
focus on the practicalities of getting buy-in and team
work, highlighting practices that fostered psychologi
cal capability and reflexive motivation. [33,39] 
Focusing on the practicalities is an approach taken 
in diplomacy when ideological problems threaten to 
forestall movement towards needed, locally impactful 
solutions while providing a potentially generalizable 
model for other interventions to replicate. [40]

Second, our data collection sought to evaluate the 
experience of participants in the intervention, rather 
than generate evidence for its long-term sustainabil
ity. We did not seek to measure empowerment or an 
increase in self-efficacy; this is an inductive finding 
based on reports from the DHOs and may reflect 
a social-desirability bias. Yet a strength of our study 
is the longitudinal component of seeing the sustain
ability of IPT in districts which had the intervention 

in contrast to the rest of the country after a national 
rollout campaign had ceased.

Third, the difference in data-gathering methods 
between one-on-one conversations in KIIs and 
group dynamics in FGDs means that some elements 
may have been given greater weight in the FGDs to 
foster discussion and build on what other participants 
said, while the KIIS in turn may have pursued less 
commonly mentioned challenges which did not get 
much ‘air time’ in the FGDs. Both sets of interview 
and discussion guides were aligned with one another 
as much as possible, with the exception of questions 
about how the intervention affected performance, 
which is the focus of this paper.

Conclusions and meaning of our results

Promoting sustainable development is a driving motive 
for decentralisation [41]. Improvement is a complex 
interplay of factors beyond simple technical capacity. 
Our participants suggested that capacity building at the 
mid-manger level must reach further than identifying 
knowledge gaps to also show people how to implement 
knowledge they already possess. Although some pro
ponents have advocated for fully systemic changes to 
address such capacity gaps, evidence shows that chan
ging one block of the system can have effects on the 
rest of the healthcare system [34]. Generational shifts in 
top-down vs bottom-up models of healthcare mean 
structures can lag a generation behind current research; 
given we are currently in an integrative wave, the dis
trict health level is the key place to target as the inter
section of MoH directives and oversight of 
programmes [42]. For these key players, both leader
ship and management skills are fundamental. Focusing 
on core practices – rather than competencies – is 
objectively implementable and measurable at the sys
tem level and does not rely on self-assessments of 
knowledge or pre/post-training skill sets that have 
been shown to be unreliable [1]. Horizontal account
ability, in which mid-level health system managers 
share their experiences implementing core practices, 
is one approach that has already made concrete and 
demonstrably sustainable changes at the district level in 
Uganda’s decentralized healthcare system.
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